Dental Plan Benefits Explanation

Date: [Insert Date]

To: [Recipient Name]

Address: [Recipient Address]

Dear [Recipient Name],

We are pleased to provide you with details regarding your dental plan benefits. Our goal is to

ensure that you fully understand the coverage available to you and to help you make the best use
of your dental care options.

Dental Plan Overview

Your dental plan includes the following key benefits:

Preventive Services: 100% coverage for routine cleanings, exams, and x-rays.

Basic Services: 80% coverage for fillings, extractions, and periodontal care.

Major Services: 50% coverage for crowns, bridges, and dentures.

Orthodontics: [Insert coverage details, e.g., 50% coverage up to a lifetime maximum of
$[amount]].

Annual Maximum

The maximum benefit amount for covered services in a calendar year is $[Insert Amount]. Please
note that this limit is reset every January 1st.

In-Network vs. Out-of-Network Providers

Using in-network providers will maximize your benefits. Out-of-network services may be
covered at a lower rate and may require you to pay the difference upfront.

Contact Information

If you have any questions regarding your dental plan, please feel free to contact our customer
service team at [Insert Contact Number] or email us at [Insert Email Address].

Thank you for choosing [Company Name] for your dental care needs.

Sincerely,



[Your Name]
[Your Title]
[Company Name]

[Company Contact Information]



