DeltaCare® USA

Delta Dental
Individual & Family™

DeltaCare® USA
Basic Plan for Families

+
t+
Dental benefits that are

affordable and easy to understand
Get dental care right away with DeltaCare USA

Is a DeltaCare USA plan right for me?

With easy-to-understand set costs and affordable pricing, DeltaCare USA is
great for budget-conscious people. DeltaCare USA plans feature:

* Set costs (also known as copayments) for covered dental services
* No waiting periods on any covered procedures, even major services

 Low or no copays for diagnostic and preventive care

To use your plan, you’ll need to see your chosen DeltaCare USA dentist.

But don’t worry! If you need emergency dental care, even when you’re +

away from home, you’ll be covered by an emergency services provision'. +
Underwriter Claims and Correspondence Customer Service
Delta Dental of New York, Inc. P.O. Box 1803 888-857-0337
575 Madison Ave. Alpharetta, GA 30023 deltadentalins.com

New York, NY 10022

! Please consult the plan policy for a description of plan benefits, limitations and exclusions. View the full copayment
schedule, plus limitations and exclusions or call 888-857-0337.

Delta Dental Insurance Company acts as the DeltaCare USA administrator in all states.

Delta Dental and DeltaCare USA are registered marks of Delta Dental Plans Association.
PB_DCU_NY_I_FAM_BSC_23



http://deltadentalins.com
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How does DeltaCare USA work?

If you’re familiar with HMO-style insurance
plans, you’ll find DeltaCare USA easy to
understand.

When you visit your chosen DeltaCare USA
dentist for care, you’ll just pay the copayments
listed in your plan documents for any covered
services you receive. Because there are no
waiting periods or deductibles (minimum
amounts you must pay before your plan will
begin helping with your costs), you can make
the most of your benefits the first day your
coverage begins.

You won’t need an ID card to get care. Just .
give your information to your dentist and they

can find your coverage.

Delta Dental Insurance Company provides benefits as a Prepaid

Limited Health Services Organization as described in Chapter
636 of the Florida Statutes.

Important tips

* You’'ll visit your chosen DeltaCare USA primary care dentist for care. It’'s easy to
change your dentist anytime online or by phone.?

‘ * Find a DeltaCare USA dentist near you at with Find a Dentist search. Browse
the built-in Yelp® and DentaQual® ratings to help you find a dentist you’ll love.

* Review the plan highlights on the next page to see the copayments for the
most common covered services. You can also view the full copayment schedule
or the Health Care Exchange (Marketplace) plans page for more information.

Read your policy carefully. This brochure provides a brief description of the important features of your policy. This is
not the insurance policy and only the policy provisions will control. The policy itself sets forth in detail the rights and
obligations of both you and your insurance company. It is therefore important that you read your policy carefully.

If you are not satisfied with the policy for any reason, you may return the Policy within 10 days after you receive it. Mail
or deliver it to Delta Dental Insurance Company. Any premium paid will be refunded. The policy will then be void from its
start.

2Changes received between the first and 15th of the month are effective immediately. Changes received on the 16th
through the end of the month will be effective on the first of the next month.

Copyright © 2022 Delta Dental. All rights reserved
HCR_DCU #134496 (06/22)
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Delta Dental Individual & Family™

DeltaCare® USA | Basic Plan for Families

Plan Highlights — Pediatric Enrollees (up to age 19)

Pediatric Dental Care Essential
Health Benefit

Deductible

Participating Provider
Member Responsibility for
Cost-Sharing

Deductibles and Maximums

None

Out-of-Pocket Maximum
After this amount is reached,
the plan pays 100% of the
remaining covered services for
that calendar year.

$375 one pediatric
enrollee

$750 two or more pediatric
enrollees

Non-Participating Provider
Member Responsibility for
Cost-Sharing

Non-Participating
Provider services are not
Covered except
as required for Emergency
Dental Care described
in the Pediatric Dental

Care section of this Policy

Sample of Covered Services?

Procedure | Description?® Copayment Amount’
Code
Pediatric Dental Care Essential Health Benefit Participating Non-Participating
and Care Provider Member | Provider Member
Responsibility for | Responsibility for
Cost-Sharing Cost-Sharing
Diagnostic and Preventive Services
D0999 Office visit $25
DO0120 Periodic oral exam — established No cost
patient
DO150 Comprehensive oral evaluation — No cost
new or established patient
DO0210 Complete series of x-rays $25
D0220 Periapical x-ray of tooth’s root No cost Non—.Participa.ting
D0230 Periapical x-ray of tooth’s root, each No cost Provider Services
additional image Are Not covered
D0272 Bitewing x-rays (2 images) No cost andF\(Jo”uCPsi the
D0274 Bitewing x-rays (4 images) No cost
D0330 Panoramic x-ray $25
D1110 Prophylaxis (cleaning) — adult $15
D120 Prophylaxis (cleaning) — child $15
D1208 Fluoride treatment $15
D1351 Sealant — per tooth $15




Procedure
Code

Description?

Copayment Amount’

and Care

Pediatric Dental Care Essential Health Benefit

Basic Services

Participating
Provider Member
Responsibility for

Cost-Sharing

Endodontics

tooth, 3 surfaces

D2140 Amalgam (silver-colored) filling, 1 $60
surface

D2150 Amalgam (silver-colored) filling, 2 $85
surfaces

D2160 Amalgam (silver-colored) filling, 3 $110
surfaces

D2330 Resin (tooth-colored) filling, front $90
tooth, 1 surface

D2331 Resin (tooth-colored) filling, front $100
tooth, 2 surfaces

D2332 Resin (tooth-colored) filling, front $110
tooth, 3 surfaces

D2391 Resin (tooth-colored) filling, back $90
tooth, 1 surface

D2392 Resin (tooth-colored) filling, back $110
tooth, 2 surfaces

D2393 Resin (tooth-colored) filling, back $140

Periodontics

D3310 Root canal, front tooth $350
D3320 Root canal, premolar tooth $350
D3330 Root canal, molar tooth $350

Oral Surger

y

D4341 Periodontal scaling and root planing $105
— four or more teeth per quadrant
D4910 Periodontal maintenance $55

completely bony

D7140 Extraction (removal) of a fully $85
exposed tooth

D7210 Extraction of erupted (exposed) $165
tooth

D7240 Extraction of fully impacted tooth, $280

Non-Participating

Provider Member

Responsibility for
Cost-Sharing

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost




Procedure
Code

Description?

Copayment Amount’

and Care

Pediatric Dental Care Essential Health Benefit

Participating
Provider Member
Responsibility for

Cost-Sharing

Major Services

D2750 Crown, porcelain and precious metal $350

D2790 Crown, precious metal $350

D5110 Full upper denture $350

D6240 Bridge pontic, porcelain and precious $350
metal

D6750 Bridge crown, porcelain and precious $350
metal

Orthodontics

D8080 Pediatric services* $3504

D8090 Adult services $3504

Non-Participating

Provider Member

Responsibility for
Cost-Sharing

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

T Featured benefits represent the most frequently used services covered under your plan; other services are also covered. After
enroliment, DeltaCare USA will make available a complete list of covered services and copayments, along with any limitations and
exclusions that apply. If applicable, service areas are detailed in the limitations and exclusions.

2 Copayments and procedure descriptions referenced above are intended to clarify the delivery of benefits under the DeltaCare USA
plan. They are not to be interpreted as CDT-2022 descriptors or nomenclature, which are under copyright by the American Dental

Association.

3 A copayment is the amount the enrollee pays for covered services at the time of treatment.
4 Orthodontic Services for Pediatric Enrollees must meet medical necessity as determined by a dentist.



Plan Highlights — Adult Enrollees (age 19 and older)

Adult Dental Care

Deductibles and Maximums

Participating Provider
Member Responsibility for

Cost-Sharing

remaining covered services for
that calendar year.

Deductible None
Out-of-Pocket Maximum

After this amount is reached,

the plan pays 100% of the None

Non-Participating Provider
Member Responsibility for
Cost-Sharing

Non-Participating Provider
Services Are Not covered
and You Pay the Full Cost

Sample of Covered Services?

Copayment Amount’

Procedure | Description?
Code
Adult Dental Care Participating
Provider Member
Responsibility for
Cost-Sharing
Diagnostic and Preventive Services
D0999 Office visit $20
DO0120 Periodic oral exam — established $5
patient
DO150 Comprehensive oral evaluation — $5
new or established patient
D0210 Complete series of x-rays $20
D0220 Periapical x-ray of tooth’s root $5
D0230 Periapical x-ray of tooth’s root, each $5
additional image
D0272 Bitewing x-rays (2 images) $5
D0274 Bitewing x-rays (4 images) $5
D0330 Panoramic x-ray $20
D110 Prophylaxis (cleaning) — adult $15
D1208 Fluoride treatment $15

Non-Participating

Provider Member

Responsibility for
Cost-Sharing

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost




Procedure
Code

Description?

Copayment Amount’

Adult Dental Care

Basic Services

Participating
Provider Member
Responsibility for

Cost-Sharing

Endodontic

tooth, 3 surfaces
S

D2140 Amalgam (silver-colored) filling, 1 $55
surface

D2150 Amalgam (silver-colored) filling, 2 $75
surfaces

D2160 Amalgam (silver-colored) filling, 3 $100
surfaces

D2330 Resin (tooth-colored) filling, front $80
tooth, 1 surface

D2331 Resin (tooth-colored) filling, front $90
tooth, 2 surfaces

D2332 Resin (tooth-colored) filling, front $100
tooth, 3 surfaces

D2391 Resin (tooth-colored) filling, back $80
tooth, 1 surface

D2392 Resin (tooth-colored) filling, back $100
tooth, 2 surfaces

D2393 Resin (tooth-colored) filling, back $130

Periodontic

S

D3310 Root canal, front tooth $280
D3320 Root canal, premolar tooth $340
D3330 Root canal, molar tooth $350

Oral Surgery

D4341 Periodontal scaling and root planing $105
— four or more teeth per quadrant
D4910 Periodontal maintenance $55

completely bony

D7140 Extraction (removal) of a fully $75
exposed tooth

D7210 Extraction of erupted (exposed) $165
tooth

D7240 Extraction of fully impacted tooth, $235

Non-Participating

Provider Member

Responsibility for
Cost-Sharing

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost




Procedure
Code

Description?

Copayment Amount’

Adult Dental Care

Participating
Provider Member
Responsibility for

Cost-Sharing

D2750 Crown, porcelain and precious metal $350

D2790 Crown, precious metal $350

D5110 Full upper denture $350

D6240 Bridge pontic, porcelain and precious $350
metal

D6750 Bridge crown, porcelain and precious $350
metal

Orthodontics

D8090 Adult services $3250

Non-Participating

Provider Member

Responsibility for
Cost-Sharing

Major Services

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

Non-Participating

Provider Services

Are Not covered

and You Pay the
Full Cost

T Featured benefits represent the most frequently used services covered under your plan; other services are also covered. After
enroliment, DeltaCare USA will make available a complete list of covered services and copayments, along with any limitations and
exclusions that apply. If applicable, service areas are detailed in the limitations and exclusions.

2 Copayments and procedure descriptions referenced above are intended to clarify the delivery of benefits under the DeltaCare USA
plan. They are not to be interpreted as CDT-2022 descriptors or nomenclature, which are under copyright by the American Dental

Association.

3 A copayment is the amount the enrollee pays for covered services at the time of treatment.




Services Areas

Coverage is available in the following counties in New York:

Cayuga Nassau Rensselaer
Cortland New York Rockland
Genesee Oswego Suffolk
Kings Queens Tompkins

Westchester

SA_DCU_NY_23



Can you read this document? If not, we can have somebody help you read it. You may also be able to get this document
written in your language. For free help, please call 888-857-0337  (TTY: 711).

¢, Puede leer este documento? Si no, podemos encontrar a alguien que lo ayude a leerlo. También puede obtener este
documento escrito en su idioma. Para obtener ayuda gratuita, llame al  888-857-0337  (servicio de retransmision TTY
deben llamar al 711). (Spanish)

RHE BT TRREA S HNE ? A0 AEE - Bl 35 NEBERRE - B DS NEHRES R A - WIREREER) » B2
888-857-0337  (TTY: 711) - (Chinese)

Ban c6 doc dudc tai liéu nay khdng? Néu khéng, chiing téi sé clr mét ai do gitp ban doc. Ban cling cé thé nhan dudc tai liéu
nay viét bang ngén nglr ctia ban. D& nhan dugc trg gidp mién phi, vui long goi  888-857-0337  (TTY: 711). (Vietnamese)

o] HAE Ho F AFUZ? ¢ F glod tE Alde] tiAl gl =" FUTE Sol 2 Mg E #A4E o
TEJFHL FERE RS %71%— AskAH 888-857-0337  (TTY: 711)H O & a4 A £, (Korean)

Nababasa mo ba ang dokumentong ito? Kung hindi, may tao kaming makakatulong sa iyong basahin ito. Maaari mo ring
makuha ang dokumentong ito nang nakasulat sa iyong wika. Para sa libreng tulong, pakitawagan ang  888-857-0337
(TTY: 711). (Tagalog)

Bbl MOXeTe npounTaTb 3TOT AOKYMEHT? ECnu HET, Mbl MOXEM NPeOCTaBUTb BaM KOro-H1OYAb, KTO MOMOXET BaM NpovnTaTh
ero. Bbl Takke MoOXeTe NONy4nTb 3TOT AOKYMEHT Ha CBOEM si3blke. [1ns1 nonyyeHust GecnnaTtHoi NoMoLLm, npock6a 3BOHUTL
no Homepy 888-857-0337 (tenetawn: 711). (Russian)

Bacluoel) clizly GoiSio witud! i e Jpasdl Lol eliSg Loy l3el,3 & duelug oo el 39 O LS cuaains ¥ S 13 Sutuc] s 82,3 mdas Ja
(Arabic) (TTY: 711)  888-857-0337  _ Jul dolock

Eske w ka li dokiman sa a? Si w pa kapab, nou ka fé& yon moun ede w li I. Ou ka gen posiblite pou jwenn dokiman sa a tou ki
ekri nan lang ou. Pou jwenn ed gratis, tanprirele  888-857-0337  (TTY: 711). (Haitian Creole)

Pouvez-vous lire ce document ? Si ce n’est pas le cas, nous pouvons faire en sorte que quelqu’un vous aide a le lire. Vous
pouvez également obtenir ce document écrit dans votre langue. Pour obtenir de I'assistance gratuitement, veuillez appeler le
888-857-0337 (TTY : 711). (French)

Mozesz przeczytac¢ ten dokument? Jesli nie, mozemy Ci w tym poméc. Mozesz takze otrzymaé ten dokument w swoim
jezyku ojczystym. Po bezptatng pomoc zadzwon pod numer  888-857-0337  (TTY: 711). (Polish)

Vocé consegue ler este documento? Se ndo, podemos pedir para alguém ajuda-lo a ler. Vocé também pode receber este
documento escrito em seu idioma. Para obter ajuda gratuita, ligue  888-857-0337 (TTS: 711). (Portuguese)

Non riesci a leggere questo documento? In tal caso, possiamo chiedere a qualcuno di aiutarti a farlo. Potresti anche ricevere
questo documento scritto nella tua lingua. Per assistenza gratuita, chiama il numero  888-857-0337  (TTY: 711). (ltalian)

COXEZBHRAICBNEITH?ERACBNBVERICIEERAR T VT 7 ZFRIETVWEREEIET.COXEZCHFEDS
BEBICERLEBDESZEDTIZHEDHDE T EROYR—MMIDOWVWTIE.  888-857-0337 (TTY: 711) FTHRVLEHELE
IL\, (Japanese)

Kdénnen Sie dieses Dokument lesen? Falls nicht, kdnnen wir Ihnen einen Mitarbeiter zur Verfiigung stellen, der Sie dabei
unterstitzen wird. Moglicherweise kénnen Sie dieses Dokument auch in Ihrer Sprache erhalten. Rufen Sie fiir kostenlose
Hilfe bitte folgende Nummer an:  888-857-0337  (Schreibtelefon: 711). (German)

Ob) 1y G Ol wilets Sl 9San iz S SeS b b (e () Oles 10 B eudladn asi 3l 02338 b cdlgs 4 45 Lixgo 30 Tadlgsn 1y e ool wilgs e LT
(Persian Farsi) .(711 :TTY)  888-857-0337 0,5 (wlé ojlods o2l b 050l SaS (glp -0uiS Cdlyyo g5

WMPKA LIYP TR T JVYIVA TIX TR DY VIV 18 DX 199V TR VP KT W8YRy,0M 21X 20VImpRT 1T T DVT Vay™> 1K DIVp 8
XXTTXD  888-857-0337  :qynm yp iy »T OX WATYPIX 1R VIVP 92°N VOO TNIX XD XD WK 'K DIVMIPKT | IXT DYT
(Yiddish) 711 :0™ 7y oxM )yw0Iyn XS 1ym

Diish yinitta’go biinighah? Doo biinighahgdd éi nich’j’ yidoottahigii nihee holé. Dii naaltsoos t'aa Diné bizaad
k’ehji alyaago atdo’ nich’j” adoolnjjtgo biighah. T'aa jiik’e shika i‘doolwot ninizingo kojj’ béésh holdiilnih
888-857-0337  (TTY: 711) (Navajo)
LAP Tagline_National_Doc_10pt_8.5x11_032018



