






Quality coverage for 
 every member’s smile

When all your clients’ employees need is dental insurance, we’ve got them covered.

Savings from 
 in-network 

dentists

With Delta Dental plans, your clients’ employees will have access to Delta 
Dental, one of the nation’s largest dental networks. That means they can 

choose from thousands of dentists across the state and the country.

Annual  
cleanings

Freedom to 
choose a dentist

Superior 
customer service

Our dental plans 
also include  
useful online 
tools, resources 
and special 
programs for 
those who may 
need extra 
attention for their 
pearly whites.

Teledentistry.com is now  
in-network with Delta Dental!

With the Delta Dental Plan of Oregon provider 
network both in-person and virtual dental 
appointment options are available. 
Through Teledentistry.com we offer the flexibility 
and convenience of virtual visits 24/7 to meet 
members’ needs from wherever they are. Members 
can use Delta Dental virtual visits when they:

•	Have a dental problem after hours
•	Need urgent care and don’t have a regular dentist
•	Want to talk to a dentist from home
•	Are traveling and need dentist assistance

Quality coverage for your smile DeltaDentalOR.com



Plan name Calendar-year costs Care and services Prescription medication2

Annual 
deductible 

per 
person/family  

Coinsurance

Annual 
out-of-pocket

maximum 
per

 person/family

Primary care 
provider (PCP)  

and naturopath 
office visit1

Specialist 
office visit

Emergency 
room visit

Virtual 
care visit1

Behavioral 
health  

office visit1

Outpatient 
rehabilitation

Acupuncture 
and  

spinal 
manipulation 

services

Inpatient/
outpatient 

care
Value Select Preferred Non-

Preferred
Preferred 
Specialty

Non-
Preferred 
Specialty

In-network members pay In-network members pay In-network members pay
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� Connexus Platinum 250  $250 / $500  10%  $4,000 / $8,000 $15 per visit $30 per visit $250 after 
deductible $10 per visit $15 per visit $15 per visit $15 per visit 10% after 

deductible $2 $10 $30 50% 25% 50%

� Connexus Platinum 500  $500 / $1,000  10%  $3,000 / $6,000 $15 per visit $30 per visit $250 after 
deductible $10 per visit $15 per visit $15 per visit $15 per visit 10% after 

deductible $2 $10 $30 50% 25% 50%

� Connexus Gold 500  $500 / $1,000  25%  $8,000 / $16,000 $30 per visit $50 per visit $300 after 
deductible $10 per visit $30 per visit $30 per visit $30 per visit 25% after 

deductible $2 $10 $50 50% 25% 50%

� Connexus Gold 1000  $1,000 / $2,000  20%  $8,000 / $16,000 $30 per visit $50 per visit $300 after 
deductible $10 per visit $30 per visit $30 per visit $30 per visit 20% after 

deductible $2 $10 $50 50% 25% 50%

� Connexus Gold 1500  $1,500 / $3,000  25%  $8,000 / $16,000 $25 per visit $50 per visit $300 after 
deductible $10 per visit $25 per visit $25 per visit $25 per visit 25% after 

deductible $2 $10 $50 50% 25% 50%

� Connexus Gold 2000  $2,000 / $4,000  25%  $7,000 / $14,000 $30 per visit $50 per visit $300 after 
deductible $10 per visit $30 per visit $30 per visit $30 per visit 25% after 

deductible $2 $10 $50 50% 25% 50%

� Connexus Gold 2500  $2,500 / $5,000  30%  $6,500 / $13,000 $20 per visit $50 per visit $300 after 
deductible $10 per visit $20 per visit $20 per visit $20 per visit 30% after 

deductible $2 $20 $50 50% 25% after 
deductible

50% after 
deductible

� Connexus Silver 3500  $3,500 / $7,000  40%  $9,000 / $18,000 $45 per visit $65 per visit $400 after 
deductible $10 per visit $45 per visit $45 per visit $45 per visit 40% after 

deductible $2 $20 $65 50% 25% after 
deductible

50% after 
deductible

� Connexus Silver 3750  $3,750 / $7,500  35%  $9,200 / $18,400 $45 per visit $65 per visit $400 after 
deductible $10 per visit $45 per visit $45 per visit $45 per visit 35% after 

deductible $2 $20 $65 50% 25% after 
deductible

50% after 
deductible

� Connexus Silver 4500  $4,500 / $9,000  35%  $9,400 / $18,800 $45 per visit $65 per visit $400 after 
deductible $10 per visit $45 per visit $45 per visit $45 per visit 35% after 

deductible $2 $20 $65 50% 25% after 
deductible

50% after 
deductible

� Connexus Silver 5500  $5,500 / $11,000  50%  $9,100 / $18,200 $45 per visit $65 per visit $400 after 
deductible $10 per visit $45 per visit $45 per visit $45 per visit 50% after 

deductible $2 $20 $65 50% 25% after 
deductible

50% after 
deductible

� Connexus Silver 7000  $7,000 / $14,000  50%  $9,500 / $19,000 $40 per visit $60 per visit $400 after 
deductible $10 per visit $40 per visit $40 per visit $40 per visit 50% after 

deductible $2 $20 $60 50% 25% after 
deductible

50% after 
deductible

� Connexus Bronze 8600  $8,600 / $17,200  0%   $8,600 / $17,200 0% after  
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible $2 0% after 

deductible
0% after 

deductible
0% after 

deductible
0% after 

deductible
0% after 

deductible

1	 First three visits (including in-person or virtual primary care, naturopath and behavioral health office visits):
•	 for HDHP plans: 0% after deductible    •  for Connexus Bronze 8600: 0%    •  for other plans: $5 per visit

2	 One copay per 30-day supply of medication. $35 maximum per 30-day supply for insulin.

This is a summary of the health plan benefits and is not a contract; limitations and exclusions apply. See the medical plan benefit summaries, SBCs, handbook or contract for 
details. If there is any discrepancy between the information in this summary and the contract, it is the contract that will control. These benefits and Moda Health policies are 
subject to change in order to be compliant with state and federal guidelines.

2026 Medical plan benefit table No referrals needed. Employee Assistance Program available with all plans.

Experience better with Moda Health modahealth.com



Plan name Calendar-year costs Care and services Prescription medication2

Annual 
deductible  

per 
person/family

Coinsurance

Annual 
out-of-pocket

maximum  
per 

person/family

Primary care 
provider (PCP)  

and naturopath 
office visit1

Specialist 
office visit

Emergency 
room visit

Virtual 
care visit1

Behavioral 
health  

office visit1

Outpatient 
rehabilitation

Acupuncture 
and  

spinal 
manipulation 

services

Inpatient/
outpatient 

care
Value Select Preferred Non-

Preferred
Preferred 
Specialty

Non-
Preferred 
Specialty

In-network members pay In-network members pay In-network members pay

H
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� Connexus Gold HDHP 17003  $1,700 / $3,400  20%  $4,150 / $8,050 20% after 
deductible

20% after 
deductible

20% after 
deductible

20% after 
deductible

20% after 
deductible

20% after 
deductible

20% after 
deductible

20% after 
deductible $2 25% after 

deductible
25% after 

deductible
50% after 

deductible
20% after 

deductible
50% after 

deductible

� Connexus Silver HDHP 32003  $3,200 / $6,400  30%  $6,400 / $12,800 30% after 
deductible

30% after 
deductible

30% after 
deductible

30% after 
deductible

30% after 
deductible

30% after 
deductible

30% after 
deductible

30% after 
deductible $2 30% after 

deductible
30% after 

deductible
50% after 

deductible
40% after 

deductible
50% after 

deductible

� Connexus Silver HDHP 3500  $3,500 / $7,000  25%  $7,500 / $15,000 25% after 
deductible

25% after 
deductible

25% after 
deductible

25% after 
deductible

25% after 
deductible

25% after 
deductible

25% after 
deductible

25% after 
deductible $2 25% after 

deductible
35% after 

deductible
50% after 

deductible
20% after 

deductible
50% after 

deductible

� Connexus Bronze HDHP 5700  $5,700 / $11,400  50%  $7,500 / $15,000 50% after 
deductible

50% after 
deductible

50% after 
deductible

50% after 
deductible

50% after 
deductible

50% after 
deductible

50% after 
deductible

50% after 
deductible $2 50% after 

deductible
50% after 

deductible
50% after 

deductible
20%  after 
deductible

50% after 
deductible

� Connexus Bronze HDHP 7500  $7,500 / $15,000  0%   $7,500 / $15,000 0% after  
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible $2 0% after 

deductible
0% after 

deductible
0% after 

deductible
0% after 

deductible
0% after 

deductible
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� Moda Health Oregon Standard Gold  $1,800 / $3,600  20%  $8,150 / $16,300 $20 per visit $40 per visit 20% after 
deductible $20 per visit $20 per visit $20 per visit $20 per visit 20% after 

deductible $10 $10 $30 50% 50% 50%

� Moda Health Oregon Standard Silver  $6,100 / $12,200  30%  $9,200 / $18,400 $40 per visit $100 per visit 30% after 
deductible $40 per visit $40 per visit $40 per visit $40 per visit 30% after 

deductible $15 $15 $60 50% 50% 50%

� Moda Health Oregon Standard Bronze  $9,200 / $18,400  0%   $9,200 / $18,400 $50 per visit $150 per visit 0% after 
deductible $50 per visit $50 per visit $50 per visit $50 per visit 0% after 

deductible $25 $25 0% after 
deductible

0% after 
deductible

0% after 
deductible

0% after 
deductible

1	 First three visits (including in-person or virtual primary care, naturopath and behavioral health office visits):
•	 for HDHP plans: 0% after deductible    •  for other plans: $5 per visit

2	 One copay per 30-day supply of medication. $35 maximum per 30-day supply for insulin.
3	 If family members are covered, the overall family deductible must be met before the plan begins to pay.

This is a summary of the health plan benefits and is not a contract; limitations and exclusions apply. See the medical plan benefit summaries, SBCs, handbook or  
contract for details. If there is any discrepancy between the information in this summary and the contract, it is the contract that will control. These benefits and  
Moda Health policies are subject to change in order to be compliant with state and federal guidelines.

2026 Medical plan benefit table No referrals needed. Employee Assistance Program available with all plans. 
Health savings account (HSA): Our HSA-compatible high-deductible health plans (HDHP) give employees flexibility and choice. Your clients can choose to 
have HSA administration with our preferred partner, BenefitHelp Solutions or another institution. Employees can use HSA tax-free dollars to pay for deductibles, 
coinsurance and other qualified expenses not covered by their health plan. 

Experience better with Moda Health modahealth.com



2026 Vision plan benefit table

Vision $200 max Vision $300 max Vision $400 max

Benefit maximum $200 $300 $400 

What members pay

Eye exams (including refraction) 0% 0% 0%

Lenses 0% 0% 0%

Frames 0% 0% 0%

*Vision benefits are for 19+

Experience better with Moda Health modahealth.com



Plan name Calendar-year costs Class 1 Class 2 Class 3

Deductible Out-of-pocket 
maximum

Annual 
maximum 

Exams 
and 

X-rays
Cleanings Restorative 

fillings
Oral 

surgery Anesthesia Restorative 
crowns

Partial and 
complete 
dentures

Implants Orthodontia1

per person / family
Under age 19 

1 member / 2+ members 
(PPO plans - in-network only)

Age 19+ Under age 19, members pay / Ages 19+, members pay Direct 
Option

D
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Delta Dental Premier, 1000, 100/80/50, 50 $50 / $150 $450 / $900 $1,000 10% / 0% 30% after deductible / 
 20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO7MK

Delta Dental Premier, 1000, 80/80/50, 50 $50 / $150 $450 / $900 $1,000 10% /  
20% after deductible

30% after deductible /  
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO7MK

Delta Dental Premier, 1500, 100/80/50, 25 $25 / $75 $450 / $900 $1,500 10% / 0% 30% after deductible /  
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO3MK

Delta Dental Premier, 1500, 100/80/50, 50 $50 / $150 $450 / $900 $1,500 10% / 0% 30% after deductible /  
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO3MK

Delta Dental Premier, 2000, 100/80/50, 50 $50 / $150 $450 / $900 $2,000 10% / 0% 30% after deductible /  
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO1MK

Delta Dental Premier, 2500, 100/80/50, 50 $50 / $150 $450 / $900 $2,500 10% / 0% 30% after deductible /  
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO0MK

Delta Dental Premier, PF, 1000, 100/80/50, 50 $50 / $150 $450 / $900 
$1,000 

Class 1 except cone 
beam X-rays 

does not apply to max
10% / 0% 30% after deductible /  

20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO7MK

Delta Dental Premier, PF, 1500, 100/80/50, 50 $50 / $150 $450 / $900 
$1,500 

Class 1 except cone 
beam X-rays 

does not apply to max
10% / 0% 30% after deductible /  

20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO3MK

Delta Dental Premier, Voluntary, 1000, 100/80/50, 50 $50 / $150 $450 / $900 $1,000 10% / 0% 30% after deductible /  
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO7MK

Delta Dental Premier, Voluntary, 1500, 100/80/50, 50 $50 / $150 $450 / $900 $1,500 10% / 0% 30% after deductible /  
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO3MK

Delta Dental Premier Shining Smiles $50 / $150 $450 / $900 N/A 10% / Not covered 30% after deductible /  
Not covered

50% after deductible / 
Not covered Not covered 50% after deductible / 

Not covered N/A

1	  Only medically necessary orthodontia to treat cleft palate is covered. These benefits and Delta Dental Plan of Oregon policies are subject to change in order to be compliant with state and federal guidelines. This brochure provides summaries of various health 
plans and is not a contract. Limitations and exclusions apply. If there is any discrepancy between the summaries and the contract, it is the contract that will control.

2026 Dental plan benefit table

Quality coverage for your smile DeltaDentalOR.com



2026 Dental plan benefit table

Plan name Calendar-year costs Class 1 Class 2 Class 3

Deductible Out-of-pocket 
maximum 

Annual  
maximum 

Exams  
and  

X-rays
Cleanings Restorative 

fillings
Oral  

surgery Anesthesia Restorative
crowns

Partial and 
complete 
dentures

Implants Orthodontia1

per person / family
Under age 19

1 member / 2+ members
(PPO plans - in-network only)

Age 19+ Under age 19, members pay / Ages 19+, members pay Direct 
Option

D
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™
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Delta Dental PPO, 1000A, 100/90/50, 50 $50 / $150 $450 / $900 $1,000 0% 40% after deductible / 
10% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO7MK

Delta Dental PPO, 1500A, 100/90/50, 50 $50 / $150 $450 / $900 $1,500 0% 40% after deductible / 
10% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO3MK

Delta Dental PPO, 2000A, 100/90/50, 25 $25 / $75 $450 / $900 $2,000 0% 40% after deductible / 
10% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO1MK

Delta Dental PPO, 2500A, 100/90/50, 50 $50 / $150 $450 / $900 $2,500 0% 40% after deductible / 
10% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO0MK

Delta Dental PPO, 1000B, 100/80/50, 50 $50 / $150 $450 / $900 $1,000 0% 40% after deductible / 
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO7MK

Delta Dental PPO, 1500B, 100/80/50, 50 $50 / $150 $450 / $900 $1,500 0% 40% after deductible / 
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO3MK

Delta Dental PPO, 2000B, 100/80/50, 50 $50 / $150 $450 / $900 $2,000 0% 40% after deductible / 
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO1MK

Delta Dental PPO, 1000, 100/80/50, 50 $50 / $150 $450 / $900 $1,000 0% 40% after deductible / 
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO7MK

Delta Dental PPO, 1500, 100/80/50, 50 $50 / $150 $450 / $900 $1,500 0% 40% after deductible / 
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO5MK

Delta Dental PPO, 1500, 80/80/50, 50 $50 / $150 $450 / $900 $1,500 10% / 
20% after deductible

30% after deductible / 
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible /

 Not covered DO5MK

Delta Dental PPO, PF, 1000A, 100/90/50, 50 $50 / $150 $450 / $900 
$1,000 

Class 1 except cone 
beam X-rays 

does not apply to max
0% 40% after deductible / 

10% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO7MK

Delta Dental PPO, PF, 1500A, 100/90/50, 50 $50 / $150 $450 / $900 
$1,500 

Class 1 except cone 
beam X-rays 

does not apply to max
0% 40% after deductible / 

10% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO3MK

Delta Dental PPO, PF, 1000B, 100/80/50, 50 $50 / $150 $450 / $900 
$1,000 

Class 1 except cone 
beam X-rays 

does not apply to max
0% 40% after deductible / 

20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO7MK

Delta Dental PPO, PF, 1500B, 100/80/50, 50 $50 / $150 $450 / $900 
$1,500 

Class 1 except cone 
beam X-rays 

does not apply to max
0% 40% after deductible / 

20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO3MK

Delta Dental PPO, PF, 1000, 100/80/50, 50 $50 / $150 $450 / $900 
$1,000 

Class 1 except cone 
beam X-rays 

does not apply to max
0% 40% after deductible / 

20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO7MK

Delta Dental PPO PF, 1500, 100/80/50, 50 $50 / $150 $450 / $900 
$1,500 

Class 1 except cone 
beam X-rays 

does not apply to max
0% 40% after deductible / 

20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO3MK

1	 Only medically necessary orthodontia to treat cleft palate is covered. These benefits and Delta Dental Plan of Oregon policies are subject to change in order to be compliant with state and federal guidelines. This brochure provides summaries of various health 
plans and is not a  contract. Limitations and exclusions apply. If there is any discrepancy between the summaries and the contract, it is the contract that will control.

Quality coverage for your smile DeltaDentalOR.com



Plan name Calendar-year costs Class 1 Class 2 Class 3

Deductible Out-of-pocket 
maximum 

Annual  
maximum 

Exams 
and 

X-rays
Cleanings Restorative 

fillings
Oral 

surgery Anesthesia Restorative
crowns

Partial and 
complete 
dentures

Implants Orthodontia1

per person / family
Under age 19

1 member / 2+ members
(PPO plans - in-network only)

Age 19+ Under age 19, members pay / Ages 19+, members pay
Direct 

Option

D
el

ta
 D
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ta

l P
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™
 N
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w
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k

Delta Dental PPO, Voluntary, 1000, 100/90/50, 50 $50 / $150 $450 / $900 $1,000 0% 40% after deductible / 
10% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO7MK

Delta Dental PPO, Voluntary, 1000, 100/80/50, 50 $50 / $150 $450 / $900 $1,000 0% 40% after deductible / 
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO7MK

Delta Dental PPO, Voluntary, 1500, 100/90/50, 50 $50 / $150 $450 / $900 $1,500 0% 40% after deductible / 
10% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO5MK

Delta Dental PPO, Voluntary, 1500, 100/80/50, 50 $50 / $150 $450 / $900 $1,500 0% 40% after deductible / 
20% after deductible 50% after deductible Not covered / 

50% after deductible
50% after deductible / 

Not covered DO5MK

Delta Dental PPO Plus 11002 $25 / $75 $450 / $900 $1,100 0% 20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO7MK

Delta Dental PPO Plus 16002 $25 / $75 $450 / $900 $1,600 0% 20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO3MK

Delta Dental PPO Plus 21002 $25 / $75 $450 / $900 $2,100 0% 20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO1MK

Delta Dental PPO Plus 26002 $25 / $75 $450 / $900 $2,600 0% 20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO0MK

Delta Dental PPO Plus 31002 $25 / $75 $450 / $900 $3,100 0% 20% after deductible 50% after deductible Not covered / 
50% after deductible

50% after deductible / 
Not covered DO0MK

1	  Only medically necessary orthodontia to treat cleft palate is covered.
2	 Out-of-network deductible $50/$150; out-of-network annual maximum less $100.

These benefits and Delta Dental Plan of Oregon policies are subject to change in order to be compliant with state and federal guidelines. This brochure provides summaries of various health plans 
and is not a contract. Limitations and exclusions apply. If there is any discrepancy between the summaries and the contract, it is the contract that will control.

2026 Dental plan benefit table

Quality coverage for your smile DeltaDentalOR.com



Child Ortho 1000 Child Ortho 1500 Adult and Child Ortho 1000 Adult and Child Ortho 1500

Lifetime maximum $1,000 $1,500 $1,000 $1,500

What members pay

Members age 19+ Not covered Not covered 50% 50%

Members under age 19 50%1 50%1 50% 50%

1	 For members under 19, treatment must start prior to child’s 17th birthday

Plan name Calendar-year costs Care and services

Deductible Annual  
out-of-pocket

Annual  
maximum

General 
office visit

Exams 
and  

X-rays
Teeth 

cleaning Fillings Porcelain-
metal crown

Complete  
upper or lower 

denture
Bridge  

(per tooth)
Root canal therapy  

anterior / bicuspid / molar
Routine  

extraction 
(single tooth)

Surgical 
extraction

Comprehensive 
orthodontia 

services 1

under age 19
1 member / 2+ members Under age 19, members pay / Ages 19+, in-network members pay

W
ill
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ta

l
D
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ec

t O
pt

io
n

Willamette Dental Direct Option 0 No deductible $450 / $900 No annual 
maximum $15 per visit 0% $15 $150 $150 $150 $95 / $115 / $165 $15 $75 $2,400

Willamette Dental Direct Option 1 No deductible $450 / $900 No annual 
maximum $15 per visit 0% $15 $200 $200 $200 $100 / $125 / $175 $15 $75 $2,600

Willamette Dental Direct Option 3 No deductible $450 / $900 No annual 
maximum $15 per visit 0% $20 $250 $250 $250 $125 / $175 / $225 $20 $120 $3,000

Willamette Dental Direct Option 5 No deductible $450 / $900 No annual 
maximum $25 per visit 0% $25 $300 $300 $300 $150 / $200 / $275 $25 $150 $3,000

Willamette Dental Direct Option 7 No deductible $450 / $900 No annual 
maximum $30 per visit 0% $30 $400 $450 / $500 $400 $175 / $225 / $325 $30 $175 $3,000
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Willamette Dental Voluntary Stand Alone Direct Option 1 No deductible $450 / $900 No annual 
maximum $15 per visit 0% $15 $375 $450 / $500 $375 $125 / $200 / $250 $15 $175 $2,200

Willamette Dental Voluntary Stand Alone Direct Option 2 No deductible $450 / $900 No annual 
maximum $25 per visit 0% $20 $375 $450 / $500 $375 $125 / $200 / $250 $20 $175 $2,200

Willamette Dental Voluntary Direct Option 0 No deductible $450 / $900 No annual 
maximum $15 per visit 0% $15 $150 $150 $150 $95 / $115 / $165 $15 $75 $2,400

Willamette Dental Voluntary Direct Option 1 No deductible $450 / $900 No annual 
maximum $15 per visit 0% $15 $200 $200 $200 $100 / $125 / $175 $15 $75 $2,600

Willamette Dental Voluntary Direct Option 3 No deductible $450 / $900 No annual 
maximum $15 per visit 0% $20 $250 $250 $250 $125 / $175 / $225 $20 $120 $3,000

Willamette Dental Voluntary Direct Option 5 No deductible $450 / $900 No annual 
maximum $25 per visit 0% $25 $300 $300 $300 $150 / $200 / $275 $25 $150 $3,000

Willamette Dental Voluntary Direct Option 7 No deductible $450 / $900 No annual 
maximum $30 per visit 0% $30 $400 $425 / $500 $400 $175 / $225 / $325 $30 $175 $3,000

1	 A separate copayment for orthodontic treatment of cleft palate for members age 18 and under is $450. Copayment for pre-orthodontia 
services will be credited towards the comprehensive orthodontic services copayment if members accept the treatment plan.

These benefits and Delta Dental Plan of Oregon policies are subject to change in order to be compliant with state and federal guidelines. This brochure provides summaries of various health plans and is not 
a contract. Limitations and exclusions apply. If there is any discrepancy between the summaries and the contract, it is the contract that will control.

2026 Orthodontia plan riders

2026 Direct option benefit table
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Questions?  
Contact your Moda Health or Delta Dental Sales representative

Health plans provided by Moda Health Plan, Inc. 
REV1-2136 (04 / 22) 

REV6-0443 (08/25)

Portland office (corporate headquarters) 
601 SW Second Ave., Portland, OR 97204-3156 

These benefits and Moda Health/Delta Dental policies are subject to change in order to be compliant with state  
and federal guidelines. Health plans in Oregon provided by Moda Health Plan, Inc. Dental plans in Oregon provided by  
Delta Dental Plan of Oregon. Delta Dental is a trademark of Delta Dental Plans Association.
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