
 
 
 

Delta Dental PPO 
Schedule of Benefits 

ENHANCED PLAN 
 
 
Control Plan - Delta Dental of Colorado 
Benefit Year – Policy Year 

 
PPO 

Provider 

Delta 
Dental 
Premier 
Provider 

*Non-
Participating 

Provider  

Covered Services Plan Pays Plan Pays Plan Pays Waiting 
Period 

Type I - Diagnostic & Preventive Services 
   Oral Exams and Cleanings 100% 100% 100% 

NONE 
 

   X-Rays 100% 100% 100%  
   Sealants 100% 100% 100%  
   Fluoride Treatments 100% 100% 100%   
Type II - Basic Services 
   Basic Restorative (Fillings) 80% 80% 80% 

6 
MONTHS 

 

   Simple Extractions 80% 80% 80%  
Type IIIA - Major Services 
   Complex Oral Surgery 50% 50% 50% 

12 
MONTHS 

 
   Denture Repair/Relines/Rebases 50% 50% 50%  
   Endodontics (Root Canal Therapy) 50% 50% 50% 

 
   Periodontics (Gum Disease Treatment) 50% 50% 50%  
Type IIIB – Major Services 
   Implants 50% 50% 50% 

12 
MONTHS 

 
   Special Restorative (Crowns) 50% 50% 50%  
   Prosthodontics (Dentures, Bridges) 50% 50% 50%  
Orthodontia is not a covered benefit. 
 
* Important: Non-Participating Providers are allowed to balance bill. Employees and/or 
Dependents are responsible for the difference between the non-participating Maximum 
Plan Allowance and the full fee charged by the Provider.  
 
Age  

Type Age Limit Coverage Thru 
Dependent  26 Month 
 
Deductible (Policy Year)  

Class Type Network Amount 

All Covered Classes Except D&P   
Individual 
coverage 
amount 

PPO and Non-
PPO 

$50 
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Annual Maximum (Policy Year)  
Class Type Network Amount 

All Covered Classes   
Individual 
coverage 
amount 

PPO and Non-
PPO $1000 

 
Under this Delta Dental PPO plan, you may visit any Provider of your choice.  There 
are three levels of Providers to choose from who are located nationwide: 
 
PPO Participating Provider 
Advantages of seeing a PPO Provider include:  
• Payment is based upon the PPO Provider's Allowable fee, or the fee actually 

charged, whichever is less.  
• Claim forms are submitted directly to Delta Dental by Providers. 
• You are responsible for any applicable deductible, and coinsurance for covered 

procedures.  
You will receive the best benefits available on this plan by choosing a PPO Provider. 
 
Premier Participating Provider (Non-PPO) 
You have the option of seeing a Premier Provider, but you may incur additional costs: 
• Payment is based upon the Premier Maximum Plan Allowance, or the fee actually 

charged, whichever is less. 
• Claim forms are submitted directly to Delta Dental by the Providers. 
• You are responsible for any applicable deductible, and coinsurance for covered 

procedures. 
 
Non-Participating Provider (Non-PPO) 
You have the option of seeing a non-participating Provider, but you may incur 
additional out-of-pocket costs. 
• You may be responsible for payment in full to the Provider and for filing your 

claim with Delta Dental for reimbursement. 
• You are responsible for the difference between the non-participating Maximum Plan 

Allowance and the full fee charged by the Provider. 
• You are responsible for any applicable deductible, and coinsurance for covered 

procedures. 
 
COVERED AMOUNT means: 
• For PPO Providers, the lesser of the PPO Provider’s Allowable fee or the fee 

actually charged. 
• For Premier Participating Providers, the lesser of the Premier Maximum Plan 

Allowance, or the fee actually charged. 
• For all other Providers, the lesser of the Non-Participating Maximum Plan 

Allowance, or the fee actually charged. 
 
Colorado counties without PPO or Premier providers are Crowley, Gilpin, Jackson, 
Kiowa, Mineral, San Juan, and Sedgwick. 
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http://www.deltadentalcoversme.com/
mailto:customerservice@deltadentalcoversme.com
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