
Plan 1 (Basic) Plan 2 (High)

WISD Dental Insurance
2026-2027

Employee Only:
Employee & Spouse: 
Employee & Children:
Employee & Family:

Employee Only:
Employee & Spouse: 
Employee & Children:
Employee & Family:

$0.00
$23.50
$23.50
$36.26

$26.22
$56.12
$56.12
$87.36

Plan 1 (Base Plan) Plan 2 (High Plan)

Preventive &
Diagnostic
Services

Basic
 Services

Major
 Services

Routine exams (two per one year)
Routine cleanings (two per year)
Fluoride treatments (one per one year for children
under age 16)
Bitewing x-rays (one per one year)
Full-mouth x-rays (one every 60 months)

Routine exams (two per one year)
Routine cleanings (two per one year)
Fluoride treatments (one per one year for children under age of 16)
Sealants 9one per toothfor 60 months for children under age 14)
Space mintainers (one per tooth: for children under age 16)
Bitewing x-rays ( one per one year)
Full-month x-rays (one every 60 months)

Sealants (one per tooth per 5 years, for children under age 14)
Emergency palliative treatment
Fillings (amalgam, anterior resin, posterior resin; under age 19,
replacing existing only if in place for 12 months; age 19 and
over, replacing existing only if in place for 36 months)
Simple extractions

Emergency palliative treatment
Oral Cancer screening (one per one year)
Fillings (amalgam, anterior resin, posterior resin; under age 19, replacing
existing only if in place for 12 months; age 19 and over, replacing existing
only if in place for 36 months)
Simple extractions
Oral surgery
Crowns ( one per 10 years)

Space Maintainers (one per tooth; for children under age 16)
Oral Cancer Screening (one per one year)
Occlusal Guards (one per 3 years)
Surgical extractions
Oral surgery
Endodontics- Root Canal (one per tooth)
Periodontal Maintence (two per one year)
periodontal Scaling & Root Planning (one per quadrant per 2 years)
Periodontal surgical extractions (one per quadrant per 3 years)
Inlays, onlays, crowns, bridges, and dentures ( one per tooth in 10 calendar years)
Crown, bridge and denture repair (6 months must have passed since initial
placement)
Implants ( covered under base plan maxiumum, one per tooth in 10 calender years)
Anesthesia

Occlusal Guards (one per 3 years)
Surgical extractions
Endodontics- Root canal (one per tooth)
Periodontal Maintenance (two per one year)
Periodontal Scaling & Root Planing (one per quadrant per 2 years)
Periodontal surgical extractions ( one per quadrant per 3 years)
Inlays, onlays, bridges and dentures (one per tooth in 10 calendar years)
Crown, bridge and denture repairs (6 months must have passed since
initial placement)
Implants (covered under base plan maxiumum, one per tooth in 10
calendar years)
Anesthesia

Orthodontic
Services

Deductible

Maximun 
Benefit

Calendar year (Annual) (Individual/Family)
*Waived for Preventive services*

Calendar year maximum per person

Calendar year (Annual) (Individual/Family)
            *Waived for Preventive services*

100%

25%

100%

50% 80%

50%

N/A 50%

$100/
$300

$75/
$225

$1,000 $1,500

* Orthodontic treatment - not covered*
Orthodontic Treatment- Adult & Child
Lifetime Maximum per person $1,500
Waiting period- None

Calendar year maximum per person

(956) 973-1904

(956) 968-5954

(956) 373-1109

(956) 425-8573
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	UHC
	UHC
	UHC
	EPO
	PPO - Buy Up
	PPO - Base
	$1,000
	$2,500
	$1,000
	Individual
	Not Covered
	$1,250
	$3,000
	$3,000
	Family
	$3,000
	$7,500
	Not Covered
	$3,750
	$9,000
	Coinsurance (Plan Pays/EE Pays)
	Not Covered
	70% / 30%
	70% / 30%
	60% / 40%
	80% / 20%
	50% / 50%

	Per Admission Copay (Plan Pays/EE Pays)
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	Not Covered
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	70% / 30%
	60% / 40%
	80% / 20%
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	$12,000
	Not Covered
	Not Covered
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	$9,000
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	$18,000
	$0
	$15
	$25
	Not Covered
	Not Covered
	Not Covered
	$0
	$15
	$25
	50%
	50%
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	$0
	$15
	$25
	40%
	40%
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	$500
	$500
	$500
	$45
	70% / 30%
	$10
	$10
	$10
	$30
	$30
	$50
	$50
	$50
	Not Covered
	$45
	50%
	$45
	Not Covered
	70% / 30%
	50% / 50%
	80% / 20%


	VerusRx
	Not Covered
	Not Covered
	Not Covered
	Not Covered
	$30
	Not Covered
	Not Covered
	40%
	60% / 40%
	Not Covered
	Not Covered
	Not Covered


	EPO
	$23.58
	$298.34
	$560.74
	$678.62
	$1,156.84
	PPO - Base
	$99.12
	$354.76
	$732.48
	$883.48
	$1,339.60

	PPO - Buy Up
	$134.62
	$454.26
	$954.56
	$1.112.98
	$1,852.34
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