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Note: Please read this Certificate together with the Summary o f Dental Plan Benefits and Covered 
Code List. The Summary o f Dental Plan Benefits and Covered Code List provides the specific  
provisions o f your dental plan. 

So utheastern Indiana Health Organizatio n 
Gro up Number 10 150 -10 0 0  
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Summary o f Dental Plan Benefits 
Fo r So utheastern Indiana Health Org anizatio n 

Medic are  Advantag e Supplemental HMO Dental Plan 
Gro up Number 10 150 -10 0 0  

 

This Summary o f Dental Plan Benefits sho uld be read alo ng  with yo ur Certificate.  Yo ur Certificate 
pro vides additio nal info rmatio n abo ut yo ur Delta Dental plan, inc luding  info rmatio n abo ut plan 
exc lusio ns and limitatio ns.   

*Servic es rec eived fro m Dentists who  do  NOT partic ipate  in Delta  Medicare Advantage 
 Netwo rk are NOT covered benefits. Please 

Netwo rks o nly c o nsist o f dentist in the states o f Mic hig an, Indiana and Ohio .  

IMPORTANT: If yo u receive services fro m a dentist that DOES NOT partic ipate in either Delta 
 Medicare Advantage  Netwo rk YOU 

W ILL BE RESPONSIBLE fo r the full c o st o f tho se servic es and no  payment will be made by 
Delta Dental. 

Co ntro l Plan  Delta Dental o f Indiana  

Benefit Year  January 1 thro ugh December 31 

Co vered Servic es    

 

The fo llo wing  services are inc luded with 
yo ur SIHO HMO Medicare Advantage Plan 

Delta Dental 
Medic are  

Advantag e  

PPO o r Premier 
Dentist 

No npartic ipating  
(o ut-o f-netwo rk)  

Dentist 

 Plan Pays Plan Pays* 

Diag no stic  & Preventive  Servic es 

Diag no stic  and Preventive  Servic es  
exams and c leanings 10 0 % 0 % 

Fluo ride  treatment  to  prevent to o th 
decay 

10 0 % 0 % 

Emerg enc y Palliative  Treatment  to  
tempo rarily relieve pain 

10 0 % 0 % 

Radio g raphs  Bitewing  X-rays 10 0 % 0 % 

Other Radio g raphs  Full mo uth series, 
Periapicals o r Pano ramic  X-rays 

50 % 0 % 

Brush Bio psy  to  detec t o ral cancer 50 % 0 % 

Co mprehensive  Servic es 

Mino r Resto rative  Servic es  fillings and 
cro wn repair 

50 % 0 % 

Relines and Repairs  to  bridges and 
dentures 

50 % 0 % 

Other Servic es  miscellaneo us services 10 0 % 0 % 

 
Maximum Payment  $1,0 0 0  per Member per Calendar Year o n all services. 
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Deduc tib le   No ne.  

W aiting  Perio d   No t Applicable. 

Elig ib le  Peo ple   All members enro lled in the SIHO HMO Medicare Advantage Plan.   

www.siho .o rg . 
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I. Delta Dental Certific ate  

Delta Dental Plan o f Indiana, Inc ., referred to  
herein as Delta Dental, issues this Certificate to  
yo u, the Member. The Certificate is a summary 
o f your dental benefits co verage. It reflects and 
is subject to  a contract between Delta Dental 
and Southeastern Indiana Health Organization, 
Inc . (SIHO), your Medicare Advantage 
Organization. 

The Benefits pro vided under This Plan may 
change if any state o r federal laws change. 

Delta Dental agrees to  pro vide Benefits as 
described in this Certificate and the Summary o f 
Dental Plan Benefits. 

All the pro visio ns in the fo llowing pages fo rm a 
part o f this do cument as fully as if they were 
stated o ver the signature below. 

IN WITNESS WHEREOF, this Certificate is 

autho rized o fficer. 

 

Goran M. Jurko vic , CPA 
President and CEO 
Delta Dental Plan o f Indiana, Inc . 

II. Definitio ns 

Adverse Benefit Determination 

Any denial, reduction or terminatio n o f the 
benefits fo r which yo u filed a c laim. Or a failure 
to  pro vide o r to  make payment (in who le o r in 
part) o f the benefits yo u so ught, inc luding any 
such determination based on elig ibility, 
application o f any utilizatio n review criteria, o r a 
determinatio n that the item o r service fo r which 
benefits are o therwise pro vided was 
experimental o r investigational, o r was no t 
medically necessary o r appropriate. 

Allo wed Amo unt 

The amo unt permitted under the Medicare 
Advantage Dentist Fee Schedule which Delta 
Dental will base its payment fo r a Co vered 
Service. 

Appeal 

The pro cedures that deal with the review o f 
adverse initial determinatio n fo r payment o f 
services. 

Benefit Year 

The calendar year. 

Benefits 

Payment fo r the Co vered Services that have 
been selected under This Plan.  

Certificate 

This do cument. Delta Dental will pro vide 
Benefits as described in this Certificate. Any 
changes in this Certificate will be based on 
changes to  the contract between Delta 
Dental and SIHO. 

Co mpletio n Dates 

The date that treatment is co mplete. So me 
pro cedures may require mo re than o ne 
appo intment befo re they can be co mpleted. 
Treatment is co mplete: 

 Fo r dentures and partial dentures, on the 
delivery dates; 

 Fo r crowns and bridgework, o n the 
permanent cementation date; 

 Fo r roo t canals and periodontal 
treatment, on the date o f the final 
pro cedure that co mpletes treatment. 

Co insurance 

The percentage o f the charge, if any, that 
yo u must pay fo r Co vered Services. 

Co payment 

A fixed amount o f mo ney that yo u must pay 
fo r Co vered Services, if any 

Co vered Co de List 

The unique list o f the ADA dental codes that 
are covered services under This Plan. These 
codes are subject to  the terms o f this 
Certificate. 

Co vered Services 

The unique dental services selected fo r 
co verage as described in the Summary o f 
Dental Plan Benefits and subject to  the terms 
o f this Certificate. 

Deductible 

The amount a perso n and/ o r a family must 
pay toward Covered Services befo re Delta 
Dental beg ins paying fo r those services 
under this Certificate. The Summary o f 
Dental Plan Benefits lists the Deductible that 
applies to  yo u, if any. 
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Delta Dental  

Delta Dental Plan o f Indiana, Inc ., an Indiana 
nonpro fit limited service health maintenance 
o rganizatio n pro viding dental benefits. Delta 
Dental is no t an insurance co mpany. Delta 
Dental o f Indiana, Inc . has been delegated by 
SIHO to  pro vide dental benefits fo r This Plan. 

Dental Emergency 

A Dental Emergency is a medical co nditio n 
manifesting  itself by acute sympto ms o f 
suffic ient severity ( inc luding  severe pain) such 
that a prudent layperso n, with an average 
kno wledge o f health and medic ine, co uld 
reaso nably expect the absence o f immediate 
medical attentio n to  result in: Serio us jeo pardy 
to  the health o f the individual o r, in the case o f 
a pregnant wo man, the health o f the wo man o r 
her unbo rn child; Serio us impairment to  bo dily 
functio ns; o r Serio us dysfunctio n o f any bo dily 
o rgan o r part.   

Dentist 

A perso n licensed to  practice dentistry in the 
state o r jurisdiction in which dental services are 
performed. 

 Delta Dental Medic are Advantag e PPO 
Dentist  a Dentist lo cated in Michigan, 
Indiana, o r Ohio  who  has signed an 
agreement with Delta Dental fo r this Plan 

Advantage PPO Network.  

 Delta Dental Medic are Advantag e Premier 
Dentist  a Dentist lo cated in Michigan, 
Indiana, o r Ohio  who  has signed an 
agreement with Delta Dental fo r this Plan 

Advantage Premier Netwo rk.  

 No npartic ipating  Dentist  a Dentist who  
has no t signed an agreement with Delta 
Dental to  beco me part o f the Delta Dental 
Medicare Advantage Premier o r Delta Dental 
Medicare Advantage PPO Network or is 
lo cated in a state o ther than Michigan, 
Indiana or Ohio . Servic es rec eived fro m 
Dentists who  do  NOT partic ipate  in Delta 

 Medicare Advantage PPO o r Delta 
 

netwo rk are NOT covered benefits.  

 IMPORTANT: If yo u receive services fro m a 
dentist that DOES NOT partic ipate in either 
Delta  Medicare Advantage PPO o r 

Advantag e 
Premier netwo rk YOU W ILL BE 
RESPONSIBLE fo r the full c o st o f tho se 
servic es and no  payment will be made 
by Delta Dental. 

Delta Dental Medicare Advantage PPO and 
Delta Dental Medicare Advantage Premier 
Dentists are so metimes co llectively referred 

 

Grievance 

Any co mplaint o r dispute, o ther than an 
Adverse Benefit Determination, expressing 
dissatisfactio n with the manner in which 
Delta Dental, SIHO, o r a dentist has pro vided 
dental services.   

Inquiry      

A verbal o r written request fo r info rmatio n 
that does no t invo lve a grievance, co verage 
o r appeals pro cess, such as a routine 
questio n about a benefit. 

Maximum Appro ved Fee 

The maximum fee that Delta Dental 
appro ves fo r a g iven pro cedure in a g iven 
reg ion and/ o r specialty, under normal 
c ircumstances, based upon applicable 
Medicare Advantage Partic ipating  Dentist 
schedules and internal pro cedures. 

Maximum Payment 

The maximum do llar amount Delta Dental 
will pay in any Benefit Year o r lifetime fo r 
Co vered Services. (See the Summary o f 
Dental Plan Benefits.)  

Medicare Advantage PPO Dentist Fee 
Schedule  

The maximum fee allo wed per pro cedure fo r 
services rendered by a Delta Dental 
Medicare Advantage Dentist as determined 
by Delta Dental. 

Medicare Advantage Premier Dentist 
Schedule 

The maximum fee allo wed per pro cedure 
fo r services rendered by a Delta Dental 
Medicare Advantage Premier Dentist as 
determined by Delta Dental. 

Member 

A perso n with co verage under This Plan. 
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Nonpartic ipating Dentist Fee 

The maximum fee allo wed per pro cedure fo r 
services rendered by a Nonpartic ipating  Dentist 
as determined by Delta Dental. 

Post-Service Claims 

Claims fo r Benefits that are no t conditio ned on 
yo ur seeking advance appro val, certificatio n, o r 
autho rization to  receive the full amo unt fo r any 
Co vered Services. In o ther wo rds, Post-Service 
Claims arise when yo u receive the dental service 
o r treatment befo re you file a c laim fo r Benefits. 

Pre-Service Organizatio n Determinatio n 

A determination that is made prio r to  receiving 
dental services based on your benefits and 
co verage.  This decision will determine whether 
a dental service will be co vered and will pro vide 
info rmatio n o n how much yo u may have to  pay 
fo r this service.  This is a request submitted by 
yo u or your Dentist. 

Pro cessing  Po lic ies 

Pre-Service Organization Determinations and 
payment o f c laims. The Pro cessing Po lic ies may 
be amended fro m time to  time. 

Submitted Amount 

The amount a Dentist bills to  Delta Dental fo r a 
specific  treatment o r service. A Delta Dental 
Medicare Advantage Partic ipating  Dentist 
cannot charge yo u fo r the difference between 
this amount and the amount Delta Dental 
appro ves fo r the treatment. 

Summary o f Dental Plan Benefits 

A description o f the specific  pro visio ns o f your 
gro up dental co verage. The Summary o f Dental 
Plan Benefits is and should be read as a part o f 
this Certificate, and supersedes any contrary 
pro vision o f this Certificate. 

This Plan 

The dental co verage established fo r Elig ible 
Persons pursuant to  this Certificate. 

III. Selec ting  a Dentist 

To  receive benefits under This Plan yo u must 
receive services fro m a Delta Dental PPO 
Medicare Advantage Dentist.  Services received 
fro m Dentists who  do  NOT partic ipate in Delta 

NOT 
Co vered Services.  

To  verify that a Dentist is a Medicare 
Advantage Partic ipating Dentist, yo u can use 

www.deltadentalin.co m/ findadentist o r call 
(80 0 ) 330 -2732 (TTY Users call 711). W hen 

Direc to ry yo u must selec t the link labeled  
Medic are Advantag e PPO and Medic are 
Advantag e Premier.  

If the Dentist yo u selec t is no t a Delta 
Dental Medicare Advantage Partic ipating  
Dentist, services are NOT co vered. Yo u will 
be respo nsible fo r the full co st o f the 
services and no  payment will be made by 
Delta Dental.  

The pro vider netwo rk may change at any 
time.  Yo u will receive no tice when 
necessary. 

IV. Ac c essing  Yo ur Benefits 

To  utilize your dental benefits, fo llow these 
steps: 

1. Please read this Certificate and the 
Summary o f Dental Plan Benefits 
carefully so  you are familiar with yo ur 
benefits, payment methods, and terms 
o f This Plan. 

2. Make an appo intment with your Dentist 
and tell him o r her that you have dental 
benefits with Delta Dental
Advantage Dental Plan. If your Dentist is 
no t familiar with This Plan o r has any 
questio ns, have him o r her contact Delta 
Dental by writing  to  Delta Dental, 
Attention: Custo mer Service, P.O. Bo x 
9230 , Farmington Hills, Michigan 48333-
9230 , o r calling  the to ll-free number at 
(80 0 ) 330 -2732. 

3. After yo u receive your dental treatment, 
yo u or the dental o ffice staff will file a 
c laim fo rm, co mpleting  the info rmatio n 
portion with: 

a. Yo ur full name and address 
b. Yo ur SIHO Member ID number 
c . Yo ur date o f birth 

 
Notice o f Claim Fo rms 

Yo ur Dentist sho uld submit yo ur dental 
c laims fo rm using  the mo st recent American 

fo rm. Medicare Advantage Partic ipating  
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Dentists will fill o ut and submit yo ur dental 
c laims fo r yo u. 

Mail c laims and co mpleted informatio n requests 
to : 

Delta Dental 
P.O. Bo x 9298 

Farming to n Hills, Mic hig an 48333-9298  

Pre-Service Organization Determination  

Yo ur Dentist can submit a request fo r a 
co verage dec isio n to  determine whether yo u 
qualify fo r a dental service that may be 
co vered under This Plan thro ugh the Dental 
Office To o lkit ® (DOT).  Yo u can also  request a 
co verage dec isio n to  determine whether yo u 
qualify fo r a dental service that may be 
co vered under This Plan by calling  the 
Custo mer Service department to ll-free at (80 0 ) 
330 -2732 o r in writing  at: 

Delta Dental 
P.O. Bo x 9230  

Farmingto n Hills, MI  48333-9230  

Fo r a standard co verage dec isio n, Delta Dental 
will pro vide an answer within 14 calendar days 
after receiving  yo ur request.  To  file a fast 
co verage dec isio n the standard deadlines must 
po tentially cause serio us harm to  yo ur health 
o r hurt yo ur ability to  functio n.  If Delta Dental 
appro ves the fast request, an answer will be 
pro vided within 72 ho urs.  Fo r bo th standard 
and fast requests, Delta Dental may take up to  
14  additio nal calendar days under certain 
c ircumstances.  If additio nal time is taken, Delta 
Dental will no tify yo u in writing  and explain the 
reaso ns fo r the extensio n.  

If Delta Dental do es no t appro ve yo ur standard 
o r fast co verage request, yo u have the right to  
file an appeal.  Please see the Appeal sec tio n 
fo r mo re info rmatio n.  Availability o f dental 
benefits at the time yo ur request is co mpleted 
is dependent o n several fac to rs.  These fac to rs 
inc lude, but are no t limited to , medical 
necessity, yo ur co ntinued elig ibility fo r 
benefits, yo ur available annual o r lifetime 
Maximum Payments, any co o rdinatio n o f 

limitatio ns and any o ther pro visio ns, to gether 
with any additio nal info rmatio n o r changes to  
yo ur dental treatment.  To  determine whether a 
service may be co vered under This Plan, please 
review the benefits inc luded in this do cument.  

Written No tice o f Claim and Time o f Payment 

All c laims fo r Benefits must be filed with 
Delta Dental within o ne year o f the date the 
services were co mpleted. Once a c laim fo r 
payment is filed, Delta Dental will dec ide it 
within 30  days o f receiving  it. If there is no t 
enough information to  dec ide your c laim, 
Delta Dental will no tify yo u o r yo ur Dentist 
within 30  days. The no tice will (a) describe 
the info rmation needed, (b) explain why it is 
needed, (c ) request an extensio n o f time in 
which to  decide the c laim, and (d) info rm 
yo u or your Dentist that the info rmatio n 
must be received within 60  days o r your 
c laim will be denied. You will receive a copy 
o f any no tice sent to  yo ur Dentist. Once 
Delta Dental receives the requested 
info rmatio n, it will dec ide your c laim and 
send you notice o f that decision. If yo u or 
yo ur Dentist does no t supply the requested 
info rmatio n, Delta Dental will have no  cho ice 
but to  deny yo ur c laim. Once Delta Dental 
decides yo ur c laim, it will no tify yo u within 
five days. 

Authorized Representative 

Yo u may also  appo int an autho rized 
representative to  deal with Delta Dental o n 
yo ur behalf with respect to  any benefit c laim 
yo u file o r any review o f a denied c laim yo u 
wish to  pursue (see the Grievance and 
Appeals Pro cedure section). You should call 

to ll-free, at (80 0 ) 330 -2732, o r write them at 
P.O. Box 9230 , Farmingto n Hills, Michigan, 
48333-9230 , to  request a fo rm to  designate 
the person yo u wish to  appo int as yo ur 
representative o r you may use the CMS 
Appo intment o f Representative Form (Fo rm 
CMS-1696). While in so me c ircumstances 
yo ur Dentist is treated as yo ur authorized 
representative, generally Delta Dental o nly 
recognizes the person who m yo u have 
autho rized on the last dated fo rm filed with 
Delta Dental. Once yo u have appo inted an 
autho rized representative, Delta Dental will 
co mmunicate directly with yo ur 
representative and will no t inform you o f the 
status o f your c laim. Yo u will have to  get 
that info rmation fro m yo ur representative. If 
yo u have no t designated a representative, 
Delta Dental will co mmunicate directly with 
yo u. 

Questions and Assistance 
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Questions regarding  yo ur co verage sho uld be 
directed to  
department, to ll-free, at (80 0 ) 330 -2732 (TTY 
Users call 711). You may also  write to  Delta 

 at P.O. 
Bo x 9230 , Farmingto n Hills, Michigan, 48333-
9230 . When writing  to  Delta Dental, please 
include yo ur name, your SIHO Member ID 
number, and your daytime telephone number. 

V. Ho w Payment is Made  

If your Dentist is a Medicare Advantage 
Partic ipating Dentist, Delta Dental will base 
payment o n the Maximum Appro ved Fee fo r 
Co vered Services. 

Delta Dental will send payment directly to  the 
Medicare Advantage Partic ipating  Dentists and 
yo u will be responsible fo r any applicable 
Co insurance, Copayments o r Deductibles.  

If your Dentist you select is no t a Delta Dental 
Medicare Advantage Partic ipating  Dentist, 
services are NOT co vered and no  payment will 
be made by Delta Dental. 

VI.  Benefit Categ o ries 

Impo rtant 

ONLY the dental servic es listed in yo ur 
Summary o f Dental Plan Benefits and 
Co vered Co de List are  c o vered by This Plan. 
Co vered Services are also  subjec t to  exc lusio ns 
and limitatio ns. Yo u will want to  review this 
sec tio n o f this Certificate carefully. 

VII. Exc lusio ns and Limitatio ns 

Exc lusio ns 

Delta Dental will make no  payment fo r the 
fo llo wing  servic es o r supplies, unless 
o therwise spec ified in the Summary o f Dental 
Plan Benefits o r Co vered Co de List. All 
c harg es fo r the same will be yo ur 
respo nsib ility ( tho ug h yo ur payment 
o blig atio n may be satisfied by insuranc e o r 
so me o ther arrang ement fo r whic h yo u are 
elig ib le) : 

1. Services o r supplies, as determined by Delta 
Dental, fo r co rrectio n o f co ngenital o r 
developmental malfo rmatio ns. 

2. Co smetic  surgery o r dentistry fo r aesthetic  
reaso ns, as determined by Delta Dental. 

3. Services started o r appliances started 
befo re a person became elig ible under This 

Plan. This exclusio n does no t apply to  
o rthodontic  treatment in progress (if a 
Co vered Service) 

4. Prescriptio n drugs (except intramuscular 
injectable antibio tics), premedication, 
medicaments/  so lutio ns, and relative 
analgesia.  

5. General anesthesia and intraveno us 
sedatio n fo r (a)  surg ical pro cedures, 
unless medically necessary, o r (b)  
resto rative dentistry.  

6. Charges fo r ho spitalization, laboratory 
tests, and histopatho logical 
examinatio ns. 

7. Charges fo r failure to  keep a scheduled 
visit with the Dentist. 

8. Services o r supplies, as determined by 
Delta Dental, fo r which no  valid dental 
need can be demonstrated.  

9. Services o r supplies, as determined by 
Delta Dental that are investigatio nal in 
nature, inc luding  services o r supplies 
required to  treat co mplicatio ns fro m 
investigational pro cedures. 

10 . Services o r supplies, as determined by 
Delta Dental, which are specialized 
techniques. 

11. Treatment by o ther than a Dentist, 
except fo r services perfo rmed by a 
licensed dental hyg ienist o ther dental 
pro fessio nal, as determined by Delta 
Dental under the scope o f his o r her 
license as permitted by applicable state 
law. 

12. Services o r supplies fo r which the 
patient is no t legally o bligated to  pay, o r 
fo r which no  charge would be made in 
the absence o f Delta Dental co verage. 

13. Services o r supplies received due to  an 
act o f war, declared or undeclared o r 
terro rism. 

14. Services o r supplies co vered under a 
ho spital, surgical/ medical (including 
Medicare Advantage), o r prescription 
drug program. 

15. Services o r supplies that are no t within 
the catego ries o f Benefits selected by 
yo ur Medicare Advantage Organizatio n 
and that are no t co vered under the 
terms o f this Certificate. 
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16. Fluo ride rinses, self-applied fluorides, o r 
desensitizing  medicaments. 

17. Interim caries arresting  medicament. 

18. Preventive contro l pro grams (including  o ral 
hyg iene instruction, caries susceptibility 
tests, dietary co ntro l, tobacco  co unseling , 
ho me care medicaments, etc .).  

19. Sealants. 

20 . Space maintainers. 

21. Lost, missing, o r sto len appliances o f any 
type o r replacement o r repair o f 
o rthodontic  appliances o r space 
maintainers. 

22. Co smetic  dentistry, inc luding repairs to  
fac ings posterio r to  the seco nd bicuspid 
position. 

23. Veneers. 

24. Prefabricated crowns used as final 
resto rations on permanent teeth. 

25. Majo r Restorative Services. 

26. Endodontic  Services. 

27. Periodo ntic  Services inc luding periodontal 
maintenance and full mouth debridement. 

28. Oral Surgery Services. 

29. Pro sthodontic  Services o ther than relines 
and repairs to  bridges and dentures. 

30 . Implants and Implant Services. 

31. Occlusal guards. 

32. Occlusal adjustments. 

33. Appliances, surg ical pro cedures, and 
resto rations fo r increasing  vertical 
dimension; fo r altering , restoring, o r 
maintaining o cc lusion; fo r replac ing to o th 
structure lo ss resulting  fro m attrition, 
abrasion, abfractio n, o r erosion; o r fo r 
periodontal splinting . If Orthodontic  
Services are Co vered Services, this 
exc lusion will no t apply to  Orthodontic  
Services as limited by the terms and 
conditio ns o f the co ntract between Delta 
Dental and your employer o r o rganization. 

34. Implant/ abutment supported interim fixed 
denture fo r edentulo us arch. 

35. Paste-type roo t canal fillings on permanent 
teeth. 

36. Replacement, repair, relines, o r adjustments 
o f o cc lusal guards. 

37. Chemical curettage. 

38. Services asso c iated with o verdentures. 

39. Metal bases on remo vable prostheses. 

40 . The replacement o f teeth beyond the 
no rmal co mplement o f teeth. 

41. Personalization o r characterizatio n o f 
any service o r appliance. 

42. Temporary crowns used fo r 
temporizatio n during cro wn or bridge 
fabricatio n. 

43. Posterio r bridges in conjunction with 
partial dentures in the same arch. 

44. Precision attachments and stress 
breakers. 

45. Bio lo g ic  materials to  aid in so ft and 
o sseo us tissue regeneratio n when 
submitted o n the same day as to o th 
extractio n, periradicular surgery, so ft 
tissue grafting , guided tissue 
regeneratio n and perio do ntal o r implant 
bo ne grafting . 

46. Bo ne replacement grafts and spec ialized 
implant surgical techniques, including 
radiographic / surgical implant index. 

47. Orthodontic  Services 

48. Appliances, restoratio ns, o r services fo r 
the diagno sis o r treatment o f 
disturbances o f the temporo mandibular 
jo int (TMJ). 

49. Diagnostic  photographs and 
cephalo metric  films, unless done fo r 
o rthodontics and orthodontics are a 
Co vered Service. 

50 . Myo functio nal therapy. 

51. Mounted case analyses. 

52. Any and all taxes applicable to  the 
services. 

53. Pro cessing  po lic ies may o therwise 
exc lude payment by Delta Dental fo r 
services o r supplies. 

Delta Dental will make no  payment fo r the 
fo llo wing  servic es o r supplies. Medic are 
Advantag e Partic ipating  Dentists may no t 
c harg e Members fo r these servic es o r 
supplies. All c harg es fro m 
No npartic ipating  Dentists fo r the fo llo wing  
are yo ur respo nsib ility: 

1. Services o r supplies, as determined by 
Delta Dental, which are no t pro vided in 
acco rdance with generally accepted 
standards o f dental practice. 
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2. The co mpletion o f fo rms or submission o f 
c laims. 

3. Consultatio ns, patient screening, o r patient 
assessment when perfo rmed in conjunction 
with examinatio ns o r evaluatio ns. 

4. Lo cal anesthesia. 

5. Acid etching, cement bases, cavity liners, 
and bases o r temporary fillings. 

6. Infection contro l. 

7. Temporary, interim, o r pro visional crowns. 

8. Gingivecto my as an aid to  the placement o f 
a resto ration. 

9. The co rrection o f o cc lusion, when 
performed with pro sthetics and restoratio ns 
invo lving o cc lusal surfaces. 

10 . Diagnostic  casts, when perfo rmed in 
conjunctio n with restorative o r 
pro sthodontic  pro cedures. 

11. Palliative treatment, when any o ther service 
is pro vided on the same date except X-rays 
and tests necessary to  diagno se the 
emergency condition. 

12. Post-o perative X-rays, when done fo llo wing  
any co mpleted service o r pro cedure. 

13. Periodo ntal charting . 

14. Pins and prefo rmed posts, when done with 
core buildups fo r crowns, onlays, o r inlays. 

15. Any substructure when do ne fo r inlays, 
onlays, and veneers. 

16. A pulp cap, when done with a sedative 
filling  o r any o ther resto ration. A sedative o r 
temporary filling , when do ne with pulpal 
debridement fo r the relief o f acute pain 
prio r to  co nventional ro o t canal therapy o r 
ano ther endodontic  pro cedure. The opening  
and drainage o f a to o th or palliative 
treatment, when done by the same Dentist 
o r dental o ffice on the same day as 
co mpleted ro o t canal treatment. 

17. A pulpo to my on a permanent to o th, except 
on a to o th with an open apex. 

18. A therapeutic  apical c lo sure on a permanent 
to o th, except on a to o th where the ro o t is 
no t fully fo rmed. 

19. Retreatment o f a ro o t canal by the same 
Dentist o r dental o ffice within two  years o f 
the o rig inal roo t canal treatment. 

20 . A prophylaxis or full mouth debridement, 
when done on the same day as periodontal 

maintenance or scaling in the presence o f 
g ingival inflammation. 

21. A prophylaxis when done on the same 
day a perio dontal maintenance o r 
scaling  and roo t planing. 

22. Scaling in the presence o f g ingival 
inflammation when done on the same 
day as periodontal maintenance. 

23. Prophylaxis, scaling in the presence o f 
g ingival inflammation, or periodontal 
maintenance when done within 30  days 
o f three or four quadrants o f scaling and 
root planing or o ther periodontal 
treatment. 

24. Full mouth debridement when done 
within 30  days o f scaling and root 
planing. 

25. Scaling and debridement in the presence 
o f inflammation or mucositis o f a single 
implant, including cleaning o f the implant 
services without flap entry and closure, 
when performed within 12 months o f 
implant restorations, provisional implant 
crowns and implant or abutment 
supported interim dentures. 

26. Scaling and debridement in the presence 
o f inflammation or mucositis o f a single 
implant, when done on the same day as a 
prophylaxis, scaling in the presence o f 
g ingival inflammation, periodontal 
maintenance, full mouth debridement, 
periodontal scaling and root planing, 
periodontal surgery or debridement o f a 
peri-implant defect. 

27. Full mouth debridement, when done on 
the same day as comprehensive 
evaluation. 

28. An o cclusal adjustment, when 
performed on the same day as the 
delivery o f an o cclusal guard. 

29. Reline, rebase, o r any adjustment o r 
repair within six months o f the delivery 
o f a partial denture. 

30 . Tissue conditio ning , when perfo rmed on 
the same day as the delivery o f a 
denture o r the reline o r rebase o f a 
denture. 

31. Periapical and/ o r bitewing X-rays, when 
done within a c linically unreasonable 
period o f time o f perfo rming  pano ramic 
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and/ o r full mouth X-rays, as determined 
so lely by Delta Dental. 

32. Charges or fees for overhead, internet/ video  
connections, so ftware, hardware or o ther 
equipment necessary to  deliver services, 
including but not limited to  teledentistry 
services. 

33. Pro cessing  po lic ies may o therwise exc lude 
payment by Delta Dental fo r services o r 
supplies. 

Limitatio ns 

The Benefits fo r the fo llo wing  servic es o r 
supplies are limited as fo llo ws, unless 
o therwise spec ified in the Summary o f Dental 
Plan Benefits. All c harg es fo r servic es o r 
supplies that exc eed these limitatio ns will be 
yo ur respo nsib ility.  All time limitatio ns are 
measured fro m the applic ab le prio r dates o f 
servic es in o ur rec o rds with any Delta Dental 
Plan o r, at the request o f yo ur g ro up, any 
dental plan: 

1. Bitewing  x-rays are payable o nce every 
calendar year, unless a full mo uth X-ray 
which inc lude bitewings has been paid in 
that same year  

2. Pano ramic  o r full mo uth X-rays (which may 
inc lude bitewing  X-rays) are payable o nce 
in any five-year perio d. 

3. Prophylaxes (c leanings) are payable twice 
per calendar year.   

4. Oral examinatio ns and evaluatio ns (no t 
inc luded limited pro blem fo cused 
evaluatio ns o r patient screenings)  are only 
payable twice per calendar year, regardless 

. 

5. Patient screening is payable once per 
calendar year. 

6. Preventive fluo ride treatments are payable 
twice per calendar year.   

7. Assessments o f salivary flow by 
measurement are payable once in any 36-
month period. 

8. A reline or complete replacement o f denture 
base material is payable once in any three-
year period per appliance. 

9. 
Benefits ends on the last day o f co verage.  
This date is usually the first o f the mo nth 
fo llo wing  receipt o f a valid, written request 

to  disenro ll that was accepted by yo ur 
plan during  a valid Medicare elec tio n 
perio d.   However, Delta Dental will 
make payment fo r Co vered Services 
pro vided o n o r before the last day o f 
co verage, as long as Delta Dental 
receives a Claim fo r tho se services 
within o ne year o f the date o f service. 

10 . When services in pro gress are 
interrupted, Delta Dental will no t issue 
payment fo r any inco mplete services; 
ho wever, Delta Dental will calculate the 
Maximum Appro ved Fee that the 
dentist may charge yo u fo r such 
inco mplete services, and tho se charges 
will be yo ur respo nsibility. In the event 
the interrupted services are co mpleted 
later by a Dentist, Delta Dental will 
review the Claim to  determine the 
amo unt o f payment, if any, to  the 
Dentist in acco rdance with Delta 

co mpleted. 

11. Optio nal treatment: If yo u selec t a mo re 
expensive service than is custo marily 
pro vided, Delta Dental will make an 
allo wance fo r certain services based o n 
the fee fo r the custo marily pro vided 
service. Yo u are respo nsible fo r the 
difference in co st. In all cases, Delta 
Dental will make the final determinatio n 
regarding  o ptio nal treatment and any 
available allo wance. 

Listed belo w are services fo r which Delta 
Dental will pro vide an allo wance fo r 
o ptio nal treatment. Remember, yo u are 
respo nsible fo r the difference in co st fo r any 
o ptio nal treatment. 

a. Inlays, regardess o f the material used 
 Delta Dental will pay o nly the 

amo unt that it wo uld pay fo r an 
amalgam o r co mpo site resin 
resto ratio n. 

12. Maximum Payment:  

a. All Benefits available under This Plan 
are subject to  the Maximum 
Payment limitatio ns set fo rth in yo ur 
Summary o f Dental Plan Benefits. 

13. If a Deductible amount is stated in the 
Summary o f Dental Plan Benefits, Delta 
Dental will no t pay fo r any services o r 
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supplies, in who le o r in part, to  which the 
Deductible applies until the Deductible 
amo unt is met. 

14. Pro cessing  Po lic ies may limit 
payment fo r services o r supplies. 

Delta Dental will make no  payment fo r 
servic es o r supplies that exc eed the fo llo wing  
limitatio ns. All c harg es are yo ur respo nsib ility.  
Ho wever, Medic are Advantag e Partic ipating  
Dentists may no t c harg e Members fo r these 
servic es o r supplies when perfo rmed by the 
same Dentist o r dental o ffic e .  All time 
limitatio ns are measured fro m the applic ab le 
prio r dates o f servic es in o ur rec o rds with any 
Delta Dental Plan o r, at the request o f yo ur 
Medic are Advantag e Org anizatio n, any dental 
plan: 

1. Amalgam and co mpo site resin restorations 
are payable once in any two -year period, 
regardless o f the number o r co mbination o f 
resto rations placed o n a surface. 

2. Co re buildups and o ther substructures are 
payable only when needed to  retain a 
cro wn on a to o th with excessive breakdo wn 
due to  caries (decay) and/ o r fractures. 

3. Recementation o f a crown, onlay, inlay, o r 
bridge within six mo nths o f the seating 
date. 

4. Retention pins are payable once in any two -
year perio d. Only one substructure per 
to o th is a Co vered Service. 

5. Roo t planing is payable once in any two -
year perio d. 

6. Periodo ntal surgery is payable once in any 
three-year period. 

7. A co mplete o cc lusal adjustment is payable 
once in any five-year period.  The fee fo r a 
co mplete o cc lusal adjustment inc ludes all 
adjustments that are necessary fo r a five-
year perio d. A limited o cc lusal adjustment is 
no t payable mo re than three times in any 
five-year period. The fee fo r a limited 
o cclusal adjustment inc ludes all adjustments 
that are necessary fo r a six-month period. 

8. Tissue conditio ning  is payable twice per 
arch in any three-year period. 

9. The allowance fo r a denture repair 
(including  reline o r rebase) will no t exceed 
half the fee fo r a new denture. 

10 . Services o r supplies, as determined by 
Delta Dental, which are no t pro vided in 
acco rdance with generally accepted 
standards o f dental practice. 

11. Scaling  and debridement in the presence 
o f inflammation or muco sitis o f a sing le 
implant is payable once per to o th in any 
24-mo nth period when perfo rmed by 
the same o ffice. 

12. One assessment o f salivary flo w by 
measurement is allowed within a twelve 
(12) month period when do ne by the 
same Dentist/ dental o ffice. 

13. Pro cessing  Po lic ies may limit Delta 

supplies. 

VIII. Co o rdinatio n o f Benefits 

Co ordination o f Benefits ( COB ) pro vision 
applies when a Perso n has health care 
co verage under mo re than o ne plan. 
defined below. 

The o rder o f benefit determinatio n rules 
go vern the o rder in which each Plan will pay 
a c laim fo r benefits. The Plan that pays first 
is called the Primary Plan. The Primary Plan 
must pay benefits in accordance with its 
po licy terms without regard to  the possibility 
that ano ther Plan may co ver so me expenses. 
The Plan that pays after the Primary Plan is 
the Secondary Plan. The Secondary Plan 
may reduce the benefits it pays so  that 
payments fro m all Plans does no t exceed 
10 0  percent o f the to tal Allo wable Expense. 

Definitio ns 

Plan is any o f the fo llo wing that pro vides 
benefits o r services fo r medical o r dental 
care o r treatment. If separate co ntracts are 
used to  pro vide co o rdinated co verage fo r 
members o f a group, the separate contracts 
are considered parts o f the same Plan and 
there is no  COB among those separate 
contracts. 

1. Plan inc ludes: group and non-gro up 
insurance contracts, medical care 
co mponents o f lo ng-term care contracts, 
such as skilled nursing  care; medical 
benefits under group or individual 
auto mobile contracts; and Medicare o r 
any o ther federal governmental plan, as 
permitted by law. 
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2. Plan does no t include: ho spital indemnity 
co verage o r o ther fixed indemnity co verage; 
acc ident o nly co verage; specified disease o r 
specified acc ident co verage; scho o l accident 
type co verage; benefits fo r non-medical 
co mponents o f lo ng-term care po lic ies; 
Medicare supplement po lic ies; o r co verage 
under o ther federal governmental plans that 
do  no t permit co ordinatio n. 

Each contract fo r co verage under (1) o r (2) 
abo ve is a separate Plan. If a Plan has two  parts 
and COB rules apply only to  one o f the two , 
each o f the parts is treated as a separate Plan. 

This Plan, fo r purpo ses o f this section, means 
the part o f the contract pro viding the health 
care benefits to  which the COB pro vision 
applies and which may be reduced because o f 
the benefits o f o ther Plans. Any o ther part o f 
the contract pro viding health care benefits is 
separate fro m This Plan. A co ntract may apply 
one COB pro vision to  certain benefits, such as 
dental benefits, co o rdinating only with similar 
benefits, and may apply another COB pro vision 
to  co o rdinate o ther benefits. 

Order o f Benefit Determination Rules determine 
whether This Plan is a Primary Plan o r 
Seco ndary Plan when the person has health 
care co verage under more than one Plan. 

When This Plan is primary, it determines 
payment fo r its Benefits first before tho se o f 
any o ther Plan witho ut considering any o ther 

. When This Plan is secondary, it 
determines its Benefits after those o f ano ther 
Plan and may reduce the Benefits it pays so  that 
the to tal benefits paid by all Plans do  no t 
exceed the Submitted Amo unt. In no  event will 

Maximum 
Appro ved Fee. 

Order o f Benefits Determinatio n Rules 

When a person is co vered by two  or more Plans, 
the rules fo r determining the o rder o f benefit 
payments are as fo llo ws: 

1. This Plan will pay primary o ver any Medicaid 
o r Retiree Plan that you may have.  

2. This Plan will pay seco ndary to  any employer 
spo nso red, auto mobile, group, o r individual 
Plan you may have, except fo r those listed in 
(1) abo ve.  

3. If This Plan is the Primary Plan, it will pay its 
benefits according  to  its terms o f co verage 

and witho ut regard to  the benefits under 
any o ther Plan. 

4. Except as pro vided in the fo llo wing 
paragraph, a Plan that do es no t contain a 
COB pro vision is always primary unless 
o therwise required by law.  

Co verage that is obtained by virtue o f 
membership in a group that is designed 
to  supplement a part o f a basic  package 
o f benefits and provides that this 
supplementary co verage shall be excess 
to  any o ther parts o f the Plan pro vided 
by the contract ho lder, shall be 
seco ndary regardless o f whether o r no t it 
contains a COB pro vision.  

5. A Plan may consider the benefits paid o r 
pro vided by ano ther Plan in calculating 
payment o f its benefits only when it is 
seco ndary to  that o ther Plan. 

Effec t o n the Benefits o f This Plan 

When This Plan is secondary, it may reduce 
its Benefits so  that the to tal benefits paid o r 
pro vided by all Plans during a plan year are 
no t more than the to tal Submitted Amo unt. 
In determining the amount to  be paid, This 
Plan will calculate the benefits it would have 
paid in the absence o f o ther health care 
co verage (Maximum Appro ved Fee) and 
apply that the remaining amount that you 
owe to  the Dentist fo llowing the Primary 

will not exceed the Maximum Approved Fee. 

Rig ht o f Rec o very 

If the amount o f the payments made by 
Delta Dental is more than it should have paid 
under this COB pro vision, it may recover the 
excess fro m one o r more o f the persons it 
has paid o r fo r who m it has paid, o r any 
o ther person o r o rganization that may be 
responsible fo r the benefits o r services 
pro vided fo r the co vered person. The 

the reasonable cash value o f any benefits 
pro vided in the fo rm o f services. 

Co o rdinatio n Disputes 

If you believe that we have no t paid a c laim 
properly, you should first attempt to  reso lve 
the problem by co ntacting  us. You o r yo ur 

Custo mer Service department and ask them 
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to  check the c laim to  make sure it was 
pro cessed correctly. Yo u may do  this by calling  
the to ll-free number, (80 0 ) 330 -2732, and 
speaking to  a telepho ne advisor. You may also  
mail yo ur inquiry to  the Custo mer Service 
Department at PO Bo x 9230 , Farmington Hills, 
Michigan, 48333-9230 . You may also  fo llow the 
Grievance and Appeals Pro cedure belo w 

IX. Grievanc e and Appeals Pro c edures 

If we make an Adverse Benefit Determination, 
you will receive a Notice o f Denial o f Coverage. 
You or your authorized representative, should 
seek a review as soon as possible, but you must 
file your request for review within 60  days o f the 
date that you received that Notice o f Denial o f 
Coverage. Delta Dental may give you more time 
if you have a good reason for missing the 
deadline. 

There  are  two  types o f appeals. 

Standard Appeal  We will g ive yo u a written 
dec isio n o n a standard appeal within 30  days 
after we get yo ur appeal fo r a Pre-Service 
Organizatio n Determinatio n.  Our dec isio n 
might take lo nger if yo u ask fo r an extensio n, 
o r if we need mo re info rmatio n abo ut yo ur 
case.  We will tell yo u if we are taking  extra 
time and will explain why mo re time is needed.  
If yo ur appeal is fo r payment o f a service yo u 
have already received, we will g ive yo u a 
written dec isio n within 60  days. 

Fast Appeal  We will g ive yo u a dec isio n o n a 
fast appeal within 72 ho urs after we get yo ur 
appeal.  Yo u can ask fo r a fast appeal if yo u o r 
yo ur do cto r believe yo ur health co uld be 
serio usly harmed by waiting  up to  30  Days fo r 
a dec isio n. Yo u canno t request a fast appeal if 
yo u are asking  us to  pay yo u back fo r a service 
yo u have already received.  

Send appeals to  the fo llo wing : 

Delta Dental 
Attn: Dental Directo r 

P.O. Box 9230  
Farmingto n Hills, MI 48333-9230  

 
Fax:  517.70 6.3513 

Pho ne: (80 0 ) 330 -2732 

TTY: 711 

Please include your name and address, the 
Member ID, the explanation o f benefits, the 
reason why you believe your claim was wrongly 

denied, and any o ther information you believe 
supports your claim. Indicate in your letter 
that you are requesting a formal appeal 
(Standard/ Fast Appeal) o f your claim. You 
also  have the right to  review any documents 
related to  your appeal. If you would like a 
record o f your request and proo f that Delta 
Dental received it, mail your request certified 
mail, return receipt requested.  

If you want someone else to  act for you, you 
can name a relative, friend, attorney, dentist 
or someone else to  act as your 
representative. You can do  this by fo llowing 
the authorized representative section above. 
Both you and the person you want to  act for 
you must sign and date a statement 
confirming this is what you want. You will 
need to  mail or fax the statement to  Delta 
Dental.  

The Dental Director or any person reviewing 
your claim will not be the same as, nor 
subordinate to , the person(s) who  initially 
decided your claim. The reviewer will grant 
no  deference to  the prior decision about your 
claim. The reviewer will assess the 
information, including any additional 
information that you have provided, as if he 
or she were deciding the claim for the first 
time. The reviewer's decision will take into  
account all comments, documents, records 
and o ther information relating to  your claim 
even if the information was not available 
when your claim was initially decided.  

The no tice o f any adverse determinatio n 
regarding  yo ur appeal will (a)  info rm yo u o f 
the spec ific  reaso n(s)  fo r the denial, (b)  list 
the pertinent Plan pro visio n(s) o n which the 
denial is based, (c )  co ntain a descriptio n o f 
any additio nal info rmatio n o r material that is 
needed to  dec ide the c laim and an 
explanatio n o f why such info rmatio n is 
needed, (d) reference any internal rule, 
guideline, o r pro to co l that was relied o n in 
making  the dec isio n o n review. 

Adverse appeals will be auto matically 
submitted to  the  co ntracted 
independent review entity within 60  
calendar days fro m the date Delta Dental 
received the  first level appeal. 
The Appeals Staff will co ncurrently no tify 
the member that the appeal is being  
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fo rwarded to   independent review entity.  

If yo u have a co mplaint o r dispute, o ther than a 
Notice o f Denial o f Co verage, expressing 
dissatisfactio n with the manner in which Delta 
Dental o r a dentist has pro vided dental services, 
yo u can co ntact Delta Dental at the address 
listed above in this section o r call custo mer 
service at (80 0 ) 330 -2732 within 60  days o f the 
event. Delta Dental will respo nd in writing  to  all 
Grievances within 30  days o f receipt, unless 
issue is reso lved by custo mer service o n the 
call. 

X. Terminatio n o f Co verag e  

Yo ur Delta Dental co verage may auto matically 
terminate: 

 When SHIO advises Delta Dental to  
terminate yo ur co verage. 

 On the first day o f the month fo r which SIHO 
has failed to  pay Delta Dental. 

 Fo r fraud o r misrepresentation in the 
submission o f any c laim. 

 Fo r any o ther reaso n stated in the contract 
between Delta Dental and SIHO.  

Delta Dental will no t continue elig ibility fo r any 
person co vered under This Plan beyo nd the 
terminatio n date requested by SIHO. A person 
who se elig ibility is terminated may no t continue 
co verage under this Certificate.  

XI. General Co nditio ns 

Subrogatio n and Right o f Reimbursement 

If Delta Dental pro vides Benefits under this 
Certificate and you have a right to  reco ver 
damages fro m another, Delta Dental is 
subrogated to  that right.  

To  the extent that This Plan pro vides o r pays 
Benefits fo r Co vered Services, Delta Dental is 
subrogated to  any right yo u or yo ur Elig ible 
Dependent has to  reco ver fro m ano ther, his o r 

 

similar coverage provisio ns. You or your legal 
representative must do  whatever is necessary 
to  enable Delta Dental to  exercise its rights and 
do  no thing  to  prejudice them. 

If you reco ver damages fro m any party o r 
through any co verage named above, you must 
reimburse Delta Dental fro m that reco very to  
the extent o f payments made under This Plan. 

Obtaining and Releasing Info rmation 

While you are an Elig ible Perso n, you agree 
to  pro vide Delta Dental with any info rmatio n 
it needs to  pro cess yo ur c laims and 
administer yo ur Benefits. This inc ludes 
allowing  Delta Dental access to  your dental 
reco rds. 

Dentist-Patient Relatio nship 

Elig ible Perso ns are free to  choo se any 
Dentist. Each Dentist maintains the dentist-
patient relationship and is so lely respo nsible 
to  the patient fo r dental advice and 
treatment and any resulting  liability. 

Loss o f Elig ibility During Treatment 

If an Elig ible Person lo ses elig ibility while 
receiving dental treatment, only Co vered 
Services received while that person was 
co vered under This Plan will be payable. 

Certain services begun before the lo ss o f 
elig ibility may be co vered if they are 
co mpleted within 60  days fro m the date o f 
terminatio n. In tho se cases, Delta Dental 
evaluates tho se services in progress to  
determine what po rtion may be paid by 
Delta Dental. The difference between Delta 

 the to tal fee fo r those 
services is yo ur respo nsibility. 

Late Claims Submission 

Delta Dental will make no  payment fo r 
services o r supplies if a c laim fo r such has 
no t been received by Delta Dental within o ne 
year fo llowing the date the services o r 
supplies were co mpleted. 

Change o f Certificate o r Contract 

No  agent has the authority to  change any 
pro visions in this Certificate o r the pro visions 
o f the co ntract on which it is based. No  
changes to  this Certificate o r the underlying  
contract are valid unless Delta Dental 
appro ves them in writing . 

Actions 

No  actio n on a legal c laim arising  out o f o r 
related to  this Certificate will be bro ught 
within 60  days after no tice o f the legal c laim 
has been g iven to  Delta Dental, unless 
pro hibited by applicable state law. In 
addition, no  actio n can be brought more 
than three years after the legal c laim first 
arose o r after expiration o f the applicable 
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statute o f limitations, if longer. Any person 
seeking to  do  so  will be deemed to  have waived 
his o r her right to  bring suit o n such legal c laim. 
Except as set fo rth above, this pro vision does 
no t prec lude you fro m seeking  a judic ial 
decisio n or pursuing o ther available legal 
remedies. 

Right o f Reco very Due to  Fraud 

If Delta Dental pays fo r services that were 
so ught o r received under fraudulent, false, o r 
misleading pretenses o r c ircumstances, pays a 
c laim that contains false o r misrepresented 
info rmatio n, o r pays a c laim that is determined 
to  be fraudulent due to  your acts o r acts o f yo ur 
Elig ible Dependents, it may reco ver that 
payment fro m you o r yo ur Elig ible Dependents. 
Yo u and yo ur Elig ible Dependents autho rize 
Delta Dental to  reco ver any payment 
determined to  be based on false, fraudulent, 
misleading, o r misrepresented information by 
deducting that amount fro m any payments 
properly due to  yo u o r yo ur Elig ible 
Dependents. Delta Dental will pro vide an 
explanatio n o f the payment reco very at the time 
the deductio n is made. 

Change o f Status 

Yo u must no tify Delta Dental, through your 
emplo yer o r o rganization, o f any event that 
changes the status o f an Elig ible Dependent. 
Events that can affect the status o f an Elig ible 
Dependent inc lude, but are no t limited to , 
marriage, birth, death, divo rce, and entrance 
into  military service. 

Go verning  Law 

This Certificate and the underlying group 
contract will be go verned by and interpreted 
under the Centers fo r Medicare and Medicaid 
Services (CMS) 

Legally Mandated Benefits 

If any applicable law requires bro ader co verage 
o r more favorable treatment fo r yo u or your 
Elig ible Dependents than is pro vided by this 
Certificate, that law shall contro l o ver the 
language o f this Certificate. 

 

Any perso n intending  to  dec eive an insurer, 
who  kno wing ly submits an applic atio n o r files 
a c laim c o ntaining  a false o r misleading  
statement, is g uilty o f insuranc e fraud. 

Insuranc e fraud sig nific antly inc reases the 
c o st o f health c are. If yo u are aware o f any 
false info rmatio n submitted to  Delta 
Dental, please c all o ur to ll-free ho tline. W e 
o nly ac c ept anti-fraud c alls at this number. 

ANTI-FRAUD TOLL-FREE HOTLINE: 

80 0 .524 .0 147 



Co de Desc riptio n

Plan pay fo r 
Delta Dental 

Medic are  
Advantag e 

Dentist

Plan pay fo r 
No npartic ipating  
( o ut-o f-netwo rk)  

Dentist

Benefit Limitatio ns

If yes, this 
pro c edure may 

require  review o r 
do c umentatio n

Do c umentatio n Required

D0 120
periodic  o ral evaluation - established 
patient 10 0 % 0 % Twice per calendar year

D0 140
limited o ral evaluation - problem 
fo cused 10 0 % 10 0 %

As needed fo r diagno sis o f emergency 
condition

D0 150
comprehensive o ral evaluation - new or 
established patient 10 0 % 0 % Once per 36 months

D0 160
detailed and extensive o ral evaluation - 
problem fo cused, by report 10 0 % 0 % Once per 36 months

D0 180
comprehensive periodontal evaluation - 
new or established patient 10 0 % 0 % Once per calendar year

D0 190 screening  o f a patient 10 0 % 0 % Once per calendar year
D0 210 intraoral - co mplete series 50 % 0 % Once per 5 year period
D0 220 * intraoral - periapical first image 50 % 0 % Co vered service Yes

D0 230 *
intraoral - periapical each additional 
image 50 % 0 % Co vered service Yes

D0 240 * intraoral - o cc lusal image 50 % 0 % Co vered service Yes

D0 250 *

extra-o ral - 2D pro jec tion radiographic  
image created using  a stationary 
radiation source, and detec to r 50 % 0 % Co vered service Yes

D0 270 bitewing  - sing le image 10 0 % 0 % Once per calendar year
D0 272 bitewings - two  images 10 0 % 0 % Once per calendar year
D0 273 bitewings - three images 10 0 % 0 % Once per calendar year
D0 274 bitewings - four images 10 0 % 0 % Once per calendar year
D0 277 vertical bitewings - 7 to  8 images 10 0 % 0 % Once per calendar year
D0 330 pano ramic  image 50 % 0 % Once per 5 year period

D0 419
assessment o f salivary flow, by 
measurement 10 0 % 0 % Once per 3 year period

D0 460 pulp vitality tests 10 0 % 0 %
Payable per visit no t per too th fo r the 

diagno sis o f emergency co nditions

D0 999*
unspec ified diagno stic  pro cedure, by 
report 10 0 % 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 
and verifying  the need fo r 
treatment

D1110 prophylaxis - adult 10 0 % 0 % Twice per calendar year
D120 6 to pical application o f fluo ride varnish 10 0 % 0 % Twice per calendar year

D120 8
to pical application o f fluo ride - 
exc luding  varnish 10 0 % 0 % Twice per calendar year

D1999*
unspec ified preventive procedure, by 
report 10 0 % 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 
and verifying  the need fo r 
treatment

D2140
amalgam - one surface, primary o r 
permanent 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2150
amalgam - two  surfaces, primary o r 
permanent 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2160
amalgam - three surfaces, primary o r 
permanent 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2161
amalgam - four o r more surfaces, 
primary o r permanent 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2330
resin-based co mposite - one surface, 
anterio r 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2331
resin-based co mposite - two  surfaces, 
anterio r 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

This sec tio n pro vides a list o f dental pro c edures c o vered by yo ur plan.  If a pro c edure is no t o n this list, it is no t a standard c o vered benefit under yo ur plan.  Standard 
benefit limitatio ns under these  pro g rams are  listed where applic able  in the Benefit Limitatio ns c o lumn. So me servic es share frequenc ies. Additio nal info rmatio n o n the 
frequenc y limitatio ns c an be  fo und in Sec tio n VII o f yo ur Delta Dental Certific ate . The May Require  Review o r Do c umentatio n c o lumn identifies whether a pro c edure may 
require  diag no stic  info rmatio n o r may be  ro utinely reviewed.

*Please  no te , pro c edures in the fo llo wing  c o de rang es may require  ro utine review o r diag no stic  info rmatio n suc h as radio g raphs o r patient treatment rec o rds fo r c laims 
pro c essing  and final payment determinatio ns: D0 220 -D0 250 , D0 999 Diag no stic ; D1999 Preventive ; D2710 -D2794 , D2910 -D2921, D2951-D2999 Resto rative ; D5511-D5671; 
D5999 Pro stho do ntic s (Remo vable) ; D6930 , D6980 , D6999 Pro stho do ntic s (Fixed) ; D7111, D714 0 , D7288, D7999 Oral and Maxillo fac ial Surg ery; D9120 , D9310 , D94 10 , 
D94 20 , D9930  and D9999 Adjunc tive  Servic es

D10 0 0 -D1999 Preventive

D20 0 0 -D2999 Resto rative

D0 10 0 -D0 999 Diag no stic
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Plan pay fo r 
Delta Dental 

Medic are  
Advantag e 

Dentist

Plan pay fo r 
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Dentist
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Do c umentatio n Required

D2332
resin-based co mposite - three surfaces, 
anterio r 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2335

resin-based co mposite - four o r more 
surfaces o r invo lving  inc isal angle 
(anterio r) 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2390 resin-based co mposite crown, anterio r 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2391
resin-based co mposite - one surface, 
posterio r 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2392
resin-based co mposite - two  surfaces, 
posterio r 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2393
resin-based co mposite - three surfaces, 
posterio r 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2394
resin-based co mposite - four o r more 
surfaces, posterio r 50 % 0 %

Amalgam and co mposite resin resto rations 
are payable once in any two -year period, 
same too th and same surface, regardless 

o f the number o r combination o f 
resto rations placed on a surface

D2410 go ld fo il - one surface Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2140 )

D2420 go ld fo il - two  surfaces Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2150 )

D2430 go ld fo il - three surfaces Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2160 )

D2510 inlay - metallic  - one surface Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2140 )

D2520 inlay - metallic  - two  surfaces Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2150 )

D2530 inlay - metallic  - three o r more surfaces Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2160  o r D2161)

D2610 inlay - po rcelain/ ceramic  - one surface Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2140 )

D2620 inlay - po rcelain/ ceramic  - two  surfaces Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2150 )

D2630
inlay - po rcelain/ ceramic  - three 
surfaces Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2160 )

D2650
inlay - resin-based co mposite - one 
surface Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2140 )

D2651
inlay - resin-based co mposite - two  
surfaces Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2150 )

D2652
inlay - resin-based co mposite - three o r 
more surfaces Optional 0 %

Plan will pay only the applicable amount 
that it would have paid fo r an amalgam 

resto ration (D2160  o r D2161)

D2910 *
re-cement o r re-bond inlay, onlay, 
veneer o r partial co verage resto ration 50 % 0 % Co vered service Yes

D2915*

re-cement o r re-bond indirec tly 
fabricated o r prefabricated post and 
co re 50 % 0 % Co vered service Yes

D2920 * re-cement o r re-bond crown 50 % 0 % Co vered service Yes

D2921*
reattachment o f too th fragment, inc isal 
edge o r cusp 50 % 0 % Co vered service Yes
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D2940 pro tec tive resto ration 50 % 0 %

Once per too th per lifetime and co nsidered 
to  be part o f the fee when done in 

conjunction with a definitive resto ration, 
indirec t pulp cap o r endodontic  treatment 

(inc luding  pulpo to my)

D2941
interim therapeutic  resto ration - 
primary dentition 50 % 0 % Once per primary too th

D2951*
pin retention - per too th, in addition to  
resto ration 50 % 0 % Once per too th per lifetime Yes

D2980 *
crown repair necessitated by 
resto rative material failure 50 % 0 % Co vered service Yes

D2981*
inlay repair necessitated by resto rative 
material failure 50 % 0 % Co vered service Yes

D2982*
onlay repair necessitated by resto rative 
material failure 50 % 0 % Co vered service Yes

D2983*
veneer repair necessitated by 
resto rative material failure 50 % 0 % Co vered service Yes

D2999*
unspec ified resto rative procedure, by 
report 50 % 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 
and verifying  the need fo r 
treatment

D5511*
repair broken co mplete denture base, 
mandibular 50 % 0 % Co vered service Yes

D5512*
repair broken co mplete denture base, 
maxillary 50 % 0 % Co vered service Yes

D5520 *
replace missing  o r broken teeth - 
complete denture (each too th) 50 % 0 % Co vered service Yes

D5611*
repair resin partial denture base, 
mandibular 50 % 0 % Co vered service Yes

D5612*
repair resin partial denture base, 
maxillary 50 % 0 % Co vered service Yes

D5621*
repair cast partial framework, 
mandibular 50 % 0 % Co vered service Yes

D5622* repair cast partial framework, maxillary 50 % 0 % Co vered service Yes

D5630 *
repair o r replace broken retentive 
c lasping  materials - per too th 50 % 0 % Co vered service Yes

D5640 * replace broken teeth - per too th 50 % 0 % Co vered service Yes
D5650 * add too th to  existing  partial denture 50 % 0 % Co vered service Yes

D5660 *
add c lasp to  existing  partial dentuare - 
per too th 50 % 0 % Co vered service Yes

D5670 *
replace all teeth and acrylic  on cast 
metal framework (maxillary) 50 % 0 % Co vered service Yes

D5671*
replace all teeth and acrylic  on cast 
metal framework (mandibular) 50 % 0 % Co vered service Yes

D5710 rebase co mplete maxillary denture 50 % 0 % Once per 36 month period
D5711 rebase co mplete mandibular denture 50 % 0 % Once per 36 month period
D5720 rebase maxillary partial denture 50 % 0 % Once per 36 month period
D5721 rebase mandibular partial denture 50 % 0 % Once per 36 month period

D5730
reline co mplete maxillary denture 
(chairside) 50 % 0 % Once per 36 month period

D5731
reline co mplete mandibular denture 
(chairside) 50 % 0 % Once per 36 month period

D5740
reline maxillary partial denture 
(chairside) 50 % 0 % Once per 36 month period

D5741
reline mandibular partial denture 
(chairside) 50 % 0 % Once per 36 month period

D5750
reline co mplete maxillary denture 
(laborato ry) 50 % 0 % Once per 36 month period

D5751
reline co mplete mandibular denture 
(laborato ry) 50 % 0 % Once per 36 month period

D5760
reline maxillary partial denture 
(laborato ry) 50 % 0 % Once per 36 month period

D5761
reline mandibular partial denture 
(laborato ry) 50 % 0 % Once per 36 month period

D5999*
unspec ified maxillo fac ial prosthesis, by 
report 50 % 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 
and verifying  the need fo r 
treatment

D6930 *
re-cement o r re-bond fixed partial 
denture 50 % 0 % Co vered service Yes

D6980 *

fixed partial denture repair, 
necessitated by resto rative material 
failure 50 % 0 % Co vered service Yes

D6999*
unspec ified fixed prostho dontic  
procedure, by report 50 % 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 
and verifying  the need fo r 
treatment

D7288*
brush biopsy - transepithelial sample 
co llec tion 50 % 0 % Co vered service Yes

D7999*
unspec ified o ral surgery procedure, by 
report 50 % 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 
and verifying  the need fo r 
treatment

D9110
palliative (emergency) treatment o f 
dental pain - mino r procedure 10 0 % 10 0 %

As needed fo r diagno sis o f emergency 
condition

D9120 * fixed partial denture sec tioning 10 0 % 0 % Co vered service Yes

D9222
deep sedation/ general anesthesia - first 
15 minutes 10 0 % 0 % Paid in co njunction with qualifying  services

D70 0 0 -D7999 Oral and Maxillo fac ial Surg ery

D90 0 0 -D9999 Adjunc tive  General Servic es

D50 0 0 -D5899 Pro stho do ntic s (Remo vable)

D620 0 -D6999 Pro stho do ntic s (Fixed)
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D9223
deep sedation/ general anesthesia - 
each subsequent 15 minute increment 10 0 % 0 % Paid in co njunction with qualifying  services

D9239
intraveno us moderate (consc ious) 
sedation/ analgesia - first 15 minutes 10 0 % 0 % Paid in co njunction with qualifying  services

D9243

intraveno us moderate (consc ious) 
sedation/ analgesia - each subsequent 
15 minute increment 10 0 % 0 % Paid in co njunction with qualifying  services

D9310 *

consultation - diagno stic  service 
provided by dentist o r physic ian o ther 
than requesting  dentist o r physic ian 10 0 % 0 % Co vered service Yes

D9410 * ho use/ extended care fac ility call 10 0 % 0 % Requires co nsultant review Yes

D9420 *
ho spital o r ambulato ry surgical center 
call 10 0 % 0 % Requires co nsultant review Yes

D9440
o ffice visit - after regularly scheduled 
ho urs 10 0 % 0 %

As needed fo r diagno sis o f emergency 
condition

D9930 *

treatment o f co mplications (post-
surgical) - unusual c ircumstances, by 
report 10 0 % 0 % Co vered service Yes

D9999*
unspec ified adjunctive procedure, by 
report 10 0 % 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 
and verifying  the need fo r 
treatment
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