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EVIDENCE OF COVERAGE
DISCLOSURE FORM

DeltaCare® USA Dental Health Care Program

This booklet is a Combined Evidence of Coverage and Disclosure Form (“EOC”) for 
your DeltaCare USA Dental Health Care Program (“Program”) provided by Delta 
Dental of New York, Inc. (“Delta Dental”).  The Program has been established and is 
administered in accordance with the provisions of a Group Dental Service Contract 
(“Contract”) issued by Delta Dental.

THE EOC CONSTITUTES ONLY A SUMMARY OF THE PROGRAM. THE 
CONTRACT MUST BE CONSULTED TO DETERMINE THE EXACT TERMS 
AND CONDITIONS OF THE COVERAGE PROVIDED UNDER IT. A COPY 
OF THE CONTRACT WILL BE FURNISHED UPON REQUEST. ANY DIRECT 
CONFLICT BETWEEN THE CONTRACT AND THE EOC WILL BE RESOLVED 
ACCORDING TO THE TERMS WHICH ARE MOST FAVORABLE TO YOU.  
READ THIS EOC CAREFULLY AND COMPLETELY.  

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW 
HOW TO OBTAIN DENTAL BENEFITS.

 
800-422-4234.
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Definitions

Authorization

Benefits

Client

Contract Dentist

Contract Orthodontist

Contract Specialist

Copayment

Dentist

Domestic Partner

Eligible Dependent

Eligible Employee

Emergency Services

Enrollee

Full-Time Student

Open Enrollment Period
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Optional

Specialist Services

We, Us or Our

Eligibility for Benefits
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Premiums

How to use the DeltaCare USA Program - Choice of Contract
Dentist
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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

Claims for Reimbursement

Emergency Services

Emergency Services 
Specialist Services.

Coordination of Benefits
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Enrollee Complaint Procedure
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Renewal and Termination of Benefits

Cancellation of Enrollment
Optional Continuation of Coverage 
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Optional Continuation of Coverage
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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-2014 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 .....................................................................

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

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

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

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

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

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

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

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

 .........................................................................
includes office visit,

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

cleaning 1 per 6 month period ................
Additional prophylaxis cleaning - adult (within the 6 month
period) .....................................................................

cleaning 1 per 6 month period ................
Additional prophylaxis cleaning - child (within the 6 month
period) .....................................................................

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

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

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

limited to permanent molars through age 15 .

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

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

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

- 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
primary tooth .............................................................

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

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

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

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

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

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

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

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

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

palliative treatment only .....

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

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.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

period ......................................................................
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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 ......................................................

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.

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

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

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

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

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

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

 ....
 .......

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

 ....
 .......

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

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

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

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

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

includes failed
appointment without 24 hour notice - per 15 minutes of
appointment time .........................................................



S-B-NY-STD-R13

SCHEDULE B

LIMITATIONS AND EXCLUSIONS OF BENEFITS

Limitations

Schedule A, Description of Benefits and Copayments.
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Exclusions
Exclusions do not apply to procedures listed on Schedule A, Description of Benefits
and Copayments, if dental care or treatment is necessary due to congenital disease
or anomaly.

Schedule A Description of
Benefits and Copayments

Schedule A
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Emergency
Services
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Delta Dental of New York Internal Grievance Procedure

Appendix A

  1  
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Denial of a covered benefit where the service is not dentally necessary,
appropriate or efficient, i.e., claim benefit determinations that are considered
Utilization Review under Article 49 of the New York Insurance Law.
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ATTACHMENT ONE

Delta Dental of New York's Utilization Review and Internal
Appeals Procedures

Clinical Peer Reviewer

Clinical Standards

Determinations

Enrollee
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External Appeal

External Appeal Agent

Health Care Provider

Health Care Service

Utilization Review

Utilization Review Agent
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Utilization Review Plan

Claims for Benefits:   2  

Reconsideration of Adverse Determination:

without attempting to discuss such matter with the attending
dentist who specifically recommended the health care service, procedure
or treatment
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Informal Inquiry Option:

Non-emergency Appeals of Adverse Determination:

Notification of Information Necessary to Conduct the Appeal:

The Review:
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Rendering of Decision on Appeal of Adverse Determination:

Appeal to Delta Dental's Dental Affairs Committee:

Content of Notification of Adverse Determination.
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Content of Notification of Adverse Determination on Review i.e., "Final
Adverse Determination"
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  3
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FOOTNOTES
1  Delta Dental does not condition receipt of a benefit, in whole or in part, on
approval of the benefit in advance of obtaining dental care. Additionally, Delta
Dental does not conduct concurrent review relating to continued or extended
health care services, or additional services for an insured undergoing a course
of continued treatment.

2  Delta Dental does not condition receipt of a benefit, in whole or in part, on
approval of the benefit in advance of obtaining dental care. Additionally, Delta
Dental does not conduct concurrent review relating to continued or extended
health care services, or additional services for an insured undergoing a course
of continued treatment.

3  Such information will also be provided by Delta Dental within three business
days of a request by a Enrollee or a Enrollee's designee.
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EXHIBIT A

Notice of Adverse Determination

Reasons for the Determination

Availability of Clinical Review Criteria Relied Upon to Make this Determination

Instructions on How to Initiate a Standard Appeal & How to Initiate an External
Appeal

 within one hundred eighty (180)
days of the date on this notice. Failure to comply with such requirements may
lead to forfeiture of your right to challenge this denial, even when a request for
clarification has been made. 
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Additional Necessary information which Must be Provided in Order for Delta Dental
to Render a Decision on your Appeal
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If you have any questions or need additional information, 
call or write:

Toll Free
800-422-4234

Customer Service Department 
P.O. Box 1803 
Alpharetta, GA 30023
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