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DeltaCare® USA

Provided by:

Delta Dental of California
17871 Park Plaza Drive, Suite 200
Cerritos, CA 90703

Administered by:

Delta Dental Insurance Company
P.O. Box 1803

800-422-4234

deltadentalins.com

Dental Health Care Program for  
Eligible Employees and Dependents

Combined Evidence of Coverage and Disclosure Form

Southern California IBEW NECA



EVIDENCE OF COVERAGE
DISCLOSURE FORM

DeltaCare® USA Dental HMO Program
 

This booklet is a Combined Evidence of Coverage and Disclosure Form (“EOC”) for 
your DeltaCare USA Dental HMO Program (“Program”) provided by Delta Dental of 
California (“Delta Dental”).  The Program has been established and is administered 

issued by Delta Dental.

THE EOC CONSTITUTES ONLY A SUMMARY OF THE PROGRAM.  AS REQUIRED 
BY THE CALIFORNIA HEALTH & SAFETY CODE, THIS IS TO ADVISE YOU THAT 
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 

TO THE TERMS WHICH ARE MOST FAVORABLE TO YOU.  READ THIS EOC CAREFULLY 
AND COMPLETELY.  PERSONS WITH SPECIAL HEALTHCARE NEEDS SHOULD READ THE 
SECTION ENTITLED “SPECIAL NEEDS”.

BE FURNISHED TO YOU UPON REQUEST.

DENTAL BENEFITS.

IMPORTANT: If you opt to receive dental services that are not covered services 

call Customer Service at 800-422-4234 or your insurance broker. To fully understand 
your coverage, you may wish to carefully review this evidence of coverage 
document.

4234.
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Definitions

Administrator

Benefits

Client

Contract Dentist

Contract Orthodontist

Contract Specialist

Copayment

Dentist

Eligible Dependent

Eligible Employee

Emergency Service

Enrollee

Open Enrollment Period

Out-of-Network
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Preauthorization

Reasonable

Special Health Care Need

Specialist Services

Spouse

Treatment In Progress

We, Us or Our

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

EMERGENCY
SERVICES

Continuity of Care
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Special Needs

Facility Accessibility

Benefits, Limitations and Exclusions
Description of Benefits and

Copayments

Copayments and Other Charges
Description of Benefits and

Copayments

Description of Benefits and Copayments

Emergency Services
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Specialist Services

Description of Benefits and Copayments

Second Opinion

Enrollee Complaint Procedure
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Claims for Reimbursement

Provider Compensation

Emergency Services

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

Processing Policies

Coordination of Benefits
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Enrollee Complaint Procedure
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800-422-4234

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

Public Policy Participation by Enrollees
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Renewal and Termination of Benefits

Cancellation of Enrollment

Enrollee
Complaint Procedure

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

at your expense
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Qualified Beneficiary

Qualifying Event

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

Description of Benefits and Copayments

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

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

CODE DESCRIPTION PAYS

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

limited to permanent molars through age 15 .

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

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

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

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

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

child to age 9 ...

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

(anterior) ..
anterior .

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

 .....
 .....

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

 ....
 .......

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

 ....

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

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

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

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

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

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

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

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

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

 .....

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

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

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

 ......

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

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

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

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

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

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

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

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

Limitations of Benefits

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

Benefits and Copayments

or

Emergency Services
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call or write:

Toll Free
800-422-4234

Delta Dental of California
17871 Park Plaza Drive, Suite 200
Cerritos, CA  90703

IMPORTANT
have somebody help you read it. You may also be able 

please call right away at the Member/Customer Service 
telephone number on the back of your Delta Dental ID 
card, or 1-800-422-4234.

IMPORTANTE:
hacer que alguien le ayude a leerla. También puede 
recibir esta carta en su idioma. Para ayuda gratuita, por 
favor llame inmediatamente al teléfono de Servicios 
al miembro/cliente que se encuentra al reverso de su 

4234.

Delta Dental 
ID /

 1-800-422-4234

 EOC_CA10A_71175_V17_12.13.2016


