




INFORMATION CONCERNING BENEFITS UNDER THE DELTACARE USA PROGRAM

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE 
BENEFITS AND IS A SUMMARY ONLY.  THE COMBINED EVIDENCE OF COVERAGE 
AND DISCLOSURE FORM AND THE PLAN CONTRACT SHOULD BE CONSULTED 
FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

Each individual procedure within each category listed above, and which is covered under 

, in the Combined Evidence of Coverage and Disclosure Form.
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(A) Deductibles  None
(B) Lifetime Maximums  None
(C) Professional Services An Enrollee may be required to pay a Copayment 

amount for each procedure as shown in the Description 
, subject to the limitations 

and exclusions.
Copayments range by category of service.
Examples are as follows:

Diagnostic Services No Cost
Preventive Services No Cost-$ 45.00
Restorative Services No Cost-$240.00
Endodontic Services No Cost-$280.00
Periodontic Services No Cost-$280.00
Prosthodontic Services No Cost-$240.00
Oral and Maxillofacial Surgery No Cost-$110.00
Orthodontic Services No Cost-$1900.00
Adjunctive General Services No Cost-$165.00

NOTE:  Some services may not be covered.  Certain 

Dentists, or may be subject to an additional charge.
Limitations apply to the frequency with which some 
services may be obtained.  For example: bitewing x-rays 

period; replacement of complete dentures, crowns and 

(D) Outpatient Services Not Covered
(E) Hospitalization Services Not Covered
(F) Emergency Dental Coverage

$100 per emergency for out-of-area Emergency Services.
(G) Ambulance Services Not Covered
(H) Prescription Drug Services Not Covered
(I) Durable Medical Equipment Not Covered
(J) Mental Health Services Not Covered
(K) Chemical Dependency Services Not Covered
(L) Home Health Services Not Covered
(M) Other Not Covered
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Definitions

Administrator

Benefits

Client

Contract Dentist

Contract Orthodontist

Contract Specialist

Copayment

Dentist

Eligible Dependent

Eligible Employee

Emergency Service

Enrollee

Open Enrollment Period

Out-of-Network
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Preauthorization

Reasonable

Special Health Care Need

Specialist Services

Spouse

Treatment In Progress

We, Us or Our

Eligibility for Benefits
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Prepayment Fees/Premiums
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How to use the DeltaCare USA Plan - Choice of Contract Dentist

EMERGENCY
SERVICES

Continuity of Care



CAEOC-R14

Special Needs

Facility Accessibility

Benefits, Limitations and Exclusions
Description of Benefits and

Copayments

Copayments and Other Charges
Description of Benefits and

Copayments

Description of Benefits and Copayments

Emergency Services
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Specialist Services

Description of Benefits and Copayments

Second Opinion

Enrollee Complaint Procedure
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Claims for Reimbursement

Provider Compensation

Emergency Services

You may obtain further information concerning compensation by calling
Delta Dental at the toll-free telephone number shown on the back cover of this
booklet.

Processing Policies

Coordination of Benefits
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Enrollee Complaint Procedure
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800-422-4234

(1-888-HMO-2219) (1-877-688-9891)
http://www.hmohelp.ca.gov

Public Policy Participation by Enrollees
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Renewal and Termination of Benefits

Cancellation of Enrollment

Enrollee
Complaint Procedure

Optional Continuation of Coverage (COBRA)
Please examine your options carefully before declining this coverage. You
should be aware that companies selling individual health insurance typically
require a review of your medical history that could result in a higher premium
or you could be denied coverage entirely.

at your expense
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Qualified Beneficiary

Qualifying Event

You your
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groups of 2 - 19
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Organ and Tissue Donation
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SCHEDULE A

Description of Benefits and Copayments

Schedule B Enrollees should discuss all
treatment options with their Contract Dentist prior to services being rendered.

Text that appears in italics below is specifically intended to clarify the
delivery of Benefits under the DeltaCare USA Program and is not to be
interpreted as CDT-2017 procedure codes, descriptors or nomenclature that
are under copyright by the American Dental Association. The American Dental
Association may periodically change CDT codes or definitions. Such updated
codes, descriptors and nomenclature may be used to describe these covered
procedures in compliance with federal legislation.

CODE DESCRIPTION PAYS

 ........................
 ...........................

 ....................................
 .......

 .......................................................................

 ......................................................
 ............................

 ......................................................................
 ...................................................

 .................................................
limited to 1

series every 24 months ..................................................
 ........................

 ...........
 ...............................

 ..............................
 .......................

 .................................
 .................................
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 ..................................
limited to 1 series every 6

months .....................................................................
 .....................

 .........................................
 ...........

 ...............................................
 .........................................................

 ..........................................................

 ..........................................

 .......................

 .......................

1 every 3 years ....................................................

1 every 3 years ........................................

1 every 3 years ....................................................
includes office visit,

per visit (in addition to other services) ...............................

cleaning 1 D1110, D1120 or D4346 per 6
month period ..............................................................
Additional prophylaxis cleaning - adult (within the 6 month
period) .....................................................................

cleaning 1 D1110, D1120 or D4346 per 6
month period ..............................................................
Additional prophylaxis cleaning - child (within the 6 month
period) .....................................................................

child to age 19; 1 D1206
or D1208 per 6 month period ..........................................

child to age
19; 1 D1206 or D1208 per 6 month period ..........................

 .................
 ...............................................

limited to permanent molars through age 15 .

limited to permanent molars through
age 15 ......................................................................
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limited to permanent molars through
age 15 ......................................................................

child to age 19;
1 per 6 month period ....................................................

 ..................................
 ....................................

 ............................
 .............................

 ..............................
 ....................................

child to age 9 ...

- Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases,
liners and acid etch procedures.

When there are more than six crowns in the same treatment plan, an Enrollee may
be charged an additional $100.00 per crown, beyond the 6th unit.

Replacement of crowns, inlays and onlays requires the existing restoration to be 5+
years old.

 ......................
 .....................
 ...................

 ..........
 .......................
 ......................
 ....................

 ..................................................
 ...............................

 ......................
 ....................
 ...................

 ..........
 ...........................................
 .........................................

 ..............................
 ........................................
 .......................................

 ..............................
 ...............................
 ..............................

 ..................
 .............................
 ...........................
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 ..................
 ..........................
 .........................

 .............
 ........................
 ......................

 .............
 ............................

 .........................
 ..................................

 .......................
 ........................................

 ..................................
 ........................

 ..............
 ..............................

 ......................................
 ...........................

 ............................................
 ..........................................

 ....................................
 ..........................

 ..........................................
 .........................................................

 .................................................................

 ...................................................................
 ...........................................

(anterior) ..
anterior .

 ..................
 ...............

anterior primary tooth .................
anterior

primary tooth .............................................................
 ....................................................

 ..................
 ...................

 ....................
 ..................
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includes
canal preparation ........................................................

includes
canal preparation ........................................................

base metal post;
includes canal preparation .............................................

base metal post;
includes canal preparation .............................................

 ..............................................
 ...........

 .............
 ............
 ...........

limited to
permanent molars through age 15 .....................................

 ........................
 .....................

 ...............................................................
 ...................

 ...........................................

 ............................................

 ............................................
Root canal

 ................................................................
Root canal

 ................................................................
Root canal

 ................................................................
 ...........

 ............................................................
 ............................

 ...............
 ..............

 .................

 ..........................
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 .................................................

 ...........................................................
 ..................................................

 ....................................
 .......................................

 ...................................
 ...........................

 ............................................
 .............................................

 ..............................................................

Includes preoperative and postoperative evaluations and treatment under a local
anesthetic.

 ....................................

 ....................................

 .....................................................

 .............

 .............
 .................................................

 ..............................

 ...............................................................

 ...............................................................

 ...................................................................

 ...........................................................
 .....................................

 ........................................................................
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 ........................................................................

 ..........................

limited to 4 quadrants during any 12 consecutive
months .....................................................................

limited to 4 quadrants during any 12 consecutive
months .....................................................................

1 D1110, D1120
or D4346 per 6 month period ..........................................

limited to 1 treatment in any 12 consecutive months ...
limited to 1 treatment each 6 month

period ......................................................................
Additional periodontal maintenance (within the 6 month period) .

 ......................................

For all listed dentures and partial dentures, Copayment includes after delivery
adjustments and tissue conditioning, if needed, for the first six months after
placement. The Enrollee must continue to be eligible, and the service must be
provided at the Contract Dentist's facility where the denture was originally
delivered.

Rebases, relines and tissue conditioning are limited to 1 per denture during any 12
consecutive months.

Replacement of a denture or a partial denture requires the existing denture to be
5+ years old.

 ..........................................
 ........................................
 .........................................

 .......................................

 ..................................................

 ..................................

 .......................................................................

 .......................................................................
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 ..................................

 ..................................

 .......................................................................

 .......................................................................

 ...........................................................

 ...........................................................
 ..................................

 ................................
 .....................................

 ...................................
 .................................

 .
 ...............................................

 ..................................................
 ............................

 .......................................
 ..................................

 .....................
 

 ..............................................................
 ...................................

 .................................
 .......................................

 ....................................
 .......................

 .....................
 ..........................

 ........................
 .....................

 ...................
 .........................

 ......................
limited to 1 in any 12

consecutive months ......................................................
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limited to 1 in any 12
consecutive months ......................................................

 .........................................
 .......................................

When a crown and/or pontic exceeds six units in the same treatment plan, an
Enrollee may be charged an additional $100.00 per unit, beyond the 6th unit.

Replacement of a crown, pontic, inlay, onlay or stress breaker requires the existing
bridge to be 5+ years old.

 .........................................
 ...............................

 ................................................
 .........................

 ...............
 ...............................

 ..............................................
 ..................................

 ........................
 ........................................

 ....................
 .........

 ................
 .....
 ......

 ....................................................................
 ......................

 ...........
 ....................

 ........
 ................

 .....
 .....

 ....................................................................
 ......................

 ..........
 ........................

 .............
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 ..............................
 ...................................

 ...............
 ....

 .....................
 ............................

 ..................
 ..................................
 ................................

 ..........................
 ................

 ................................
 ..........................

 .............................................................

 ......................................................................

Includes preoperative and postoperative evaluations and treatment under a local
anesthetic.

 ......................

 .........................................................

 ................................................................
 ..............................

 ..........................
 ......................

 ...................................................
 ................

 ....................

 ........................................................
 ........................................

 ....
 .......

does not include pathology
laboratory procedures ...................................................

 ...........................................

 ...........................................
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 ....................................

 ....................................

 .................................................................

 .....................................................
 .................

 .............................................
 ........................................

 ..............

 .......................
 .............................

 ........................................

The listed Copayment for each phase of orthodontic treatment (limited, interceptive
or comprehensive) covers up to 24 months of active treatment. Beyond 24 months, an
additional monthly fee, not to exceed $125.00, may apply.

The Retention Copayment includes adjustments and/or office visits up to 24 months.

Pre and post orthodontic records include:
The benefit for pre-treatment records and diagnostic services
includes: ...................................................................

The benefit for post-treatment records includes: ....................

 .............
child

or adolescent to age 19 .................................................
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adolescent to age 19 .....................................................
adults,

including covered dependent adult children .........................
 ........

 ....

child or adolescent to age 19 ........................................

adolescent to age 19 .....................................................

adults, including covered dependent adult children .................

 ..............................................................

removable  .....................................
 ..........................

includes treatment
planning session ..........................................................

 
 ..............................................

 ..................................

 .................................................................
 ..................

 .....

 .........................................................

 ............................
 .................

 ............................................
 ........................

 ......

 ..................................................................

 ................................................................
 ..
 

limited to 1 in 3 years ..................
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 ..............................................
 ...........................................

 .........................................

limited to one
bleaching tray and gel for two weeks of self-treatment .............

without 24 hour notice - per 15 minutes of
appointment time - up to an overall maximum of $40.00 ...........

without 24 hour notice - per 15 minutes
of appointment time - up to an overall maximum of $40.00 ........

 .....................................................................
 ........................
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SCHEDULE B

Limitations of Benefits

Schedule A, Description of Benefits and Copayments.
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Exclusions of Benefits
Schedule A Description of

Benefits and Copayments

or

Emergency Services
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 Non-Discrimination Disclosure  

Discrimination is Against the Law 

Delta Dental complies with applicable federal civil rights laws and 
does not discriminate on the basis of race, color, national origin, 
age, disability, or sex, including sex stereotypes and gender 
identity. Delta Dental does not exclude people or treat them 
differently because of their race, color, national origin, age, 
disability, or sex.  

Coverage for medically necessary health services are available on 
the same terms for all individuals, regardless of sex assigned at 
birth, gender identity, or recorded gender. Delta Dental will not 
deny or limit coverage to any health service based on the fact that 
an individual's sex assigned at birth, gender identity, or recorded 
gender is different from the one to which such health service is 
ordinarily available. Delta Dental will not deny or limit coverage 
for a specific health service related to gender transition if such 
denial or limitation results in discriminating against a transgender 
individual. 

If you believe that Delta Dental has failed to provide these 
services or discriminated in another way on the basis of race, 
color, national origin, age, disability, or sex, you can file a 
grievance electronically online, over the phone with a customer 
service representative, or by mail.    

Delta Dental  
P.O. Box 997330 
Sacramento, CA95899-7330  
Telephone Number 1-866-530-9675 
Website Address: deltadentalins.com 

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. 

Delta Dental 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)

Delta Dental also provides free language services 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 customer 
Service 1-866-530-9675.
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Can you read this document? If not, we can have somebody help you read it. 
You may also be able to get this document written in your language. For free 
help, please call 1-800-422-4234 (TTY: 711). 

¿Puede leer este documento? Si no, podemos hacer que alguien lo lea por 
usted. También puede obtener este documento escrito en su idioma. Para 
obtener ayuda gratuita, llame al 1-800-422-4234 (TTY: 711). (Spanish) 

 1-800-422-4234 (TTY: 
711) (Chinese) 

B n có c c tài li u này không? N u không, chúng tôi s  c  m t ai ó giúp 
b n c. B n c ng có th  nh n c tài li u này vi t b ng ngôn ng  c a b n. 

 nh n c tr  giúp mi n phí, vui lòng g i 1-800-422-4234 (TTY: 711). 
(Vietnamese) 

1-800-422-4234 (TTY: 
711) (Korean) 

Mababasa mo ba ang dokumentong ito? Kung hindi, mayroong makatutulong 
sa iyo na basahin ito. Maaaring makuha mo rin ang dokumentong ito nang 
nakasulat sa iyong wika. Para sa libreng tulong, pakitawagan ang  
1-800-422-4234 (TTY: 711). (Tagalog)  

    ?  ,     
-         .  

       .   
 ,     1-800-422-4234 (TTY: 711). 

(Russian) 

        ,        
.         .   
  4234-422-800-1 )TTY: (711. )Arabic( 

 

Èske w ka li dokiman sa a? Si w pa kapab, nou ka fè yon moun ede w li l. Ou ka 
gen posiblite pou jwenn dokiman sa a tou ki ekri nan lang ou. Pou jwenn èd 
gratis, tanpri rele 1-800-422-4234 (TTY: 711). (Haitian Creole) 

Pouvez-vous lire ce document ? Si ce n’est pas le cas, nous pouvons faire en 
sorte que quelqu’un vous aide à le lire. Vous pouvez également obtenir ce 
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document écrit dans votre langue. Pour obtenir de l’assistance gratuitement, 
veuillez appeler le 1-800-422-4234 (TTY : 711). (French) 

Mo esz przeczyta  ten dokument? Je li nie, mo emy Ci w tym pomóc. Mo esz 
tak e otrzyma  ten dokument w swoim j zyku ojczystym. Po bezp atn  pomoc 
zadzwo  pod numer 1-800-422-4234 (TTY: 711). (Polish) 

Você consegue ler este documento? Se não, podemos pedir para alguém ajudá-
lo a ler. Você também pode receber este documento escrito em seu idioma. 
Para obter ajuda gratuita, ligue 1-800-422-4234 (TTS: 711). (Portuguese) 

Non riesci a leggere questo documento? In tal caso, possiamo chiedere a 
qualcuno di aiutarti a farlo. Potresti anche essere in grado di ricevere questo 
documento scritto nella tua lingua. Per assistenza gratuita, chiama il numero 1-
800-422-4234 (TTY: 711). (Italian)

1-800-422-4234 TTY: 711
(Japanese) 

Können Sie dieses Dokument lesen? Falls nicht, können wir Ihnen einen 
Mitarbeiter zur Verfügung stellen, der Sie dabei unterstützen wird. 
Möglicherweise können Sie dieses Dokument auch in Ihrer Sprache erhalten. 
Rufen Sie für kostenlose Hilfe bitte folgende Nummer an: 1-800-422-4234 (TTY: 
711). (German) 

                    
     .            .   

     : 4234-422-800-1 ):TTY 711.( Farsi) (Persian 

     ?  ,      
.           . 

  ,   4234-422-800-1 (TTY: 711). )Yiddish( 




