& DELTA DENTAL

DELTA DENTAL INDIVIDUAL AND FAMILYSM DENTAL COVERAGE BOOKLET
We do dental, better.

A Simple Explanation of Your Dental Insurance

People with dental benefits are twice as likely to visit the dentist and have better oral and overall health. Thank you
for recognizing the value of dental benefits and choosing coverage from Delta Dental.

Dental benefits are important, and so is this document. That’s why it’s essential you read it, start to finish. We’ll try
to make it as painless as possible. Also, please hold onto this document. It can answer many questions you may
have later about your dental coverage.

Key Terms and Fine Print You Need to Know

“You” refers to the person who bought this policy. Any information about this policy will come to you. If you did
not buy this policy, you will not receive any information from Delta Dental about this policy.

This Dental Coverage Booklet in conjunction with the Summary of Benefits, appeals packet and declaration page
constitute the complete Dental Coverage Policy. This Dental Coverage Booklet, which describes the benefit
provisions, takes the place of any other Dental Coverage Booklet issued to you on a prior date.

This Dental Coverage Booklet should be read in conjunction with the Summary of Benefits. The Summary of
Benefits is an outline of the benefits for your policy with Delta Dental. The benefits are subject to all provisions,
terms and conditions of the policy.

This policy from Delta Dental of Arizona only covers Arizona residents and is governed by the State of Arizona and
applicable to federal law. If you're not an Arizona resident, this policy doesn’t cover you. However, if you tell us
what state you live in, we may be able to refer you to a different Delta Dental.

This policy covers only what it says it covers. Even if your dentist has prescribed, recommended or provided the
service, it does not necessarily make the procedure eligible for benefits. This is true even if the service is not
expressly excluded in this Dental Coverage Booklet. Regardless of dental or medical necessity, not all treatments
and services recommended or performed by your dentist are covered benefits. This policy outlines covered
services; everything else is not covered, whether or not it is listed as “not covered.”

Delta Dental settles claims based on a payment system that may be less than what you are billed by the dentist.
Please see the “Choosing A Dentist” section for more details.

Important Notice:

If you’re not satisfied with this policy, you can return it anytime within 10 days of the day you received it. We’ll
void the policy and refund your money, less any payment for claims you incurred.

Renewal Subject to Consent of Company
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Common Questions About Your Policy

When does my coverage start?
At the earliest, your coverage starts the first day of the month after your application is approved. Your declaration
page will show your effective date.

How do | renew my coverage?

Your coverage renews every 12 months on the policy anniversary date, unless we choose not to renew your
coverage or you tell us you no longer want the coverage. If you would like to keep this coverage, all you need to do
is pay the premium.

What if | have other dental insurance?
If you have other dental insurance, you can’t buy this dental insurance.

What about coverage for my children and spouse?

Your children and spouse can be covered under this policy as long as they are eligible. If they are no longer eligible,
but are Arizona residents, they can purchase their own policy. Please see the “Who Is Eligible For Coverage”
section for details.

Where do | go online to learn about my dental insurance, and what can | do there?

At www.DeltaDentalCoversMe.com, you can make address or payment changes, request to add or remove people
you want to cover with this policy. You can also verify your premium and effective date and see or print
information about your benefits and claims status.

Choosing a Dentist

You can choose any licensed dentist to provide dental services. However, you will save the most money if you
choose a Delta Dental PPO dentist.

Please keep in mind that the network status of the dentist you choose will affect the total amount you pay for
services under this policy. To find a listing of in-network dentists in Arizona and nationwide, please visit
www.DeltaDentalCoversMe.com or call 888-899-3734.

Here is what you need to know about how the network status of the dentist you choose affects your coverage:

Delta Dental PPO Dentists
On the date of service, if the dentist is a Delta Dental PPO contracted dentist:

A. The dental office has agreed to accept the Delta Dental PPO contracted allowance for covered
procedures.

B. You pay for the applicable co-insurance, deductible, optional procedures and any services not
covered by this policy.

C. The dental office will complete the claim forms and submit to Delta Dental for payment, pre-
determination or coordination of benefits.
Delta Dental Premier Dentists who are not Delta Dental PPO Dentists
On the date of service, if the dentist is a Delta Dental Premier contracted dentist:

A. The dental office has agreed to accept the Delta Dental Premier contracted allowance for
covered procedures.

B. This plan bases payment for covered procedures on the Delta Dental PPO contracted
allowance.

C. You are responsible for the difference between the Delta Dental PPO contracted allowance and
the Delta Dental Premier contracted allowance.

D. You pay for the applicable co-insurance, deductible, optional procedures and any services not
covered by this policy.

E. The dental office will complete the claim forms and submit to Delta Dental for payment, pre-
determination or coordination of benefits.

F. In most instances, treatment from a Delta Dental Premier dentist will result in a reduced benefit
when compared to a Delta Dental PPO dentist.
Out-of-Network Dentists who are not Delta Dental PPO or Delta Dental Premier Dentists
On the date of service, if the dentist is NOT a Delta Dental PPO or Delta Dental Premier contracted dentist:
A. The dental office has NOT agreed to accept Delta Dental’s allowance as payment in full.

B. You are responsible for the difference between Delta Dental’s allowance and the full cost of
treatment.

C. You pay for the applicable co-insurance, deductible, optional procedures and any services not
00626 001.000 covered by this pO'ICy
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D. You are responsible for the submission of the claim forms or the predetermination of benefits
form to Delta Dental.

E. Delta Dental will pay you directly for the amount of benefits payable.
The benefits in This Dental Coverage Policy may not be assigned.

F. In most instances, treatment from an Out-of-Network dentist will result in a reduced benefit
when compared to a Delta Dental PPO dentist or Delta Dental Premier dentist.

Out-of-Network Dentists who are outside the United States:
On the date of service, if the dentist is NOT a Delta Dental PPO or Delta Dental Premier contracted dentist and is
outside of the United States:

A. You are responsible for the submission of the claim forms or the predetermination of benefits
form to Delta Dental.

B. The claim forms must include the billed charges in that country’s currency and a conversion fee
into United States dollars.

C. You are responsible for the submission of a copy of that dentist’s license to practice dentistry
in the county where services were rendered.

D. You are responsible to the Out-of-Network dentist for the full cost of treatment.
Delta Dental will reimburse you for the amount of benefits payable by the plan. The benefits in
this Dental Coverage Policy may not be assigned.

E. The payment for services rendered is based on the lesser of the billed charges or Delta Dental’s
Foreign Non-Participating Dentist Table of Allowance. You will be required to pay the
difference between any amount billed by the dentist and Delta Dental’s Foreign Non-
Participating Dentist Table of Allowance. In most instances, this payment results in a reduced
benefit when compared to the benefit paid for the same service to an in-network or Out-of-
Network dentist within the United States.

What Is Covered and What You Pay
Refer to your Summary of Benefits for details about what your plan covers.

A deductible (the amount you pay for covered dental services before Delta Dental begins to pay) will be set for
you and for each covered dependent. The deductible period starts when your policy starts and continues for 12
months after that. This time period is also called the “benefit accumulation period.” You are responsible for paying
the deductible in each benefit accumulation period.

An annual maximum benefit for the benefit accumulation period will apply for each person covered under the
policy.

This policy does not include an orthodontic benefit.

This policy provides benefits according to the coverage percentage listed on Summary of Benefits, after the
deductible is paid. As an example, if the coverage percentage shown is 80%, Delta Dental will pay 80% of the
allowable amount after any deductibles are paid. In this case, the coinsurance, or the amount you pay toward
covered services, is 20%.

Benefit waiting periods noted on the Summary of Benefits may be reduced for the number of months you were
covered under another dental insurance plan, but only if there was no more than a 63-day gap between your
previous plan and this plan. (You may have to supply information about your previous plan to make sure you
qualify for credit to the waiting periods.) Benefit waiting periods may be reduced for new members added to this
policy if they were covered under another dental insurance plan, and if there was no more than a 63-day gap
between their previous plan and this plan.

The following covered dental services are subject to the age, frequency and time limitations as stated on the
Summary of Benefits document for your plan. General Limitations and Exclusions apply. The date of service is the
date the procedure was performed unless otherwise noted below.

Examinations, Evaluations or Consultations

Any combination of examinations, evaluations, or consultations during a benefit accumulation period.
Includes those performed by a general dentist or specialist.
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Diagnostic X-Ray Services
This includes:
A. Complete (full-mouth) X-ray series/panoramic film.
B. Bitewing and Vertical Bitewing X-rays.
C. Periapical X-rays.

Routine Cleanings

Routine cleanings and periodontal maintenance are considered to be interchangeable services (Either a
routine cleaning or periodontal maintenance is allowed at the indicated frequency). A patient must have
documented periodontal history to receive a periodontal maintenance benefit (excluding full mouth
debridement). Please refer to “Periodontics” for full mouth debridement.

Fluoride Treatment

Fluoride treatment performed in a dental office and includes the topical application of fluoride
varnish or gel.

Space Maintainers

Space maintainers due to the premature loss of diseased posterior primary (baby) teeth. Anterior space
maintainers are not a covered benefit.

Sealants

Sealants are a benefit for the occlusal surface (free from caries or restorations) on permanent bicuspids
and first and second molars.

Fillings
Fillings consisting of silver amalgam and, in the case of front teeth, composite tooth-color fillings.

Crowns and Onlays
The date of service for crowns and onlays is on the permanent placement date.

Crowns and onlays are covered only when the teeth cannot be restored with fillings due to severe loss

of hard tooth structure as a result of decay or fracture. This excludes loss of tooth structure, fractures, and
damage to either hard or soft tissues due to attrition, erosion, abrasion (wear), bruxism and/or as a result
of a device worn in a tongue or lip piercing. Crowns and onlays are a benefit when provided for patients

12 years of age or older. An allowance of a pre-formed crown will be benefited for patients under 12 years
of age.

A. Crowns and onlays are a benefit from the previous date of service date this procedure was last
performed on the same tooth.

B. Crowns and onlays are a benefit only when no other professionally acceptable form of
treatment can be performed.

C. Crown build-ups are a benefit only when necessary to retain a cast restoration due to extensive
loss of tooth structure.

D. Crown build-ups (pin, bonded, or post and core) are a benefit at the interval stated in the
schedule of benefits from the date this procedure was last performed on the same tooth.

E. Post and core buildups are not a benefit under an onlay.

F. Veneers are not a covered benefit unless noted on the Summary of Benefits. If veneers are not
included, an alternate benefit of a crown will be provided if the above criteria are met.

G. Inlays are not a covered benefit unless noted on the Summary of Benefits. If inlays are not
included, an alternate benefit of a filling will be provided.

Pre-formed Crowns
This includes:
A. Pre-formed crowns for primary (baby) teeth.
B. Pre-formed crowns are a benefit for permanent teeth.
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Endodontics

Benefits will be provided for necessary procedures for pulpal therapy in primary (baby) teeth (pulpotomy)
and root canal treatment of infected tooth pulp (nerve) in permanent teeth.

A. Endodontic benefits as described above are benefited once per tooth.

B. Benefits for additional endodontic procedures, such as retreatment, are a benefit at
the interval stated in the schedule of benefits from the date of the last procedure for
that tooth.

C. The date of service is the date the root canal is completed.

Periodontics

Benefits will be provided for treatment of diseases of the tissues supporting the teeth (gingival and/or
alveolar bone). Benefits are provided at the interval stated in the Summary of Benefits from the date the
procedure was last performed.

A. Full Mouth Debridement - may be exchanged for one routine cleaning, however, the difficult
cleaning is limited to it’'s own frequency limitation.

B. Periodontal Maintenance (following active periodontal treatment) - Frequency interchangeable
with Routine Cleanings (Either a routine cleaning or periodontal maintenance is allowed at the
indicated frequency)

C. Periodontal Scaling and Root Planing and other non-surgical treatments of gum disease are a
benefit at the interval stated in the schedule of benefits from the date this procedure was last
performed on specific teeth or quadrants.

D. Surgical periodontal treatment is a benefit at the interval stated in the schedule of benefits
from the date this procedure was last performed on those specific teeth or quadrants.

Prosthetic Services
Removable and Fixed Appliances

The date of service for a removable appliance is the delivery date.
The date of service for a fixed appliance is the seat date.

Provides bridges, partial dentures and full dentures for replacement of fully extracted or missing teeth.

A. Adjustments to complete or partial dentures are limited to 2 adjustments per denture, per 12
months (after 6 months has elapsed since initial placement of the denture).

B. Dentures, removable partials and fixed bridges are a benefit from the date this procedure was
last performed at the interval listed in the schedule of benefits.

Relines and rebases are a benefit from the date this procedure was last performed.

0

D. Temporary partial denture (flipper) for replacement of any of the permanent anterior teeth is a
benefit once in a lifetime, per arch.

E. A fixed prosthesis is not a benefit under the age of 16.
F. Implant benefits

1.  Implant procedures (implant body and abutment) will be benefited to replace a single
missing tooth.

The implant supported crown is subject to the frequency limitation of crowns.
See “Crowns and Onlays” section of this booklet.

Oral and Maxillofacial Surgery Procedures
Benefits will be provided for extractions.

Post-treatment care for extractions is considered to be part of the procedure performed and a separate benefit is
not provided.

General Anesthesia and Intravenous Sedation/Analgesia

Benefits for general anesthesia and intravenous sedation/analgesia will be provided only if the following
conditions are met. That is:

A. Performed by a dentist licensed to perform general anesthesia;
B. Administered in a dental office;

C.  When performed in conjunction with covered surgical extractions (excluding routine

xtractions and removal of coronal remnants);
00626 001.000 extractions and removal of coronal remnants)

BO518 Page 6 of 12



D.

E.

Necessary due to medically concurrent conditions, (i.e., neurological motor control problems)
and documented by a medical physician.

Not for general anxiety or behavioral management.

Emergency Palliative Treatment

Emergency treatment for the relief of pain.

Palliative treatment is not covered if definitive treatment is performed for the same problem on the same date.
Examination and X-rays are not considered a relief of pain.

General Limitations - All Services

Exclusions

00626 001.000
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If an eligible person with a covered condition selects a service that is not provided for under
the terms of this Dental Coverage Booklet, or selects specialized techniques rather than
standard dental services, Delta Dental will pay the applicable percentage of the allowable fee
for the standard covered dental service and the patient is responsible for the difference
between what Delta Dental paid and the dentist’s fee.

Pre- and post-operative procedures are considered part of any associated covered service.
Benefit will be limited to the covered amount for the covered services.

Local anesthesia is considered a component of any procedure in which it is used.

A temporary dental service will be considered an integral part of a complete service rather
than a separate service, and separate payment will not be made for a temporary service unless
otherwise included as a covered service of this policy.

If a covered person transfers from the care of one dentist to that of another dentist during a
course of treatment, Delta Dental will not pay for more than the amount it would have paid for
had only one dentist rendered all the dental services during each course of treatment. Delta
Dental will not pay for duplication of dental services.

Even if your dentist has prescribed, recommended or provided the service, it does not
necessarily make the procedure eligible for benefits even though it is not expressly excluded in
this Dental Coverage Booklet. Regardless of dental or medical necessity, not all treatments and
services recommended or performed by your dentist are covered benefits.

If you or any of your dependents have received free services by or through a public program,
Delta Dental will coordinate benefits based on submitted documentation.

When an alternate benefit allowance is given, the alternate procedure allowed is subject to the
time limitations of the procedure benefited.

When a procedure is benefited, and then a new service is performed on the same tooth, it is
subject to the time limitations of the prior service; therefore, benefits will be reduced on the
new service.

Sterilization fees are considered a component of any procedure in which it is used.

If a covered service is subject to a benefit waiting period and the treatment begins prior to the
completion of the benefit waiting period, no benefit is allowed.

Any service or procedure that is not described as a benefit of the Summary of Benefits or
included in the Dental Coverage Booklet, including orthodontia.

Injuries or conditions covered under Workers’ Compensation or Employer’s Liability laws;
services provided by any government agency; or any services that are provided free except as
pursuant to Title XIX of the Social Security Act.

Any dental services to treat injuries or diseases caused by any form of civil disobedience or
criminal act, or any injuries intentionally inflicted.

Dental and surgical services with respect to cosmetic surgery or dentistry for purely cosmetic
reasons, including cosmetic work done on dentures.

A service or procedure that is not generally accepted by the American Dental Association and
Delta Dental’s processing policies or not performed in accordance with the laws of the State of
Arizona; services provided by someone other than a dentist or licensed hygienist employed by
a dentist; or services performed to treat any condition, other than an oral or dental disease,
malformation, abnormality or condition as explained. This includes anything determined (by
Delta Dental) not to be necessary for treating a dental condition, disease or injury.
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F. A method of treatment more costly than is customarily provided. Benefits will be based on the
least expensive professionally accepted method of treatment. You must pay the rest of the
dentist’s fee if a more expensive dental procedure is selected.

G. Specialized technigues including but not limited to precious metal for removable appliances,
precision attachments for partials or bridges, overdentures, overlays, implantology as well as
procedures and appliances associated with the preceding procedures in addition to
personalization and characterization.

H. Charges for any health care not specifically covered under this plan including hospital charges,
prescription drug charges, and laboratory charges or fees.

I Pain relievers like nitrous oxide, conscious sedation, euphoric drugs or injections.

J. Procedures, appliances or restorations that are necessary to alter, restore or maintain
occlusion, including but not limited to: altering vertical dimension, replacing or stabilizing tooth
structure lost by attrition, erosion, abrasion wear or bruxism, realignment of teeth, periodontal
splinting, splinting, gnathologic recordings, equilibration, bite appliances or harmful habit
appliances and/or other damage to either hard or soft tissues as a result of a device worn in a
tongue or lip piercing is not a covered benefit.

Temporary dentures, other than those noted in the Summary of Benefits.

L. Direct diagnostic or surgical and non-surgical treatment procedure applied to body joints or
muscles, temporal mandibular joint (TMJ) or temporal mandibular disturbances (TMD).

M. Delta Dental will not pay for the following: any claim submitted more than 12 months from the
date of service or 12 months after the termination of the policy, whichever comes first, or any
adjustments to previously received claims, including submissions of additional information,
submitted more than 12 months from the initial payment date or initial date issue date of the
requested information.

N. Experimental or transitional procedures or other treatments that are still under investigation or
observation.

O. Second opinions.

P. Charges for missed appointments.

Q. Patient management problems.

R. Charges for completing claim forms.

S. Brushing and flossing instructions, tobacco and nutritional counseling.

T. Any dental services performed or started before this policy took effect.

U. Any dental services performed or started after this policy ends.

V. Duplicate or replacement of a lost, stolen or damaged dental appliances including, but

not limited to, full or partial dentures, space maintainers, crowns or fixed partial dentures
(bridges).

Who Is Eligible For Coverage

If you are an Arizona resident age 18 and older who has no other insurance covering dental procedures,
you may buy this policy.

You can also include the following people under your policy:

A. Your legal spouse;

B. Your legal dependents, married or unmarried, up to the end of the month when they turn age
26. Dependents include newborn children, stepchildren, persons under legal guardianship
substantiated by a court order, legally adopted children and children placed for adoption with
you in accordance with applicable state or federal law.

Handicapped Dependents

Your dependent children over age 25 may continue coverage if they are incapable of self-sustaining employment
because of physical or mental incapacity that began before the limiting age, and are dependent on you for their
support and maintenance. Proof of incapacity must be provided to Delta Dental within 31 days of a request, but no
more than once per year after that.

Coverage for A Newborn/Adopted Child

If you enroll and have family coverage, a newborn child is covered at birth. If you adopt a child, coverage begins
the first of the month following the date the child is adopted, placed for adoption, or on the day of the final order
granting adoption, whichever comes first.

00626 001.000
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If you do not have family coverage and have any new dependents because of birth, adoption, placement for foster
care or placement for adoption, you must complete an application within 31 days for them to be added to the
policy on the day they became your dependent. Other dependents not already covered on the policy may also be
added. If there is a change in premium, you will be billed for the added dependent(s) as of the effective date.

Adding or Removing Dependents

If you did not include your spouse or dependents at the time you enrolled, they may be added on the policy
anniversary date and you must notify us of any necessary change. You will be billed for the added dependent(s) on
the bill immediately following the policy anniversary date.

If you have any new dependents because of marriage, you must notify us within 31 days for them to be added to
the policy on the first day of the month following the day they became your dependent. Other dependents not
already covered on the policy may also be added. If there is a change in premium, you will be billed for the added
dependent(s) as of the effective date.

If you wish to remove your spouse or dependents, they may be removed from your policy on the anniversary date.
You must notify us of any changes within your renewal period. You may also remove your spouse or dependents
within 31 days of a qualifying event. You must notify us of any changes within this time period.

Premiums: The Price You Pay

Your premiums for this policy will be shown on your declaration page. The first month of premium is due with your
completed application. You can pay premiums monthly, semi-annually or annually. That time is called a “premium
period.” Monthly or semi-annual premiums must be set up to pay via Electronic Funds Transfer (EFT) or Credit
Card and will be automatically drawn from your account before the first day of each month. If the charge is
declined on the due date, we will tell you, and you must take care of paying the premium. If your charge is
declined, you have a 31-day grace period to make a payment. If at the end of the grace period your account is still
overdue, we will cancel your coverage. Annual payments may also be made via paper check and must accompany
your completed application.

Any change in premium due to age-band changes will be adjusted on your policy’s renewal date.
Delta Dental may change the rates and/or benefits under this policy on this policy’s renewal date. Notice of
changes to the benefit plan and rates will be provided to you 45 days prior to the policy anniversary date.

This policy is valid for 12 months. When you buy this policy, you are committing to keeping it in force for at least 12
months, starting with the policy’s effective date as shown on the declaration page. After that, you can renew this
policy for another 12-month period under the following circumstances: if we agree, if you remain eligible, and if
premiums are paid according to the procedure described above.

Premium Grace Period

You have a 31-day grace period to pay your premium. You are still covered during the grace period. If you don’t
pay your premium within the grace period, you will lose coverage on the last day of the grace period. You must
pay for coverage provided during the grace period.

Policy Reinstatement

If we terminate this policy for nonpayment of premium and we accept a premium payment from you within 6
months after the date the policy was terminated, we will reinstate this policy. The effective date will be the date we
accepted the premium.

Once we reinstate this policy, we will not cover any dental services performed between the date the policy was
terminated and the date it was reinstated. In all other respects, we will treat your reinstated policy as if it never
was terminated, unless we disclose to you any special provisions in connection with the reinstatement.

Estimate of Payment and Treatment Plans

After an exam, your dentist may recommend a treatment plan. If the plan includes crowns, implants, fixed bridges,
or partial or complete dentures, and you are wondering what the treatment will cost, ask your dentist to send the
treatment plan, with X-rays, to Delta Dental.

After we receive the treatment plan, we will estimate how much each of us will pay, and we will send you and your
dentist an estimate. If you have any questions about the estimate, just call us at 888-899-3734.

Before you begin the treatment plan, you and your dentist should discuss the plan, the amount Delta Dental will
pay, and how you will pay the remainder.

Coordination of Benefits

Delta Dental coordinates the benefits under this program with you or your dependents’ benefits under any other
managed care program or insurance policy. Benefits under one of these programs may be reduced so that your
combined coverage does not exceed the maximum reimbursable amount or out-of-network dentist allowable fee
00626 001.000
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for the covered service. If this Individual plan is determined to be the “primary” program, Delta Dental will not
reduce benefit amount, but if the other program is primary, Delta Dental may reduce benefit amount. The reduction
will be the amount paid under the terms of the primary program if it exceeds Delta Dental’s maximum reimbursable
amount. Refer to Summary of Benefits for covered services.

Filing Claims

To file a claim with Delta Dental, show your ID card or give your ID number to your dentist’s office. You or your
dentist should file your claim with us within 90 days of seeing the dentist.

We'll tell you what we paid -- called an Explanation of Benefits -- within 30 days of receiving your claim, unless
special circumstances require more time. If we need more information, we will send you a notice within 15 working
days of receiving your claim to let you know. If we deny a claim, the Explanation of Benefits will tell you the reason
and shows any additional information we may need. Claims need to be filed within 12 months after a procedure is
incurred for Delta Dental to consider them for payment.

Dental Procedure Incurred

A dental procedure is incurred on the date it is completed. Delta Dental pays upon completion of a procedure.
Removable dentures and bridges are considered completed when they are placed in a patient’s mouth. Fixed
partial dentures and crowns are considered completed when they are cemented in. Root canals are completed on
the date the canals are permanently filled. The completion date must be listed on the claim.

Provisions Required by Law

Before approving a claim, Delta Dental may receive any information and records for a covered person allowed by
law which may be needed to process the claim and will keep such information and records confidential. The release
of information is made only to facilitate coverage and in accordance with state and federal laws. If you wish to
authorize someone to have access to information, you must give us a written request by sending an Authorization
to Disclose Information form. Please visit Delta Dental’s welbsite or call 888-899-3734 to request a form.

Under Arizona law, both parents have equal rights of access to information about their children, unless there is
a court order denying such access. Absent a copy of such order, and subject to the confidentiality provisions
described above, Delta Dental provides equal parental access to information.

If We Deny Your Claim

If anyone covered under this policy makes a claim and we deny some or all of it, we’ll give written notice to you, or
the person who made the claim, or the dentist who provided treatment. Our claim decision will be provided on an
Explanation of Benefits form.

We usually give written notice within 30 days. If we need more time, we’ll tell you, or the person who made the
claim, and the dentist. If we need more information, we will send you a notice within 15 working days of receiving
your claim to let you know.

Claims Appeal Process

Either you or your treating provider can file an appeal on your behalf. Delta Dental provides a form you can use in
the Appeals Packet. You are not required to use the form; a letter with the same information is acceptable. If you
decide to appeal a decision to deny authorization or payment of a service, you should tell your treating provider so
the provider can help you with the information you need to present your case.

The process for an appeal is described in detail in the Appeals Packet, a separate document, which is provided to
you when you become a policyholder. You can request another copy of the Appeals Packet by visiting our website
at www.DeltaDentalCoversMe.com, or call 888-829-3734 to request a form.

Description of the Appeals Process

There are two types of appeals: an expedited appeal for urgent matters, and a standard appeal. Each type of
appeal has three levels. The appeals operate in a similar fashion, except that expedited appeals are processed
much faster because of the patient’s condition.

Expedited Appeals Standard Appeals

(for urgently needed services (for non-urgent services

you have not yet received) or denied claims)

Level 1: Expedited Medical Review Informal Reconsideration’

Level 2: Expedited Appeal Formal Appeal

Level 3: Expedited External Independent Review External Independent Medical Review

Delta Dental does not provide informal reconsideration of a denied claim; our appeals process begins at the formal appeal level.
00626 001.000
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We make the decisions at Level 1and Level 2. An outside reviewer, who is completely independent from our
company, makes Level 3 decisions. You are not responsible to pay the costs of the external review if you choose to
appeal to Level 3.

Please read the information in your Appeals Packet for details about your rights and responsibilities during the
appeals process. These will include the procedures Delta Dental and you must follow when participating in the
appeals process, the time period applicable at each level of appeal, whether your request for an appeal must be in
writing, and notices you will receive from Delta Dental regarding your appeal.

Should you have any questions regarding the appeals process and procedures, please contact Delta Dental at the
numbers listed in your Appeals Packet. For additional assistance with questions regarding the appeals process, you
may contact the Arizona Department of Insurance (ADOI) Consumer Assistance Office.

Terminating This Policy

Mid-Term Termination by Policyholder
When you buy this policy, you are committing to keeping it in force for at least 12 months. You can terminate this
policy sooner only for the following reasons:

A. You become covered under a group dental plan. If anyone else covered under this policy
becomes covered under a group plan, they may be terminated without terminating the entire
policy.

B. You enter full-time United States military service. If a person covered under this policy other
than you enters military service, their coverage may be terminated without terminating the
entire policy.

If any of the above events occurred, and you want us to terminate your dental insurance, you must tell us in writing
(either electronically or through the mail) at least 31 days in advance of the date you wish to terminate. If you do,
we will refund your unused premium.

In the event of your death, anyone else covered under your policy who meets eligibility standards may choose to
continue coverage by applying for a new policy. If a covered person other than you dies, you can terminate their
coverage without terminating the entire policy.

Mid-Term Termination by Delta Dental
We can terminate your policy before its annual renewal for the following reasons:

A. You don’t pay the premium when it's due.

B. You or a covered dependent commits fraud or lies about something having to do with your
dental insurance.

C. Someone other than you or a covered dependent uses your dental insurance.
D. You or a covered dependent doesn’t comply with the policy or are no longer eligible.

If we terminate your dental insurance, we will refund your unused premium.

Continuation of Coverage for Dependents

If this policy is terminated for a reason other than non-payment of premiums, the other family members covered by
this policy are entitled to continue coverage under this or a similar policy, provided they meet eligibility
requirements. They must submit an application to us and pay the premium within 31 days of termination.

Non-renewal

This policy will automatically renew on an annual basis. If you don’t want to renew this policy, send us written
notice (either electronically or through the mail) before the policy’s renewal date. If you do, this policy will end on
the last day before the renewal date. We can non-renew this policy by sending you written notice (either
electronically or through the mail) at least 60 days before the renewal date. If we do, this policy will end on the last
day before the renewal date.

Effective Date of Termination
All insurance for you and/or other people covered under this policy stops on the date this policy is terminated.
That date is:

A. The day following the grace period, if the premium hasn’t been paid; or

B. The last day of the month we receive a termination request from you, or any later date stated
in your request (if we approve of this date); or

The last day before the renewal date if either we or you don’t renew this policy; or

O

D. The last day of the month of the date of your death; or
00626 001.000
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E. The last day of the month of the date of death of a person covered under this policy other than
yourself, but only for that person; or

F.  The last day of your current policy period if you move out of Arizona. This applies to anyone
covered under this policy.

If your coverage under this policy is terminated for any reason, and is not reinstated by us prior to the coverage
expiration date, you cannot sign up for another Delta Dental individual policy for 24-months from the date of
termination.

Termination for Fraud

If anyone covered under this policy commits fraud or lies about something having to do with your dental insurance,
we may terminate your coverage back to its original effective date. If we do that, we’ll give back the premium you
paid us minus any claims we paid and a reasonable administration fee. If the claims we paid are more than the
premium you paid, you must pay us the difference.

Delta Dental’s Liability
We are not responsible for the actual care you receive from anyone. This policy does not give anyone any claim,
right, or cause of action against us based on what a provider of dental care, services or supplies does or doesn’t do.

Notices

Any notice sent to Delta Dental must be sent in writing (either electronically or through the mail). It’s considered
delivered when sent to us at the email address shown below; when given in person; or when sent registered or
certified United States mail, return receipt requested, proper postage prepaid, and properly addressed to:

Delta Dental

P.O. Box 103

Stevens Point, W1 54481-0103

Email: customerservice@deltadentalcoversme.com

Information sent to you will be considered sufficient if sent to your last known physical address or email address.

Governing Law
This policy is issued and delivered in the State of Arizona and obeys its laws and regulations. If it conflicts with any
of Arizona’s laws and regulations, it will automatically conform to the state’s minimum requirements.

Nonwaiver and Severability
If we don’t exercise any remedy or right under this policy, that doesn’t affect our ability to exercise any remedy or
right at any time in the future.

Entire Policy: Changes
The entire policy of insurance between you and us consists of this Dental Coverage Booklet, the Summary of
Benefits, the completed application, and any and all endorsements and riders.

No oral statements by anyone can change or affect any aspect of this policy.

Notice of Legal Action
No legal action can be brought against us until at least 60 days after proof of loss has been furnished.
No such action may be brought more than 3 years after the earlier of:

A. The date Delta Dental receives the proof of loss, and
B. The end of the period within which proof of loss is required to be given.
Problems With Your Insurance

If you have problems with any insurance company or agent, contact them to resolve your problem. You can
contact Delta Dental at the following address and telephone number:

Delta Dental

P.O. Box 103

Stevens Point, WI 54481-0103
888-899-3734

00626 001.000

BO518 Page 12 of 12



Delta Dental Individual and Family™
Mesquite Plan - 762

This plan is a Delta Dental PPOS™ plan that leverages the PPO network. While members can see any licensed
dentist, they’ll have the lowest out-of-pocket costs when they see a PPO dentist.

. Delta Dental PPO Dentist - These in-network dentists agreed to accept lower reimbursement for
services so members save the most money.

. Delta Dental Premier Dentist - These in-network dentists also accept discounted reimbursement for
services, but their discount is not as steep. Members can be billed for the difference between the
Delta Dental PPO dentist fee and the Delta Dental Premier dentist fee.

. Out-of-Network Dentist - These dentists have not agreed to discount their rates for service, so
members who see an out-of-network dentist will have the highest out-of-pocket costs. Members are
responsible for paying the full fee charged by the dentist and can submit for reimbursement at the
non-participating table of allowance.

SUMMARY OF BENEFITS

DEDUCTIBLE'? YOU PAY
Per person, per benefit year $50
ANNUAL MAXIMUM BENEFIT? DELTA DENTAL PAYS
Per person, per benefit year $2,000

Benefits and Covered Services? Frequencies and Limitations
Type 1: Preventive Services Delta Dental Pays? How Often

Exams, Evaluations or Consultations 100% Benefit Year
Routine Cleanings 100% 2 Benefit Year
Topical Application of Fluoride (under age 16) 100% 1 Benefit Year
Space Maintainers for missing posterior primary (baby) 100% 1 litoime
teeth (under age 14)

Sealants - One treatment per tooth for permanent molars 100% 1 3-year

& bicuspids (under age 15) Period*

Type 2: Basic Services Delta Dental Pays® How Often

Bitewing or Vertical Bitewing X-rays 80% 1 Benefit Year
. . o 5-year
Complete Series (Full Mouth) / Panoramic X-rays 80% 1 N
Period
Simple Extractions 80% No Limit No Limit
. - o 2-year
Amalgam (silver-colored) Fillings per tooth surface 80% 1 Period?
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Composite (tooth-colored) Fillings per tooth surface - 2-year

o)
Front teeth only 50 1 Period*
Emergency (Palliative) treatment for the relief of pain 80% No Limit No Limit
. . . 2-year
Prefabricated Stainless Steel Crowns - Primary Teeth 80% 1 Period?
Periodontal Maintenance (following active periodontal 80% 5 Benefit Year

treatment) - Interchangeable with Routine Cleanings

Type 3A: Major Services 3
(A 6-month waiting period applies to these services)s Delta Dental Pays How Many How Often

Non-Surgical treatment of Gum Disease 50% 1 2-y.ear4
Period
Surgical treatment of Gum Disease 50% 1 3-y.ear4
Period
Root Canal Treatment per tooth (Permanent Teeth) 50% 1 Lifetime
Pulpotomy per tooth (Primary (baby) Teeth) 50% 1 Lifetime
Additional Endodontic procedures, such as retreatment 50% 1 Psé?’/ii?jlz
Surgical Extractions 50% No Limit No Limit
Gengral Anesth_eS|a and Intravenous Sedation/Analgesia for 50% No Limit No Limit
surgical extractions
Denture Relines and Rebases 50% 2 Benefit Year
Denture Adjustments 50% 2 1—y_ear4
Period
Crovyn, Bridge angl Dgn'ture Repglr - Repair of such 50% No Limit No Limit
appliances to their original condition
Type 3B: Major Services 3
(A 9-month waiting period applies to these services)> Delta Dental Pays How Many How Often
. . 5-year
0,
Special Restorative 50% 1 Period?
5-year
0,
Implant per tooth 50% 1 Period?
5-year
- 0,
Cast Crowns - Onlays 50% 1 Period?
Prefabricated Stainless Steel Crowns - Permanent Teeth 50% 1 F?e-lsf/iiilr“
Bridges - Does not provide for lost, misplaced or stolen 50% 1 5-year
bridges ? Period*
Complete Dentures - Does not provide for lost, misplaced 50% 1 5-year
or stolen dentures ? Period*
Partial Dentures - Does not provide for lost, misplaced or 50% 1 5-year
stolen dentures ? Period*

"Deductible and annual maximum benefit amounts represent a combination of all networks and are not cumulative.

2Deductible applies to all services. Delta Dental recommends asking for a predetermination (pre-treatment estimate) for any
services over $250.

3 This dental plan reimburses all procedures based on the Delta Dental PPO fee. Premier and out-of-network dentists may bill you for
charges above the allowed Delta Dental PPO fee. As a result, you may incur higher out-of-pocket costs when seeing a Premier or
out-of-network dentist.

4 The interval begins with your last date of service.

5 Waiting period may be waived if covered under a prior PPO/Indemnity plan with no more than a 63-day gap in coverage.

For additional plan information, please visit our website at
www.DeltaDentalCoversMe.com or call us at 888.899.3734.
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& DELTA DENTAL
INDIVIDUAL PLAN EXCLUSIONS, LIMITATIONS & ADDITIONAL INFORMATION

General Limitations - All Services

A. If an eligible person with a covered condition selects a service that is not provided for under
the terms of this Dental Coverage Policy, or selects specialized techniques rather than standard
dental services, Delta Dental will pay the applicable percentage of the allowable fee for the
standard covered dental service and the patient is responsible for the difference between what
Delta Dental paid and the dentist’s fee.

B. Pre- and post-operative procedures are considered part of any associated covered service.
Benefit will be limited to the covered amount for the covered services.

C. Local anesthesia is considered a component of any procedure in which it is used.

D. A temporary dental service will be considered an integral part of a complete service rather than a
separate service, and separate payment will not be made for a temporary service unless otherwise
included as a covered service of this policy.

E. If a Covered Person transfers from the care of one (1) dentist to that of another dentist during a
course of treatment, Delta Dental will not pay for more than the amount it would have paid for
had only one (1) dentist rendered all the dental services during each course of treatment. Delta
Dental will not pay for duplication of dental services.

F. Even if your dentist has prescribed, recommended or provided the service, it does
not necessarily make the procedure eligible for benefits even though it is not expressly excluded
in this Dental Coverage Policy. Regardless of dental or medical necessity,
not all treatments and services recommended or performed by your dentist are
covered benefits.

G. If you or any of your dependents have received free services by or through a public program,
Delta Dental will coordinate benefits based on submitted documentation.

H. When an alternate benefit allowance is given, the alternate procedure allowed is subject to the
time limitations of the procedure benefited.

I.  When a procedure is benefited, and then a new service is performed on the same tooth, it is
subject to the time limitations of the prior service; therefore, benefits will be reduced on the
new service.

J. Sterilization fees are considered a component of any procedure in which it is used.

K. If a covered service is subject to a benefit waiting period and the treatment begins prior to the
completion of the waiting period, no benefit is allowed.

Exclusions

A. Any service or procedure that is not described as a benefit of this Summary of Benefits or
included in the Dental Coverage Booklet, including Orthodontia.

B. Injuries or conditions covered under Workers’ Compensation or Employer’s Liability laws; services
provided by any government agency; or any services that are provided free except as pursuant to
Title XIX of the Social Security Act.
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C. Any dental services to treat injuries or diseases caused by any form of civil disobedience or
criminal act, or any injuries intentionally inflicted.

D. Dental and surgical services with respect to cosmetic surgery or dentistry for purely cosmetic
reasons, including cosmetic work done on dentures.

E. A service or procedure that is not generally accepted by the American Dental Association and
Delta Dental’s processing policies or not performed in accordance with the laws of the State of
Arizona; services provided by someone other than a dentist or licensed hygienist employed by a
dentist; or services performed to treat any condition, other than an oral or dental disease,
malformation, abnormality or condition as explained. This includes anything determined (by Delta
Dental) not to be necessary for treating a dental condition, disease or injury.

F. A method of treatment that is more costly than is customarily provided. Benefits will be based on
the least expensive professionally accepted method of treatment. You must pay the rest of the
dentist’s fee if a more expensive dental procedure is selected.

G. Specialized techniques including but not limited to precious metal for removable appliances,
precision attachments for partials or bridges, overdentures, overlays, implantology as well as
procedures and appliances associated with the preceding procedures in addition to
personalization and characterization.

H. Charges for any health care not specifically covered under this plan including hospital charges,
prescription drug charges, and laboratory charges or fees.

|.  Pain relievers like nitrous oxide, conscious sedation, euphoric drugs, or injections.

J. Procedures, appliances or restorations that are necessary to alter, restore or maintain occlusion,
including but not limited to: altering vertical dimension, replacing or stabilizing tooth structure lost
by attrition, erosion, abrasion wear or bruxism, realignment of teeth, periodontal splinting,
splinting, gnathologic recordings, equilibration, bite appliances or harmful habit appliances and/or
other damage to either hard or soft tissues as a result of a device worn in a tongue or lip piercing
is not a covered benefit.

K. Temporary dentures, other than those provided in this Summary of Benefits.

L. Direct diagnostic or surgical and non-surgical treatment procedure applied to body joints
or muscles, temporal mandibular joint (TMJ) or temporal mandibular disturbances (TMD).

M. Delta Dental will not pay for the following: any claim submitted more than twelve (12) months
from the date of service or twelve (12) months after the termination of the policy, whichever
comes first, or any adjustments to previously received claims, including submissions of additional
information, submitted more than twelve (12) months from the initial payment date or initial date
issue date of the requested information.

Additional Information
A. For a full list of exclusions, please refer to the Dental Coverage Booklet.

B. The Summary of Benefits, in conjunction with your Dental Coverage Booklet, appeals packet and
application for coverage constitute your full Dental Coverage Policy.
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Nondiscrimination and Language Assistance Services

Delta Dental complies with applicable Federal civil rights laws and does not

discriminate on the basis of race, color, national origin, age, disability, or sex. Delta

Dental does not exclude people or treat them differently because of race, color,

national origin, age, disability, or sex.

Delta Dental provides free aids and services to people with disabilities to

communicate effectively with us, such as:

e Qualified sign language interpreters

e  Written information in other formats (large print, audio, accessible electronic
formats, other formats) Provides free language and service to people whose
primary language is not English, such as:

e Qualified interpreters

e Information written in other languages

If you need these services, contact Delta Dental’s Customer Service at:

1(888)899-3734, TTY: 711.

If you believe that Delta Dental has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability, or sex, you
can file a grievance with: Compliance Manager, PO Box 103 Stevens Point, WI 54481,
Ph: 1(715)344-6087, TTY: 711, Fx: (715) 344-9058 or by email at:
compliance_wi@deltadentalwi.com. You can file a grievance in person or by mail, fax
or email. If you need help filing a grievance, our Compliance Manager is available to
help you. You can also file a civil rights complaint with the U.S. Department of Health
and Human Services, Office for Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW., Room 509F, HHH Building, Washington DC 20201, 1-800-
868-1019, 800537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

e ] PPN YW WA A, P IO ANIN, OI=(A
(Bengali) VO Ol SRSl AR SHNeTd ANR| (FI

PPN H-888-899-3734 (TTY: S-711) |
@mﬁp 20cBgqs - maonudd] 208aspd [géwroom: o egedon smameom: mopmapd meed aobaagyed
(Burmese) Bopeamndgobecdoph

§:4005 1-888-899-3734 (TTY: 711) <% 83
iz Uty 10 SMESSUNW MaNTS! whSSWigsSsMan

(Cambodian)

INWBSAS WU SIGEISINUUNIHAY I Sit00) 1-
888-899-3734 (TTY: 711)

Shqip KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té

(Albanian) asistencés gjuhésore, pa pagesé. Telefononi né 1-888-899-3734
(TTY: 711).

A7ICE NI O8: 091514 R7E ATICE MU CTCTIP AC/I LCBFE (1R

(Ambharic) ALMHPF FHOEHPH: OL TLntAd- ¢7C LD+ 1-888-899-3734
(@O A AT @ 71).

IJg st Ol el ) g A gall) saclicll Cilead (Jld (Aalll SO Gaanii i€ 13) 1ids pala

(Arabic) .(1-888-899-3734 :oS4ll 5 mall aila o3 ))-711 o8y Jusdl

Ikirundi ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo

(Bantu - gufasha mu ndimi, ku buntu. Woterefona 1-888-899-3734 (TTY:

Kirundi) 711).

tsalagi Hagsesda: iyuhno hyiwoniha [tsalagi gawonihisdi]. Call 1 — 888-

gawonihisdi 899-3734 (TTY 711)

(Cherokee)

E:3-410'e AR AMREEHER T SR DR EEEES Rk

(Chinese) ¥ o SHE0EE 1-888-899-3734 (TTY : 711)

Oroomiffa XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila

(Oromo) gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-888-
899-3734 (TTY: 711).

Frangais ATTENTION : Sivous parlez frangais, des services d'aide

(French) linguistique vous sont proposés gratuitement. Appelez le 1-888-
899-3734 (ATS : 711).

Kreyol ATANSYON: Siw pale Kreyol Ayisyen, gen sévis ed pou lang Ki

Ayisyen disponib gratis pou ou. Rele 1-888-899-3734 (TTY: 711).

(French

Creole)

Deutsch ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos

(German) sprachliche Hilfsdienstleistungen zur Verfligung. Rufhummer: 1-
888-899-3734 (TTY: 711).

Mnvika ITPOXOXH: Av pildrte eMnvika, ot 01G0gor| cog Ppickovtal

(Greek) VNPECIES YAMGOIKNG VITOCTIPIENG, Ol OTO1EC TAPEYOVTOL HOPEAV.
KoAéote 1-888-899-3734 (TTY: 711).

sl YUsil: %Al dN oAl el &, Al [:yes eunl Usla

(Gujarati) Aclll dHIRL HER Guasd B. §lot 5 1-888-899-3734 (TTY:
711).

R (Hindi) | e & AR s B arerar & v sk forw sy & o agrEar

AT IUeT &1 1-888-899-3734 (TTY: 711) U FHIe FLl



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

3734 (TTY: 711).
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Hmoob LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj Portugués ATENCAO: Se fala portugués, encontram-se disponiveis servicos
(Hmong) kev pab dawb rau koj. Hu rau 1-888-899-3734 (TTY: 711). (Portuguese) | linguisticos, gratis. Ligue para 1-888-899-3734 (TTY: 711).
Bahasa PERHATIAN: Jika Anda berbicara dalam Bahasa Indonesia, Ut fimrs fe6: A 3AT Unrslt g8e I, 37 3 &g AgfesT Aer
Indonesia layanan bantuan bahasa akan tersedia secara gratis. Hubungi 1- o - '
(Indonesian) | 888-899-3734 (TTY: 711). (Punjabi) 3T B He3 GuUBEY I 1-888-899-3734 (TTY: 711) '3 T
Italiano ATTENZIONE: In caso la lingua parlata sia I'italiano, sono bl
(italian) disponibili servizi di assistenza linguistica gratuiti. Chiamare il PyccKumii BHUMAHMUE: Ecnu Bbl FOBOPHTE Ha PYCCKOM SI3bIKE, TO BaM
numero 1-888-899-3734 (TTY: 711). (Russian) JOCTYITHBI OECIUIATHBIE YCIYTH NepeBoja. 3onure 1-888-899-
A A EEFE: BABERINGBE. BHOSHEEE CHA 3734 (reneraiin: 711).
(Japanese) W= 1+%EF, 1-888-899-3734 (TTY:711) FT. HEEEIC Srpsko- OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge
TIERKCEZSN hrvatski jezitke pomodéi dostupne su vam besplatno. Nazovite 1-888-
=0l Zo|. BROZ AIZGIAS B2 o0 NS MUl A= (Serb?- 8|99r;373-4 (TTY- Telefon za osobe sa oSte¢enim govorom ili
(Korean) 22 0l25t4! 4= ASLICH 1-888-899-3734 (TTY: — m— — —
711)54 o2 Mats =AAIQ Espafiol ATENCION: si habla espafiol, tiene a su disposicidn servicios
— - (Spanish) gratuitos de asistencia linglistica. Llame al 1-888-899-3734
ede Yoruba AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun (TTY: 711).
(Yoruba) yin 0. E pe ero ibanisoro yi 1-888-899-3734 (TTY: 711). - - —
- — Kiswahili KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza kupata,
Igboasusu | Ige nti: O buru na asu 1bo asusu, enyemaka diri gi site na call 1- (Swahili) huduma za lugha, bila malipo. Piga simu 1-888-899-3734 (TTY:
(Ibo) 888-899-3734 (TTY: 711). 711).
WI91990 lvogav: nQ‘)o 20 MCO MWIF 8‘70, NIVL D NIV hiow ohulngn L oh L% iR sl L ahuoads s L ohw @ i
(Lao) q o8 _ 80 MMwIZI, oev I 08 9, L VL (Assyrian) 1-888-899-3734 risimn A& _ din hardiiz risls Risn v{k\mlu
w a0l v . s 1-888-809-3734 (TTY: 711). S ONANA K e : k(TTY 711)
. — - — Tagalog : Kung nagsasalita ka ng Tagalog, maaari kang
Diné Bizaad 577 tl)(aa’ akOdn7’n7Z|fld Dr7 §aad__p|f’e ?1/1”7[“ gho Emlf B',Zzag’ saad (Tagalog - gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
(Navajo) ee 1k1’1n7da’1lwo’d66 ,t 11J|| en, 47 n1 hO - 0]8 0d77Inih Fili ino) TumaWag sa 1-888-899-3734 (TTY 711)
1-888-899-3734 (TTY: 711.) P
Jureht o RTarg: qurser YaTelt Siede=s S AU Ffid TT HETT YaTes Fve S nmwlng (Thai) | Gou: dpayeain Inoquannsaldiimsmomdonanm i Tns 1-888-899-
(Nepali) I7erey @ | W miew 1-888-899-3734 (fefears: 711) | 3734 (TTY: 711).
. J,\ Zida iladd B8 i s i bl & e gl pd
Thuanjan PID KENE: Na ye jam né Thuonjan, ke kuony yené koc waar +J! (Urdu) = 135?;;;‘?; 4’ (‘fﬁ.l‘._\'(y?ﬁ; = j; jf; : )j h:;ﬁ
(Nilotic - thook at3 kuka léu yok abac ke cin wénh cuaté piny. Yuopé 1-888- i < R TR
Dinka) 899-3734 (TTY: 711) YKpaiHcbKa | YBAT'A! Skimo BM po3MOBIIS€Te YKPAaTHCHKOK MOBOIO, BU MOJKETE
Deitsch Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, (Ukrainian) ?rBepHyTHCf[ so 663KOIHTOBHIO;3§J§}/;;%H3R;%ZHOI mﬂTRHIYIK;Il'l
(Pennsylvani | kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die en?(l)?HyHTe 3a HOMepO’M Raadhaad (TeJ‘IGT.’ilI/IH. ):
a Dutch) englisch Schprooch. Ruf selli Nummer uff: Call 1-888-899-3734 Tiéng Viét CHU Y: Néu ban n6i Tieng Viét, co cac dich vu ho trg ngon ngit
(TTY: 711). (Vietnamese) | micn phi danh cho ban. Goi so 1-888-899-3734 (TTY: 711).
s Lad (510 0BG <y a3l ) gt i€ (a KK 8 L) 40 Rl da gl
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(Polish) bezptatnej pomocy jezykowej. Zadzwon pod numer 1-888-899-
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	A Simple Explanation of Your Dental Insurance
	Key Terms and Fine Print You Need to Know
	Common Questions About Your Policy
	Delta Dental PPO Dentists
	A. The dental office has agreed to accept the Delta Dental PPO contracted allowance for covered procedures.
	B. You pay for the applicable co-insurance, deductible, optional procedures and any services not covered by this policy.
	C. The dental office will complete the claim forms and submit to Delta Dental for payment, pre-determination or coordination of benefits.

	Delta Dental Premier Dentists who are not Delta Dental PPO Dentists
	A. The dental office has agreed to accept the Delta Dental Premier contracted allowance for covered procedures.
	B. This plan bases payment for covered procedures on the Delta Dental PPO contracted allowance.
	C. You are responsible for the difference between the Delta Dental PPO contracted allowance and the Delta Dental Premier contracted allowance.
	D. You pay for the applicable co-insurance, deductible, optional procedures and any services not covered by this policy.
	E. The dental office will complete the claim forms and submit to Delta Dental for payment, pre-determination or coordination of benefits.
	F. In most instances, treatment from a Delta Dental Premier dentist will result in a reduced benefit when compared to a Delta Dental PPO dentist.

	Out-of-Network Dentists who are not Delta Dental PPO or Delta Dental Premier Dentists
	A. The dental office has NOT agreed to accept Delta Dental’s allowance as payment in full.
	B. You are responsible for the difference between Delta Dental’s allowance and the full cost of treatment.
	C. You pay for the applicable co-insurance, deductible, optional procedures and any services not covered by this policy.
	D. You are responsible for the submission of the claim forms or the predetermination of benefits form to Delta Dental.
	E. Delta Dental will pay you directly for the amount of benefits payable.  The benefits in This Dental Coverage Policy may not be assigned.
	F. In most instances, treatment from an Out-of-Network dentist will result in a reduced benefit when compared to a Delta Dental PPO dentist or Delta Dental Premier dentist.

	A. You are responsible for the submission of the claim forms or the predetermination of benefits form to Delta Dental.
	B. The claim forms must include the billed charges in that country’s currency and a conversion fee into United States dollars.
	C. You are responsible for the submission of a copy of that dentist’s license to practice dentistry in the county where services were rendered.
	D. You are responsible to the Out-of-Network dentist for the full cost of treatment.  Delta Dental will reimburse you for the amount of benefits payable by the plan. The benefits in this Dental Coverage Policy may not be assigned.
	E. The payment for services rendered is based on the lesser of the billed charges or Delta Dental’s Foreign Non-Participating Dentist Table of Allowance. You will be required to pay the difference between any amount billed by the dentist and Delta Den...

	You have a 31-day grace period to pay your premium. You are still covered during the grace period. If you don’t pay your premium within the grace period, you will lose coverage on the last day of the grace period. You must pay for coverage provided du...
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