
Delta Dental Plans and EyeMed Vision Plan

Total Monthly
LERC-MMO

COBRA
 +2%

39.95 40.75
109.14 111.32

Total Monthly
LERC-MMO

COBRA
 +2%

22.69 23.14
61.74 62.97

Total Monthly
LERC-MMO

COBRA
 +2%

3.07 3.13
8.44 8.61

3.07 3.13
8.44 8.61

*Rates shown are based on 0.5 FTE. Exact part-time rates deteremined by contracted hours. 

COBRA - 2% premium added to Health/Dental/Vision Rates

Amherst EVSD
2024-2025 Insurance Rates

(posted to www.amherstk12.org)

Rates effective 
7/1/2024

Employee Share - 33%

Delta Dental PPO Plan
All Full-Time Employees

Rates effective 
7/1/2024

Single 13.18
Family 36.02

Employee Share - 33%

Delta Dental EPO Plan
All Full-Time Employees

Single 0.61

Single 7.49
Family 20.37

EyeMed Vision
All Employees

Rates effective 
7/1/2024

Employee Share - 20%

Full-Time

Family 4.22

Family 1.69

Part-Time* 50%
Single 1.54

ARG 05032024 2024-2025 Insurance Rates - arg 05102024 (2) / Dental and Vision



 

 LERC #882859  

Vision Care Services In-Network Member Cost Out-of Network Reimbursement 

Exam with Dilation as necessary $15 Copay Up to $15 

Contact Lens Fit & Follow-up 
Standard contact lens fit & follow-up 
Premium contact lens fit & follow-up 

 
Up to $55 
10% off retail price 

 
N/A 
N/A 

Frames $0 Copay; 20% off balance over  
$100 allowance 

Up to $30 

Standard Plastic Lenses 
Single vision 
Bifocal 
Trifocal 
Lenticular 
Standard Progressive Lens 
Premium Progressive Lens1 

 
$15 Copay 
$15 Copay 
$15 Copay 
$15 Copay 
$80 Copay 
$80 Copay;20% off retail less $120 allowance 

 
Up to $10  
Up to $20  
Up to $30  
Up to $40 
Up to $20 
Up to $20  

Lens Options 
UV Treatment 
Tint (solid and gradient) 
Standard plastic scratch coating 
Standard Polycarbonate - adults 
Standard polycarbonate - kids under 19 
Standard anti-reflective coating 
Premium anti-reflective coating 
Polarized 
Other add-ons and services 

 
$15 
$15 
$15 
$40 
$40 
$45 
20% off retail price 
20% off retail price 
20% off retail price 

 
N/A 
N/A 
N/A 
N/A 
N/A 
N/A 
N/A 
N/A 
N/A 

Contact Lenses (contact lens allowance includes materials only. Any remaining balance for contact lenses may be used within the 
same benefit frequency) 

Conventional 
Disposable 
Medically necessary 

$15 Copay; 15% off balance over $100 
$15 Copay; 100% of balance over $100 
$15 Copay; 5% off balance over $200  

Up to $40  
 
Up to $40 
Up to $75 

Laser Vision Correction 
LASIK or PRK from U.S. Laser Network 

 
15% off the retail price or 5% off the 
promotional price 

 

Frequency 
Examination 
Lenses or contact lenses 
Frames 
Laser Vision Correction 

 
Once every 12 months 
Once every 12 months 
Once every 12 months  
Once per lifetime 

 

ADDITIONAL DISCOUNTS: 
• 40% off complete pair of prescription eyeglasses* 
• 20% off non-prescription sunglasses* 
• 20% off remaining balance beyond plan coverage* 

You’re on the ACCESS network. For a complete list of providers near you, use our Provider Locator on EyeMed.com 
or call 1.877.226.1115. For LASIK providers, call 1.800.988.4221. 

 

 

*These discounts are for in-network providers only 
For the period 1/1/2024-12/31/2024. 
1Premium progressives and premium anti-reflective designations are subject to annual review by EyeMed’s Medical Director and are subject to change based on market 
conditions. All providers are not required to carry all brands at all levels 
No benefits will be paid for services or materials connected with or charges arising from: medical or surgical treatment, services or supplies for the treatment of the eye, eyes or 
supporting structures; Refraction, when not provided as part of a Comprehensive Eye Examination; services provided as a result of any Workers’ Compensation law, or similar 
legislation, or required by any governmental agency or program whether federal, state or subdivisions thereof; orthoptic or vision training, subnormal vision aids and any 
associated supplemental testing; Aniseikonia lenses; any Vision Examination or any corrective Vision Materials required by a Policyholder as a condition of employment; safety 
eyewear; solutions, cleaning products or frame cases; non-prescription sunglasses; plano (non-prescription) lenses; plano (non-prescription) contact lenses; two pair of glasses 
in lieu of bifocals; electronic vision devices; services rendered after the date an Insured Person ceases to be covered under the Policy, except when Vision Materials ordered 
before coverage ended are delivered, and the services rendered to the Insured Person are within 31 days from the date of such order; or lost or broken lenses, frames, glasses, 
or contact lenses that are replaced before the next Benefit Frequency when Vision Materials would next become available. Fees charged by a Provider for services other than a 
covered benefit and any local, state or Federal taxes must be paid in full by the Insured Person to the Provider. Such fees, taxes or materials are not covered under the Policy. 
Allowances provide no remaining balance for future use within the same Benefit Frequency. Some provisions, benefits, exclusions or limitations listed herein may vary by state. 
Plan discounts cannot be combined with any other discounts or promotional offers. In certain states members may be required to pay the full retail rate and not the negotiated 
discount rate with certain participating providers. See the Provider Locator to find participating providers who offer the discounted rate. 



Delta Dental EPO™ 
Summary of Dental Plan Benefits 

For Group# 1555-0192 
Lake Erie Regional Council 

Amherst Schools 

This Summary of Dental Plan Benefits should be read along with your Certificate.  Your Certificate provides 
additional information about your Delta Dental plan, including information about plan exclusions and 
limitations.  If a statement in this Summary conflicts with a statement in the Certificate, the statement in this 
Summary applies to you and you should ignore the conflicting statement in the Certificate. 

Control Plan – Delta Dental of Ohio 

Benefit Year – January 1 through December 31 

Covered Services - Please refer to the Member Copayment Schedule for a list of Covered Services and 
Copayments. When more than one treatment option is available, the least expensive treatment is the one 
covered. Copayments will be reviewed annually for adjustment. Procedure codes are subject to change to 
reflect current American Dental Association (ADA) procedure codes.  Any changes to the Member 
Copayment Schedule will be effective any January 1. 

You must receive dental care from a Delta Dental EPO Dentist in order to receive Benefits.  If you 
receive services from a Non-EPO Dentist, you will be responsible for paying for those services, unless that 
dental care is Emergency Dental Treatment. If you require Emergency Dental Treatment and your EPO 
Dentist is not available, you may obtain treatment from any Dentist. You are responsible for paying for the 
Emergency Dental Treatment. Delta Dental will reimburse you up to the Maximum Payment for Emergency 
Dental Treatment. 

 Oral exams (including evaluations by a specialist) are payable twice per calendar year.
 Prophylaxes (cleanings) are payable twice per calendar year.
 People with specific at-risk health conditions may be eligible for additional prophylaxes (cleanings) or

fluoride treatment. The patient should talk with his or her dentist about treatment.
 Fluoride treatments are payable twice per calendar year for people age 18 and under.
 Bitewing X-rays are payable once per calendar year and full mouth X-rays (which include bitewing X-

rays) or a panorex are payable once in any five-year period.
 Sealants are payable once per tooth per lifetime for first permanent molars for people age eight and

under and second permanent molars for people age 13 and under. The surface must be free from decay
and restorations.

 Composite resin (white) restorations are payable on posterior teeth.
 Porcelain and resin facings on crowns are optional treatment on posterior teeth.
 Implants and implant related services are not Covered Services.
 Crowns over implants and their related services are not Covered Services.
 Occlusal guards and occlusal adjustments are not a Covered Service.
 Comprehensive orthodontic treatment is a Covered Service.

Maximum Payment – $125 per person total per Benefit Year for Emergency Dental Treatment from a Non-
EPO Dentist. There is no annual or lifetime maximum on treatment received from an EPO Dentist. 

Deductible – None.  

Waiting Period – Employees who are eligible for dental benefits are covered as defined by Amherst 
Schools. 



Customer Service Toll-Free Number:  1-800-870-9988 
https://www.DeltaDentalOH.com 

July 1, 2022 

Eligible People – As defined by Amherst Schools.  

Also eligible are your Spouse and your Children to the end of the month in which they turn 26, including 
your Children who are married, who no longer live with you, who are not your Dependents for Federal 
income tax purposes, and/or who are not permanently disabled.   

Enrollees and their Dependents choosing either dental plan are required to remain enrolled for a period of 12 
months. Should an Enrollee or Dependent choose to drop dental coverage after that time, he or she may not 
re-enroll prior to the date on which 12 months have elapsed. Dependents may enroll if the Enrollee is 
enrolled (excluding COBRA) and must be enrolled in the same plan as the Enrollee. An election may be 
revoked or changed at any time if such change is the result of a qualifying event as defined under Internal 
Revenue Code Section 125. 

If you and your Spouse are both eligible to enroll in This Plan as Enrollees, you may be enrolled together on 
one application or separately on individual applications, but not both. Your Dependent Children may only be 
enrolled on one application. Delta Dental will not coordinate benefits between your coverage and your 
Spouse's coverage if you and your Spouse are both covered as Enrollees under This Plan. 

Benefits will cease on the last day of the month in which the employee is terminated. 



 

     







 
   
 
 
 

  KR#30369229 

Delta Dental PPO™ (Point-of-Service) 
Summary of Dental Plan Benefits 

For Group# 1555-0191 
Lake Erie Regional Council 

Amherst Schools 
 
This Summary of Dental Plan Benefits should be read along with your Certificate.  Your Certificate provides additional 
information about your Delta Dental plan, including information about plan exclusions and limitations.  If a statement in 
this Summary conflicts with a statement in the Certificate, the statement in this Summary applies to you and you should 
ignore the conflicting statement in the Certificate.  The percentages below are applied to Delta Dental's allowance for 
each service and it may vary due to the dentist's network participation.* 
 
Control Plan – Delta Dental of Ohio  
 
Benefit Year – January 1 through December 31 
 
Covered Services –   
 Delta Dental 

PPO™ Dentist 
Delta Dental 

Premier® Dentist 
Nonparticipating 

Dentist 
 Plan Pays Plan Pays Plan Pays* 

Diagnostic & Preventive 
Diagnostic and Preventive Services – exams, 
cleanings, fluoride, and space maintainers 100% 100% 100% 

Emergency Palliative Treatment – to temporarily 
relieve pain 100% 100% 100% 

Sealants – to prevent decay of permanent teeth 100% 100% 100% 
Brush Biopsy – to detect oral cancer 100% 100% 100% 
Radiographs – X-rays 100% 100% 100% 

Basic Services 
Minor Restorative Services – fillings and crown repair 100% 80% 80% 
Endodontic Services – root canals 100% 80% 80% 
Periodontic Services – to treat gum disease 100% 80% 80% 
Oral Surgery Services – extractions and dental surgery 100% 80% 80% 
Other Basic Services – misc. services 100% 80% 80% 
Relines and Repairs – to prosthetic appliances 100% 80% 80% 

Major Services 
Major Restorative Services – crowns 60% 60% 60% 
Prosthodontic Services – bridges, implants, dentures, 
and crowns over implants 60% 60% 60% 

Orthodontic Services 
Orthodontic Services – braces 50% 50% 50% 
Orthodontic Age Limit –  through age 18 

and under 
through age 18 

and under 
through age 18 

and under 
* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the portion of 
Delta Dental's Nonparticipating Dentist Fee that will be paid for those services. This amount may be less than what the 
Dentist charges or Delta Dental approves and you are responsible for that difference. 

 Oral exams (including evaluations by a specialist) are payable twice per calendar year. 
 Prophylaxes (cleanings) are payable twice per calendar year. 
 People with specific at-risk health conditions may be eligible for additional prophylaxes (cleanings) or fluoride 

treatment. The patient should talk with his or her dentist about treatment. 
 Fluoride treatments are payable once per calendar year for people age 18 and under. 
 Bitewing X-rays are payable twice per calendar year.  Full mouth X-rays (which include bitewing X-rays) or a 

panorex are payable once in any three-year period. 
 Sealants are payable once per tooth per three-year period for first and second permanent molars for people age 13 

and under. The surface must be free from decay and restorations. 
 Composite resin (white) restorations are payable on posterior teeth.  
 Porcelain and resin facings on crowns are optional treatment on posterior teeth. 



 

  KR#30369229 

 Implants are payable once per tooth in any five-year period. Implant related services are Covered Services. 
 Crowns over implants are payable once per tooth in any five-year period. Services related to crowns over implants 

are Covered Services. 

Having Delta Dental coverage makes it easy for you to get dental care almost everywhere in the world! You can now 
receive expert dental care when you are outside of the United States through our Passport Dental program. This 
program gives you access to a worldwide network of dentists and dental clinics. English-speaking operators are 
available around the clock to answer questions and help you schedule care. For more information, check our Web site or 
contact your benefits representative to get a copy of our Passport Dental information sheet. 

Maximum Payment – Delta Dental PPO™ Dentist - $2,000 per person total per Benefit Year on all services except 
orthodontic services.  $1,000 per person total per lifetime on orthodontic services.  

Delta Dental Premier® Dentist or Nonparticipating Dentist - $1,500 per person total per Benefit Year on all services 
except orthodontic services.  $1,000 per person total per lifetime on orthodontic services.  

These are not separate maximums by type of dentist. 

Payment for Orthodontic Service – When orthodontic treatment begins, your Dentist will submit a payment plan to 
Delta Dental based upon your projected course of treatment. In accordance with the agreed upon payment plan, Delta 
Dental will make an initial payment to you or your Participating Dentist equal to Delta Dental's stated Copayment on 
30% of the Maximum Payment for Orthodontic Services as set forth in this Summary of Dental Plan Benefits. Delta 
Dental will make additional payments as follows: Delta Dental will pay 50% of the per monthly fee charged by your 
Dentist based upon the agreed upon payment plan provided by your Dentist to Delta Dental.     

Deductible – None.  

Waiting Period – Enrollees who are eligible for Benefits are covered as defined by Amherst Schools. 

Eligible People – As defined by Amherst Schools.  

Also eligible are your Spouse and your Children to the end of the month in which they turn 26, including your Children 
who are married, who no longer live with you, who are not your Dependents for Federal income tax purposes, and/or 
who are not permanently disabled. 

Enrollees and their Dependents choosing either dental plan are required to remain enrolled for a period of 12 months. 
Should an Enrollee or Dependent choose to drop dental coverage after that time, he or she may not re-enroll prior to 
the date on which 12 months have elapsed. Dependents may enroll if the Enrollee is enrolled (excluding COBRA) and 
must be enrolled in the same plan as the Enrollee. An election may be revoked or changed at any time if such change is 
the result of a qualifying event as defined under Internal Revenue Code Section 125. 

Coordination of Benefits – If you and your Spouse are both eligible to enroll in This Plan as Enrollees, you may be 
enrolled together on one application or separately on individual applications, but not both. Your Dependent Children 
may only be enrolled on one application. Delta Dental will not coordinate benefits between your coverage and your 
Spouse's coverage if you and your Spouse are both covered as Enrollees under This Plan. 

Benefits will cease on the last day of the month in which the employee is terminated. 

 
 

Customer Service Toll-Free Number: 800-524-0149 (TTY users call 711) 
https://www.DeltaDentalOH.com 
Contract Start Date: July 1, 2022 

Document Creation Date: March 29, 2022 
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