
COST WITH NO DENTAL INSURANCE $2,400

COST WITH GUARDIAN DENTAL AND USING IN-NETWORK DENTIST $1,020

YOUR ESTIMATED SAVINGS WITH GUARDIAN DENTAL INSURANCE: $1,380

Barnes Group Inc.
Value Dental Plan



DENTAL INSURANCE

Important Information about Guardian's DentalGuardIndemnity and DentalGuardPreferred PPO Plans: This policy provides dental insurance only. 
Coverage is limited to those charges that are necessary to prevent, diagnose or treat dental disease, defect, or injury. Deductibles apply. Waiting periods 
may also apply for some services. The plan does not pay for: oral hygiene services (except as covered under preventive services), orthodontia (unless 
expressly provided for), cosmetic or experimental treatments, any treatment to the extent benefits are payable by any other payoror for which no charge 
is made, prosthetic devices unless certain conditions are met, and services ancillary to surgical treatment. The plan limits benefits for diagnostic consultations 
and for preventive, restorative, endodontic, periodonticand prosthodontic services.  The services, exclusions, and limitations listed above do not constitute 
a contract and are a summary only. The Guardian plan documents are the final arbiter of coverage. Policy Form #GP-1-DG2000, et al.

*The services, exclusions, and limitations listed above do not constitute a contract and are a summary only. The Guardian plan documents are the final arbiter of coverage. This document is a summary of the major 
features of the referenced insurance coverage. It is intended for illustrative purposes only and does not constitute a contract. The insurance plan documents, including the policy and certificate, comprise the contract for 
coverage. The full plan description, including the benefits and all terms, limitations and exclusions that apply will be contained in your insurance certificate. Coverage terms may vary by state and employer-sponsored 
plan. The premium amounts reflected in this summary are an approximation; if there is a discrepancy between this amount and the premium deducted from your paycheck, the latter prevails. 

COVERAGE DETAILS EMPLOYEE BENEFITS*
ANNUAL DEDUCTIBLE $100 Individual / $300 Family

PREVENTIVE CARE

CLEANING (PROPHYLAXIS) 100%

- FREQUENCY 2 Per Calendar Year

FLUORIDE TREATMENTS 100%

- LIMITS Under Age 19

ORAL EXAMS 100%

SEALANTS (PER TOOTH) 100%

X-RAYS 100%

BASIC CARE

FILLINGS 60%

PERIO SURGERY 60%

PERIODONTAL MAINTENANCE 60%

- FREQUENCY: 4 Per Calendar year less amount of prophylaxis

REPAIR & MAINTENANCE OF 
CROWNS, BRIDGES & DENTURES 60%

ROOT CANAL 60%
SCALING & ROOT PLANING (PER 
QUADRANT) 60%

SIMPLE EXTRACTIONS 60%

SURGICAL EXTRACTIONS 60%

MAJOR CARE

BRIDGES AND DENTURES 40%

INLAYS, CROWNS, VENEERS 40%

SINGLE CROWNS 40%

ORTHODONTIA

ORTHODONTIA FOR LESS THAN AGE 19 Not Covered
ORTHODONTIA FOR ALL OTHER 
MEMBERS Not Covered

COPAY AND AGE LIMITS

OFFICE VISIT COPAY n/a

DEPENDENT AGE LIMITS 19 or 23 for full time student
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