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                                                                                                                                  1-800-456-5615 

                                                                                                  419-529-2711

       Presents
April 1, 2009 – March 31, 2010

Option 2 Dental Plan

Group Code: 001JET

The Declaration Pages (all pages prior to the Table of Contents) of the Master Plan Document and/or the Summary Plan Brochure supersede any wording, limitations, coverages, etc. mentioned in the main body of the Master Plan Document.  The Declaration Pages of this Document are and include the following areas:

Eligibility Requirements:

To become eligible for coverage, you must be a member of the following Employee Class and complete the specified Waiting Period.

Employee Class:    All Full-Time Employees working 35 hours or more per week.

Dependent Class:  Are eligible for coverage until the end of the calendar year of which they become 19; if a full-time student and dependent upon the Employee or the Employee’s spouse for support (IRS), they are eligible until the end of the calendar year in which they become 24.

Special Eligibility Note: Additional information may be required to verify a dependent is eligible for coverage under this plan including but not limited to:  Court documentation indicating which divorced parent is required to cover the dependent.  A marriage certificate if the wife did not take the husbands last name.  A birth certificate and/or adoption documentation.    An eligible dependent may become ineligible if said dependent reaches age 19 and/or student eligibility requirements are not met. The dependent’s coverage will be suspended indefinitely until all required supporting documentation to verify eligibility under this plan is received.

Waiting Period:    
1.  Initial Employee:  None

 
2.  New Employee:    Effective 1st of the month following a 120-day Waiting Period.

Termination of Coverage:  All Plan Participant’s dental coverage shall terminate at the end of the month in which                    they terminate employment or become ineligible for any reason.

Schedule of Benefits

DENTAL BENEFITS

     Deductible:          
Per Individual         $  50.00





     
Per Family              $150.00


 
     Accumulation Period: Per Plan Year

· Diagnostic & Preventative Services:  Paid 100% UCR
The limits on Diagnostic & Preventative services are for routine services. If dental need is present, this Plan will consider for reimbursement services performed more frequently than the limits shown.

<R03>

****TP3028 7.0   UNMODIFIED
· Routine oral exams and consultations. This includes the cleaning and scaling of teeth. <011D>Limit of two per Covered Person per Plan Year.<\011D>
· One bitewing x‑ray series per Plan Year<\011F>.

· Two fluoride treatments for covered Dependent children under age <011H>14 per Plan Year<\011H>.

· Space maintainers for primary teeth, including all adjustments within six months of installation, limited to covered Dependent children under age 14, once per lifetime.

· Dental prophylaxis, including periodontal maintenance procedures and full mouth debridement, limited to twice per Plan Year.

· Minor Services:



     Deductible, then 50% UCR
· Emergency palliative treatment and other non-routine, unscheduled visits.

· <N03><\NOne full mouth x‑ray or panoramic x-ray <011G>every 60 months, less any benefits paid for bite-wing x-rays.

· Dental x-rays not included in Class A services.

· Amalgam and composite resin restorations limited to once per tooth surface within a 24-month period.  Multiple restorations on one surface will be treated as a single filling.

· Simple extraction and surgical extraction (to include local anesthesia, suturing if needed, and routine post operative care.  Oral Surgery and Surgical Extractions of impacted and boney impacted teeth are covered under the Medical Plan.

· Sealants for the occlusal surface of first permanent molars to age nine and second permanent molars to age 14.  The surface must be free from decay and restorations.  Limited to once in any three-year period.

· Periodontal maintenance following active periodontal therapy.  Benefits for prophylaxis, including periodontal maintenance procedures and full mouth debridement, limited to a combined maximum of twice per Plan Year.
· After hours visits, not to exceed once per Plan Year.
· *Major Services:



       Deductible, then 25% UCR
· Extractions and dental surgery (to include local anesthesia, suturing if needed, and routine postoperative care).

· Endodontic therapy, endodontic retreatment, and apicoectomy/periradicular services limited to once per tooth per 24 months.

· Root canal fillings on primary teeth limited to primary teeth without succedaneous (replacement) teeth.

· Root planning and scaling limited to once per area in any two-year period.

· Periodontal surgery limited to once per area in any three-year period.

· Cast restorations (including crowns, onlays, or veneers) and associated procedures such as cores and post substructures on the same tooth limited to once in any seven-year period.

· Core buildups, cast posts and cores, and prefabricated posts are limited to once per tooth.

· One complete upper and one complete lower denture limited to once in any seven-year period for any individual.

· A partial denture, fixed bridge, or removable bridge and any associated services are limited to once in any seven-year period.

· Fixed bridgework, replacement of fixed bridgework or addition of teeth to existing bridgework to replace extracted natural teeth is covered only if the replacement is required to replace one or more natural teeth extracted while a member under the Plan..

· Tissue conditioning limited to twice per denture unit in any three-year period.

· Relines and repairs to bridges, removable bridges, partial dentures, and complete dentures limited to once in any three-year period per appliance.

· Complete replacement of denture base material limited to once in any three-year period per appliance.

· Occlusal guard one in any five-year period.

· Limited occlusal adjustments payable once per Plan Year.
*12-month continuous coverage required to become eligible for this coverage.

Maximum Accumulation Period Benefit:

Diagnostic, Preventative, Minor and Major Services Combined : 
$750.00

Submit Dental Claims to:

EBS of Ohio

Attn: Claims Dept.

PO Box 2568

Mansfield, OH 44906

1-800-456-5615

A Health Benefit Plan has been established and operated under the guidelines of ERISA (Employee Retirement Income Security Act of 1974). As an ERISA Plan, there are certain disclosure requirements that must be made to Plan Participants.  The following provide this information.

Employer

Jetstream Ground Services Inc.

                  1070 E Indiantown Rd #400
                    Jupiter, FL 33477
    561-746-3282 

Plan Sponsor

Jetstream Ground Services Inc.

                  1070 E Indiantown Rd #400
                    Jupiter, FL 33477
    561-746-3282 

Agent for the Service of Legal Process

Jetstream Ground Services Inc.

                  1070 E Indiantown Rd #400
                    Jupiter, FL 33477
    561-746-3282 

Plan Fiduciary

Jetstream Ground Services Inc.

                  1070 E Indiantown Rd #400
                    Jupiter, FL 33477
    561-746-3282 

Tax # 65-0646137
Plan Administrator

E.B.S. of Ohio Inc.

896 N. Lexington Springmill Road

Mansfield, Ohio 44906

1 (800) 456-5615

(419) 529-2711

www.ebsofohio.com
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