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THI S MATRI X I S I NTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND I S A 
SUMMARY ONLY.  THE EVI DENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A 
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DELTA DENTAL PREMI ER®  PLAN 

 

 
 
 *  Please refer to the Benefits, Lim itat ions and Exclusions sect ions of this Evidence of 

Coverage/ Disclosure form . 
 * *  I f you go to a non-Delta Dental Dent ist , Delta Dental cannot  assure you what  percentage of the 

charged fee m ay be covered. 
 * * *  Services provided for emergencies or as a result  of a dental accident  are covered under the co-

payment  applicable to the service provided. 
 

* DENTAL 

SERVI CES 

DELTA 

DENTAL’S 

CO- PAYMENT 

* * YOUR 

CO- PAYMENT 

W AI TI NG 

PERI ODS 

CALENDAR 

YEAR 

MAXI MUM 

CALENDAR 

YEAR 

DEDUCTI BLE 

Diagnost ic and 

Prevent ive 

Services 

80%  20%  None  
 
 
 
 
 
 

$1,000 for 
each 

Enrollee 

 
 
 
 
 
 

$50 for each 
Enrollee, up to 
a lim it  of $150 

per fam ily 

Basic Services 

 

80%  20%  None 

Crow ns,  I nlays, 

Onlays and Cast  

Restorat ions 

50%  50%  None 

Prosthodont ic 

Services 

50%  50%  12 months of 
cont inuous 
enrollment  

Em ergency 

Services and 

Dental Accident  

Services 

 

* * *  * * *  None 

Hospitalizat ion 

Services 

 

Not  Covered Not  Covered Not  Covered Not  Covered Not  Covered 

Am bulance 

Services 

 

Not  Covered Not  Covered Not  Covered Not  Covered Not  Covered 

Prescript ion 

Drug Coverage 

 

Not  Covered Not  Covered Not  Covered Not  Covered Not  Covered 

Durable Medical 

Equipm ent  

 

Not  Covered Not  Covered Not  Covered Not  Covered Not  Covered 

Mental Health 

Services 

 

Not  Covered Not  Covered Not  Covered Not  Covered Not  Covered 

Chem ical 

Dependency  

Services 

Not  Covered Not  Covered Not  Covered Not  Covered Not  Covered 

Hom e Health 

Services 

 

Not  Covered Not  Covered Not  Covered Not  Covered Not  Covered 
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USI NG THI S BOOKLET 
 
This booklet  has been writ ten with you in m ind. I t  is designed to help you make the most  of your Delta 
Dental plan. This combined Evidence of Coverage/ Disclosure form  discloses the term s and condit ions of 
your coverage. 
 
The Combined Evidence of Coverage/ Disclosure form  should be read completely and carefully and 
individuals with special health care needs should read carefully those sect ions that  apply to them  (see 
CHOI CE OF DENTI STS AND PROVIDERS sect ion) . You have a r ight  to review it  prior to your enrollm ent . 
 
Please read the “DEFI NI TI ONS”  sect ion. I t  will explain to you any words that  have special or technical 
m eanings under your group Cont ract . A copy of the Cont ract  will be furnished upon request . 
 
Please read this summary of your dental Benefits carefully. Keep in m ind that  YOU means the 
ENROLLEES whom  Delta Dental covers. WE, US and OUR always refers to Delta Dental of California 
(Delta Dental) . 
 
I f you have any quest ions about  your coverage that  are not  answered here, please check with your 
personnel office, or with Delta Dental. 

 
DELTA DENTAL OF CALI FORNI A 

1 0 0  First  St reet  

San Francisco, CA 9 4 1 0 5  

 
For claims, eligibilit y and benefits inquir ies or addit ional informat ion, call Delta Dental’s Customer 
Service departm ent  toll- free at :  800-765-6003 or contact  us on our website:   deltadentalins.com . 
 

A STATEMENT DESCRI BI NG OUR POLI CI ES AND PROCEDURES FOR PRESERVI NG THE 
CONFI DENTI ALI TY OF MEDI CAL RECORDS I S AVAI LABLE AND WI LL BE FURNI SHED 
TO YOU UPON REQUEST 
 

This Com bined Evidence of Coverage/ Disclosure Form  const itutes only a  

sum m ary of the dental plan. The dental Contract  m ust  be consulted to 

determ ine the exact  term s and condit ions of coverage . 
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DEFI NI TI ONS 
 
Certain words that  you will see in this booklet  have specific meanings. These definit ions should make 
your dental plan easier to understand. 
 
Benefits -  those dental services available under the Contract  and which are described in this booklet . 
 
Contract  -  the writ ten agreement  between your employer or sponsoring group and Delta Dental to 
provide dental Benefits. The Cont ract , together with this booklet , form s the term s and condit ions of the 
Benefits you are provided. 
 
Covered Services -  those dental services to which Delta Dental will apply Benefit  payments, according 
to the Cont ract . 
 
Deduct ible  -  the am ount  you must  pay for dental care each year before Delta Dental’s Benefits begin. 
 
Delta  Dental Dent ist  -  a Dent ist  who has signed an agreem ent  with Delta Dental or a Part icipat ing 
Plan, agreeing to provide services under the terms and condit ions established by Delta Dental or the 
Part icipat ing Plan. 
 
Dependent  -  a Primary Enrollee’s Dependent  who is eligible to enroll for Benefits in accordance with 
the condit ions of eligibilit y out lined in this booklet . 
 
Effect ive Date  -  the date this plan starts. 
 

Enrollee  -  A Primary Enrollee or Dependent  enrolled to receive Benefits or a person who chooses to 
pay for OPTI ONAL CONTI NUATI ON OF COVERAGE. 
 

Maxim um  -  the greatest  dollar am ount  Delta Dental will pay for covered procedures in any calendar 
year. 
  
Part icipat ing Plan  – Delta Dental and any other m em ber of the Delta Dental Plans Associat ion with 
whom Delta Dental cont racts for assistance in adm inister ing your Benefits. 
 
Prem ium s -  the m oney paid to Delta Dental each m onth for you and your Dependents’ dental 
coverage. 
 
Prim ary Enrollee  -  any group member or employee who is eligible to enroll for  Benefits in accordance 
with the condit ions of eligibilit y out lined in this booklet . 
 
Single Procedure  – a dental procedure to which a separate Procedure Num ber has been assigned by 
the Am erican Dental Associat ion in the current  version of Com m on Dental Term inology (CDT) . 
 

Usual, Custom ary and Reasonable ( UCR)  -  

 

A Usual fee is the amount  which an individual dent ist  regular ly charges and receives for a given service 
or the fee actually charged, whichever is less. 
 
A Customary fee is within the range of usual fees charged and received for a part icular service by 
dent ists of sim ilar t raining in the same geographic area. 
 
A Reasonable fee schedule is reasonable if it  is Usual and Customary. Addit ionally, a specif ic fee to a 
specific pat ient  is reasonable if it  is just ifiable consider ing special circumstances, or ext raordinary 
difficulty, of the case in quest ion. 
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W HO I S COVERED? 
 

All regular employees who are scheduled to work at  least  1,560 hours per year shall have the 
opportunity to enroll and will become eligible to receive Benefits on the first  day of the month 
coinciding with or next  following one m onth of cont inuous em ploym ent . 
 
Ret irees with at  least  10 consecut ive years of service, who have obtained a m inimum age of 62, shall 
be eligible to part icipate in this plan. 
 
I f both you and your spouse qualify for coverage as a Primary Enrollee, neither of you may enroll as a 
Dependent  of the other.  
 
You are not  eligible if you are not  report ing to work on a regular basis and are not  act ively employed.  
Coverage resum es on the first  day of the m onth after you return to act ive em ploym ent , report  to work 
regularly and amounts due to Delta Dental for coverage have been paid.  But , coverage can cont inue 
without  interrupt ion if your employer cont inues to report  you as a Primary Enrollee and amounts due 
Delta Dental for your coverage cont inue to be paid. 
 

Coverage is reinstated on the day employment  is resumed for Enrollees that  are members of the 
Nat ional Guard or a m ilitary reserve unit  absent  from work due to act ive m ilitary duty.  Any wait ing 
period applied as a result  of an Enrollee's absence from  act ive employment  due to service in the 
Nat ional Guard or m ilitary reserve unit  shall be waived.  

 
Fam ily and Medical Leave Act  of 1 9 9 3  

 
You can cont inue your coverage if you take a leave governed by the Fam ily and Medical Leave Act  of 
1993.  I f you do not  cont inue your coverage during the governed leave, it  will be reinstated at  the 
same Benefit  level you received before your leave. 
 
Uniform ed Services Em ploym ent  and Re- em ploym ent  Rights Act  of 1 9 9 4  

 

You can cont inue coverage for up to 24 months, if you take a leave governed by the Uniformed Services 
Employment and Re-employment Rights Act  of 1994.  I f you make this elect ion, you must  submit  any 
Premiums necessary, which may include administ rat ive costs, to your employer. I f you do not  cont inue 
your coverage during a m ilitary leave, it  will be reinstated at  the same Benefit  level you received before 
your leave. 
 

W HO ARE YOUR ELI GI BLE DEPENDENTS?  
 
 Your legal spouse;  
 
 Your unm arr ied dependent  children unt il their  19th bir thday;  
 
 Your unmarried dependent  children unt il their 23rd birthday if enrolled full- t ime in an accredited 

school, college or university;  
 
 An unmarried dependent  child may cont inue eligibilit y if:  

 a)  He or she is incapable of self-sustaining employment  because of a physically or mentally 
disabling  injury, illness or condit ion that  began prior to reaching the lim it ing age;  

 
b)  He or she is chiefly dependent  on the eligible employee for support ;  and 
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c)  Proof of Dependent ’s disabilit y is provided within 60 days of request .  Such requests will not  be 
made more than once a year following a two year period after this Dependent  reaches the 
lim it ing age.  Eligibilit y will cont inue as long as the Dependent  relies on the eligible employee for 
support  because of a physically or mentally disabling injury, illness or condit ion that  began 
before he or she reached the lim it ing age. 

 
“Dependent  children”  also m eans stepchildren, adopted children, children placed for adopt ion and foster 
children, provided that  they are dependent  upon you for support  and m aintenance. 
 
Dependent  coverage is also extended to any child who is recognized under a Qualified Medical Child 
Support  Order (QMCSO). 
 
No Dependent  in the m ilitary service is eligible. 
 

ENROLLI NG YOUR DEPENDENTS  
 
A payroll deduct ion is required for your enrolled Dependents. Your group can only provide coverage for 
your Dependents if at  least  half of the Primary Enrollees who have Dependents enroll all of them in this 
plan. 
 
Your Dependents must  be enrolled when you first  becom e eligible or on the first  day of the m onth after 
they becom e Dependents. However, Dependents who are covered under another group dental plan are 
not  required to enroll under this Delta Dental plan. I f the other coverage ends, the Dependents may 
enroll under this plan within 30 days of the loss of the other coverage. Proof of prior coverage is 
required. 
 
Dependent  children up to four years of age m ay be enrolled at  the beginning of any Cont ract  year 
including the Cont ract  year im m ediately following their  fourth bir thday.  
 
I f you drop coverage for your Dependents, you may not  re-enroll them in this plan. 
 

COVERAGE COSTS 
 
Your em ployer pays Delta Dental a m onthly Premium for coverage of you and your enrolled 
Dependents. You do not  pay for your own coverage, but  a payroll deduct ion is made for your share of 
the m onthly Prem ium  required for your Dependent ’s coverage.  Your em ployer can tell you how m uch 
you must  cont r ibute for the costs of Dependent  coverage. 
 
The amount  of the Prem ium may change at  each renewal of the Contract  between your em ployer and 
Delta Dental. Prem ium s will not  increase during the cont ract  year unless new taxes or tax rates are 
imposed upon Delta Dental for this plan or unless there is an agreement  between your em ployer and 
Delta Dental to change the Prem ium s. 
 

W HEN YOU ARE NO LONGER COVERED 
 

1. I f you stop working for your em ployer, your dental coverage will end on the last  day of the 
m onth in which you stop working, unless you qualify for and pay for OPTI ONAL 

CONTI NUATI ON OF COVERAGE ( COBRA) .  Your Dependents’ coverage ends when yours 
does, or as soon as they are no longer Dependents, unless they choose to pay for OPTI ONAL 

CONTI NUATI ON OF COVERAGE ( COBRA) . 
 
2. When the Cont ract  between Delta Dental and your em ployer is discont inued or canceled, your 

coverage ends immediately. 
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CANCELI NG THI S PLAN 

 
Delta Dental m ay cancel this plan only on an anniversary date (period after the plan first  takes effect  or 
at  the end of each renewal period thereafter) , or:  
 
1. I f your em ployer does not  m ake paym ent  to Delta Dental as required by the Cont ract ;  
 
2. I f fewer than 10 people are reported eligible for three m onths or m ore;  
 
3. I f your employer does not  give Delta Dental a list  of who is eligible;  
 
4. I f your employer does not  allow Delta Dental to inspect  it s records, if this is required by your 

group Cont ract . 
 
I f you believe that  this plan has been term inated or not  renewed due to your health status or 
requirements for health care services (or that  of your Dependents) , you m ay request  a review by the 
California Director of the Departm ent  of Managed Health Care. 
 
I f the Cont ract  is term inated for any cause, Delta Dental is not  required to predeterm ine services 
beyond the term inat ion date or to pay for services provided after the term inat ion date, except  for 
Single Procedures begun while the Cont ract  was in effect  that  are otherwise Benefits under the 
Cont ract . 
 
I f this plan is canceled, you and your Dependents have no r ight  to renewal or reinstatem ent  of your 
Benefits. 
 

YOUR BENEFI TS 
 
Your dental plan covers several categories of Benefits, when the services are provided by a licensed 
dent ist , and when they are necessary and custom ary under the generally accepted standards of dental 
pract ice. 
 
I MPORTANT:  I f you opt  to receive dental services that  are not  covered services under this plan, your 
Delta Dental Dent ist  m ay charge you his or her Usual and Customary rate for those services. Prior to 
providing you dental services that  are not  a covered Benefit ,  your dent ist  should provide you with a 
t reatm ent  plan that  includes each ant icipated service to be provided and the est imated cost  of each 
service (see PREDETERMI NATI ONS) . I f you would like more informat ion about  dental coverage opt ions, 
you may call our Customer Service department  at  800-765-6003. To fully understand your coverage, 
you may wish to carefully review this Evidence of Coverage document . 
 
After you have sat isfied any Deduct ible requirements, Delta Dental will provide payment  for these 
services at  the percentage indicated up to a Maxim um  of $1,000 for each Enrollee in each calendar 
year.  
 
An agreem ent  between your em ployer and Delta Dental is required to change Benefits during the term 
of the Cont ract . 
 
The following Benefits are lim ited to the applicable percentages of dent ist ’s fees or allowances specified 
below. You are required to pay the balance of any such fee or allowance, known as the “pat ient  
copaym ent .”  I f the dent ist  discounts, waives or rebates any port ion of the pat ient  copayment  to the 
Enrollee, Delta Dental only provides as Benefits the applicable allowances reduced by the am ount  that  
such fees or allowances are discounted, waived or rebated. 
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I . DI AGNOSTI C AND PREVENTI VE BENEFI TS –  8 0 %  

 
 Diagnost ic -  oral exam inat ions ( including init ial exam inat ions, periodic exam inat ions and 

em ergency exam inat ions) ;  x- rays;  exam inat ion of biopsied t issue;  palliat ive (em ergency)  
t reatm ent  of dental pain;  specialist  consultat ion 

 
 Prevent ive -  prophylaxis (cleaning) ;  fluoride t reatment ;  space maintainers 
 

Note on addit ional Benefits during pregnancy. I f you are pregnant , Delta Dental will pay for 
addit ional services to help improve your oral health during pregnancy. The addit ional services 
each calendar year while you are eligible in this Delta Dental plan include:  one addit ional oral 
exam inat ion and either one addit ional rout ine cleaning or one addit ional periodontal scaling and 
root  planing per quadrant . Writ ten confirm at ion of your pregnancy must  be provided by you or 
your dent ist  when the claim  is subm it ted. 

 
I I . BASI C BENEFI TS –  8 0 %  

 

 Oral surgery -  ext ract ions and certain other surgical procedures, including pre-  and post -
operat ive care 

 
 Restorat ive -  amalgam, silicate or composite ( resin)  restorat ions ( fillings)  for t reatm ent  of 

carious lesions (visible dest ruct ion of hard tooth st ructure result ing from the process of dental 
decay)  

 
 Endodont ic -  t reatment  of the tooth pulp 
 
 Periodont ic -  t reatm ent  of gum s and bones that  support  the teeth 
 
 Sealants -  topically applied acrylic, plast ic or composite material used to seal developmental 

grooves and pits in teeth for the purpose of prevent ing dental decay 
 
 Adjunct ive General Services -  general anesthesia;  I .V. sedat ion;  office visit  for observat ion;  

office visit  after regular ly scheduled hours;  therapeut ic drug inject ion;  t reatm ent  of post -surgical 
complicat ions (unusual circumstances) ;  lim ited occlusal adjustment  

 
I I I . CROW NS, I NLAYS, ONLAYS AND CAST RESTORATI ON BENEFI TS –  5 0 %  

 
 Crowns, I nlays, Onlays and Cast  Restorat ions are Benefits only if they are provided to t reat  

cavit ies which cannot  be restored with amalgam, silicate or direct  composite ( resin)  restorat ions. 
 

I V. PROSTHODONTI C BENEFI TS –  5 0 %  

 

 Const ruct ion or repair  of fixed bridges, part ial dentures and complete dentures are Benefits if 
provided to replace m issing, natural teeth. 

 
I mplant  surgical placement  and removal and for implant  supported prosthet ics, including 
implant  repair and re-cem entat ion. 

 

LI MI TATI ONS 
 
1. Only the first  two oral exam inat ions, including office visits for observat ion and specialist  

consultat ions, or combinat ion thereof, in a calendar year are Benefits while you are eligible 
under any Delta Dental plan. See Note on addit ional Benefits during pregnancy.  
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2. Full-m outh x- rays are a Benefit  once in a five-year  period while you are eligible under any Delta 
Dental plan. 

 
Delta Dental pays for a panoram ic x- ray provided as an individual service only after five years 
have elapsed since any prior panoram ic x- ray was provided under any Delta Dental plan. 

 

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

 
4. We pay for two cleanings or a dental procedure that  includes a cleaning each calendar year 

under any Delta Dental plan. I f you are pregnant  during this t ime, we may pay for an addit ional 
cleaning. See Note on addit ional Benefits during pregnancy.  

 

Rout ine prophylaxes are covered as a Diagnost ic and Prevent ive Benefit  and periodontal 
prophylaxes are covered as a Basic Benefit . 

 

5.  Fluoride t reatm ents are covered twice each calendar year under any Delta Dental plan. 
 
6. Periodontal scaling and root  planing is a Benefit  once for each quadrant  each 24-month period. 

See note on addit ional Benefits during pregnancy.  
 
7. Sealant  Benefits include the applicat ion of sealants only to permanent  first  molars through age 

eight  and second m olars through age 15 if they are without  caries (decay)  or restorat ions on the 
occlusal surface. Sealant  Benefits do not  include the repair or replacement  of a sealant  on any 
tooth within two years of it s applicat ion. 

 
8. Direct  com posite ( resin)  restorat ions are Benefits on anterior teeth and the facial surface of 

bicuspids. Any other posterior direct  composite ( resin)  restorat ions are opt ional services and 
Delta Dental’s payment  is lim ited to the cost  of the equivalent  amalgam restorat ions. 

 
9. Crowns, I nlays, Onlays and Cast  Restorat ions are Benefits on the same tooth only once every 

five years, while you are eligible under any Delta Dental plan, unless Delta Dental determ ines 
that  replacement  is required because the restorat ion is unsat isfactory as a result  of poor quality 
of care, or because the tooth involved has experienced extensive loss or changes to tooth 
st ructure or support ing t issues since the replacement  of the restorat ion. 

 

10. Prosthodont ic appliances and im plants are Benefits only once every five years, while you are 
eligible under any Delta Dental plan, unless Delta Dental determ ines that  there has been such 
an extensive loss of remaining teeth or a change in support ing t issues that  the exist ing 
appliance cannot  be made sat isfactory. Replacement  of a prosthodont ic appliance not  provided 
under a Delta Dental plan will be made if it  is unsat isfactory and cannot  be made sat isfactory. 

 
Delta Dental will replace an implant , a prosthodont ic appliance or an implant  supported 
prosthesis you received under another dental plan if we determ ine it  is unsat isfactory and 
cannot  be made sat isfactory. 
 
We will pay for the removal of an implant  once for each tooth during the Enrollee’s lifet im e. 

 
11. Delta Dental will pay the applicable percentage of the dent ist ’s fee for a standard part ial or 

complete denture. A standard part ial or complete denture is defined as a removable prosthet ic 
appliance provided to replace m issing natural, permanent  teeth that  are made from  accepted 
m aterials and by convent ional m ethods. 

 
12. You will become eligible for Prosthodont ic Benefits only after you have been cont inuously 

enrolled under the Cont ract  for 12 months.  
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13. I f you select  a more expensive plan of t reatment  than is customarily provided, or specialized 
techniques, an allowance will be made for the least  expensive, professionally acceptable, 
alternat ive t reatm ent  plan. Delta Dental will pay the applicable percentage of the lesser fee for 
the custom ary or standard t reatm ent  and you are responsible for the rem ainder of the dent ist ’s 
fee. 

 
 For exam ple:  a crown where an am algam  filling would restore the tooth;  or a precision denture 

where a standard denture would suffice. 
 

EXCLUSI ONS/ SERVI CES W E DO NOT COVER 
 

Delta Dental covers a wide variety of dental care expenses, but  there are some services for which we 
do not  provide Benefits.  I t  is important  for you to know what  these services are before you visit  your 
dent ist . 
 
Delta Dental does not  provide benefits for:  
 
1. Services for injur ies or condit ions that  are covered under Workers’ Compensat ion or Employer’s 

Liabilit y Laws. 
 
2. Services that  are provided to the Enrollee by any Federal or State Governmental Agency or are 

provided without  cost  to the Enrollee by any municipality, county or other polit ical subdivision, 
except  Medi-Cal benefits. 

 
3. Services for cosmet ic purposes or for condit ions that  are a result  of hereditary or developmental 

defects, such as cleft  palate, upper and lower jaw malformat ions, congenitally m issing teeth and 
teeth that  are discolored or lacking enamel. 

 
4. Services for restoring tooth st ructure lost  from  wear (abrasion, erosion, at t r it ion, or abfract ion) , 

for rebuilding or maintaining chewing surfaces due to teeth out  of alignment  or occlusion, or for 
stabilizing the teeth.  Exam ples of such t reatment  are equilibrat ion and periodontal splint ing. 

 
5. Any Single Procedure, br idge, denture or other prosthodont ic service that  was started before the 

Enrollee was covered by this plan. 
 
6. Prescribed drugs, or applied therapeut ic drugs, prem edicat ion or analgesia. 
 
7. Experim ental procedures. 
 
8. Charges by any hospital or other surgical or t reatm ent  facilit y and any addit ional fees charged 

by the Dent ist  for t reatment  in any such facilit y. 
 
9. Anesthesia, except  for general anesthesia or I .V. sedat ion given by a licensed Dent ist  for Oral 

Surgery services and select  Endodont ic and Periodont ic procedures. 
 
10. Graft ing t issues from  outside the mouth to t issues inside the mouth ( “ext raoral grafts” ) . 
 
11. Diagnosis or t reatm ent  by any m ethod of any condit ion related to the temporomandibular ( jaw)  

joints or associated m uscles, nerves or t issues. 
 
12. Replacement  of exist ing restorat ion for any purpose other than act ive tooth decay. 
 
13. Occlusal guards and complete occlusal adjustment . 
 
14. Orthodont ic services ( t reatment  of mal-alignm ent  of teeth and/ or jaws) . 
 
15. Diagnost ic casts. 
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DEDUCTI BLES 
 

You must  pay the first  $50 of Covered Services for each Enrollee in your fam ily in each calendar year, 
up to a lim it  of $150 per fam ily. 
 

OTHER CHARGES 
 
Delta Dental's co-payment  for your Benefits is shown in this Evidence of Coverage under the capt ion 
t it led "YOUR BENEFI TS."  I f dental services are provided by a Delta Dental Dent ist , you are responsible 
for your co-payment  only. I f the dental services you receive are provided by a dent ist  who is not  a 
Delta Dental Dent ist , you are responsible for the difference between the am ount  Delta Dental pays and 
the am ount  charged by the non-Delta Dental dent ist . 
 

COVERED FEES 
 

I t  is to your advantage to select  a dent ist  who is a Delta Dental Dent ist , since a lower percentage of the 
dent ist ’s fees m ay be covered by this plan if you select  a dent ist  who is not  a Delta Dental Dent ist . 
 
A list  of Delta Dental Dent ists (see DEFI NI TI ONS)  is available using our website -deltadentalins.com , or 
by calling 800-765-6003. 
 
Paym ent  to a Delta Dental Dent ist  will be based on the applicable percentage of the lesser of the Fee 
Actually Charged, or the accepted Usual, Customary and Reasonable Fee that  the dent ist  has on file 
with Delta Dental. 
 
Paym ent  to a California dent ist , or an out -of-state dent ist , who is not  a Delta Dental Dent ist  will be 
based on the applicable percentage of the lesser of the Fee Actually Charged, or the fee that  sat isfies 
the m ajority of Delta Dental’s Dent ists. 
 
Paym ent  to a dent ist  located outside the United States will be based on the applicable percentage of 
the lesser of the Fee Actually Charged, or the fee that  sat isfies the majority of Delta Dental’s dent ists. 
 

CHOI CE OF DENTI STS AND PROVI DERS 
 

PLEASE READ THE FOLLOW I NG I NFORMATI ON SO YOU W I LL KNOW  FROM W HOM OR W HAT 

GROUP OF PROVI DERS HEALTH CARE MAY BE OBTAI NED. 

 
Nearly 29,000 dent ists in act ive pract ice in California are Delta Dental Dent ists. You are free to choose 
any dent ist  for t reatm ent , but  it  is to your advantage to choose a Delta Dental Dent ist . This is because 
his or her fees are approved in advance by Delta Dental. Delta Dental Dent ists have t reatment  form s 
on hand and will complete and subm it  the forms to Delta Dental free of charge. 
 
I f you go to a non-Delta Dental Dent ist , Delta Dental cannot  assure you what  percentage of the 
charged fee m ay be covered. Claim s for services from  non-Delta Dental Dent ists m ay be subm it ted to 
Delta Dental at  P.O. Box 997330, Sacramento, CA 95899-7330. 
 
Dent ists located outside the United States are not  Delta Dental Dent ists. Claim s subm it ted by out -of-
count ry dent ists are t ranslated by Delta Dental staff and the currency is converted to U.S. dollars. 
Claim s subm it ted by out -of-count ry dent ists for Enrollees residing in California are referred to Delta 
Dental’s Quality Assessm ent  departm ent  for processing. Delta Dental may require a clinical exam inat ion 
to determ ine the quality of the services provided, and Delta Dental m ay decline to reimburse you for 
Benefits if the services are found to be unsat isfactory. 
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A list  of Delta Dental Dent ists can be obtained by calling 800-765-6003. This list  will ident ify those 
dent ists who can provide care for individuals who have mobilit y im pairments or have special health care 
needs. You can also obtain specific informat ion about  Delta Dental Dent ists by using our website – 
deltadentalins.com or calling the Delta Dental Custom er Service departm ent  at  the num ber shown on 
page 1. 
 
Services may be obtained from any licensed dent ist  during norm al office hours. Em ergency services are 
available in most  cases through an emergency telephone exchange maintained by the local dental 
society listed in the local telephone directory. 
 
Services from  dental school clinics may be provided by students of dent ist ry or inst ructors who are not  
licensed by the state of California. 
 
Delta Dental shares the public and professional concern about  the possible spread of HI V and other 
infect ious diseases in the dental office. However, Delta Dental cannot  ensure your dent ist ’s use of 
precaut ions against  the spread of such diseases, or com pel your dent ist  to be tested for HI V or to 
disclose test  results to Delta Dental, or to you. Delta Dental informs its panel dent ists about  the need 
for clinical precaut ions as recommended by recognized health authorit ies on this issue. I f you should 
have quest ions about  your dent ist ’s health status or use of recom mended clinical precaut ions, you 
should discuss them  with your dent ist . 
 
CONTI NUI TY OF CARE 

 
Current  Enrollees: 

Current  Enrollees m ay have the r ight  to the benefit  of com plet ion of care with their term inated Delta 
Dental Dent ist  for certain specified dental condit ions. Please call Delta Dental’s Quality Assessm ent  
Department  at  415-972-8300 to see if you may be eligible for this benefit .  You m ay request  a copy of 
the Delta Dental’s Cont inuity of Care Policy. You m ust  make a specific request  to cont inue under the 
care of your term inated Delta Dental Dent ist . We are not  required to cont inue your care with that  
dent ist  if you are not  eligible under our policy or if we cannot  reach agreement  with your term inated 
Delta Dental Dent ist  on the term s regarding your care in accordance with California law. 
 
New  Enrollees: 

 
A new Enrollee may have the r ight  to the qualif ied benefit  of com plet ion of care with their  non-Delta 
Dental Dent ist  for certain specified dental condit ions. Please call Delta Dental’s Quality Assessm ent  
Department  at  415-972-8300 to see if you may be eligible for this benefit .  You m ay request  a copy of 
the Delta Dental’s Cont inuity of Care Policy. You m ust  make a specific request  to cont inue under the 
care of your current  provider. We are not  required to cont inue your care with that  dent ist  if you are not  
eligible under our policy or if we cannot  reach agreem ent  with your non-Delta Dental Dent ist  on the 
terms regarding your care in accordance with California law. This policy does not  apply to new enrollees 
of an individual subscriber cont ract . 
 

PUBLI C POLI CY PARTI CI PATI ON BY ENROLLEES 
 
Delta Dental’s Board of Directors includes Enrollees who part icipate in establishing Delta Dental’s public 
policy regarding Enrollees through periodic review of Delta Dental’s Quality Assessment  program 
reports and com m unicat ions from  Enrollees. Enrollees m ay subm it  any suggest ions regarding Delta 
Dental’s public policy in writ ing to:  Delta Dental of California, Customer Service Department , P. O. Box 
997330, Sacram ento, CA 95899-7330. 
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SAVI NG MONEY ON YOUR DENTAL BI LLS 
 

You can keep your dental expenses down by pract icing the following:  
 
1. Compare the fees of different  dent ists;  
 
2. Use a Delta Dental Dent ist ;  
 
3. Have your dent ist  obtain predeterm inat ion from  Delta Dental for any t reatm ent  over $300;  
 
4. Visit  your dent ist  regularly for checkups;  
 
5. Follow your dent ist ’s advice about  regular brushing and flossing;  
 
6. Avoid put t ing off t reatment  unt il you have a major problem ;  and 
 
7. Learn the facts about  overbilling.  Under this plan, you m ust  pay the dent ist  your copaym ent  

share (see YOUR BENEFI TS) .  You may hear of som e dent ists who offer to accept  insurance 
paym ents as “ full paym ent .”   You should know that  these dent ists m ay do so by overcharging 
your plan and may do more work than you need, thereby increasing plan costs.  You can help 
keep your dental Benefits intact  by avoiding such schem es. 

 

YOUR FI RST APPOI NTMENT 
 

During your first  appointm ent , be sure to give your dent ist  the following informat ion:  
 
1. Your Delta Dental group num ber (on the front  of this booklet ) ;  
 
2. The employer’s name;  
 
3. Primary Enrollee’s I D number (which must  also be used by Dependents) ;  
 
4. Primary Enrollee’s date of bir th;  
 
5. Any other dental coverage you m ay have. 
 

ACCESSI BI LI TY AND SERVI CES FOR AFTER- HOURS AND URGENT CARE 
 
I f you or a fam ily m em ber has special needs, you should ask your dent ist  about  accessibilit y to their 
office or clinic at  the t im e you call for an appointm ent . Your dent ist  will be able to tell you if their  office 
is accessible taking into considerat ion the specific requirements of your needs. 
 
Rout ine or urgent  care m ay be obtained from  any licensed dent ist  during their  norm al office hours. 
Delta Dental does not  require pr ior authorizat ion before seeking t reatm ent  for urgent  or after-hours 
care. You may plan in advance, for t reatm ent  for urgent , emergency or after-hours care by asking your 
dent ist  how you can contact  the dent ist  in the event  you or a fam ily m em ber m ay need urgent  care 
t reatm ent  or t reatm ent  after norm al business hours. Many dent ists have m ade prior arrangem ents with 
other dent ists to provide care to you if t reatm ent  is im m ediately or urgent ly needed. You m ay also call 
the local dental society that  is listed in your local telephone directory if your dent ist  is not  available to 
refer you to another dent ist  for urgent , em ergency or after-hours care. 
 

PREDETERMI NATI ONS 
 
After an exam inat ion, your dent ist  will talk to you about  t reatment  you may need.  The cost  of 
t reatment  is something you may want  to consider.  I f the service is extensive and involves crowns or 
br idges, or if the service will cost  m ore than $300, we encourage you to ask your dent ist  to request  a 
predeterm inat ion. 
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A predeterm inat ion does not  guarantee paym ent .  I t  is an est im ate of the am ount  Delta  

Dental w ill pay if you are eligible and m eet  a ll the requirem ents of your plan at  the t im e the 

t reatm ent  you have planned is com pleted. 

 

I n order to receive predeterm inat ion, your dent ist  must  send a claim  form  to us list ing the proposed 
t reatm ent .  Delta Dental will send your dent ist  a Not ice of Predeterm inat ion that  est im ates how m uch 
you will have to pay.  After you review the est im ate with your dent ist  and decide to go ahead with the 
t reatm ent  plan, your dent ist  returns the statem ent  to us for payment  when t reatm ent  has been 
completed. 
 
Com putat ions are est im ates only and are based on what  would be payable on the date the Not ice of 
Predeterm inat ion is issued if the pat ient  is eligible.  Payment  will depend on the pat ient ’s eligibilit y and 
the remaining annual Maximum when completed services are subm it ted to Delta Dental. 
 
Predeterm ining t reatment  helps prevent  any m isunderstanding about  your financial responsibilit ies.  I f 
you have any concerns about  the predeterm inat ion, let  us know before t reatm ent  begins so your 
quest ions can be answered before you incur any charges. 
 

REI MBURSEMENT PROVI SI ONS 
 
A Delta Dent ist  will f ile the claim  for you. You do not  have to file a claim  or pay Delta Dental’s co-
paym ent  for covered services if provided by a Delta Dental Dent ist . Delta Dental of California’s 
agreement  with our Delta Dental Dent ists makes sure that  you will not  be responsible to the dent ist  for 
any m oney we owe. 
 
I f the covered service is provided by a dent ist  who is not  a Delta Dental Dent ist , you are responsible for 
filing the claim s and paying your dent ist . Claim s should be filed with Delta Dental of California at  P. O. 
Box 997330, Sacram ento, CA 95899-7330 and Delta Dental will reimburse you. However, if for any 
reason we fail to pay a dent ist  who is not  a Delta Dental Dent ist , you m ay be liable for that  port ion of 
the cost . Paym ents m ade to you are not  assignable ( in other words, we will not  grant  requests to pay 
non-Delta Dental Dent ists direct ly) . 
 
Payment  for claims exceeding $500 for services provided by dent ists located outside the United States 
m ay, at  Delta Dental’s opt ion, be condit ioned upon a clinical evaluat ion at  Delta Dental’s request  (see 
Second Opinions) . Delta Dental will not  pay Benefits for such services if they are found to be 
unsat isfactory. 
 
Delta Dental does not  pay Delta Dental Dent ists any incent ive as an inducement  to deny, reduce, lim it  
or delay any appropriate service. I f you wish to know m ore about  the m ethod of reimbursement  to 
Delta Dental Dent ists, you m ay call Delta Dental’s Customer Service department  for more informat ion. 
 
Paym ent  for any Single Procedure that  is a Covered Service will only be made upon complet ion of that  
procedure. Delta Dental does not  m ake or prorate paym ents for t reatm ent  in progress or incom plete 
procedures. The date the procedure is com pleted governs the calculat ion of any Deduct ible (and 
determ ines when a charge is made against  any Maxim um )  under your plan. 
 
I f there is a difference between what  your dent ist  is charging you and what  Delta Dental says your 
port ion should be, or if you are not  sat isfied with the dental work you have received, contact  Delta 
Dental’s Custom er Service departm ent . We m ay be able to help you resolve the situat ion. 
 
Delta Dental m ay deny paym ent  of a claim  for services subm it ted m ore than 12 m onths after the date 
the services were provided. I f a claim  is denied due to a Delta Dental Dent ist ’s failure to m ake a t im ely 
subm ission, you shall not  be liable to that  dent ist  for the am ount  which would have been payable by 
Delta Dental (unless you failed to advise the dent ist  of your eligibilit y at  the t im e of t reatm ent ) . 
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The process Delta Dental uses to determ ine or deny payment  for services is dist r ibuted to all Delta 
Dental Dent ists. I t  describes in detail the dental procedures covered as Benefits, the condit ions under 
which coverage is provided, and the lim itat ions and exclusions applicable to the plan. Claims are 
reviewed for eligibilit y and are paid according to these processing policies. Those claims which require 
addit ional review are evaluated by Delta Dental’s dent ist  consultants. I f any claims are not  covered, or 
if lim itat ions or exclusions apply to services you have received from  a Delta Dental Dent ist , you will be 
not ified by an adjustment  not ice on the Not ice of Payment  or Act ion. You m ay contact  Delta Dental’s 
Customer Service department  for more informat ion regarding Delta Dental’s processing policies. 
 
Delta Dental uses a m ethod called " first - in/ first -out "  to begin processing your claims.  The date we 
receive your claim  determ ines the order in which processing begins.  For exam ple, if you receive dental 
services in January and February, but  we receive the February claim  first , processing begins on the 
February claim  first . 
 
I ncomplete or m issing data can affect  the date the claim  is paid.  I f all informat ion necessary to 
complete claim  processing has not  been provided, paym ent  could be delayed unt il any m issing or 
incomplete data is received by Delta Dental.   
 
Unless the services are exempt , you are required to pay the Deduct ible on the first  claim  for which 
processing is completed in a calendar year.  Your Deduct ible is normally paid on the first  service subject  
to a Deduct ible listed on a claim  with mult iple services. 
 
The order in which your claim s are processed and paid by Delta Dental m ay also impact  your annual 
Maximum.  For example, if a claim  with a later date of service is paid and your annual Maximum for the 
year has been reached then a claim  with an earlier date of service in the same calendar year will not  be 
paid. 
 

I F YOU HAVE QUESTI ONS ABOUT SERVI CES FROM A DELTA DENTAL DENTI ST 
 
I f you have quest ions about  the services you receive from  a Delta Dental Dent ist , we recom m end that  
you first  discuss the m at ter with your dent ist . I f you cont inue to have concerns, call our Quality 
Assessment  department  at  415-972-8300, extension 2700. I f appropriate, Delta Dental can arrange for 
you to be exam ined by one of our consult ing dent ists in your area. I f the consultant  recommends the 
work be replaced or corrected, Delta Dental will intervene with the or iginal dent ist  to either have the 
services replaced or corrected at  no addit ional cost  to you or obtain a refund. I n the lat ter case, you are 
free to choose another dent ist  to receive your full Benefit .  
 

SECOND OPI NI ONS 
 
Delta Dental obtains second opinions through Regional Consultant  members of it s Quality Review 
Commit tee who conduct  clinical exam inat ions, prepare object ive reports of dental condit ions, and 
evaluate t reatm ent  that  is proposed or has been provided. 
 
Delta Dental will authorize such an exam inat ion prior to t reatm ent  when necessary to m ake a Benefits 
determ inat ion in response to a request  for a Predeterm inat ion of t reatm ent  cost  by a dent ist .  Delta 
Dental will also authorize a second opinion after t reatment  if an Enrollee has a complaint  regarding the 
quality of care provided.  Delta Dental will not ify the Enrollee and the t reat ing dent ist  when a second 
opinion is necessary and appropriate, and direct  the Enrollee to the Regional Consultant  selected by 
Delta Dental to perform  the clinical exam inat ion.  When Delta Dental authorizes a second opinion 
through a Regional Consultant , Delta Dental will pay for all charges. 
 
Enrollees m ay otherwise obtain second opinions about  t reatm ent  from  any dent ist  they choose, and 
claims for the exam inat ion may be subm it ted to Delta Dental for paym ent .  Delta Dental will pay such 
claim s in accordance with the Benefits of the plan. 
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ORGAN AND TI SSUE DONATI ON 
 
Donat ing organ and t issue provides m any societal benefits.  Organ and t issue donat ion allows recipients 
of t ransplants to go on to lead fuller and more meaningful lives.  Current ly, the need for organ 
t ransplants far exceeds availabilit y.  I f you are interested in organ donat ion, please speak to your 
physician.  Organ donat ion begins at  the hospital when a pat ient  is pronounced brain dead and 
ident ified as a potent ial organ donor.  An organ procurem ent  organizat ion will becom e involved to 
coordinate the act ivit ies. 
 

GRI EVANCE PROCEDURE AND CLAI MS APPEAL 
 
I f you have any quest ions about  the services received from a Delta Dental Dent ist , we recom m end that  
you first  discuss the m at ter with your Dent ist . I f you cont inue to have concerns, you m ay call or write 
us. We will provide not ificat ions if any dental services or claims are denied, in whole or part , stat ing the 
specific reason or reasons for denial. Any quest ions of ineligibilit y should first  be handled direct ly 
between you and your group. I f you have any quest ion or complaint  regarding the denial of dental 
services or claim s, the policies, procedures and operat ions of Delta Dental, or the qualit y of dental 
services perform ed by a Delta Dental Dent ist , you may call us toll- free at  8 0 0 - 7 6 5 - 6 0 0 3 ,  contact  us 
on our web site:  deltadentalins.com  or write us at  P. O. Box 997330, Sacram ento, CA 95899-7330, 
At tent ion:  Custom er Service Departm ent . 
 
I f your claim  has been denied or m odified, you m ay file a request  for review (a grievance)  with us 
within 180 days after receipt  of the denial or modificat ion. I f in writ ing, the correspondence must  
include your group name and number, the Primary Enrollee’s nam e and social security num ber, the 
inquirer ’s telephone num ber and any addit ional informat ion that  would support  the claim  for benefits. 
Your correspondence should also include a copy of the t reatm ent  form , Not ice of Paym ent  and any 
other relevant  informat ion. Upon request  and free of charge, we will provide the Enrollee with copies of 
any pert inent  documents that  are relevant  to the claim , a copy of any internal rule, guideline, protocol, 
and/ or explanat ion of the scient ific or clinical j udgment  if relied upon in denying or modifying the claim . 
 
Our review will take into account  all informat ion, regardless of whether such informat ion was subm it ted 
or considered init ially. Certain cases may be referred to one of our regional consultants, to a review 
commit tee of the dental society or to the state dental associat ion for evaluat ion. Our review shall be 
conducted by a person who is neither the individual who made the original claim  denial, nor the 
subordinate of such individual, and we will not  give deference to the init ial decision. I f the review of a 
claim  denial is based in whole or in part  on a lack of medical necessity, experimental t reatment , or a 
clinical judgm ent  in applying the term s of the cont ract  term s, we shall consult  with a dent ist  who has 
appropriate t raining and experience. The ident ity of such dental consultant  is available upon request .  
 
We will provide the Enrollee a writ ten acknowledgement  within five calendar days of receipt  of the 
request  for review. We will m ake a writ ten decision within 30 calendar days of receipt  of the request  for 
review.  We will respond, within three calendar days of receipt , to complaints involving severe pain and 
imm inent  and serious threat  to a pat ient ’s health. You may file a complaint  with the Department  of 
Managed Health Care after you have com pleted Delta Dental’s gr ievance procedure or after you have 
been involved in Delta Dental’s grievance procedure for 30 calendar days. You may file a complaint  with 
the Department  immediately in an emergency situat ion, which is one involving severe pain and/ or 
imm inent  and serious threat  to the Enrollee’s health. 
 
The California Departm ent  of Managed Health Care is responsible for regulat ing health care service 
plans. I f you have a grievance against  Delta Dental, your health plan, you should first  telephone Delta 
Dental at  8 0 0 - 7 6 5 - 6 0 0 3  and use Delta Dental’s gr ievance process before contact ing the departm ent . 
Ut ilizing this grievance procedure does not  prohibit  any potent ial legal r ights or remedies that  may be 
available to you. I f you need help with a gr ievance involving an emergency, a grievance that  has not  
been sat isfactor ily resolved by your health plan, or a gr ievance that  has remained unresolved for more 
than 30 calendar days, you m ay call the departm ent  for assistance. You m ay also be eligible for an 
I ndependent  Medical Review ( I MR) .  
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I f you are eligible for I MR, the I MR process will provide an impart ial review of medical decisions made 
by a health plan related to the m edical necessity of a proposed service or t reatment , coverage 
decisions for t reatm ents that  are experimental or invest igat ional in nature and payment  disputes for 
em ergency or urgent  m edical services. The department  also has a toll- free telephone number (8 8 8 -

HMO- 2 2 1 9 )  and a TDD line (8 7 7 - 6 8 8 - 9 8 9 1 )  for the hearing and speech im paired. The departm ent 's 
I nternet  Web site (ht tp:/ / w w w .hm ohelp.ca.gov)  has complaint  forms, I MR applicat ion forms and 
inst ruct ions online. 
 
I MR is generally not  applicable to a dental plan, unless that  dental plan covers services related to the 
pract ice of medicine or offered pursuant  to a cont ract  with a health plan providing m edical, surgical or 
hospital services. 
 
I f the group health plan is subject  to the Employee Ret irement  I ncom e Security Act  of 1974 (ERI SA) , 
the Enrollee m ay contact  the U.S. Departm ent  of Labor, Employee Benefits Security Adm inist rat ion 
(EBSA)  for further review of the claim  or if the Enrollee has quest ions about  the r ights under ERI SA. 
The Enrollee may also bring a civil act ion under sect ion 502(a)  of ERI SA. The address of the U.S. 
Departm ent  of Labor is:  U.S. Departm ent  of Labor, Employee Benefit s Security Adm inist rat ion (EBSA) , 
200 Const itut ion Avenue, N.W. Washington, D.C. 20210. 
 

I F YOU HAVE ADDI TI ONAL COVERAGE 
 
I t  is to your advantage to let  your dent ist  and Delta Dental know if you have dental coverage in 
addit ion to this Delta Dental plan.  Most  dental carr iers cooperate with one another to avoid duplicate 
paym ents, but  st ill allow you to m ake use of both plans -  som et im es paying 100%  of your dental bill.   
For exam ple, you m ight  have some fillings that  cost  $100.  I f the prim ary carr ier usually pays 80%  for 
these services, it  would pay $80.  The secondary carr ier m ight  usually pay 50%  for this service.  I n this 
case, since paym ent  is not  to exceed the ent ire fee charged, the secondary carr ier pays the remaining 
$20 only.  Since this m ethod pays 100%  of the bill,  you have no out -of-pocket  expense. 
 
Be sure to advise your dent ist  of all plans under which you have dental coverage and have him  or her 
complete the dual coverage port ion of the claim  form , so that  you will receive all benefits to which you 
are ent it led.  For further informat ion, contact  the Delta Dental Custom er Service departm ent  at  the 
number in the USI NG THI S BOOKLET sect ion. 
 

OPTI ONAL CONTI NUATI ON OF COVERAGE ( COBRA)  
 

Please exam ine your opt ions carefully before declining this coverage.  You should be aw are 

that  com panies selling individual health insurance typically require a  review  of your m edical 

history that  could result  in a  higher prem ium  or you could be denied coverage ent irely. 

 
The federal Consolidated Omnibus Budget  Reconciliat ion Act  (or COBRA, pertaining to certain 
employers having 20 or more employees)  and the California Cont inuat ion Benefits Replacem ent  Act  (or 
Cal-COBRA, pertaining to em ployers with two to 19 employees) , both require that  cont inued health 
care coverage be made available to “Qualified Beneficiar ies”  who lose health care coverage under the 
group plan as a result  of a “Qualifying Event .”  You m ay be ent it led to cont inue coverage under this 
plan, at  your expense, if certain condit ions are met . The period of cont inued coverage depends on the 
Qualifying Event  and whether you are covered under federal COBRA or Cal-COBRA. 
 
DEFI NI TI ONS 

 
The meaning of key terms used in this sect ion are shown below and apply to both federal and Cal-
COBRA. 
 
Qualified Beneficiary  means:  
 
1.  You and/ or your Dependents who are enrolled in the Delta Dental plan on the day before the 

Qualify ing Event , or 
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2.  A child who is born to or placed for adopt ion with you during the period of cont inued coverage, 
provided such child is enrolled within 30 days of bir th or placement  for adopt ion. 

 
Qualifying Event  means any of the following events which, except  for the elect ion of this cont inued 
coverage, would result  in a loss of coverage under the dental plan:  
 
Event  1. The term inat ion of em ploym ent  (other than term inat ion for gross m isconduct )  or the 

 reduct ion in work hours, by your em ployer;  
 
Event  2. Your death;  
 
Event  3. Your divorce or legal separat ion from  your spouse;  
 
Event  4. Your Dependents’ loss of dependent  status under the plan;  and  
 
Event  5. As to your Dependents only, your ent it lem ent  to Medicare. 
 
You  means the Primary Enrollee. 
 

PERI ODS OF CONTI NUED COVERAGE UNDER FEDERAL COBRA 

 

Qualif ied Beneficiar ies may cont inue coverage for 18 months following the month in which Qualify ing 
Event  1 occurs. 
 
This 18-m onth period can be extended for a total of 29 m onths, provided:  
 
1.  A determ inat ion is made under Tit le I I  or Tit le XVI  of the Social Security Act  that  an individual is 

disabled on the date of the Qualifying Event  or becomes disabled at  any t im e during the first  60 
days of cont inued coverage;  and 

 
2. Not ice of the determ inat ion is given to the employer during the init ial 18 months of cont inued 

coverage and within 60 days of the date of term inat ion. 
 
This period of coverage will end on the first  day of the month that  begins more than 30 days after the 
date of the final determ inat ion that  the disabled individual is no longer disabled. You m ust  not ify your 
em ployer or Delta Dental within 30 days of any such determ inat ion. 
 
I f,  during the 18-m onth cont inuat ion period result ing from  Qualifying Event  1, your Dependents, who 
are Qualif ied Beneficiar ies, experience Qualifying Events 2, 3, 4 or 5, they may choose to extend 
coverage for up to a total of 36 m onths ( inclusive of the period cont inued under Qualify ing Event  1) . 
 
Your Dependents, who are Qualified Beneficiar ies, may cont inue coverage for 36 months following the 
occurrence of Qualifying Events 2, 3, 4 or 5. 
 
When an employer has filed for bankruptcy under Tit le I I , United States Code, Benefits may be 
substant ially reduced or elim inated for ret ired employees and their Dependents, or the surviving spouse 
of a deceased ret ired employee. I f this Benefit  reduct ion or elim inat ion occurs within one year before or 
one year after filing, it  is considered a Qualify ing Event . I f the Primary Enrollee is a ret iree, and has lost  
coverage because of this Qualify ing Event , he or she m ay choose to cont inue coverage unt il his or her 
death. The Primary Enrollee’s Dependents who have lost  coverage because of this Qualify ing Event  may 
choose to cont inue coverage for up to 36 m onths following the Primary Enrollee’s death. 
 
PERI ODS OF CONTI NUED COVERAGE UNDER CAL- COBRA (groups of 2 – 19)  
 
I n the case of Cal-COBRA, Delta Dental will act  as the adm inist rator. Not ificat ion and Prem ium  
payments should be made direct ly to Delta Dental. Not ificat ions and paym ents should be delivered by 
first -class mail, cert ified mail or other reliable means of delivery. 
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I ndividuals who are eligible for coverage under the federal COBRA law are not  eligible for coverage 
under Cal-COBRA. The employer m ust  not ify Delta Dental in writ ing within 30 days of the date when 
the employer becomes subject  to Cal-COBRA. 
 
Qualif ied Beneficiar ies may cont inue coverage for 36 months following the month in which Qualify ing 
Events 1, 2, 3, 4 or 5 occur. 
 
I f,  during the 36-month cont inuat ion period result ing from Qualify ing Event  1, the Qualified Beneficiary 
is determ ined under Tit le I I  or Tit le XVI  of the Social Security Act  to be disabled on the date of the 
Qualify ing Event  or became disabled at  any t ime during the first  60 days of cont inuat ion coverage, and 
not ice of the determ inat ion is given to the employer during the init ial per iod of cont inuat ion coverage 
and within 60 days of the date of the social security determ inat ion let ter, the Qualified Beneficiary may 
cont inue coverage for a total of 36 m onths following the m onth in which Qualifying Event  1 occurs. 
 
This period of coverage will end on the first  of the m onth that  begins m ore than 30 days after the date 
of the final determ inat ion that  the disabled individual is no longer disabled. The Qualified Beneficiary 
must  not ify the employer or adm inist rator within 30 days of any such determ inat ion. 
 
I f,  during the 36-month cont inuat ion period result ing from Qualify ing Event  1, the Qualified Beneficiary 
experiences Qualifying Events 2, 3, 4 or 5, he or she must  not ify the employer within 60 days of the 
second Qualifying Event  and has a total of 36 m onths cont inuat ion coverage after the date of the first  
Qualify ing Event . 
 
Delta Dental shall not ify the Primary Enrollee of the date his or her cont inued coverage will term inate. 
This term inat ion not ificat ion will be sent  during the 180-day period prior to the end of coverage. 
 
ELECTI ON OF CONTI NUED COVERAGE 

 

A Qualified Beneficiary will have 60 days from a Qualify ing Event  to give Delta Dental writ ten not ice of 
the elect ion to cont inue coverage. 
 
Upon writ ten not ice, Delta Dental will provide a Qualified Beneficiary with the necessary Benefits 
informat ion, monthly Prem ium charge, enrollm ent  forms and inst ruct ions to allow elect ion of cont inued 
coverage. Failure to provide this writ ten not ice of elect ion to Delta Dental within 60 days will result  in 
the loss of the r ight  to cont inue coverage. 
 
A Qualified Beneficiary has 45 days from the writ ten elect ion of cont inued coverage to pay the init ial 
Prem ium  to Delta Dental, which includes the Prem ium for each month since the loss of coverage. 
Failure to pay the required Prem ium within the 45 days will result  in the loss of the r ight  to cont inue 
coverage, and any Prem iums received after that  will be returned to the Qualified Beneficiary. 
 
CONTI NUED COVERAGE BENEFI TS 

 

The Benefits under the cont inued coverage will be the same as those provided to act ive employees and 
their Dependents who are st ill enrolled in the dental plan. I f the employer changes the coverage for 
act ive employees, the cont inued coverage will change as well.  Prem iums will be adjusted to reflect  the 
changes m ade. 
 
TERMI NATI ON OF CONTI NUED COVERAGE 

 

A Qualified Beneficiary’s coverage will term inate at  the end of the month in which any of the following 
events first  occur:  
 
1.  The allowable num ber of consecut ive m onths of cont inued coverage is reached;  
 
2.  Failure to pay the required Prem iums in a t imely manner;  
 
3.  The employer ceases to provide any group dental plan to its em ployees;  
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4.  The individual first  obtains coverage for dental Benefits, after the date of the elect ion of 
cont inued coverage, under another group health plan (as an employee or Dependent )  which 
does not  contain or apply any exclusion or lim itat ion with respect  to any pre-exist ing condit ion 
of such a person, if that  pre-exist ing condit ion is covered under this plan;  or 

 
5.  Ent it lem ent  to Medicare. 
 
Once cont inued coverage ends, it  cannot  be reinstated. 
 
TERMI NATI ON OF THE EMPLOYER’S DENTAL CONTRACT 

 
I f the dental cont ract  between the employer and Delta Dental term inates pr ior to the t im e that  the 
cont inuat ion coverage would otherwise term inate, the employer shall not ify a Qualified Beneficiary 
either 30 days prior to the term inat ion or when all Enrollees are not ified, whichever is later, of the 
abilit y to elect  cont inuat ion of coverage under the employer’s subsequent  dental plan, if any. The 
cont inuat ion coverage will be provided only for the balance of the period that  a Qualif ied Beneficiary 
would have rem ained covered under the Delta Dental plan had such plan with the former employer not  
term inated. The em ployer shall not ify the successor plan in writ ing of the Qualified Beneficiar ies 
receiv ing cont inuat ion coverage so they m ay be not ified of how to cont inue coverage. The cont inuat ion 
coverage will term inate if a Qualified Beneficiary fails to comply with the requirements pertaining to 
enrollment  in and payment  of Premium s to the new group benefit  plan. 
 

OPEN ENROLLMENT CHANGE OF COVERAGE 

 

A Qualif ied Beneficiary may elect  to change cont inuat ion coverage during any subsequent  open 
enrollment  period, if the employer has cont racted with another plan to provide coverage to its act ive 
employees. The cont inuat ion coverage under the other plan will be provided only for the balance of the 
period that  a Qualified Beneficiary would have remained under the Delta Dental plan. 
 

NOTI CE OF PRI VACY PRACTI CES: CONFI DENTI ALI TY OF YOUR HEALTH CARE 

I NFORMATI ON 
 
THI S NOTI CE DESCRI BES HOW  MEDI CAL I NFORMATI ON ABOUT YOU MAY BE USED AND 

DI SCLOSED AND HOW  YOU CAN GET ACCESS TO THI S I NFORMATI ON.  PLEASE REVI EW  I T 

CAREFULLY. 

 
This not ice is required by law to tell you how Delta Dental of California and its affiliates ( "Delta Dental" )  
protect  the confident ialit y of your health care informat ion in our possession. Protected Health 
I nform at ion (PHI )  is defined as any individually ident ifiable inform at ion regarding a pat ient 's healthcare 
history;  m ental or physical condit ion;  or t reatm ent . Some examples of PHI  include your name, address, 
telephone and/ or fax num ber, elect ronic mail address, social securit y number or other ident ificat ion 
num ber, date of bir th, date of t reatm ent , t reatment  records, x- rays, enrollm ent  and claim s records. 
Delta Dental receives, uses and discloses your PHI  to adm inister your benefit  plan or as perm it ted or 
required by law. Any other disclosure of your PHI  without  your authorizat ion is prohibited. 
 
We must  follow the privacy pract ices that  are described in this not ice, but  also com ply with any st r icter 
requirements under federal or state law that  may apply to our adm inist rat ion of your benefits. 
However, we m ay change this not ice and m ake the new not ice effect ive for all of your PHI  that  we 
maintain. I f we make any substant ive changes to our privacy pract ices, we will prompt ly change this 
not ice and redist r ibute to you within 60 days of the change to our pract ices. You m ay also request  a 
copy of this not ice anyt ime by contact ing the address or phone num ber at  the end of this not ice.  You 
should receive a copy of this not ice at  the t ime of enrollment  in a Delta Dental program, and we will 
not ify you of how you can receive a copy of this not ice every three years. 
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Perm it ted Uses and Disclosures of Your PHI  

 
We are perm it ted to use or disclose your PHI  without  your prior authorizat ion for the following 
purposes. These perm it ted uses and/ or disclosures include disclosures to you, uses and/ or disclosures 
for purposes of health care t reatm ent , paym ent  of claims, billing of prem iums, and other health care 
operat ions. I f your benefit  plan is sponsored by your em ployer or another party, we may provide PHI  to 
your employer or that  sponsor for purposes of adm inister ing your benefits. We m ay disclose PHI  to 
third part ies that  perform  services for Delta Dental in the adm inist rat ion of your benefits. These part ies 
are required by law to sign a cont ract  agreeing to protect  the confident iality of your PHI . Your PHI  m ay 
be disclosed to an affiliate that  performs services for Delta Dental in the adm inist rat ion of your 
benefits. These affiliates have implem ented privacy policies and procedures and comply with applicable 
federal and state law. 
 
We are also perm it ted to use and/ or disclose your PHI  to comply with a valid authorizat ion, to not ify or 
assist  in not ify ing a fam ily member, another person, or a personal representat ive of your condit ion, to 
assist  in disaster relief efforts, and to report  vict im s of abuse, neglect , or dom est ic violence. Other 
perm it ted uses and/ or disclosures are for purposes of health oversight  by government  agencies, 
judicial, adm inist rat ive, or other law enforcem ent  purposes, informat ion about  decedents to coroners, 
medical exam iners and funeral directors, for research purposes, for organ donat ion purposes, to avert  a 
serious threat  to health or safety, for specialized government  funct ions such as m ilitary and veterans 
act ivit ies, for workers compensat ion purposes, and for use in creat ing sum m ary inform at ion that  can no 
longer be t raced to you. Addit ionally, with certain rest r ict ions, we are perm it ted to use and/ or disclose 
your PHI  for underwrit ing. We are also perm it ted to incidentally use and/ or disclose your PHI  during the 
course of a perm it ted use and/ or disclosure, but  we m ust  at tem pt  to keep incidental uses and/ or 
disclosures to a m inim um. We use adm inist rat ive, technical, and physical safeguards to m aintain the 
privacy of your PHI , and we must  lim it  the use and/ or disclosure of your PHI  to the m inim um  am ount  
necessary to accomplish the purpose of the use and/ or disclosure. 
 

Exam ples of Uses and Disclosures of Your PHI  for  Treatm ent , Paym ent  or Healthcare 

Operat ions 

 

Such act ivit ies m ay include but  are not  lim ited to:  processing your claims, collect ing enrollment  
informat ion and prem iums, reviewing the quality of health care you receive, providing customer 
service, resolving your grievances, and sharing payment  informat ion with other insurers. Addit ional 
examples include the following:  
 

 Uses and/ or disclosures of PHI  in facilitat ing t reatm ent . 
 

For exam ple, Delta Dental m ay use or disclose your PHI  to determ ine eligibilit y for services 

requested by your provider. 

 
 Uses and/ or disclosures of PHI  for paym ent . 
 

For exam ple, Delta Dental m ay use and disclose your PHI  to bill you or your plan sponsor. 

 
 Uses and/ or disclosures of PHI  for health care operat ions. 
 
For exam ple, Delta Dental m ay use and disclose your PHI  to review the quality of care provided by 

our network of providers.   
 

Disclosures W ithout  an Authorizat ion 

 
We are required to disclose your PHI  to you or your authorized personal representat ive (with certain 
except ions) , when required by the U. S. Secretary of Health and Human Services to invest igate or 
determ ine our compliance with law, and when otherwise required by law.  
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Delta Dental may disclose your PHI  without  your prior authorizat ion in response to the following:  
 

 Court  order;  
 Order of a board, commission, or adm inist rat ive agency for purposes of adjudicat ion pursuant  to 

its lawful authority;  
 Subpoena in a civil act ion;  
 I nvest igat ive subpoena of a government  board, com m ission, or agency;  
 Subpoena in an arbit rat ion;  
 Law enforcement  search warrant ;  or 
 Coroner's request  during invest igat ions  

 

Disclosures Delta  Dental Makes W ith Your Authorizat ion 

 
Delta Dental will not  use or disclose your PHI  without  your prior authorizat ion if the law requires your 
authorizat ion. You can later revoke that  authorizat ion in writ ing to stop any future use and disclosure. 
The authorizat ion will be obtained from you by Delta Dental or by a person request ing your PHI  from 
Delta Dental. 
 

Your Rights Regarding PHI  

 

You have the r ight  to request  an inspect ion of and obtain a copy of your PHI . You m ay access 
your PHI  by contact ing the appropriate Delta Dental office.  You m ust  include (1)  your nam e, address, 
telephone number and ident ificat ion num ber and (2)  the PHI  you are request ing. Delta Dental m ay 
charge a reasonable fee for providing you copies of your PHI . Delta Dental will only maintain that  PHI  
that  we obtain or ut ilize in providing your health care benefits. Most  PHI , such as t reatm ent  records or 
X- rays, is returned by Delta Dental to the dent ist  after we have com pleted our review of that  
inform at ion. You m ay need to contact  your health care provider to obtain PHI  that  Delta Dental does 
not  possess. 
 
You may not  inspect  or copy PHI  compiled in reasonable ant icipat ion of, or use in, a civil,  cr im inal, or 
adm inist rat ive act ion or proceeding, or PHI  that  is otherwise not  subject  to disclosure under federal or 
state law. I n some circumstances, you m ay have a r ight  to have this decision reviewed. Please contact  
the privacy office as noted below if you have quest ions about  access to your PHI . 
 

You have the r ight  to request  a  rest r ict ion of your PHI . You have the r ight  to ask that  we lim it  
how we use and disclose your PHI . We will consider your request  but  are not  legally required to accept  
it .  I f we accept  your request , we will put  any lim its in writ ing and abide by them  except  in emergency 
situat ions. You may not  lim it  the uses and disclosures that  we are legally required or allowed to make. 
 

 

You have the r ight  to correct  or  update your PHI . This m eans that  you m ay request  an 
amendment  of PHI  about  you for as long as we maintain this informat ion. I n certain cases we may 
deny your request  for an am endm ent . I f we deny your request  for am endm ent , you have the r ight  to 
file a statement  of disagreement  with us and we may prepare a rebut tal to your statem ent  and will 
provide you with a copy of any such rebut tal. I f your PHI  was sent  to us by another, we may refer you 
to that  person to am end your PHI . For example, we m ay refer you to your dent ist  to am end your 
t reatm ent  chart  or to your em ployer, if applicable, to amend your enrollment  informat ion. Please 
contact  the privacy office as noted below if you have quest ions about  am ending your PHI . 
 

You have the r ight  to request  or  receive confident ia l com m unicat ions from  us by alternat ive 

m eans or at  a  different  address.  We will agree to a reasonable request  if you tell us that  disclosure 
of your PHI  could endanger you. You m ay be required to provide us with a statem ent  of possible 
danger, a different  address, another method of contact  or informat ion as to how payment  will be 
handled. Please make this request  in writ ing to the privacy office as noted below. 
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You have the r ight  to receive an account ing of certain disclosures w e have m ade, if any, of 

your PHI . This r ight  does not  apply to disclosures for purposes of t reatm ent , paym ent , or health care 
operat ions or for informat ion we disclosed after we received a valid authorizat ion from  you. 
Addit ionally, we do not  need to account  for disclosures made to you, to fam ily members or fr iends 
involved in your care, or for not ificat ion purposes. We do not  need to account  for disclosures made for 
nat ional security reasons or certain law enforcem ent  purposes, disclosures made as part  of a lim ited 
data set , incidental disclosures, or disclosures made prior to April 14, 2003. Please contact  the privacy 
office as noted below if you would like to receive an account ing of disclosures or if you have quest ions 
about  this r ight . 
 

You have the r ight  to get  this not ice by e- m ail. You have the r ight  to get  a copy of this not ice by 
e-mail. Even if you have agreed to receive not ice via e-m ail, you also have the r ight  to request  a paper 
copy of this not ice. 
 

Com plaints 

 
You may complain to us or to the U. S. Secretary of Health and Human Services if you believe that  
Delta Dental has violated your pr ivacy r ights. You m ay file a com plaint  with us by not ifying the pr ivacy 
office as noted below. We will not  retaliate against  you for filing a complaint . 
 

Contacts 

 
Delta Dental of California offers and adm inisters fee- for-service dental programs for groups 
headquartered in the state of California. 
 
You m ay contact  the Privacy Departm ent  at  the address and telephone num ber listed below for further 
informat ion about  the complaint  process or any of the informat ion contained in this not ice. 
 
Delta Dental Subscriber Services 

P.O. Box 9 9 7 3 3 0  

Sacram ento, CA 9 5 8 9 9 - 7 3 3 0   

( 8 7 7 )  3 3 5 - 8 2 7 3  

 
This not ice is effect ive on and after July 1, 2006.  
 



 
 
 
 
 
 
 
 

 

I MPORTANT:  Can you read this docum ent? I f not , we can have som ebody help you read it .  For free 
help, please call Delta Dental at  1-800-765-6003.  You may also be able to receive this document  in 
Spanish or Chinese.  
 
I MPORTANTE:  ¿Puede leer este docum ento? Si no, podemos ayudarle.  Para obtener ayuda grat is,  
llame a Delta Dental al 1-800-765-6003.  También puede recibir  este documento en español o chino.   
 
重要通知：您能讀這份文件嗎？如有問題，我們可請他人協助您。 如需免費協助，請電Delta Dental 1-800-765-

6003 您也能取得這份文件的西班牙文或中文譯本。 
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