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About This Brochure

This brochure contains a general description of your dental care program for your use as a.convenient
reference. All benefits are governed by the provisions of your group’s contract with Delta Dental of
New Jersey, Inc. This is not a summary plan description designed to meet the requirements of
ERISA.

About Pelia Dental

’

Delta Dental of New Jersey covers more than one million people in commercial, school board, and
government programs. Tt is our mission to promote oral health to the greatest number of people by
providing accessible dental benefits programs of the highest quality, service, and value.

Since 1969, Delta Dental, anot-for-profit dental service corporation, has led the industry in offering
innovative programs designed to control costs while ensuring quality of benefits.

Delta Dental is a member of the Delta Dental Plans Association, a national system of not-for-profit
dental service corporations covering 54 million people across the country. The national Delta Dental
system is the oldest and largest dental benefits system in the country.

How to Use Your Program

Before visiting the dentist, check to see whethet your dentist participates with Delta Dental in your
program (e.g., Della Dental Premier/ddvantage Program).

At the time of your first appointment, tell your dentist that you are covered under this Delta Dental
program, Give him or her your group’s name and gtoup number, as well as your Member ID mumber.
Your dependents, if covered, also must give your Member ID number.

Afier your dentist performs an examination, he or she may submit a Pre-Treatment Estimate of
benefits to Delta Dental to determine how much of the charge will be your responsibility.

Before treatment is started, be sure you discuss with your dentist the total amount of his or her fee.
Although Pre-Treatment Esiimates are notrequired, Delta Dental strongly recormends you ask yout
dentist to submit a Pre-Treatment Estimate for treatment costing $300 or more. This is especially
important when using a non-participating dentist because the Pre-Treatment Estimate lets you know
in advance how much of the costs are your responsibility. Please keep in mind that Pre-Treaiment
Estimates are only estimates and not a guarantee of payment.




Locating a Dentist

" Delta Dental offers two easy ways to locate a participating dentist 24 hours a day, 7 days a week.
Subscribers can either:

s Call 1-800-DELTA-OK (1-800-335-8265)
e Search the Internet at www.deltadentalnj.com

By calling the toll-free number, you can. obtain a customized list of participating dentists within the
geographic area of your request. Delta Dental mails the list to your home.

By searching on the Internet, you can obtain a list of participating denfists in a specific town. The list
can be downloaded immediately, and you can search for as many towns as needed.

Using either method, you can request a list of Delta Dental participating dentists within a designated
arca. You can specify listings of general dentists only or specialists only. Participaiing dentist
information can be obtained for dentists nationwide. -

Why Select a Parficipating Dentist?

All Delta Dental participating dentists have agreed, in writing, to abide by our claims processing
procedures. Through their commitment and support, we, in turn, can provide you with a program
that’s tailored to meet your dental health wants and needs.

o Participating dentists have agreed to accept the least of their actual charge, their prefiled fee, or
Delta Dental's maximum allowable fee for the program as payment in full and to not charge
patients .for amounts in excess of those indicated in the “patient payment” portion of the
Notification of Delta Dental Beneﬁts.

° Partchyal‘mg dentists will usually maintain a supply of claim forms (also refetred to as Attendmg
Dentist’s Statements) in their office. You may be asked to complete a portion of the form when
you visit.

e Participating dentists will complete the rest of the form, including a description of the services
that were performed or will be performed in the case of a Pre-Treatment Estimate, and require
that you sign the claim form in the appropriate place. For dentists who submit claims
electronically to Delta Dental, you will need to authorize your dentist to maintain your signature
on file, :

s Participating dentists will mail, fax, or electronically submit the claim form, together with the
appropriate diagnostic materials, directly to our offices for processing.

e Participating dentists agree to abide by Delta Dental processing policies. For example,
participating dentists agree not to bill separate charges for infection control measures. No#-
participating dentists are not bound by such policies.




e Participating dentists will, in the case of dental services which have been completed, receive
payment directly from Delta Dental for that portion of the treatment plan which is covered by
your dental program. You will receive a Notification of Delta Denial Benefits with a detailed
description of covered benefits and the amount of your obligation.

o If you visit a non-participating dentist, you will be responsible for payment. Delta Deuntal will
reimburse you for the portion of your services covered by your program.

We advise that you check with your denfist to confirm whether he or she parﬁdipates in the Delta

Dental program under which you are covered. While a dentist may participate with Delta Dental, he
or she may not participate in all of our programs.

Where Do I Call/E-mail?

Question Phone Number E-mail/Internet Address
Customer Service 800-452-9310 service@deltadentalnj.com
Obtain claim forms 800-452-9310 service(@deltadentalnj.com
Notification of Delta Dental _
Benefits statement : 800-452-9310 service(@deltadentalnj.com
Status of a claim 800-452-9310 service@deltadentalnj.com
Eligibility information 800-452-9310 : service@deltadentdlnj.com
Benefits information 800-452-9310 service@deltadentalnj.com
Completing the claim form 800-452-9310 service@delfadentalnj.com
COBRA matters 973-285-4145 administration@deltadendalnj.com
Participating dentist list 800-DELTA-OK www.deltadentalnj.com

800-335-8265

Please note that all calls to our toll-free number first go through our Inferactive Voice Response
(IVR) system. Information available on the IVR includes eligibility, benefits, remaining magimum,
deductible, claim payments, and ordering claim forms. Your question may be answered quicker by
the IFR, where there is never a wait. You can also use this system to speak with a Custonier Service
representative. Note: A touch-tone phone is required.

We offer the following services for our non-Finglish speaking and hearing-impaired subscribers:

Language Line Helper - a non-English speaking subscriber can also use our toll-free number. When
the call is received, a translator will be obtained for the language the caller is fluent in and a three-
way conversation will be held among the caller, translator, and a Delta Dental customer service
representative. ]

TDD Line - a hearing-impaired member can call 1-800-246-1020 Monday through Thursday, 8:00
am. — 6:30 p.m. and Friday 8:00 a.xn. —5:00 p.m. and be connected with a TDD machine to also
access our Customer Service agents. -




1f You Have Coverage Through Another Plan--Coordination of Benefits

Generally, if you are covered by more than one group dental plan and in some cases a group medical
plan, your expenses will be shared between the plans, up to the full amount of the allowable charges.
This includes dual Delta Dental coverage, as well as coverage by Delta Dental and another group
plan.

Make sure you inform your dentist that you are covered by more than one plan. If you are covered by
tmore than one Delta Dental of New Jersey plan, you just need to submit the claim once, and we will
coordinate your benefiis. If you are covered by Delta Dental and another group plan, you need to
submit the claim to the primary group plan first. After the primary group plan has issued a statement
of benefits, you need to send that statement of benefits to the second group plan along with a claim
form.

Some groups coordinate benefits according to the birthday rule and some groups coordinate benefits
according to the gender rule. Please see the Eligibility section to determine which rule your group
follows for coordination of benefits.

By coordinating benefits, we avoid duplication of payment for the same services, managing youtr
benefits dollars for future procedures and ensuring your group that we are effectively administering
your benefits. - .

Countinuation of Coverage (COBRA)

Under the Consolidated Ormnibus Budget Reconciliation Act (COBRA), you and/or your eligible
dependents may have the right to elect to continue certain group health coverage which would
otherwise end as a result of any of the following events:

e termination of employment for reasons other than gross misconduct,

e a reduction of your hours so that you or your dependents no longer meet the eligibility
requirements for coverage;

e your death;

e your legal separation or divorce;

e your child no longer qualifies as a dependent.

¢ you or your spouse becomes entitled to Medicare.

If coverage is to continue, you and/or your eligible dependents will be responsible for paying the
contributions and fees required for that coverage. Please see your plan administrator for additional
information about COBRA. ‘




DELTA DENTAL OF NEW JERSEY (Delia Dental)
BENEFIT DETERMINATION AND APPEAL PROCESS SUMMARY

Introduction: The United States Department of Labor has adopted regulations governing claim
adjudication and appeals for group health plans governed by ERISA. The new claims and appeals
procedures apply to all ERISA plans, whether insured ("risk") or self-funded (*ASO" or "ASC").
Below is the Delta Dental of New Jersey (Delta Denial) Benefit Determination and Appeal
Process. The procedures apply to ERISA plans. Delta Dental is currently voluntarily applying
these procedures to non-ERISA plans whenever feasible.

Applicability: This process applies to all ERISA plans for which Delta Dental provides coverage
or administration. Delta Dental has also elected to apply this process to non-ERISA plans for
which Delta Dental provides coverage on a risk basis.

Predetermination of Benefits: This group dental plan does not require prior approval of dental
sefvices. Nonetheless, a Covered Individual and his/her treating Dentist may request a
predetermination of benefits to obtain advance information on the plan's possible coverage of
services before they are rendered. Payment, however, is limited to the benefits that are covered
under this plan as of the date service is rendered and is subject to any applicable deductible,
waiting periods, annual and lifetime coverage limits as well as this plan's payment policies.

Notice of Adverse Benefit Determination: If a claim is denied in whole or in part, Delta Dental
shall notify the Member and the treating Dentist of the denial in writing, by issuing an
Explanation of Benefits (sometimes referred to as an Adverse Benefit Determination), within 30
days after the claim is filed, unless special circumstances require an extension of time, not
exceeding 15 days, for processing. If an extension is necessary, Delta Dental shall notify the
Member and the Dentist of the extension and the reason it is necessary within the original 30-day
period, If an extension is taken because either the Member, or the Dentist did not submit
information necessary to decide the claim, the notice of extension shall specifically describe the
required information and the claimant shall be afforded at least 45 days from receipt of the notice
within which to provide the specified information.

Explanation of Benefits Form: This form includes the following information:

The processing policy or policies (numerical code(s)) stating the specific reason(s) why the claim
was denied, including a reference to specific plan provisions on which the denial is based,
whether a specific rule, guideline or protocol was relied upon in making the Adverse Benefit
Determination and if so, that a copy will be provided free of charge upon request; and a
description of any additional information needed in order to perfect the claim as well as the
reason. why such information 1s necessary '

Reference in the processing policy or policies to the relevant scientific or clinical judgment, if the
Adverse Benefit Determination is related to dental necessity, experimental treatment or other
similar exclusion or limitation

A description of Delta Dental’s claim informal appeal and formal appeal processes and the time
limits applicable to the processes, including a statement of the Subscriber's right to brifg a civil
action under ERISA (if applicable)




Request for Informal Review:; If the Member or the billing Dentist disagrees with Delta Dental’s
Adverse Benefit Determination, either may within sixty (60) days of the mailing date of the
Adverse Benefit Determination deliver a request to Delta Dental for informal review of the
Adverse Benefit Determination. The procedure is explained on the reverse side of the
Explanation of Benefits form. Delta Dental will issue its decision on. the Informal Review within
60 days after receipt of the Informal Appeal. Members are not required to request informal
review. Any appeal relating to the original decision or the Informal Appeals decision must be
made within 240 days following the mailing date of the original Adverse Benefit Deciston.

Request for Appeal of Adverse Benefit Determination: If the Member disagrees with Delta
Dental’s adverse Benefit Determination, he/she may appeal this determination to Delta Dental
within 240 days following the mailing date of the original Adverse Benefit Determination. The
+ appeal must be in writing and must state why it is believed that Delta Dental’s benefit decision
was incorrect. The denial notice, as well as any other documents or information bearing on the
claim, should accompany the appeal request. Delta Dental’s review of the claim upon appeal
will take into account all comments, documents, records or other information submitted by the
claimant, regardless of whether such information was submitted or considered in the initial
benefit determination.

Delta Dental’s Review: The review shall be conducted by a person who is neither the individual
who made the initial claim denial nor the subordinate of such individual. If the review is of an
Adverse Benefit Determination based in whole or in part on a determination related to dental
necessity, experimental treatment or a clinical judgment in applying the terms of the contract,
Delta Dental shall consult with a dentist who has appropriate training and experience in the
pertinent field of dentistry and who is neither the person who made the initial claim denial nor
the subordinate of such individual. Delta Dental shall provide upon request of the claimant the
name of any dental consultant whose advice was obtained in connection with the claim denial,
whether or not that advice was relied upon in making the initial benefit determination.

Notice of Review Decision: Delta Dental shall notify the claimant in writing of its decision on
the Formal Appeal within 30 days of its receipt of the appeal, unless it determines that special
circumstances require an extension of time for processing as detailed below. In such cases,
written notice of the extension shall be furnished to the claimant prior to the end of the initial 30-
day period. Inno cvent shall such extension exceed a period of 60 days from the end of the -
initial 30-day period. The extension notice shall indicate the special circumstances requiring an
extension of time and the date by which Delta Dental expects to render the determination on the
appeal.

If Delta Dental upholds the Adverse Benefit Determination on appeal, the notice to the claimant
shall include the following information:

The processing policy or policies (numerical code(s)) stating the specific reason(s) for the
adverse determination, with reference to specific plan provisions upon which the determination is
based, whether a specific rule, guideline or protocol relied upon in making the determination, and
if so, that a copy will be provided free of charge upon request




Reference in the processing policy or policies to the relevant scientific or clinical judgment, if the
Adverse Benefit Determination is related to dental necessity, experimental treatment or other
similar exclusion or limitation

A statement that reasonable access to and copies of all documents, records and other information
relevant to the denied claim are available free of charge upon request

Advice that options for further recourse or for obtaining information may include contacting the
state regulatory agency or local U.S. Department of Labor affice, or bringing a civil action under
ERISA

Healith Care Fraud

Tt is insurance fraud to submit false information to a plan in order to obtain a larger payment than you
are entitled to receive. False claims include submitting a claim for a service not actually rendered,
misdescribing a service which was rendered, misrepresenting the amount of the fee the dentist
charged and intended to collect (including failing to disclose that the dentist will waive all or part of
the patient’s copayment), or using an incorrect date for the actual rendering of the dental service.

Insurance fraud hurts everyone because it reduces the funds available to pay bona fide claims and
may result in the termination of benefit plans due to increased costs. It has severe crimival and civil
- consequences to those who participate in the preparation or submission of such claims. We urge all -
plan participantsto refrain from submitting or participating in the submission of false claims and to
contact us at 973-285-4167 if you suspect that a false claim has been submitted.




Frequently Asked Questions

Do I need to have an assigned denfist?

No, this plan allows you to be treated by any licensed dentist of your choice. Generally,
the least out-of-pocket expense can be achieved by using a dentist who participates with
your specific plan type (e.g.: Delta Dental Premier™ Advantage Program).

Do I need a referral to a specialist?

You are not required to have a referral to a specialist if you or your dependents require
specialized care. Generally, you will maximize your benefits by utilizing the services of a
specialist who participates with Delta Dental.

Is it requited to have a Pre-Treatment Estimate (pre-determination of benefits)?

No, it is not required by Delta Dental that you obtain a Pre-Treatment Estimate of benefits
prior to treatment. If your dentist indicates the need for treatment with dental charges in
excess of $300, it is strongly recommended that you request an estimate of dental benefits
before receiving the freatment. Both you and your dentist will receive a voucher from Delta
Dental showing the estimated payable benefit. Tt will also indicate your estimated patient
responsibility including deductible if applicable. Your dentist needs to complete this voucher
and submit it for payment when work has been completed. Pre-Treatment Estimates are only
estimates and not a gnarantee of payment. Payments of the approved services are subject to
eligibility and to contract limitations-(e.g., annual maximums) at the time services are
rendered. - '

Do I need an ID card as proof of coverage when I visit a dentist?

If your employer has issued an identification card, you should show it to your dentist.
However, it is not required that a dentist see an ID card before rendering treatment. An ID
card does not verify active coverage. You or your dentist may obtain your group number,
current eligibility and benefit information by contacting Delta Dental at (800) 452-9310 24
hours a day, 7 days a week or by accessing Delta Dental’s on-line Benefit’s Connection tool
at www.deltadentalnj.com.

What if T have questions about my benefits?

You can call our Customer Setvice Department at (800) 452-9310 and speak to a
representative between 8:00 a.m. and 6:30 p.m. BEST Monday-Thursday and between 8:00
am. and 5:00 p.m. EST Friday. Also, our inferactive voice response system can provide
benefit, eligibility, remaining maximum and deductible information, and history of your
recent claims 24 hours a day, 7 days a week along with Delta Dental’s on-line Benefit
Connection tool.




e How do Ifile a clajm for dental charges?

There are several easy ways to submit a claim. Your dentist can complete a Delta Dental
claim form or an ADA (American Dental Association) approved form and mail it to: Delta
Dental of New Jersey, P.O. Box 222, Parsippany, NJ 07054-0222. The claim form may also
be faxed to 1-800-324-7939. If your dentist files claims electronically through his or her
computer, no claim form is required. This method also speeds processing time.

Also, you may download a claim form from our web site and submit the claim as well.

Bach individual patient must have his or her own claim filed separately from another family
member’s claim. Also, each different dentist visited moust submit a separate clair. However,
an individual dentist may submit a claim for payment and a Pre-Treatment Estimate on the
same claim form.

¢ What must the claim form contain?

The claim must contain the treating dentist’s signature and either the covered person’s
signature or a representation from the treating dentist that the covered person has signed a
written authorization for the dentist to submit the claim. The claim must also name the
patient, the specified date of service and fee charged, and request approval for payment of a
specific treatment, service or product.

)

o When will Delta Dental communicate its benefit determination?

Delta Dental will notify you of its benefit determination for urgent care claims as soon as
possible but not later than 72 hours after receipt of the claim, providing sufficient information
was received. If the claim is not complete, then Delta Dental will notify you or your
representative within 48 hours after receipt of the claim. :

Delta Dental will notify you of its benefit determination for post-service claims within a
reasonable period of time, but not later than 30 days after receipt of the claim. If Delta
Dental needs to extend their decision another 15 days, they will notify you of the reason for
the extension and estimated determination date prior the initial 30-day period.

e What will Delta Dental do if there is an adverse benefit determination?

If the benefit determination is adverse, Delta Dental will notify you in writing. The notice
will specify the reason(s), refer to the specific plan provision, guideline or protocol upon
which the determination was based, describe any additional material or information needed
for you to complete the claim and explain why such documentation is necessary, and describe
the initial appeal process and time limits. In addition, if the adverse determination was based
on medical necessity or exclusion for experimental treatment, the notification will either
provide an explanation or offer to provide one free of charge upon request.

N




Is there a time Hmit for submitting dental claims?

Yes, in most cases, you have one full year from the date of service to submit your dental
claims. If there is coordination of benefits involved and Delta Dental is not the primary
carrier, you have one year from the date on which the primary carrier(s) issues a statement of
benefits. If the claim is submitted after these time frames, then the services are not covered.

What can I do if T am dissatisfied with the initial advetse benefit determination?

You can file arequest for informal review within 60 days of the adverse determination. You
would send it to:

Delta Dental of New Jersey, Inc.. -
Attn: Appeals Department

P.O. Box 222

Parsippany, NJ 07054

Your request must include the claim number, name and address of the employee, name of the
employer, date of service and description of service, your signature and date of signature,
date you received Delta Dental’s adverse determination, reason(s) why you think the
determination was incorrect and any relevant documents and information.

The person making the decision at Delta Dental will be a person who did not male the initial
determination and who is not the subordinate of the initial reviewer. The decision-maker for
a determination based in whole or in part on medical judgment will consult with a health care
professional who has training and experience involved in medical judgment and who was not
consulted in the earlier determination(s).

Delta Dental will notify you in writing of its determination within 72 hours for urgent care
claims and within 30 days for pre-service claims. Ifthe benefit determination is adverse, the
notice will specify the reason(s), refer to the specific plan provision, guide or protocol upon
which the determination was based, inform you of your right to receive free of charge, upon
request, all relevant documentation, and describe any voluntary, external appeal procedures
as well as your right to bring civil (court) action, Tn addition, if the adverse determination
was based on medical necessity or exclusion for experimental treatment, the notification will
either provide an explanation or offer to provide one free of charge upon request.




e Whatcan I do if] am dissatisfied with the informal appeal decision?

You or your dentist must request a formal review in writing within 240 days of receipt of the
original adverse benefit determination (whether or not you requested an informal review) and
send itto: .

Delta Dental of New Jersey, Inc.
Attn: Correspondence Department
P.0. Box 601

Parsippany, NJ 07054

The request for a formal review must include the dentist’s name, office name, address and
license number, the employees name, subscriber’s ID number and date of birth, the patient’s
name, date of birth, the claim number, the reason(s) why Delta Dental should change its
initial decision and the specific decision you are seeking, any relevant information or
diagnostic materials, and/or a copy of the claim for the determination you are appealing. You
must also sign the request. Ifthe dentist is authorized to act on your behalf he/she must state
that and include a DOL authorization form. Delta Dental will notify you in writing of its
determination within 72 hours for urgent care claims, and within 30 days for pre- and post-
service claims.

s How do eligible children attending college away from home find a participating dentist?

A customized list of participating dentists for a specific geogtaphic location can be obtained
by calling 1-800-DELTA-OK or 1-800-335-8265. This list will be mailed or can be faxed in
case of an emergency situation. Also, listings of participating dentists throughout the country
are available on our web site at www.deltadentalnj.com.

¢ What form of full-time student documentation will be necessary to file a claim for my
college age dependent?

Students may need to provide Delta Dental with verification of full-time student status with
the first claim of every new school year if required under your employer’s benefit contract.
Examples of student documentation are: a copy of a paid tuition statement, a registrar’s
certificate or grades showing at least 12 credits, or a current validated student ID card. All
documents should reflect the school year, which corresponds with dates of treatroent provided
by your dentist. An on-line form is available for use in submitting student documentation via
Delta Dental’s web site www.deltadentalnj.com.




How is my plan maximum calculated?»

Your maximum benefits payable are either based on a calendar year or a coverage period '
(determined by your employer). All procedures that are paid by Delta Dental will be applied
to your plan maxinmm. If your confract provides benefits for orthodontia or other specific
benefits such as TMJ coverage, they may have their own sepatate annual or lifetime himits.
- In addition, you may have an individual annual maximum or a combined family maximum
for everyone under your coverage.

If I am not located in the same state as my employer’s headquarters, where do I call?

No matter where you ate located in the country, you can still call the same foll-free number
(800-452-9310) to reach our Customer Service Department, Monday to Thursday, 8 a.m. to
6:30 p.m. EST. and Friday 8:00 a.m. to 5:00 p.m. EST. Our Interactive Voice Response
system is available 24 hours a day, 7 days a week.

What is an alfernate benefit provision and how does it work?

The alternative benefit provision of your group contract is applied when there are two
dentally acceptable ways to treat a dental condition and both procedures ate covered. In such
cases your benefit is based on the treatment that costs less. This does not mean that your
denfist made a poor recommendation. In fact, you may use Delta Dental’s payment towards
the treatment you choose. Since Delta Dental’s payment is the same no matter which
treatment you choose, you may have higher out-of-pocket expenses if you choose the
treatment that costs more.

For more Frequently Asked Question please visit Delta Dental’s web site at
www.deltadentalnj.com.,




ADA American Dental Association® Dental Claim Form

HEADER INFORMATION

1. Type of Transaclion {Mark aff appficable boxes}
D Statement of Actual Bervices
[ JEPsDT/Title X1X

I:I Request Tor Predetermination/Preauthgrization ‘

2, PredeterminatisniPreauthorizalion Number

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)

12, Palieyhoider/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3, Company/Plan Name, Address, Gily, State, Zip Cade

15. Policyhelder/Subscriber 1D (SSN or 1D4#)

kﬁ;ﬂ[EE
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OTHER COVERAGE (Mark appliceble box and complets items 5-11. If nene, leave blank.)

16. Plan/Group Number

{If both, complete 5-11 for dental only.}

4pental? | | Medicaiz [ |

5 Name of PolicyholderfSubscriber in #4 {Last, First, Middle Initial, Suffix)

T,
PATIENT INFORMATION ‘E?[}‘;;‘ Wi, .

7. Gender

[Cw [ ]F

€, Date of Birth (MM/DD/CCYY} 8 Poficyholder/Subscriber 1D (SSN or 1D#)

18. Refationship to PoiicvhnlderISubsnnbeﬂ%?fl%ﬁﬁ"' Vi 19, Reserved For Future

.Spouss I:] Dependen Cj'nl ‘}-D Other use

10, Patient's Relatlonship fo Person named In #5

D Self 1:' Spouse l____l Dependent D Other

11, Cher Insuranee Gompany!Dental Benefit Plan Name, Address, Gity, 5tata, Zip Code

9. Plan/Group Number

;l-r‘ ] i -.EALE l
i*‘qi I|21 Date of Binh\ﬁniw
i};@f‘h I

lu,, State, Zip Code
MLLV% Ehrr. < i

RECORD OF SERVIGES PROVIDED i, A
Zih‘m’sggg\%fe 2%5“:%8 s.ﬁ;?m 27 Tg:atl\tl::&l;er@) - Ffﬁ;ead"fﬂ M %E‘}%%E{:ﬁﬁisj? 30. Descriplion . 31, Fee
- 5
b
2
3 :
4
5
6
7
&
9
10
33. Missing Teeth Information  {Place an “X@ch misSTEgEniEs,. lagrosis Code bist Qualifier | | | {ICD-9=B; ICD-10=AB) 3a. Other
7 8 Eiagnosis Code(s) A . e Fee(s)
;z m27 28 25 24 diagnosis in "A%) B D 32, Tolal Fee

ANCILLARY CLAINMHTREATMENT INFORMATION

36. { have been'fxﬁ"ﬁ“ It e jeealn imfl‘p Zhiand associafg@ | agree lo be responsibla for &l
charges for den ‘3 = ',sﬂa‘wﬁ e %{; y mygenkilbenefit plan, unless prohiblled by
faw, or lhe ireatint o atidd Dag‘%"cg}h’itﬂcl@emem wilh my plan prohibiting all

or & portlor of such c%

|it?nilj i ﬁ' id
rgess To f ] extent ,Ti y law, TEEERanl o your use and disclosure
of my protecled health information te carry out ;\

clm@mnnecﬂcn with fhis claim,

X

PatientGuardian Signaiure Cale

38, Place of Treatment ]:[ (6.0, T1=offics; 22=0/f* Hospita) | 39. Enclosures (¥ or M)
(Use *Place of Senvice Codes for Professlonal Claims?) ’ D

40, [s Treatment for Orthodoniics? 41, Date Appliance Placed (MM/DDICCYY)

[ Jno (skipai42) [ ] Yes (Gomplete 41-42)

37. | hereby aulhorize and direct paymant of £
to the below named dentist or dentaﬂgnngﬁt 1
l

42, Months of Tresiment | 43, Replacemant of Prosthesls A4. Data of Pricr Placement (MM/DD/CCYY)

I:I No D Yes (Complate 44)

45, Treatment Resulting from

D Goeupational illnessfinjury B Auto accident D Other accident

SBubseriber Signature Date

46, Date of Accldent (MAYDDICGYY) [ 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not
submitilng ciatm on behalf of the patient or insured/subscriber.)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

48. Name, Address, City, State, Zip Code

53. | hereby cerlify that the procedures as ndicated by date are in progress (for procedures that require
multiple visits) or have been completed.

X

Signed (Treating Dentlst) Date

54. NPI 55, Lleansa Number

56. Address, City, Slate, Zip Code £Ba. Provider

Specially Code
49, NPi 50, License Number 51, 88N or TIN
52, Phone 52a, Additicnal &7. Phone 68, Additjonal
Number Provider i) s Number Provider |D

©2012 American Dental Assoc:latlon

[RLEL NP P N R Himm t4md SRR Sann 1amas

To reorder cail 800.947.474}_5




ADA American Dental Association®

America's leading advocate for oral health

The following information highlights certaln form completion instructions. Comprehensive ADA Dental Claim Farm completion instructions
are printed in the CDT manual. Any updates to these instructions will be posted on the ADA's web site (ADA.org).

GENERAL INSTRUCTIONS
A. The form Is designed so that the name and address (Item 3) of the third-party payer receiving the claim ({insurance company/dental
benefit plan) is visible in a standard #9 window envelope (window to the left). Please fold the form using the ‘tick-marks’ printed
in the margin.
B. Complete all items uniess noted otherwise on the form or in the CDT manual’s instructions.
C. Enter the full name of an individual or a full business name, address and zip code when a name and address field is required.

. All dates must include the four-digit year.
E. If the number of procedures reported exceeds the number of lines available on one claim form, list the remaining procedures on
a separate, fully completed claim form.

COORDINATION OF BENEFITS {COB)

When a claim is being submitted to the secondary payer, complete the entire form and attach the primary payer's Explanafion of Benefits -
(EOB) showing the amount paid by the primary payer. You may also note the primary cartier paid amount in the “Remarks” field (ltem 35).
There are additional detailed completion instructions in the CDT manual,

DIAGNOSIS CODING

The form supports reporting up to four diagnosis codes per dental procedure. This information is required when the diagnosis may affect
claim adjudication when specific dental procedures may minimize the risks associated with the connection between the patient’s oral
and systemic health conditions. Diagnosis codes are linked to procedurss using the following fields:

ltem 29a - Diagnosis Code Pointer (“A” through “D” as applicable from ltem 34a)
ltem 34 — Diagnosis Code List Qualifier (B for ICD-2-CM; AB for [CD-10-CM)
ltem 34a — Diagnosis Code(s) /A, B, C, D {up to four, with the primary adjacent to the letter "A”")

PLACE OF TREATMENT
Enter the 2-digit Place of Service Code for Professional Claims, a HIPAA standard malntained by the Centers for Medicare and Medfcaid

Services. Frequently used codes are:
11 = Office; 12 = Home; 21 = Inpatient Hospital, 22 = Outpatient Hospital; 31 = Skilled Nursing Facility; 32 = Nursing Facility

The full list is available oniine at "www.cms.gov/PhysiclanFeeSched/Downloads/Website POS_database.pdf”

PROVIDER SPECIALTY
This code is entered ih ltem 56a and indicales the type of dental professional who delivered the treatment. The general code listed as

“Dentist” may be used instead of any of the ofher codes.

Category f Description Cade Code
Dentist 122300000X
A dentist is a person gualified by a doctorate in dental surgery (D.D.S.)
or dental medicine (D.M.D.) licensed by the state fo practice dentistry,
and practicing within the scope of that license.
‘General Practice 1223G0001X
Dental Specialty (see following list) Various
Dental Public Health 1223D0001X
Endodontics 122380200X
Orthodontics 1223X0400X
Pediatric Dentistry 1223P0221X
Pericdontics 1223P0300X
Prosthodontics 1223P0700X
Oral & Maxillofacial Pathology 1223P0106X
Oral & Maxillofacial Radiology 1223BD0008X
Oral & Maxillofacial Surgery 122350112X

Provider taxonomy codes listed above are a subset of the full cade set that Is posted at "www.wpe-edi.com/codes/taxonomy”




Delta Dental Offers Enhanced Explanation of Benefits Statements

Delta Dental's Explanation of Benefils statement is presented in a readable, user-friendly format. Developed in
consultation with dentists and members, the form is formatted for ease of reading.

What Delta Dental’s Explanation of Benefits Statement Offers
1. CONTACT INFORMATION, including a special Customer Service toll-free phone number.

2, A PAYMENT SUMMARY BOX, providing at a glance details about charges, payments, deductibles, patient
obligations, and Dentist Amount Non Billable (which shows the amount: the patient is not billed for).

3. PATTENT INFORMATION, including patient’s name, relationship to subscriber, benefit period, group ID and

nate, and plan type.

4. CLAIM NUMBER includes 15 digits.

Claim Inguiries: 800-452-9310  Visil us on the Inferaet: vavw.deltadentatnj.com

JOHN SMITH DMD
1234 ANY STREET
SAMPLETOWN, NJ 00000-0600

Delle Dental of New Jersay, lnc.
P.0, Box 222
Parsippany, NJ 67054

continued on other side

0O A O

Explanation of Benefits — Dentist Copy
*See Reverse slde if this is not your patient.

PAYMENT SUMMARY

Total Approved Charges
Delta Dental’s Total Payment
Your Other Insuranze Paid
Applied to Deductile
Dentist Amount Non Billable

Patlent Out of Pocket Payment Obligation

DO NOT SEND PAYMENT TO DELTA DENTAL

Page 1 of 1

$000.00
$000.00
$000.00
$000.00
$000.00
$000.00

MEMBER: ROBEHRT JONES CLAIM NUMBER: 006000000000000 j
PATIENT: ROBERT JONES DATE OF ISSUE: 00/00/00
RELATIONSHIP; SUBSCRIBER GHECK NUMBER: 6000000000
@ GROUP ID: 0600-0000 DENTIST ID NUMEBER: 1 2345NJ
GROUP NAME: ABC CORPORATION DENTIST NAME: DR. JOHN SMiTH
PLAN TYPE: PREMIER PAR STATUS: PREMIER
S BENEFIT PERIOD! 00/00/0000 —~ C0/00/0000
E Annual  PLAN MAXIMUNM: $0000.00  Individual Used to Date: 5000.00
SUBMITTED FAID
TOOTH MO, R DATE OF SUBMITTED | APPROVED [AMTUSED FOR . DELTADENTAL| PRCCESSING
¢ LETTER SURFAGE | serwice | PRODEDURE | PROGEDURE | “svount | AmMounT  |mEnErToalG| DD %COPAY 1™ pavienT POLICIES
XX WO | 000070000 | 2381 2140 $000.00 | $000.00 | $000.00 | &0000|  ooo $000.00 | 000, 000, 000

*PROCEDURE NO. / DESCRIFTION

.2391 Resin based composite — one surface, posterior

2140 Amalgam - one surface, posterior

NOTICES

Payment was mailad fo the subsctber.

PLEASE SEE REVERSE SIDE OF THIS FORM FOR INFORMATION RELATED TO OUR NOTICE
OF PRIVACY PRACTICES, DEFINITIONS, AND OTHER IMPORTANT INFORMATION.




IMPORTANT NOTICE TO CLAIMANTS
1. Informal Review (Optlonal to Meimber)
The covered parsan {or authorized representative} and/ar treating dentist
may, within 60 days of the date of malling of this EQB, request that we
informally roconsider this claim decision by following the pracadure
described in No. 8 below; we will raspond within 60 days and nofify the
member {or authorized representative) and treating dentist of our deciston
and the reason(s) therefor. If no request is submitted within 80 days, only
a formal appeal may be filed. A request for informal review does not
constitute an "appeal” for ERISA appeals purposes.
2, Formal Appeal
The covered person {or authorized representative) may, within 240 days
of the date of mailing of this EOB, formally apped] this claim decision by
-following the procedure described in No. 6 below; we will issue our
daglston to the member (or authorized representative) within 30 days of
aur racelpt of the appeal for ERISA ¢laims and within 45 days of our
receipt of the appeal for non-ERISA claims,
3. Right to Sue
A covered person must timely file & formal appeal {as described in No, 2
ahove) and recelvs our decision on the appeal as a precondition 1o
commencing any legal praceading chaltenging the claim determination.
4, Right to Recelve Rules, Guidelines or Detailed Explanations
if the front side of this form indicates that a rule or guideline was relied an,
you have a right to receive it free of charge. If the front side Indicates that
payment was not mada for sarvices because they wera experimental or
not medically necessary, you have a right to receive an explantion of the
basis for that decision. To receive slthar, send your written request to Delta
Danital, Attn; Cotrespondence Depariment, PO, Box 222, Parsippany, NJ
07054, :
5. Denist Fequest to Speak with a Dental Consultant
A “dental declsion” is a daclslon which Is based upon a dental diagnosis
or dental judgment. If the front side of this form reporls a dental, reduction
or fallura to provide payment, In whale or in part, for a service based upon
a "dental désision” AND (g) you are & New Jarsey llcensed deniist AND
(b} you disagree with such determination, then you have the right 1o speak
with & dentisi at Delta Denial concerning the dentat basis for the dental
decislon. As a precondition, you must submit a wrilten and signed
explanation of the basis for your disagreement within the time period for
challenging the claim dstermination o Delta Dental, Attr; Adverse
Determination Review, P.O. Box 617, Parsippany, NJ 07064. We urge you
to include any documentation you want us to consider.
6. Procedure for Requesting lnformal Reviews and Formal Appeals
Submit the following Information and documentation:
(a) Dentist nama, office name, address and license number
{b) Member rame, Member ID number (which in many cases isthe
primary subscriber's social security number)
{c} Patient name and date of hirth
(d} Claim number
(o) Whether this is for an informal review or a formal appeal

. 4

(f) Description of the veasons why Delta Dental should change its
Initial decislon on the claim and the speciilc decision which you
raguast _
{g) Any supplemertal Information or diagnostic matertals relevant
. to the claim in question
{h) in lieu of {a}, (b}, (¢) and (d), aitach & copy of the claim and the
claim detarmination you are appealing
A form is availabla for you to use at :
hitpAwwwdeltadentalnj.comi PAAlaw_compliarice.shtml.
You must sign your raquest; if you ara authorized to act for the covered
persan, you must state thal. You may include information and/or
documentation pettment to the claim evan if you had not previously
submittad it to us. Informal review requests must be addressed to Delta
Dental, Attn: informal Review Department, R.O. Box 601, Parsippany, NJ
07054. Formal appeals must be addressed to Delta Dental, Attny Formal
Appeals Department, P.O. Box 601, Parsippany, NJ 07054,
7. Polential Voluntary Afternative Dispute Options
You and your plan may have ather voluntary alternative dispute resalution
options, such as mediation. One way to find out what may be available is
to contact your local LS. Department of Labor Office and your State
insurancae regutatory agency. Those persons covered under a self-funded
program may also have a voluntary appeals program available to them;
check with your Human Resources Depaftment or Summary Plan
Desctiption (SPD} if applicable.
8. Notice: of Privacy Practicas ‘
You may access Delta Dental’s Notloe of Privacy Praclices ont our website
at www.deltadentalnj.com. You may also obtain a hard copy of this notice
by contacting aur compliance administrator at (868) 861-47186.
8, Coordination of Benefils
If you are covered by more thah one health benefit plan, you should file
all your claims with each plan and provide each plan with Information
regarding the ather plans under which you are covered,
You should always submit your ciaim first to your primary carrier and, after
receiving thair determination, submit your claim to your secondary or
tertiary carriers {if applicable).
10. Terminology and Definitions
Approved Amount: The total amount which the dentist is permitted fo
collect as payment in fulf for the specified seyvice. it includes the dental
benefit plan’s payment as well as the patient's deductible and/far copay.
Amount Used for Bensfit Calculation: The fee amount that the dental
benefit plan provides for use in caloulating the dental beneflt plan
payment for the spacitied service. The dental benefit plan paymant may
ba less than this fee amount due to patient deductible, copay, plan
limitations or exclusions.
11. Any procedures which are disallowed resulting in no Delta Dental
payment or patient Hability are in accordance with the group contract and
deniist participation agreement,
12. Payment for all services is determinad in accordance with the terms
of the group’s dental plan and/or with the terms of Delta Bental’s denfist
participation agraements.

If you have received this in error, please sign fo confirm that you have not retained a copy of this document or any of the patient irformation. Please return

this document to Della Dental, Atin: Correspondence Departiment, PO. Box 222, Patsippany; NJ 07054, Signalure.

5. DENTIST INFORMATION, including the Delta Dental program in which he or she participates for that claim.

6. MAXIMUM INFORMATION includes all maximmms applicable to the plan the patient is covered under instead

of showing plan maximum only.

7. DETAILED EXPLANATIONS AND DESCRIPTIONS OF INFORMATION IN THE COLUMNS, including
descriptions of each procedure number and explanations, if appropriate, of processing policies (up to 3 per line
item allowed). Also features separate ‘Submitted Procedure No.” and “Paid Procedure No.' to better illusirate

when an alternative benefit hag been applied.

For questions about specific daims, contact the number for Claims Inquiries on your Explanation of Benefits
statement, or e-mail Customer Service at service@deltadentalnj.com.

DD10




Description of Covered Services

Ses following page for program descriptions Delta Dental Premier/Advantage Program

Preventive & Diagnostic Services (No Deductible) 100%
x Exams, Cleanings, (each once per six (6) month period per person, ages 14 and

older are considered adulfs)
» X-yays-full mouth series or panoramic {(either one, once in three years)

= X-rays-bitewing {once per six {6) month period)

« H-rays-single films (multiplé x-rays on the same date of service will not exceed
the benefit of a filll-mouth series)

= - Fluoride Treatment (ence per twelve (12) month period, for eligible children to
age 19, combinations with cleanings are applied to time limits for both)

x Space Maintainers (once per space for missing posterior primary teeth, for
children under age 14)

» Consultations are counted as exams for purposes of frequency limitations

Remaining Basic {After Deductible) 70%
x TFillings - composite and amalgam (composite fillings on back teeth ave given the .
alternate benefit of an amalgam filling, payable once per yoar for decay or fracture
only) .
= Extractions, Oral Surgery (impacted wisdom teeth claims should first go to
medical carrier)
x Endodontics (root canals on permanent teeth and root surgery each once per 24
months)
* Periodontics (have specific frequency limitations, pre-treatment estimate is
strongly recormended - e.g. surgery once per 36 months) _
» Sealants (1% and 2™ permanent, decay-free molars, once in a lifetime per tooth,
for children to age 16)
Prosthodontics & Crowns (After Deductible) 50%
» Crowns and crown-related procedures {post and core, core buildup, etc., once
every five years, penmanent teeth only, for ages 12 and older)
» Bridgework (once every five years, for ages 16 and older) (bridges with four or
more missing teeth in that arch may be given an alternate benefit of a partial
denture)
» Repair of Dentures (Repair of existing prosthetic appliances)

x Full & Partial Dentures (either one, ance every five years, partial dentures for ages
16 and older) (fixed bridges and removable partial dentures are not benefits in the
same arch; benefits will be provided for the removable partial denture only)

» Tnlays (inlays are only payable when done in conjunction with an onlay; by
themselves they are given the alternate benefit of an amalgam filling)




Delta Dental Premier/Advaniage Program

Calendar Year Maximum (per person) $1,000.00
Calendar Year Deductible

% Tndividual ‘ $25.00
= Family (family deductible is accumulated by individual deductibles) $75.00
Orthedontia (Dependent Children Only) 50%%
Orthodontic treatment is a benefit limited io once in a lifetime. ' '

= Maximum (Lifetime) $800.00
= Deductible (Lifetime) i N/A

Description of Programs

Delta Dental Premier/Advantage Program - See explanation under "Product Descriptions” section at back of
booklet.

Under all programs, non-participating dentists may balance bill above the maximum allowable charge. -




Orthodontic Payment Schedule

Payment for comprehensive otthodontics will be processed in two (2) equal payments (subject to
continuation of treaiment and/or eligibility for orthodontic benefits at the time services are rendered).

The first payment will be made upon insertion of appliances. The second and final payment will be made
upon the completion of the first twelve (12) months of treatment. These payments will represent Delta
Dental’s full Liability.

When the appliances are inserted prior to the effective date of eligibility, oithodontic benefits will be pro-
rated.

Eligibility Requirements
Your plan begins when the following requirements have been satisfied:

e All new subscribers and their dependents will be covered from the first of the month following 2
months of continuous full-time employment(minimum of __20 __ hours per week).

Eligible Dependents
»  Your spouse.
e Dependent children (subject to age limitations).

o Children include step-children, adopted children, and foster children, provided such children are
dependent upon the employee for support and maintenance. ,

o Childrenfrom_ 2 to _26 .

o Your legally adopted child (including a child for whom legal adoption proceedings have already
been started).

o Handicapped children - in order for mentally or physically handicapped children to remain covered,
you must show proof of the child’s incapacity. ThlS proof must be attached to the first claim
submitted to Delta Dental.

When does coverage terminate?

Coverage for employees and their eligible dependents shall cease upon the eatliest of:

e Termination of employee’s employment
e Death of employee
e Termination of group contract




Coverage for dependent spouse shall terminate on divorce from the covered employee unless otherwise
stated by divorce decree.

Coverage for a dependent child shall terminate upon the end of the calendar year in which atlaining the
limiting contract age (see eligibility section).

For coordination of benefits, your group follows the _ birthday __ rule.

Exclusions and Limitations: Services Not Covered by This Dental Plan

To be eligible for coverage, a service must be required for the prevention, diagnosis, or treatment of a
dental disease, injury, or condition. Services not dentally necessary are not covered benefits. Your
dental plan is designed to assist you in maintaining dental health. The fact that a proceduxe is prescribed
by your dentist does not make it dentally necessary or eligible under this program, We can request proof
(such as x-rays, pathology reports, or study models) to determine whether services are necessary.
Failute to provide this proof may cause adjustment or denial of any procedure performed.

Services for injuries or conditions which are compensable under Workers Compensation Employers

‘Liability Laws; services provided to the eligible patient by any Federal or State Government Agency or

provided without cost to the eligible patient by any municipality, county, or other political subdivision.
Services with respect to congenital or developmental malformations (including TMJ and replacing
congenitally missing teeth), cosmetic surgery, and dentistry for purely cosmetic reasons (e.g., bleaching,
veneers, or crowns to improve appearance).

Services provided in order to alter occlusion (change the bite); replace tooth structure lost by

wear, abrasion, attrition, abfraction, or erosion; splint teeth; or treat or diagnose jaw joint and muscle
problems (TMI).

Specialized or personalized services (e.g., overdentures and root canals associated with overdentures,
gold foils) are excluded and a benefit will be allowed for a conventional procedure (e.g., benefiting a
conventional denture towards the cost of an overdenture and the root canals associated with it. The
patient is responsible for addifional costs.)

Prescribed drugs, analgesics (pain relievers), fluoride gel rinses, and preparations for home use.
Procedures to achieve minor tooth movement.

Experimental procedures, materials, and techniques and procedures not meeting generally accepted
standards of care. '

Educational services such as nutritional or tobacco counseling for the control and prevention of oral
disease. Oral hygiene instruction or any equipment or supplies required.

Services rendered by anyone who does not qualify as a fully licensed deniist.

Charges for hospitalization including hospital visits or broken appointments, office visits, and house
calls.

Services performed prior to effective date or after termination of coverage. Benefits are payable based
on date of completion of treatment. -
Services performed for diagnosis such as laboratory tests, caries tests, bacterial studies, diagnostic casts,
or photographs.

Temporary procedures and appliances, pulp caps, occlusal adjustments, inhalation of nitrous oxide,
analgesia, local anesthetic, and behavior management.

Procedures or preparations which are part of or included in the final restoration (bases, acid etch, or
micro abrasion).




Transplants, implants, and procedures ditectly associated with implants including crowns and
bridgework and their restoration and their maintenance or repair.

Periodontal charting, chemical irrigation, delivery of local chemotherapeutic substances, appllcatlon of
desensitizing medicine, synthetic bone grafts, and guided tissue regeneration.

Post removal (not in conjunction with root canal therapy).

Completion of claim forms, providing documentation, requests for pre-determination, and services
submitted for payment more than twelve (12) months following complefion.

Separate fee for infection control and OSHA. compliance.

Maxillofacial surgery and prosthetic appliances.

This is a general description of your dental plan to be used as a convenient reference, and some exclusions
and limitations may not be listed. All benefits are governed by your group contract.




Glossary
Term
Alternate Benefit

Amalgam

Birthday Rule

Bitewing
Calendar Year
Claim Yorm
COB

COBRA

Completion Date

Composite

- Definition

A provision in a dental plan contract that allows the third-party payer to
detérmine the benefit based on an atternative procedure that is generally
less expensive than the one provided or proposed. Patient financial
liability is dependent upon the treatment chosen.

A silver material used to fill cavities that is placed on the tooth surface thatis
used for chewing because it is a particularly durable material.

Coordination-of-benefits regulation stipulating that the primary payer of
benefits for dependent children is determined by the parents’ birth dates.
Regardless of which parent is older, the dental benefits program of the parent
whose birthday falls first in a calendar year is considered primary.

A. dental x-ray showing approximately the coronal (crown) halves of the
upper and lower jaw.

For benefit determinations based on a calendar year, this refers to the period
of one year beginning with January 1 and ending December 31.

The paper form the dentist must file for reimbursement for services
rendered.

Coordination of Benefits. A method of integrating benefits payable under
more than one plan.

Consolidated Omnibus Budget Reconciliation Act. A law that requires
certain employers to offer continued health insurance coverage to eligible
employees and/or their dependents who have had their health insurance
coverage terminated.

The date a procedure is completéd. It is the insertion date for dentures and

_ partial denfures. It is the cementation date (regardiess of the type of cement

used) for inlays, onlays, crowns, and fixed bridges.

White resin material used to fill cavities. It is used primarily because the
color more closely resembles the natural tooth than does the color of
amalgam.




Consultation
Contract Year
Covered Family

Members

Deductible

Delta Dental
Premier/Advantage
Program

Dentist
Fndodonfist

(Gender Rule

General Dentist

IVR

Maximum Benefii

Non-Participating
Dentist

A discussion between the patient and the dentist where the denfist offers
professional advice for the proposed treatment plan.

A period of one year beginning with the effective date of the group
confract.

You and your spouse and dependent children who are covered under this
prograrm.

The amount of dental expense your group requires you to pay before Delta
Dental assumes any liability for payment of benefits. Deductible may be an
annual or one-time charge, and may vary in amount from program to
program.

Delta Dental’s enhanced preferred provider option (PPO) where the patient
receives the benefits of the Advantage program when the patient is treated by
an Advantage dentist and the advantages of the Delta Dental Premier
program when the patient is treated by a Delta Dental Preroier dentist who
does not participate in the Advantage Program.

A person licensed to practice dentistry by the approprlate authority in the
area where the dental service is given.

A dentist who specializes in diseases of the tooth pulp, performing such
services as root canals.

Coordination-of-benefits regulation stipulating that the primary payer of .
benefits for dependent children is determined by the gender of the parents.
The dental benefits program of the parent of a specified gender is considered

primary.
A dentist who provides a full range of dental services for the entire family.

Interactive Voice Response system. Information can be accessed by touch-
tone telephone 24 hours a day on: eligibility, benefits, claim information,
and ordering claim forms.

The maximum dollar amount a program will pay toward the cost of dental
care incurred by an individual or family in a specified period, usually a
calendar year.

A state-licensed dentist who does not have a written participation
agreement with Delta Dental.




Notification of
Delta Dental
Benefits

Oral Pathologist

Oral Surgeon

Orthodontist

Participating
Dentist

Participating
Specialist

Pediairic Dentist
Periodontist

Pre-Treatment
Estimate

Prevailing Fee

Prophylaxis

Pro-rated

A statement that explains how your claim was processed, payment by Delta
Dental, your responsibility, and other pertinent information. Also referred to
as an EOB (Explanation of Benefits) or Notification of Payment (NOP).

A dentist who is concerned with recognition, diagnosis, and management of
the diseases of the mouth, jaws, and surrounding structures.

A dentist who removes teeth, including impacted wisdom teeth, repairs
fractures of the jaw and performs surgery on the mouth, jaws, and
surrounding structures.

A dentist who corrects misali@ed teeth and jaws, usually by applying
braces.

A state-licensed dentist who has a wiitten agteement with a Delta Dental Plan
to perform services and receive payment under this program.

A participating dentist with Delta Dental of New Jersey who holds a specialty
permit in endodontics, periodontics, prosthodontics, oral surgery, or
orthodontics; limits his/her practice to that specialty; and has registered with
Delta Dental as a specialist.

A dentist who generally limits his/her practice to children and tecnagers

and the handicapped. Also known as Pedodontist.
A dentist who treats diseases of the gums.

Pre-authorized estimate of services detailing payment of allowable
benefits.

The lowest fee for a single procedure which equals or exceeds the fee for that
procedure which Delta Dental has determined will satisfy the majority of
dentists in the pertinent geographic location.

Prevention of disease by removal of caleulus, stains, and other extraneous
materials from the teeth. The cleaning of the teeth by a dentist or dental
hygienist,

For subscribers whose orthodontic coverage begins after treatment has begun,
payments are divided proportionately over the course of the treatment and
Delta Dental’s payment is based on the portion during which the subscriber
has coverage.




Prosthodontist

Sealant

Treatment Plan

UCR

L} L}

A dentist who generally specializes in ways to replace missing natural
teeth with bridges and dentures.

An adhesive material bonded to the tooth surface to retard decay by shielding
the tooth from exposure to the oral environment. This includes preventive
resin restorations. .

A witten report prepared by a dentist showing the dentist’s recommended
treatment of any dental disease, defect, or injury.

The Usual, Customary, and Reasonable fee level as determined by Delta
Dental for the pertinent geographic location.




Product Descriptions

Delta Dental Premier/Advantage Program

Delta Dental Premier/Advantage Program offers access to both Delta Dental Premier and Advantage Program
dentists. Where the eligible patient is treated by an Advantage Program dentist, the fee for the covered
service(s) will not exceed the Advantage plan's maximum allowable charge(s). Where the eligible patient is
treated by a Delta Dental Premier dentist who does not participate in the Advantage Program or by a
Participating Specialist, you teceive payment based on the Delta Dental Premier Program and the dentist has
agreed not to charge you more than the dentist's filed fee or Delta Dental's established UCR for the
procedure(s). Claims for service(s) provided by dentists who are neither Deltz Dental Premicr, Advantage
Program dentists, or Participating Specialists ave paid based on the lesser of the dentist's actual chatge or the
prevailing fee as determined by Delta Dental.

Your benefit levels may vary based on the program in which your dentist participates as indicated in the
schedule of benefits which appears in this booklet.

You are responsible for payment of the difference between Delta Dental’s payment and the fee approved by
Delta Dental.




Notes:




& DELTA DENTAL

P. O.Box 222
Parsippany, NJ 07054-0222

800-452-5310

www.deltadentalnj.com

The Plan That Keeps You Smiling.




