Your Dental Summary =l= Providence

Advantage Premier 1500 Dental Health Plan
Delta Dental Premier® Network

In-Network Out-of-Network
Calendar Year Common Deductible (per person) $25
Calendar Year Common Deductible (per family) $75
Calendar Year Maximum Benefit (per person) $1,500

* In-Network and Out-of-Network services accumulate together to meet the Calendar Year Deducti

Important information about your plan \
This summary provides only highlights of your benefits. To view your plan details, register and login a &s& ence.com.
Q Maximum

network providers at ProvidenceHealthPlan.com/FindADentist

Benefit.
* To get the most out of your benefits, use In-Network Providers within the Delta Dentetwork. View a list of

* If you choose to go outside the network, you may be subject to billing for charg above the Maximum Plan

Allowance (MPA). Benefits for out-of-network services are based on these MPA

* Limitations and exclusions apply. See your dental handbook for details.

* For Dental customer service, including dental claims and Predeterm ien o efits, call 833-212-5035.
elow is the amount you pay after you have
met your calendar year Deductible
v Deductible does not apply In-Network Out-of-Network
Diagnostic and Preventive Services
Routine exams (2 every calendar year, including a ¢ refensive evaluation) Covered in full v Covered in full v
Bitewing X-rays (1 set every 12 months) Covered in full v Covered in full v
Full mouth or panoramic X-ray (1 every 5 yea Covered in full v Covered in full v
Cleanings (2 every calendar year) Covered in full v Covered in full v

Topical fluoride (1 every calendar year f der age 19; 1 every calendar Covered in full v Covered in full v
year for age 19 and over if recent perio8gntal Surgery or risk of decay)

Sealants (1 per tooth every 5¢yeafs; limit Unrestored occlusal surfaces  Covered in full v Covered in full v
of permanent molars)

Space maintainers (1 per s Covered in full v Covered in full v

Basic Services

Restorative filling 20% 20%
? igns and other minor surgical procedures) 20% 20%
20% 20%
eel crowns (1 per tooth for lifetime of primary teeth; 1 per tooth 20% 20%
every 24 months for permanent teeth)
Major Services
Porcelain and gold crowns (1 per tooth in a 7-year period) 50% 50%
Cast restorations (1 per tooth in a 7-year period) 50% 50%
Denture and bridge work (construction or repair of fixed bridges, partials 50% 50%
and complete dentures; limited to once every 7 years; not covered under
age 16)
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Your Dental Summary
Delta Dental Premier® Network

Below is the amount you pay after you have
met your calendar year Deductible

v Deductible does not apply In-Network Out-of-Network

Major Services

Implants (1 per lifetime per tooth space) 50% 50%

Athletic mouthguards (1 every 12 months for under age 16 and 1 every 24 50% 50%
months for ages 16 and over)

Occlusal guards (nightguard) covered up to $200 every 5 years Covered in full v Co full v
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The following services are excluded. Please refer to your Member handbook for a complete explanation of limitations
and exclusions.

«  Anesthetics, analgesics, hypnosis and most medications, including nitrous oxide

+  Charges above the maximum plan allowance

e Charting (including periodontal, orthognathologic)

«  Congenital or developmental malformations

«  Cosmetic services \
«  Duplication and interpretation of X-rays or records

«  Experimental or investigational treatment
«  Hospital costs or other fees for facility or home care A
« Instructions or training (including plaque control and oral hygiene or dietary instructioro

¢ Medications

«  Orthodontia

e Over-the-counter night guards and athletic mouth guards

*  Rebuilding or maintaining chewing surfaces (misalignment or malocclusi @ tabilizing teeth

«  Self-treatment

«  Services or supplies available under any city, county, state or federa , except Medicaid

«  Translation or sign language services are not covered as ate chatges

. Temporomandibular joint syndrome (TMJ)

«  Treatment before coverage begins or after covera@e end

«  Treatment not dentally necessary
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Explanation of terms and phrases

Coinsurance - The percentage of the cost that you may
need to pay for Covered Services.

Common Deductible - The dollar amount that an individual
or family pays for covered in-network and out-of-network
services before the plan pays any benefits within a calendar
year. In-network and out-of-network services accumulate
together to meet the calendar year deductible. The
following expenses do not apply to the individual or family
deductible: services not covered by the plan; fees that
exceed [Maximum Plan Allowance (MPA)] charges as
established by the plan; copays and coinsurance for
services that do not apply to the deductible.

In-Network - Refers to services received from an extensive
network of highly qualified dentists and providers
contracted by the Plan. Generally, your out-of-pocket costs
will be less when you receive Covered Service from In-
Network Providers.

Limitations and Exclusions - All Covered Services are
subject to the limitations and exclusions specified for your
plan. Refer to your Member handbook or contract for a
complete list.

Maximum Calendar Year Benefit — Total dollar amount of
benefits that you can receive per Calendar Year

Contact us

Maximum Plan Allowance (MPA) — The maximum amount
that the Plan will reimburse providers. The MPA is based on
a PPO fee schedule or a contracted rate. If you go to an
Out-of-Network dental provider who has contracted rates
with our dental network provider, you will not be balanced
billed for charges above the MPA. When using an Out-of-
Network dental provider who does not havedgontracted
rates with our dental network provider, theN
reimburse the provider at the MPA, and a above
the MPA is your responsibility.

Out-of-Network - Refers to service celve from

providers not in your plan’s networkyYourout-of-pocket
costs are generally higher w ceive Covered
Service outside of your pla etwork. An Out-of-Network

acted rates with Providence

redetermination request to get an estimate
Plan would pay. The predetermination will be
essed according to the member’s current policy and
ed to the dentist. You and your dentist should review
the information before beginning treatment.

Dental Customer Service: 833-212-5035
TTY:711 Q

\
<&

PGC-OR 0126 SG DENTAL
Oregon - Small Group

ProvidenceHealthPlan.com/contactus

4 DEL - 1064


http://www.providencehealthplan.com/findaprovider/
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Non-Discrimination Statement

Discrimination is against the law. Providence Health Plan ("PHP") does not discriminate or treat people unfairly
based on:

* Age * Color + Disability + National origin
 Gender identity « Language proficiency * Race « Sexual orientation
* Religion * Sex * Pregnancy

You have the following rights:
"~ To get free help from a qualified language interpreter.
~ To get written information in the language you speak. \
" To get information in a way you understand, including:
° free help from a qualified sign language interpreter, ®
° written information in large print, audio, Braille, or other formats, or A
° other reasonable modifications. O
Contact the Civil Rights Coordinator at PHP if you:
- Need reasonable modifications, appropriate auxiliary aids and services, af @ age assistance services,
" Believe PHP failed to provide services and discriminated against you
- Want to file a grievance.

Please contact our Civil Rights Coordinator in one of these ways:
1) You can call us.

Toll-Free: 1-800-878-4445 Oregon: 1-503- 0
Hearing Impaired members may call our TTY line .
2) You can mail or email us.
0

Providence Health Plan Attn: Civil Right nator

3) You also have a right to file a complaint Wit the following:
U.S. Department of Health and n Services, Office for Civil Rights
Web portal: https://ocrportalh
Email: OCRComplain
Phone: 1-800-368-
Mail: U.S. Departmg
Avenue SW, Ro

th and Human Services, 200 Independence
HH Bldg., Washington, DC 20201

inancial Regulation
Web: htt g‘vﬂlg r.@regon.gov/Pages/index.aspx
Engail P ranceHeIp@dcbs.oreqon.qov
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mailto:PHPAppealsandGrievances@providence.org
mailto:PHPAppealsandGrievances@providence.org
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsfWA
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsfWA
mailto:OCRComplaint@hhs.gov
mailto:OCRComplaint@hhs.gov
https://dfr.oregon.gov/Pages/index.aspx
https://dfr.oregon.gov/Pages/index.aspx
mailto:DFR.InsuranceHelp@dcbs.oregon.gov 
mailto:DFR.InsuranceHelp@dcbs.oregon.gov 

Language Access Information

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-800-878-4445 (TTY: 711).

Spanish: ATENCION: si habla espaiiol, tiene a su disposicidn servicios gratuitos de asistencia linglistica.
Uame al 1-800-878-4445 (TTY: 711).

Russian: BHUMAHME: Echm Bet rosopmure no-pycckm, 70 Bam AocTynHB! yeayru BecnaaTHOR A3bIKOBOR
noaaepmkn. Isonmte 1-800-878-4445 (renetaiin: 711).

Vietnamese: CHU Y: Néu quy vi néi Tiéng Viét, cd cac dich vy hd trgr ngdn ngir mién phi danh chuqu@

Xin goi 6 1-800-878-4445 (TTY: 711).

Traditional Chinese: ;£ 8 | MRBMTHPNY - MOLIRBWFESTEBEE - EE{EIBOD-
(TTY: 711) -

Kushite: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, ka &aan ala, ni
argama. Bilbilaa 1-800-878-4445 (TTY: 711).

Farsi:

g oLl 1-B00-878-4445 (TTY: 711) b 398 ¢ £ Lt & O Sipges &5 S p)lh O 4 81 g g5
Ukrainian: YBATA! Axwo B po3moBaAcTe yKPAIHCHKOK MOBOIO, AnA B HPBEIKOWTOBHI NOCAYTH
MOBHOI NiATPHMEKK. TenedonyiaTe 3a Homepom 1-800-878 Tenetami: 711).

Japanese: J3H154: B AFECOBEAZHRAOES = A B TTRIM T E

4. 1-800-878-4445 (TTY: 711) £T, BEIE{TX0

Korean: £2|: SIS0 & MEGIAI= 22, 810 I AE SEZ 0IB5t& 5 ASLICH 1-800-
878-4445 (TTY: 711) MO Z MBl6H T AL

Nepali: ®T Eﬂiﬂ'{{: ngﬁ Aarat

JUTR & | 1-800-878-4445 (TTY: 711}

Romanian: ATENTIE: Dacd vorbiti limba
lingvistica. Sunati 1-800-3?8-4’445

fAm vy Wl YaeeE [A-gen U
I

i, va stau la dispozitie servicii gratuite de asistentd

German: ACHTUNG: Wenn & sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Verfigung. Rufnummer: 1- 5 (TTY: 711).

Hmong: LUS CEEB TOOM: j hais lus Hmoob, cov kev pab txhais lus, muaj kev pab dawb rau
koj. Hu rau 1-800-87 1 711).

Cambodian: 7 pi 10AIS thgASunwMmanig:

HIGEN AAmwEsAsIGHiIMNAYAY WUIUTISIRID IS 1-800-878-4445
(TTY: 7

Laotian: cQIMIL: 1) 20MIMEDIWITIDI0, FEL NIVY 08X 8 O MWII
towu” cave  2lvivin. Tn 1-800-878-4445 (TTY: 711).
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