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THIS MATRIX IS A BRIEF SUMMARY OF YOUR BENEFITS.
YOU MUST READ THE ENTIRE EVIDENCE OF COVERAGE
IN ORDER TO UNDERSTAND THE DETAILS OF YOUR DENTAL COVERAGE
Delta Dental PPO M Incentive Plan

Your Co -Payments, Maximums and Waiting Periods

Although the leve



USING THIS BOOKLET

This booklet has been written with you in mind. It is designed to help you make the most of your Delta
Dental plan. This combined Evidence of Coverage/Disclosure form discloses the t erms and conditions of
your coverage.

The Combined Evidence of Coverage/Disclosure form should be read completely and carefully and
individuals with special health care needs should read carefully those sections that apply to them (see
CHOICE OF DENTISTS AND PROVIDERS section). You have a right to review it prior to your enrollment.

Please read this summary of your dental Benefits carefully. Keep in mind that YOU means the
ENROLLEES whom Delta Dental covers. WE, US and OUR always refers to Delta Dental of California
(Delta Dental).

If you have any questions about your coverage that are not answered here, please check with your
personnel office, or with Delta Dental.

DELTA DENTAL OF CALIFORNIA
100 First Street
San Francisco, CA 94105

For claims, eligibil ity and benefits inquiries, or additional information, call Delta Dental’s Customer
Service department toll  -free at: 866 -499 -3001 or contact us on our website: deltadental ins.com .

A STATEMENT DESCRIBING OUR POLICIES AND PROCEDURES FOR PRESERVING THE
CONFIDENTIALITY OF MEDICAL RECORDS IS AVAILABLE AND WILL BE FURNISHED
TO YOU UPON REQUEST

This Combined Evidence of Coverage/Disclosure Form constitutes only a
summary of the dental plan. The dental Contract must be consulted to
determine the exact terms and conditions of coverage
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DEFINITIONS

Certain words that you will see in this booklet have specific meanings. These definitions should make
your dental plan easier to understand.

Benefits - those dental services available under the Contract and which are described in this booklet.



A Reasonable fee schedule is reasonable if it is Usual and Customary. Additionally, a specific fee to a
specific Enrollee is reasonable if it is justifiable considering special circumstances, or extraordinary
difficulty, of the case in question.

WHO IS COVERED?

All regular, full-



WHEN YOU ARE NO LONGER COVERED

1.

If you stop working for your employer, your dental coverage will en d on the last day of the
month in which you stop working, unless you qualify for and pay for OPTIONAL
CONTINUATION OF COVERAGE (COBRA) . Your Dependents' coverage ends when yours
does, or as soon as they are no longer Dependents, unless they choose to pay f or OPTIONAL
CONTINUATION OF COVERAGE (COBRA)

When the Contract between Delta Dental and your employer is discontinued or canceled, your
coverage ends immediately.

When you are on strike, layoff or leave of absence, Delta Dental does not cover any dental
services received by you or your Dependents.

The following options may be offered if your eligibility ends:

1.



Uniformed Services Employment and Re- employment Rights Act of 1994

You can continue coverage for up to 24 months, if you take a leave governed by the Uniformed
Services Employment and Re  -employment Rights Act of 1994. If you make this selection, you
must submit any Premiums necessary, which may include administrative costs, to your
employer. If you do not continue your coverage during a military leave, it will be reinstated at

the same Benefit level you received b efore your leave.

Labor dispute

If you stop working because of a labor dispute (a strike, for example), you can continue your
coverage for up to six months from the date you stopped work, as long as at least 75% of the
absent employees at your workpl ace choose to keep their coverage for themselves and their
Dependents. If you choose this option, you must make the appropriate monthly payment to the
School District or your employee association.

If you lose eligibility because of a labor dispute, and then return to work, your eligibility will
begin again on the first day of the month following your return to work. Your coverage will then

be the same as that for a new employee, unless the School District makes retroactive payment
(payment for past months that you were not working) for all employees who would have been
eligible except for the labor dispute. These employees’ future coverage would then be the same



The Maximum amount paid by Delta Dental for Diagnostic, Preventive, Basic, Restorative , Crown and



DIAGNOSTIC AND PREVENTIVE BENEFITS
70- 100 % if provided by a Delta Dental PPO Dentist
70- 100 % if provided by other dentists

Diagnostic - oral examinations ; x -rays; diagnostic casts; examination of biopsied tissue;
palliative (emergency) treatment of dental pain; specialist consultation

Preventive - prophylaxis (cleaning); fluoride tre atment; space maintainers
BASIC BENEFITS

70- 100 % if provided by a Delta Dental PPO Dentist
70- 100 % if provided by other dentists



DENTAL ACCIDENT BENEFITS
100 % if provided by a Delta Dental PPO Dentist
100 % if provided by other dentists

Any services which would be covered under other Benefit categories (subject to the same
limitations and exclus ions) are covered when they are provided for conditions caused directly by
external, violent and accidental means.

VL. ORTHODONTIC BENEFITS
50% if provided by a Delta Dental PPO Dentist
50% if provided by other dentists
Procedures using appliances or surgery to straighten or realign teeth, which otherwise would not
function properly

LIMITATIONS

1. An oral examination is a Benefit only twice in any calendar year while you are eligible under any
Delta Dental plan

2. Full- mouth x -rays are a Benefiton ce in a five -year period while you are eligible under any Delta
Dental plan.

3. Bitewing x -rays are provided on request by the dentist, but no more than twice in any calendar
year for children to age 18 or once in any calendar year for adults age 18 and o  ver, while you
are eligible under any Delta Dental plan.

4, We pay for three  cleanings or a dental procedure that includes a cleaning each calendar year
under any Delta Dental plan.
Routine prophylaxes are covered as a Diagnostic and Preventive Benefit and periodontal
prophylaxes are covered as a Basic Benefit.

5. Fluoride treatments are covered twice each calendar year under any Delta Dental plan.

6. Periodontal scaling and root planing is a Benefit once for each quadrant each 24 -month period.

7. Sealant Benefits include the application of sealants only to permanent posterior molars without



11.

12.

Delta Dental will replace an implant, a prosthodontic appliance or an implant supported
prosthesis you received under another dental plan if we determine it is unsatisfactory and
cannot be made satisfactory.

We will pay for the removal of a n implant once for each tooth during the Enrollee’s lifetime.
Delta Dental will pay the above percentage of the dentist’s fee for a standard partial or complete

denture. A standard partial or complete denture is one made from accepted materials and by
conventional methods.









Delta Dental informs its panel dentists about the need for clinical precautions as recommended by
recognized health authorities on this issue. If you should have questions about your dentist's health
status or use of recommended



Learn the facts about overbilling. Under th is plan, you must pay the dentist your co - payment
share (see YOUR BENEFITS). You may hear of some dentists who offer to accept insurance
payments as “full payment.” You should know that these dentists may do so by overcharging

your plan and may do more wor k than you need, thereby increasing plan costs. You can help

keep your dental Benefits intact by avoiding such schemes.



Computations are estimates only and are based on what would be payable on the date the Notice of
Predetermination is issued if the individual is eligible. Payment will depend on the individual's eligibility
and the remaining annual Maxi mum when completed services are submitted to Delta Dental.

Predetermining treatment helps prevent any misunderstanding about your financial responsibilities. If
you have any concerns about the predetermination, let us know before treatment begins so your
guestions can be answered before you incur any charges.

REIMBURSEMENT PROVISIONS

A Delta Dental Dentist will file the claim for you. You do not have to file a claim or pay Delta Dental’s
co-payment for covered services if provided by a Delta Dental Denti st. Delta Dental of California’s
agreement with our Delta Dental Dentists makes sure that you will not be responsible to the dentist for

any money we owe.



If any claims are not covered, or if limitations or exclusions apply to services you have received from a

Delta Dental Dentist, you will be notified by an adjustment notice on the Notice of Payment or Action.

You may contact Delta Dental’s Customer Service department for more information regarding Delta
Dental’s processing policies.

Delta Dental uses a method called "first -inffirst -out" to begin processing your claims. The date we



Enrollees may otherwise obtain second opinions about treatment from any dentist they choose, and
claims for the examination may be submitted to Delta Dental for payment. Delta Dental will pay such



IF YOU HAVE ADDITIONAL COVERAGE

It is to your advantage to let your dentist and Delta Dental know if you have dental cover age in
addition to this Delta Dental plan. Most dental carriers cooperate with one another to avoid duplicate
payments, but still allow you to make use of both plans -



Plan Arranged By:

Keenan and Associates
Oakland , CA 9 4607
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deltadentalins.com

HIPPA Notice of Privacy Practices
CONFIDENTIAL ITY OF YOURHEALTH | NFORMATION

THIS NOTICE DESCRIBES HOW MEDICAL IN



Other per mitteduses and discl osures without an author ization

We are permitted to disclose your PHI upon your reques t,orto your authorized pers onal r epresentative
(with certain exceptions ), wh en required by the U. S. Sec retary of Health and Hu man Servi ces to
investigate or determine ou r complian ce with the law, and wh en other wise re quired by law. Delta
Dental may disclose your PHI without



You have the right to corrector



Note: Delta Dental's priva cy pra ctic es re flect appli cable f ederal law as w ell as kn own st ate
law and regulatio ns. If appl icable state law is more protective of infor mation than the fe deral
priva cylaws, D eltaD ental prote ctsinfo rmatio n in accTcRle
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