Welcome to your
Delta Dental - Family Advantage Plan
from
Delta Dental of Washington

Dental benefits are important to you and to those around you. Thank you for recognizing this
and purchasing your dental benefits from Delta Dental of Washington.

This plan is a Family Advantage plan. In addition to the Maximum Benefit per person, an
additional shared Family Share Maximum Benefit is added. The amount of the shared
Maximum Benefit is determined by the number of members enrolled in your plan. See the
“Maximum Benefit” section for more details.

Delta Dental of Washington is a member of the nationwide Delta Dental Plans Association and
will be referred to in your plan documents as DDWA. This policy is underwritten by Delta
Dental of Washington and administered by Delta Dental of Wisconsin and/or its subsidiary,
Wyssta Services.

Throughout this document the term “You” refers to the person who bought this policy.

This document is your policy, which is a contract for dental benefits coverage. It is important,
so please read it from start to finish. Also, please hold onto this document. It has answers to
many questions about your dental benefits coverage.

The application you filled out is part of this policy. If any part of the application is wrong, please
let us know right away. Wrong information may affect your coverage. If your answers are
incorrect or untrue, we may have the right to deny benefits or rescind your policy. Itis a crime
to knowingly provide false, incomplete, or misleading information to an insurance company for
the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of
insurance benefits.

This policy from DDWA is only available to residents of Washington State. If you’re not a
Washington State resident, or an eligible dependent of a Washington State resident, this policy
will not cover you. However, if you tell us what state you live in we may be able to refer you to
a different Delta Dental policy.

If you’re not satisfied with this policy you can return it anytime within 10 days of the date we
deliver it to you. We'll void the policy and refund your money, less any payment for claims you
incurred. If we do not refund your money within 30 days after receiving the returned policy, we
will pay you an additional 10% of the payment to be refunded.
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This policy is available for you to review without purchase. If you are reviewing this policy prior
to purchasing it, you will not receive any additional information from DDWA unless you decide
to purchase this policy. If you purchase this policy, additional information will be sent to you.

Now, about your questions ...
When does my coverage start?

During the enrollment process you will be asked to select the month you would like your
coverage to begin. You may enroll up to 2 months prior to the requested effective date.
After your application is approved, your coverage starts the first day of the month and
continues for 12 months, as shown on the declaration page. When you purchase this
policy, you are committing to keeping it for at least 12 months.

How do | renew my coverage?

The day after the end of the 12-month policy period is the “Renewal Date”. Prior to that
time we will send you information about your upcoming renewal. The amount of premium
you pay may change at renewal, but we will tell you of your new premium at least 30 days
before your Renewal Date. However, if we increase your rate 25% or more, or if we
decrease any benefits under your policy, DDWA will send you written notice of the new rate
and benefits at least 60 days before the Renewal Date. If we don’t hear from you after we
send this information, and you still qualify for coverage, your policy will automatically
renew for an additional 12-month policy term with the new rates and/or benefits.

Can | cancel my policy?

You may only cancel your policy before the Renewal Date for the reasons listed in the “Mid-
Term Termination by You” section. You may elect to not renew at the Renewal Date without
any penalty or waiting period.

What if | have other dental coverage?

If you have other dental coverage, this Plan will be your primary Plan. We will not
coordinate benefits with the carrier for any other coverage you may have.

What about coverage for my family?

Your spouse or domestic partner and children can be covered under this policy as long as
they’re eligible. If they’re no longer eligible as dependents, but are still Washington
residents, they can purchase their own policy. Please see the “Who Is Eligible For
Coverage?” section below for details.

Where do | go on the internet to learn about my dental benefits, and what can |
do there?

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

Information sent to you will be sent to your last known physical address or email address.
Please let us know right away if you move or change email addresses.

Any notice sent to DDWA must be sent by the Policyholder or authorized representative in
writing (either electronically or by U.S. Postal Service). The notice is considered delivered
when sent to us through your account at DeltaDentalCoversMe.com; or at the email
address shown below; when given in person; when sent by fax; 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, WI 54481-0103

Email: CustomerService@DeltaDentalCoversMe.com

You may also contact us by phone or fax for questions, to provide us with general
information, or to provide us notice of an urgent care request or appeal.

Phone: 888-899-3734
Fax: 800-807-1970

Please see the “Appeals of Denied or Modified Claims” section for more detailed
information on sending an appeal request.

Your Plan Details

Who Is Eligible For Coverage?

Only Washington State residents 18 years of age or older may purchase this policy. You
may also include the following people under your policy:

1. Your spouse or domestic partner (registered or non-registered).

2. Dependent child(ren), through age 25, of you or of your spouse or domestic partner.
Dependent Children include biological children, stepchildren, adopted children, and
foster children.

Enrolled Dependent Children who are, and continue to be, dependent beyond age 25
due to developmental disability or physical handicap will not be terminated provided
that proof of incapacity and dependency is furnished to DDWA within 31 days of the
child’s attainment of the limiting age and the child was an enrolled dependent upon
attainment of the limiting age. DDWA reserves the right to periodically verify the
disability and dependency but not more frequently than annually after the first 2 years.

Please note: If your dependent has dental coverage under any other medical or dental plan,
this plan will be considered primary. We will not coordinate benefits.
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Coverage for a Newborn, Adopted or Foster Child

A newborn is covered from the moment of birth, and an adopted child is covered from the
date of assumption of a legal obligation for total or partial support of the child or upon
placement of the child in anticipation of adoption. A foster child is covered from the time of
placement. Dental coverage provided shall include, but is not limited to, coverage for
congenital anomalies of infant children. Although newborn coverage will be from the
moment of birth, any premium will not be required until the first of the following month.
The enrollment must be received within 90 days of the birth or adoption if your premium
increases. We recommend that you let us know of the addition as soon as possible so we
can advise you of any potential premium increase and accurately pay any claims for
services.

Adding or Removing Dependents

You may request to add any eligible person to this policy by submitting an application. If
the application is accepted, the newly-covered person will be added to your policy when it
renews. You will be charged for the added dependent on the bill following the Renewal
Date. This process does not apply to newborn and newly placed or adopted children; please
see the “Coverage for a Newborn/Adopted Child” section for more information. If you wish
to drop a dependent at renewal, please notify us in writing prior to renewal. You may only
drop a dependent during the term of this agreement under certain circumstances, please
see the “Mid-Term Termination by You” section for more information.

Delta Dental Participating Dentists

Dentists who have agreed to provide treatment to patients covered by a DDWA plan are
called ‘Participating’ Dentists, because they participate in our program of plans. For your
Plan, Participating Dentists may be either Delta Dental Premier Dentists or Delta Dental PPO
Dentists.

Delta Dental Premier Dentists
Premier Dentists have agreed to provide services for their filed fee under our standard
agreement.

Delta Dental PPO Dentists
Our PPO Dentists have agreed to provide services at a fee lower than their original filed
fee. Because of this, selecting a PPO Dentist may be a more cost-effective option for
you.

If you select either a Delta Dental Premier Dentist or a Delta Dental PPO Dentist, they will
complete and submit claim forms, and receive payment directly from DDWA on your behalf.
You will not be charged more than the Participating Dentist’s approved fee. You will be
responsible only for stated coinsurances, deductibles, any amount over the plan maximum
and for any elective care you choose to receive outside the Covered Dental Benefits.
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You may choose any dentist to provide services under this plan; however, if you choose a
Delta Dental PPO Dentist your costs may be lower than if you were to choose a dentist who

is not a Delta Dental PPO Dentist.

Example:

This chart shows a comparison of how your out-of-pocket costs are impacted by your
selection of a Delta Dental PPO Dentist, a Delta Dental Premier Dentist or a Non-

Participating Dentist.

DDWA'’s payment for covered services in this example is 50%.

Tvoe of Provider Submitted Maximum Plan will pa Your out of
P Fees Allowable Fee pay pocket cost
Delta Dental PPO Dentist $100 $80 $40 $40
Delta Dental Premier Dentist $100 $90 $45 $45
Non-Participating Dentist $100 $70 $35 S65**

**Note: We have no control over the fees a Non-Participating Dentist may charge, you are responsible for
paying the difference between DDWA'’s allowable fee and the fees charged by the Non-Participating Dentist.

You can find a listing of Delta Dental PPO and Delta Dental Premier Dentists at our website,
www.DeltaDentalCoversMe.com. You may also call us at 888-899-3734 for assistance.

This policy provides for covered services only if those services are performed by or under
direction of a licensed Dentist or other Delta Dental-approved Licensed Professional - an
individual legally authorized to perform services as defined in their license. A Licensed
Professional includes, but is not limited to, a denturist, a hygienist or a radiology technician.
A licensed Dentist does not mean a dental mechanic or any other type of dental technician.

What is Covered and What You Pay

Deductible

This Plan has an annual deductible, which is a predetermined amount of money that you
must pay each benefit period towards the cost of dental treatment before the benefits
of the plan go into effect. The deductible period starts when your policy starts and
continues for 12 months after that. This time period is also called the benefit period.
The annual deductible for dental procedures is $50 for you and for each covered

dependent.

You are responsible for paying the deductible to the provider. The deductible applies to
the procedures as listed in the Diagnostic, Preventative and Emergency Dental
Procedures and All Other Dental Procedures tables in the “Benefits” section below.

IND Family Advantage Plan 2019
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Maximum Benefit

The Maximum Benefit for this plan has two components: a fixed, per person Maximum
Benefit and a shared family Maximum Benefit.

Maximum Benefit per enrolled person: The fixed per person benefit that will be
available in any benefit period for each covered person is $1,000.

Family Share Maximum Benefit: You will receive an additional $250 Maximum
Benefit for each of the first 5 people enrolled. This additional money is pooled
together and will be applied to any member enrolled in your plan who utilizes
their own fixed, per person maximum. See the table below:

Family Share Chart
# of Members | Family Share Maximum Per Person Benefit
Covered Benefit Maximum
1 $250 $1,000
2 $500 $1,000
3 $750 $1,000
4 $1,000 $1,000
5 or more $1,250 $1,000

For mid-year enrollment additions, the Family Share Maximum Benefit will increase as
detailed in the table above. If a member terminates mid-year, the Family Share Benefit
will not immediately decrease, it will be reset at renewal.

You are responsible for any costs incurred above this limit by any person covered under
this policy. If you use a Delta Dental Participating Dentist, they will still honor their filed
fees after you plan maximum or any available shared maximum has been reached.

Waiting Period

For certain covered procedures a 12-month waiting period applies. This means that
DDWA will not pay towards any of these procedures until you have been enrolled in this
policy for 12 continuous months. Any waiting periods will be waived for you if you were
covered under another insured dental plan for at least 12 continuous months before
you enrolled in this 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 a waiting period waiver. Waiting periods will not be
waived for new members added to this policy, or if your previous policy ended more
than 63 days before you bought this policy.

Benefits

www.DeltaDentalCoversMe.com
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This policy provides benefits according to the coverage percentage listed in the
following chart, after the deductible is paid.

How to read this chart: If the coverage percentage shown is “80%,” DDWA will pay 80%
of the amount DDWA allows, after any deductibles are paid. In this case, the amount
the patient must pay, also called the coinsurance, is 20%.

This policy doesn’t include an orthodontic benefit.

Diagnostic, Preventive and Emergency Dental Procedures

Does
deductible Coverage What is covered
apply? Percentage (for each person covered under the plan)
Yes/No
No 100% Examination or evaluation, once every 6 months.
No 100% Simple cleanings, once every 6 months.
No 100% Bitewing X-rays, 1 set every 12 months.
No 100% Fluoride (for children through age 14), once every 12 months.
No 100% Full-mouth X—rays once every 5 years (a series of individual X-rays
or a panoramic X-ray).
No 80% Space maintainers when a primary tooth is prematurely lost.
Yes 80% Sealants on the decay—'fre(.a, biting surface of permanent molars, 1
sealant per tooth per lifetime, for ages 14 and under.
Yes 50% Emergency treatment to relieve pain.
Yes 50% Emergency evaluation.
Composite (tooth-colored) fillings on front teeth. Amalgam
Yes 50% (silver-colored) fillings on back teeth. Replacing an existing filling
is covered once every 2 years.

All Other Dental Procedures

(a 12-month waiting period applies to all of these procedures*)

Does
deductible Coverage What is covered

apply? Percentage (for each person covered under the plan)

Yes/No
Stainless-steel crowns are covered on primary teeth; or on
permanent teeth for children under 12 years of age.

Yes 50% ) . .
e Stainless steel crowns are covered once in a two-year period
from the seat date
Yes 50% Root canal treatment and therapy.
Yes 50% Pulpotomy and pulpal therapy.
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All Other Dental Procedures

(a 12-month waiting period applies to all of these procedures*)

Does
deductible Coverage What is covered
apply? Percentage (for each person covered under the plan)
Yes/No

Basic periodontal cleanings.
e Either a simple cleaning or a specialized/extensive cleaning

Yes 50% . . . .

such as a basic periodontal cleaning), but not both, is allowed
once every 6 months.

Yes 50% Surgic?l or non-surgical treatment on tooth roots because of
gum disease.
Scaling and root planing (deep cleaning for gum disease) once

Yes 50% per area (upper right, lower right, upper left, lower left) every 2
years.

Yes 50% Removing and reforming diseased gum tissue once per area
every 3 years.

Yes 50% Tissue graft procedures and removal of excess tissue.

Yes 50% Bone surgery for treatment of periodontics disease (Periodontics
Surgery) once per area every 3 years.

Yes 50% Non-surgical extractions.

Yes 50% General Anesthesia in conjunction with covered surgical

procedures, once per treatment.

Crowns are covered, but only when teeth are broken down by

dental decay or accidental injury and can no longer be restored

adequately with a filling material.

e Replacing a defective existing crown is covered when it is at

Yes 50% least 7 years old.

e Porcelain veneers on crowns are only covered on the 6 front
teeth, bicuspids, and upper front molars.

e Crowns, other than stainless-steel crowns, are only covered
for persons ages 12 and up.

Denture repairs:

e Relining and rebasing dentures to improve their fit;

Implant removal;

e Recement fixed bridgework; and/or

e Repair fixed bridgework.

Appliances to replace missing teeth are covered for persons ages

Yes 50% 16 and older when chewing function is impaired due to those

missing teeth.

Yes 50%

www.DeltaDentalCoversMe.com
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All Other Dental Procedures

(a 12-month waiting period applies to all of these procedures*)

Does
deductible Coverage What is covered
apply? Percentage (for each person covered under the plan)
Yes/No

e The appliance may be a partial denture, full denture, implant
and implant related procedure, or a fixed bridge.

e Replacement of a defective appliance to replace missing
teeth is covered if that appliance is at least 7 years old.

e Porcelain veneers on crowns or bridges are covered on the 6
front teeth, bicuspids, and upper first molars.

*Refer to the “Waiting Period” section for more information on waiting periods.

What We Don’t Cover
1. Cosmetic services or supplies, including cosmetic work done on dentures.

2. Any procedures done to restore the height and/or width of teeth.

3. General Anesthesia and/or Intravenous (deep) Sedation, except when this policy says
otherwise, or when medically necessary for children through age 6, or patients that
exhibit physical, intellectual, or medically compromised conditions where dental
treatment under local anesthesia would be substantially compromised and the
results of treatment would be inferior to that completed under General Anesthesia
or IV Sedation.

a. Examples of compromised conditions include, but are not limited to, intellectual
disability, cerebral palsy, certain cardiac diagnoses and hyperactivity.

b. Hyperactive patients include those who are extremely uncooperative,
unmanageable, or uncommunicative with severe dental and periodontal
needs where postponement of oral treatment would likely result in
increasing dental or facial pain, infection or loss of teeth.

C. All requests must include appropriate documentation defining need.
4. Braces and retainers (orthodontia), and services related to braces and retainers.
5. Oral surgery, including surgical extractions, except as specified in the benefit grid above.

6. Preventive control programs, including but not limited to, oral hygiene instruction,
dietary instruction, and home fluoride kits.

7. Injuries or conditions covered under Workers’ Compensation or Employer's Liability
laws.

8. Services provided by any government agency.

9. Services or supplies that are provided free of charge.

www.DeltaDentalCoversMe.com
IND Family Advantage Plan 2019 INDFA 20190101

00470 001.000



10.
11.

12.
13.
14.
15.
16.
17.

18.

19.
20.
21.
22.
23.
24.
25.
26.
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31.
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Prescription drugs.

Pain relievers like nitrous oxide, conscious Sedation, euphoric drugs, injections of
anesthetic not in conjunction with a dental service; or injection of any medication or
drug not associated with the delivery of a covered dental service.

Hospitalization and related charges.
Consultations or second opinions.

Charges for missed or broken appointments.
Behavior management.

Charges for completing claim forms.

Localized drug delivery for treatment of gum disease (Localized Delivery of Antimicrobial
Agent).

Habit-breaking appliances, including Occlusal Guards. Habit-breaking appliances are
fixed or removable device(s) fabricated to help prevent potentially harmful oral
health habits (e.g., chronic thumb-sucking appliance, tongue thrusting appliance
etc,).

Temporomandibular joint (TMJ) services or supplies.

Brushing and flossing instructions, tobacco and nutritional counseling.

Laboratory tests and/or laboratory examinations.

Replacement of a lost, missing or stolen denture, bridge or other prosthetic appliance.
Repair or replacement of orthodontic appliances.

Duplicate dentures or bridges, or any other duplicate appliance.

Expenses for myofunctional therapy.

Any dental services provided to anyone covered under this policy while they are on
active service in the Armed Forces.

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

Procedures provided by someone other than a licensed dentist or other Delta Dental-
approved Licensed Professional which includes but is not limited to, a denturist, a
hygienist or a radiology technician

Any other service not specifically listed in this policy as a benefit.

Claims not submitted within 15 months of the date of service.
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When We Pay

DDWA 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 has to be
listed on the claim.

Time Limitations on Procedures

When we pay for a procedure that has a time limitation, the next time we will cover that
procedure on that tooth or those teeth will be after the time period has passed from the
date the previous service was completed. For example, “full-mouth X-rays once every 5
years”, means full-mouth X-rays once every 5 years from the date the previous X-rays were
done.

Optional Procedures
We pay for the least expensive dental procedure necessary to fix the problem, as outlined in
the section “What Is Covered and What You Pay”. You have to pay the rest of the dentist’s
fee if a more expensive dental procedure is selected.

Estimate of Payment and Treatment Plans (Predeterminations)

An estimate, also known as a predetermination, is a request made by your dentist to DDWA
to determine your benefits for a particular service.

After an exam, your dentist may recommend a treatment plan. If the plan includes crowns,
fixed bridges, implants, 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 DDWA. A
predetermination is not required for any service, but will provide you and your dentist with
general coverage information regarding your benefits before treatment is done.

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,
call us at 888-899-3734.

A predetermination is not a guarantee of payment, but is strictly an estimate for services. A
predetermination of benefits is effective for 12 months but in the event your Benefits are
terminated and you are no longer eligible, the predetermination is voided. We will make
payments based on your available Benefits, limitations as described in your Policy, your
continued eligibility under the Policy, the current plan provisions when the treatment is
provided and all other terms of this Policy. Payment for services is determined when the
claim is received. Please refer to the “Initial Benefits Determination” section below for
information regarding claims requirements.

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

Urgent Predetermination Requests

www.DeltaDentalCoversMe.com
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Should a predetermination request be of an urgent nature, whereby any delay caused by
the standard process may seriously jeopardize life, health, the ability to regain maximum
function, or could cause severe pain in the opinion of a physician or dentist who has
knowledge of the medical condition, DDWA will review the request within 72 hours from
receipt of the request and all supporting documentation. When practical, DDWA may
provide notice of determination orally with written or electronic confirmation to follow
within 72 hours.

Immediate treatment is allowed without a requirement to obtain a predetermination in an
emergency situation subject to the contract provisions.

Claim Review

Filing Claims

To allow your dentist to file a claim with DDWA, show your ID card to the receptionist at
your dentist’s office. You or your dentist should file your claim with us within 90 days after
you see the dentist in order to ensure prompt payment. Please note: DDWA will not pay
claims received more than 15 months after the procedure is completed.

Once we have settled a claim we will send you an Explanation of Benefits (EOB). This will be
completed within 30 days after we receive your claim, unless special circumstances require
more time. The EOB will tell you what we have paid on your claim. If we deny a claim
because we need more information, the EOB will show what additional information we
need.

If you receive services from a Non-Participating Dentist, you are responsible for assuring the
completed claim form is submitted. We will accept any American Dental Association-
approved claim form that your dentist may provide. Additionally, you may have a claim
form sent to you by calling 888-899-3734.

Payment for services performed by a Non-Participating Dentist will be based on actual
charges or DDWA’s Maximum Allowable Fees for Non-Participating Dentists, whichever is
less. You will be responsible for any balance remaining. Please be aware that DDWA has no
control over the billing practices of Non-Participating Dentists.

Initial Benefit Determinations

An initial benefit determination is made when the claim is submitted to DDWA. The claim
will be paid, modified or denied. In accordance with regulatory requirements, DDWA
processes all clean claims within 30 days from the date of receipt. Clean claims are claims
that have no defect or impropriety, including a lack of any required substantiating
documentation, or particular circumstances requiring special treatment that prevents
timely determination of the claim from being made. Claims not meeting this definition are
paid or denied within 60 days of receipt.
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If a claim is denied, in whole or in part, or is modified, you will be furnished with a written
Explanation of Benefits that will include the following information:

e The specific reason for the denial or modification,
e Reference to the specific plan provision on which the determination was based, and

e Your appeal rights should you wish to dispute the original determination.

Appeals of Denied or Modified Claims

Informal Review

If your claim for dental benefits has been completely or partially denied, you have the right
to request an informal review of the decision. Either you, or your authorized representative
(see below), must submit your request for a review within 180 days from the date of the
adverse benefit determination (please see your Explanation of Benefits form). A request for
a review may be made orally or in writing, and must include the following information:

e Your name, the patient’s name (if different) and ID number
e The claim number (from your Explanation of Benefits form)
e The name of the dentist

DDWA will review your claim and make a determination within 30 days of receiving your
request and will send you a written notification of the review decision. Upon request, you
will be granted access to and copies of all relevant information used in making the review
decision.

If the informal review cannot be resolved within 30 days from the date that we receive it,
we will notify you, your covered dependent, or your authorized representative in writing
that we intend to extend the period of time for resolution by an additional 30 days. The
notification will state when resolution may be expected and the reasons for the additional
time needed.

Informal reviews of wholly or partially denied claims are conducted by persons not involved
in the initial claim determination.

Formal Review

If you are dissatisfied with the outcome of the informal review, you may request that your
claim be reviewed formally by the DDWA Appeals Committee. The Appeals Committee
includes only persons who were not involved in either the original claim decision or the
informal review.

Your formal request for a review by the Appeals Committee must be made within 90 days of
the date of the letter notifying you of the informal review decision. Your request should
include the information noted above in the “Informal Review” section plus a copy of the
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informal review decision letter. You may also submit any other documentation or
information you believe supports your case.

The Appeals Committee will review your claim, make a determination, and send you a
written notification of the review decision within 30 days of receiving your request. Upon
request, you will be granted access to and copies of all relevant information used in making
the review decision.

If the appeal cannot be resolved within 30 days from the date that we receive your request,
we will notify you, your covered dependent, or your authorized representative in writing
that we intend to extend the period of time for resolution by an additional 30 days. The
notification will state when resolution may be expected and the reasons for the additional
time needed.

The decision of the Appeals Committee is final. If you disagree with the outcome of your
appeal and you have exhausted the appeals process provided by your plan, there may be
other avenues available for further action including, but not limited to, civil remedies and
review by regulatory agencies.

Authorized Representative

You may authorize another person to represent you and receive communications from
DDWA regarding your specific appeals. The authorization must be in writing and signed by
you. If an appeal is submitted by another party without this authorization, a request will be
made to obtain a completed Authorized Representative form. The appeal process will not
commence until this form is received. Should the form or any other document confirming
the right of the individual to act on your behalf not be returned, the appeal will be closed.

Premiums

Current Policy and Renewal

This policy is effective for 12 months, starting with the policy's effective date as shown on
the declaration page. After that, you can renew this policy, if you and any other people
covered under this policy remain eligible, and if premiums are paid according to the
procedure described in this document.

Rates and Financial Obligations

The current premium rates are listed on the Declaration Page.

DDWA may change the rates and/or benefits under this policy on this policy’s Renewal
Date. DDWA will send you written notice of a rate change at least 30 days before your
Renewal Date. However, if we will be increasing your rate 25% or more, or decreasing any
benefits under your policy, DDWA will send you written notice of the new rate or benefit
change at least 60 days before the Renewal Date.
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Legislative Surcharge Clause — If any governmental unit imposes any new tax or
assessment or increases the rate of any current tax or assessment that is measured directly
by the payments made to DDWA by you, or payments made by DDWA for claims, then
DDWA is authorized to increase the monthly premium by the amount of such new tax,
assessment or increase.

Premium Due Date

The first premium for this policy is due the day we accept your application for coverage.
You can pay premiums monthly, semiannually or annually. The time period you choose is
called a “premium period.” Premiums are due the on the due date shown on your Policy
Declaration Page.

Premium Grace Period

You have a 30-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 and we will terminate this contract.

Canceling this Policy

Mid-Term Termination by You
When you purchase or renew this policy, you are committing to keeping it for a 12—month
period. To cancel your policy before the end of the 12-month commitment, you must send
a written request prior to the requested date of termination. We will terminate your policy
at the end of the month in which we receive your written request.

If you terminate your policy before the end of your 12-month commitment for one of the
following reasons, there will be no adverse impact.

1. You become covered under a group dental plan offered at work. If anyone else covered
under this policy becomes covered under a group plan, they may be terminated without
terminating the entire policy. If you or your dependent becomes covered under another
individual dental plan, you will still be obligated to continue this plan.

2. Youdie. Inthatinstance, the policy may terminate or anyone else covered under your
policy who meets the eligibility standards may choose to continue the policy. If a
covered person other than you dies, you can terminate their coverage without
terminating the entire policy.

3. You enter into full-time United States military service. In that instance, the policy may
terminate or anyone else covered under your policy who meets the eligibility standards
may choose to continue the policy. If a covered person other than you enters military
service, you may terminate their coverage without terminating the entire policy.

If any of the above events occur, and you want to terminate your policy or coverage for a
dependent under your policy, you must tell us in writing within 30 days of the event.
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If you terminate your policy prior to the end of your 12-month commitment for any reason
not listed above, you will not be allowed to purchase another Delta Dental of Washington
Individual plan for 24 months.

If you terminate your dental coverage prior to the end of your 12-month commitment, we
will refund any premium paid for coverage after your termination date less any claims
incurred after that termination date.

Mid-Term Termination by Delta Dental of Washington
We can terminate your policy before its annual renewal for the following reasons:
1. You don’t pay the premium payment when it’s due;

2. You or a covered dependent commits fraud related to this policy or any other policy You
have with DDWA; or

3. Someone other than you or a covered dependent uses your dental coverage.

If we terminate your dental coverage prior to the end of your 12-month commitment, we
will refund your unused premium payment, less any claims incurred. If we terminate your
policy for any of these reasons, we may not allow you to purchase another individual plan
from DDWA for a 24-month period.

How to End Your Policy at Renewal

This policy will automatically renew. If you don’t want to renew this policy, or coverage for
a dependent under this policy, send us written notice (either electronically or through the
regular mail) before the policy’s Renewal Date. If you do, this policy will end on the last day
before the Renewal Date.

We may elect to not renew this policy if the premiums are not paid on time, or if the Plan
that you are enrolled in terminates. If we elect not to renew this policy we will notify you in
writing (either electronically or through the regular 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 dental benefits coverage for you and/or other people covered under this policy stops on
the date this policy is terminated. That date is the earliest of the following:

1. The day following the last day of any grace period, if the premium hasn’t been paid; or

2. The last day of the month we receive a termination request from you, or the last day of
any later month stated in your request; or

3. The last day before the Renewal Date if this policy is not renewed, or

4. The last day of the month after the date of your death if no one else covered under this
policy wants to continue the policy; or

5. The last day of the month after the date of death of a person covered under this policy
other than you, but only for that person; or
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6. The last day of your current policy period if you (the subscriber) move out of
Washington. This applies to anyone covered under this policy. Dependents remaining in
Washington that wish to continue coverage may enroll in a new policy.

If anyone covered under this policy commits fraud related to this policy or any other policy
you have with DDWA, 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 for you. If
the claims we paid are more than the premium you paid, you will have to pay us the
difference.

Conversion Option
If your dental coverage stops because your eligibility ends as a result of termination of
marriage or domestic partnership, or the policyholder’s death, you may obtain an individual
policy without a physical examination, statement of health, or other proof of insurability.
You may get additional information or apply for coverage online at
DeltaDentalCoversMe.com or by calling 888-899-3734.

General Terms

Delta Dental of Washington’s Responsibility

DDWA is responsible for providing the administrative services detailed in this policy, and for
paying claims for services properly incurred under this policy.

Compliance with Laws and Regulations

This Contract shall be in compliance with all pertinent federal and state laws and
regulations, including, but not limited to, the applicable health care privacy and disclosure
provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA). If this
Contract or any part hereof, is found not to be in compliance with any pertinent federal or
state law or regulation, then DDWA shall amend the Contract for the sole purpose of
correcting the noncompliance.

Health Insurance Portability and Accountability Act (HIPAA)

Delta Dental of Washington is committed to protecting the privacy of your dental health
information in compliance with the Health Insurance Portability and Accountability Act. You
can get our Notice of Privacy Practices by visiting www.DeltaDentalWA.com, or by calling
DDWA at 800-554-1907.

Rights of Recovery (Subrogation)

If we pay benefits under this policy, and you are paid by someone else for the same
procedures we pay for, we have the right to recover what we paid from the excess received
by you, after full compensation for your loss is received. Any legal fees for recovery will be
prorated between the parties based on the percentage of the recovery received. You have
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to sign and deliver to us any documents relating to the recovery that we reasonably
request.

Governing Law

This contract is issued and delivered in the state of Washington and obeys its laws and
regulations. On the effective date of this contract, any term, condition, or provision
conflicting with Washington State laws and regulations applying to this contract will
automatically conform to the minimum requirements of such laws and regulations.

Non-waiver and Severability

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

Entire Contract Changes

The entire contract between you and us consists of this policy, which includes the benefits,

limitations and co-payments, the declaration page, any and all endorsements or riders, and
the application.

No oral statements by anyone can change or affect any aspect of this contract.
Notice Legal Action

No legal action can be brought against us until at least 60 days after proof of loss has been
furnished, that proof of loss has been waived, or we have denied payment, whichever
comes earlier.

Any Questions?

If you have problems with Delta Dental of Washington or any producer contact them to
resolve your problem. You can contact DDWA at the address and telephone number
provided in the “Notices” section.

The Office of the Insurance Commissioner is a state agency that regulates Washington State
insurers. To file a complaint with the Office of the Insurance Commissioner write to:

Washington State Office of the Insurance Commissioner
P.O. Box 40256

Olympia, WA 98504-0256

Phone: 800-562-6900 or 360- 725-7080

Fax: 360- 586-2018
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Nondiscrimination and Language Assistance Services
Delta Dental of Washington 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 of Washington does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.

Delta Dental of Washington:

Provides free aids and services to people with disabilities to communicate effectively with us,
such as:

¢ Qualified sign language interpreters
¢ 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:

¢ Qualified interpreters

¢ Information written in other languages
If you need these services, contact Delta Dental of Washington’s Customer Service at:
1(800)554-1907.

If you believe that Delta Dental of Washington 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: Isaac Lenox, Compliance/Privacy Officer, PO Box 75983 Seattle,
WA 98175, Ph: 1(800)554-1907, TTY: 1-800-833-6384, Fx: (206) 729-5512 or by email at:
Compliance@DeltaDentalWA.com. You can file a grievance in person or by mail, fax or email. If
you need help filing a grievance, Isaac Lenox, Compliance/Privacy Officer 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, 800-537-7697 (TDD). Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html.

Language Tagline Nondiscrimination Statement
Amharic ACNPE ORI° ACOP 2710 o TN OEL ANdATL 90LE GHA: &V
900-0% (A Delta Dental of M0 FoEe ah TlevahFP ogge ¢ Delta Dental

Washington T9¢ hatu-: 4 9°79° | of Washington 147 Ad.A1L @028 AA@-:: (HY
NEP NLIEP ACRIG 0028 LTITTT | TINF O ONT RAF PTTT LAT: 0T

ao)+ AAFU:: WANTCAT OC 04727 AemNPs (AhGA ACST ATITTT
Aavy21C* 1(800) 554-1907 O+@OAr PLH 120F ACIPE av@-0 L L10P+
M (r:: LUPGA:: BUT 0008 W18.LTTH AG PA I°79° h&f

OR7RP hCAF Wr9.LTT a(F AAPT::
1(800)554-1907 £ L@~
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helfen, Fragen zum Delta Dental
of Washington haben, haben Sie
das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache
zu erhalten. Um mit einem

Language Tagline Nondiscrimination Statement
Arabic A saelus (ads ol gl f bl (S o) o dsanllclll ja pads dals Cilaglea HladY) 124 5 9ny
@ daall ikt Gasads | 2y Delta Dental of Washington s (e 4k
<Lili (Delta Dental of Washington b elal AT L Zlias 8 ladY) e 8 el g s e
e sbeall 5 e lsall e J geanl) & 3l s dsaeluall g dpnall cliphais e Jaliall dima gy ) 53
o il QA A (50 (e Sialy Ay ) g puall | e clinly il slaall g aclisall e Jgeanll 8 @all ) Cadisil)
.1(800) 554-1907 ~ Jsil ax yidll .1(800) 554-1907 - Juail AdlSs 51 50
Cambodian | wasSiOgs ysinmeAiRugs | wshHysSsiimisiosfisosunriansnd
(Mon- ANRIBRUBISMNIHATDS) MR ymsihuiiussgsengius Delta
Khmer) humiumgsehgw Delta Dental of Washingtons
Dental of Washington pEWASHSANAIT B
:;mt:nsmgggm mmungﬂ;gmmﬁimmmmsgjm Im@ﬁ%’s
SSWSHASUSISITHMIUN | 20HISH HARSEISTmSMISWSSS
HAWEsHUmA 1I8gjSunw | gsigsSusmsamns iI8gjimpsamsSinui
MUWHRURHU g 1(800) 554- | IUIHM YUSFUSSUISMIGY GRENS§
1907+ SGUNSW SHASEISISHSIHEMN
IUHHARIENWESHUUWY JUSIIinNuminug
1(800) 554-1907¢
Chinese MEER, [ZEEEHBNE | KEHNBEEZEMNALR. XEMNBERARE
%, BARERIEAEBMATE | EB[HEAIEHEMLEDelta Dental of
Delta Dental of Washington/5® | Washington}2 3 I BB EE S (R IE R EE A
MR, CHEERNGELEGH | B, FEBEARMTESNHHN. &T
BEGIEMMALR. B — | GEFEASLBHZATRTE, RS
UFER, FRERELEA | EHERARIEERHM. THER
FF 1(800)554-1907, REUEHBESIRALSNER., &
1R ERE (T L ABLF 1(800)554-1907 6
Cushite Isin yookan namni biraa isin Beeksisni kun odeeffannoo barbaachisaa
(Oromo) deeggartan Delta Dental of gaba. Beeksisti kun sagantaa yookan karaa
Washington irratti gaaffii yo Delta Dental of Washington tiin tajaajila
gabaattan, kaffaltii irraa bilisa keessan ilaalchisee odeeffannoo
haala ta’een afaan keessaniin barbaachisaa gaba. Guyyaawwan
odeeffannoo argachuu fi murteessaa ta’an beeksisa kana keessatti
deeggarsa argachuuf mirga ni ilaalaa. Tarii kaffaltiidhaan deeggaramuuf
gabdu. Nama isiniif ibsu yookan tajaajila fayyaa keessaniif guyyaa
argachuuf, lakkoofsa bilbilaa dhumaa irratti wanti raawwattan jiraachuu
1(800)554-1907 tiin bilbilaa. danda’a. Kaffaltii irraa bilisa haala ta’een
afaan keessaniin odeeffannoo argachuu fi
deeggarsa argachuuf mirga ni gabaattu.
Lakkoofsa bilbilaa 1(800)554-1907 tii
bilbilaa.
German Falls Sie oder jemand, dem Sie Diese Benachrichtigung enthélt wichtige

Informationen. Diese Benachrichtigung
enthélt wichtige Informationen beziglich
Ihres Antrags auf
Krankenversicherungsschutz durch Delta
Dental of Washington. Suchen Sie nach
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Language Tagline Nondiscrimination Statement
Dolmetscher zu sprechen, rufen | wichtigen Terminen in dieser
Sie bitte die Nummer 1(800)554- | Benachrichtigung. Sie kdnnten bis zu
1907 an. bestimmten Stichtagen handeln missen, um
Ihren Krankenversicherungsschutz oder
Hilfe mit den Kosten zu behalten. Sie haben
das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten.
Rufen Sie an unter 1(800)554-1907.
Japanese CARANB. FREABEHROE | COBHMICIEEEGRRMIEENTL
DEY DA TEDelta Dental | F£9, ZDFEHNIZ(IDelta Dental of
of WashingtonlZDW\T & | Washington® BEE & 1= [ 4@{E &6 12 B
BASEWELL, CHFE | THEZLBBAEFENATLET, &
EETYR—bEZIT: DBEHMICERHESNTWLIEELGHGZ
Y, BEHREZAFLEZVITSHI | THERLESIL, BREKROCEHY R
ENTEFET, HEEFLMNY | —FZHIFIT HICE. FEDHAET
FHA. BREBFEINDS | ITTBHERLATAIELESEWMEED
£1(800)554-1907F£ THEHE | HYFT. CHREDSHEICLSHEHRE
Qr- AN HR— FAERTIRBINET
1(800)554-1907F THEEES =LY,
Korean | otor qj3} = 37 1 | £ SAIMOE FR% HeIt S0f
A= O ArEO| Delta UAELICE = 0| SX|M= FI5te]
Dental of WashingtonOi| A7g0of 25t 2|1 Delta Dental of
i HEO| QJCHH A= | Washington2 &8 HH 2| X[0f 2+t
Jof3t meat HEE el |HuE mustn gL 2
A0 2 H|E FHEIO| 2dS | SXMOAM 0| £[= EME==
& Qe Hesh dsLCh | RoyAe Hte st T
O8H SSHARE 0 7|5t AHEXE A= 7XISHALE HIES
oM = BHot7| floflM Lot - LK
1(800)554-1907 2 ZX|E Flollof & Hast s =
FBIEHYAIL. AL LICH HBhe ol2fe Mo =28
Hote| 20j2 H|g FEHEUO0| E= =
A= HE[7 A LICE 1(800)554-
19072 HeotAlL.
Laotian MU, B SVHUILNIF)oe S, nﬁvccﬁgﬁﬁégvévéw.

D6 navnyonv Delta Dental of
Washington,

NIECAINIVDD2YVIIVLNO
NLOISLYTELVN B
mMuaLesI2eguIloswv Delta Dental of
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Language Tagline Nondiscrimination Statement
wnbSohiaxldsunvgos cde | Washington. cB9gnsunmSoiisnen sy
e . NILD.
202903MBOVWIFIZLINN | Yaneroaxtudioglgconrdcdunimionnd
LDeQe. o
NIISSVIVLIBWIZI, T L9 029NV VOVATENIINIVOVODIY2EWIVLLD
1(800)554-1907. I G mvdoec@sﬁﬁéﬂﬁéﬁg

uandSohaxtdsuayngro 3D war
navgoecioluwizazegumwiv Derldame.
v 1(800)554-1907.

Punjabi A 333, 7 fan fowa 3t & 3t Hee | for &fer g 393 wlugiams 7 Delta Dental
a9 99 J, ® Delta Dental of of Washington € ewd dedH &3 HJ3<eyde
Washington € &8 SiHT S=aA 99 | Areardl HS I frr &fer £ mHs fan i
AES IR 96, 37 3T3 98 WU I | g uH fims el 39g W s aeed §
{9 ye3 Her w3 AEadt yu3 I JuE SE F BEST R &' HeE YUS 996
9% T wiftag Jur 3| g g T | 3 forfaz i3t 3 ufast g5 argest 96 ©F
&% 318 996 B, 1(800)554-1907 | 337 I Aa! I| 3T A% WyE I &g W3
'3 IS | HeT W3 Fedd! U3 996 T witarg ger J1

1(800)554-1907 '3 % |

Russian Ecnaun y Bac uam nmua, kotopomy | HactosAwee yBeAoMNEHME COAEPKUT
Bbl MOMOraeTe, UMetoTCA Ba)KHY0 MHGOpMaLMIo. ITO yBeAOMIEHME
Bonpocbl no nosoay Delta COLEPKUT BaXKHYHO MHGOPMaALMIO O Balem
Dental of Washington, 1o BbI 3aAB/IEHUM UIN CTPAXOBOM MOKPbLITUM
nmeeTe npaso Ha becnnatHoe yepes Delta Dental of Washington.
noJiy4eHne NomoLm u MocmoTpuTe Ha KAKo4YeBble AaTbl B
MHGOPMALMM Ha BaleM A3bIKE. | HACTOALLEM yBeAOMIEHUN. Bam,

[ns pasroBopa c NepeBog4YMKOM | BO3MOXKHO, NOTpebyeTcsa NpMHATbL Mepbl K

no3BoHUTe No TenedoHy onpefeneHHbIM npesenbHbIM CPOKamM ANA

1(800)554-1907. COXPaHEHUA CTPAXOBOro NOKPbLITUA UK
NMOMOLLM C pacxofamu. Bol MmeeTe npaBo
Ha 6ecnnaTHoe NonyyYeHue 3ToM
MHPOPMaLMM N MOMOLLb Ha BaLLEM A3bIKeE.
3BoHuTe no TenedoHy 1(800)554-1907.

Spanish Si usted, o alguien a quien usted | Este Aviso contiene informacién
estd ayudando, tiene preguntas | importante. Este aviso contiene
acerca de Delta Dental of informacién importante acerca de su
Washington, tiene derecho a solicitud o cobertura a través de Delta
obtener ayuda e informacién en | Dental of Washington. Preste atencién a
su idioma sin costo alguno. Para | las fechas clave que contiene este aviso. Es
hablar con un intérprete, llame posible que deba tomar alguna medida
al 1(800)554-1907. antes de determinadas fechas para

mantener su cobertura médica o ayuda con
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Language Tagline Nondiscrimination Statement
los costos. Usted tiene derecho a recibir
esta informacidn y ayuda en su idioma sin
costo alguno. Llame al 1(800)554-1907.
Tagalog Kung ikaw, o ang iyong Ang Paunawa na ito ay naglalaman ng
tinutulangan, ay may mga mahalagang impormasyon. Ang paunawa
katanungan tungkol sa Delta na ito ay naglalaman ng mahalagang
Dental of Washington, may impormasyon tungkol sa iyong aplikasyon o
karapatan ka na makakuha ng pagsakop sa pamamagitan ng Delta Dental
tulong at impormasyon sa iyong | of Washington. Tingnan ang mga
wika ng walang gastos. Upang | mahalagang petsa dito sa paunawa.
makausap ang isang tagasalin, Maaring mangailangan ka na magsagawa ng
tumawag sa 1(800)554-1907. hakbang sa ilang mga itinakdang panahon
upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May
karapatan ka na makakuha ng ganitong
impormasyon at tulong sa iyong wika ng
walang gastos. Tumawag sa 1(800)554-
1907.
Ukrainian Skmo y Bac 4n y xorocse, XTo Ie moBiZOMIIEHHS! MiCTUTH BayKJIUBY
otpumye Bamry nonomory, iHdopmartiro. [le moBiTOMIECHHS MICTUTh
BUHUKAIOTH MUTaHHs 1ipo Delta | BakiuBy iHdopmariro mpo Barre
Dental of Washington, y Bac € 3BEpHEHHS MO0 CTPaXyBaJIbHOTO
IpaBoO OTpUMATH OE3KOITOBHY | MOKpHTTs uepe3 Delta Dental of
JIONIOMOTY Ta iHpopMalio Ha Washington. 3BepHiTh yBary Ha KIH04O0B1
Bamiii pinnii mogi. 11106 JaTH, BKa3aHl y I[bOMY TOB1IOMJICHHI. IcHYe
3B’S13aTUCH 3 IIEPEKIIATAUEM, IMOBIpHICTb TOTO, 1110 Bam Tpeba Oyzae
3a13BoHITh Ha 1(800)554-1907. | 37iiiCHMTH MEBHI KPOKH y KOHKPETHI
KIHIIEB1 CTPOKH JJIsl TOTO, 11100 30epertu
Bame mennuHe crpaxyBaHHs a00 OTpUMaTH
¢inancoBy gonomory. Y Bac € npaBo Ha
OTpUMaHHS i€l iHpOpMAaIIil Ta T0TTOMOTH
0e3KoITOBHO Ha Bamiit pifHiii MoOBi.
JI3BOHITH 32 HOMEpOM TesepoHy
1(800)554-1907.
Vietnamese | Néu quy vi, hay ngudi ma quy vi | Thong bao nay cung cip théng tin quan

dang gitip d&, ¢ cau hoi vé
Delta Dental of Washington, quy
vi s& c6 quyén duoc gilp va co
thém thong tin bang ngdn ngi
ciia minh mién phi. Dé noi
chuyén véi méot théng dich vién,
xin goi 1(800)554-1907.

trong. Thong bao nay cé thdng tin quan
trong ban vé don nop hoic hop déng bao
hiém qua chuong trinh Delta Dental of
Washington. Xin xem ngay then chét trong
thong béo nay. Quy vi c6 thé phai thuc hién
theo thong bao dung trong thoi han dé duy
tri bao hiém strc khoe hoic duoc tro trap
thém vé chi phi. Quy vi c6 quyén duoc biét
thong tin ndy va duoc trg gilp bang ngdn
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Nondiscrimination Statement

ngit cua minh mién phi. Xin goi s6

1(800)554-1907.
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