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S

Im-
portant Information and

PPO PREMIER NON-PAR

Deductible $25/75 * $50/150* $75/225

Annual Maximum $1,000 $1,000 $1,000

Orthodontic Lifetime Maximum $1,000 $1,000 $1,000

Benefit Categories COINSURANCE

Check-Ups and Teeth Cleaning 

 

00% 00% 20%

Cavity Repair and Tooth Extraction 10%

50%

20%

50%

40%

60%
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PPO PREMIER NON-PAR

Benefit Categories COINSURANCE

Root Canals

 

50% 50% 60%

Gum and Bone Diseases

 

50% 50% 60%

High Cost Restorations

 

50% 50% 60%

Dentures and Bridges

 

 

50% 50% 560%

Straighter Teeth 50% 50% 50%
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I

-

WHAT YOU SHOULD KNOW ABOUT PPO PANEL DENTISTS

 later in 

 n

 n less

 n

 n

 n
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 n

-
This does not apply 

situation, the PPO Panel Dentist is not limited in the amount of the payment 
 

WHAT YOU SHOULD KNOW ABOUT PARTICIPATING DELTA DENTAL 
DENTISTS 

-

 n

 n more -

 n

 n

 n

 n
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WHAT YOU SHOULD KNOW ABOUT DENTISTS WHO  
DO NOT PARTICIPATE WITH DELTA DENTAL 

-

 n

 
 n

 n

-
 

 n

 n

-

 n

-

QUESTIONS WE ASK WHEN YOU RECEIVE DENTAL CARE
, you 
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Is the Procedure Dentally Necessary? 

 n

 n

-

Is the Procedure Dentally Appropriate? 
-

 n -

 n

 n

Is the Procedure Subject to Contract  Limitations? 

 n

 n

 n -

 n

 n

This only applies if 

 n
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OUR PAYMENT POLICY

 n

 n

 n

UNDERSTANDING PAYMENT VOCABULARY
Anniversary Date

Benefit Period

Billed Charge 

Contract Period Effective Date

Covered Charge
that is a 

Covered Services

Delta Dental Member Company
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Eligible Covered Person(s)

Maximum Plan Allowance  

-

-

PPO Schedule

UNDERSTANDING AMOUNTS YOU PAY TO SHARE COSTS
Deductible 

-

 
Please Note
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Member Coinsurance

Benefit Period Maximum or Annual Maximum

 Please Note: 
-

                                                             
     

Lifetime Maximum

                           
Other Payment Responsibilities

   

HELPING WHEN YOU HAVE QUESTIONS 
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BENEFITS
CHECK-UPS AND TEETH CLEANING
DIAGNOSTIC AND PREVENTIVE SERVICES

Dental Cleaning (Prophylaxis)

Limitation: 

Oral Evaluations

Limitation: 

Topical Fluoride Applications

Limitation: 

X-Rays: 
Full-Mouth X-Rays 

Limitation: -

Occlusal X-Rays

Limitation: 

Periapical X-Rays  
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Sealant/Preventive Resin Applications

Limitation:

Space Maintainers for Missing Back Teeth

Limitation:

CAVITY REPAIR AND TOOTH EXTRACTIONS
ROUTINE AND RESTORATIVE SERVICES 

Emergency Treatment (Palliative Treatment) 

General Anesthesia/Sedation
Limitation: 

-

Restoration of Decayed or Fractured Teeth

Limited Occlusal Adjustment 

Limitation: -

Routine Oral Surgery  
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X-Rays: 
Bitewing X-Rays

-

Limitation

Limitation: 

Alveoloplasty

ROOT CANALS
ENDODONTIC SERVICES

Apicoectomy/Periradicular Surgery 
-

Direct Pulp Cap

Pulpotomy

Retrograde Fillings 

Root Canal Therapy
-
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GUM AND BONE DISEASES  
PERIODONTAL SERVICES

Please note:  

Full Mouth Debridement
Limitation: 

Conservative Periodontal Procedures (Root Planing and Scaling) 

Limitation:

Complex Periodontal Procedures 

Limitation: 

Periodontal Maintenance Therapy
 

Limitation: 
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HIGH COST RESTORATIONS
CAST RESTORATIONS
Please note:  

Cast Restorations for Complicated Tooth Decay or Fracture 

Crowns

-

Limitation

-

Inlays

Limitation: 
 

Onlays 

Posts and Cores

Recementation of Cast Restorations

Limitation
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DENTURES AND BRIDGES
PROSTHETICS
 
Please note:  

Please note: -

Bridges 

Limitation:

Dentures (Complete and Partial) 

Limitation:

Denture Adjustments
Limitation: 

Tissue Conditioning
-
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STRAIGHTER TEETH
CORRECTIVE ORTHODONTICS 

Limitation:  

-

Diagnostic Cast

Limitation:
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S
does not

Please note:

CERTIFICATE EXCLUSIONS
Anesthesia or Analgesia 

Broken Appointments 

Certificate Termination

Complete Occlusal Adjustment 

Complications of a Non-Covered Procedure 

Congenital Deformities

 
Controlled Release Device



22

Cosmetic in Nature 

Desensitizing Medicament or Resin

Drugs
-

Effective Date

Experimental or Investigative
-

Government Programs

Guided Tissue Regeneration

Incomplete Services 

Indirect Pulp Caps 
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Infection Control 
separate

 

an additional fee for 

Lost or Stolen Appliances 

Medical Services or Supplies 

Military Service

Payment Responsibility

Periodontal Appliances 

Periodontal Splinting
-

Plaque Control Programs, Oral Hygiene Instructions, and Dietary Instructions

Provisional Crowns, Bridges or Dentures
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Repair, Replacement or Duplication of Orthodontic Appliances 

Services Not Reimbursed to Some Extent by Delta Dental

-

Services Provided in Other Than Office Setting 

Specialized Services

Straighter Teeth - Corrective Orthodontics 

Temporary or Interim Procedures

Temporomandibular Joint Dysfunction (TMD)
-

Treatment By Other Than A Licensed Dentist
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Treatment in Progress

Unerupted Teeth

Workers’ Compensation 

-
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THE NOTIFICATION 

 n

 n

THE APPROVAL
-

 n

 n

-

THE TREATMENT PLAN

When to Submit a Treatment Plan



27

Where to Send a Treatment Plan

 
 

THE TREATMENT PLAN REVIEW

 n  
 n

 n

Reconsideration Request of Treatment Plan

Please note: 
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F

WHEN TO FILE YOUR CLAIM

after

  
 

 

FILING WHEN YOU HAVE OTHER COVERAGE 
COORDINATION OF BENEFITS

-
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What You Should Do

 n

 n -

What We Will Do  

 n  -

 n

 n  

 n  

 n
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What You Should Know About Children

 n

 n

 n

APPEALING A DENIED CLAIM OR ADVERSE BENEFIT DETERMINATION 
YOUR INITIAL REQUEST FOR A REVIEW

-

DELTA DENTAL’S REPLY
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REVIEWING RECORDS
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YOUR CERTIFICATE

COVERAGE ELIGIBILITY
ELIGIBLE COVERED PERSONS

 n

 n

 n
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ELIGIBLE CHILD(REN) COVERAGE TERMINATES

Eligibility Enrollment Requirements

 n

 n

 n

QUALIFIED MEDICAL CHILD SUPPORT ORDER (QMCSO) 
-

WHEN COVERAGE BEGINS

Please note:

-
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WHEN COVERAGE ENDS

 n

Persons
 n

 n

 n

 n

 n

Authority to Terminate, Amend, or Modify

-

CONTINUED COVERAGE (COBRA)

Coverage Continuation Under Federal Law — COBRA 
-

 n

 n

 n

 n
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 n

 n

 n

Please note:

 n

 n

-

-

Length of Coverage under COBRA 

 n -

 n
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 n

 n

-

 n

PREMIUMS

COVERAGE CHANGES
EVENTS CHANGING COVERAGE

 n

 n

 n

 n

 n

 n

 n

 n not

 n

 n

 n   or em-
 In 

 n

-
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-

NOTIFICATION OF CHANGE

 

AUTHORIZED CERTIFICATE CHANGES

 n

-

 n

 n

COVERAGE TERMINATION
EFFECTS OF TERMINATION

 n -

 n

 n
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-

OUR RIGHT TO RECOVER PAYMENTS
PAYMENT IN ERROR 

SUBROGATION

 n

 n

 n

 n

 n

 n

 n

 n

 n

 n

 n -
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OTHER INFORMATION
NOTICE

 
 

 

NONASSIGNMENT

GOVERNING LAW

LEGAL ACTION

INFORMATION IF YOU OR A MEMBER OF YOUR FAMILY 
IS ENROLLED IN MEDICAID

Assignment of Rights 
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Enrollment Without Regard to Medicaid

-

Acquisition by States of Rights of Third Parties

-





Delta Dental of Iowa
P.O. Box 9000

Johnston, IA 50131-9000
Hearing Impaired Toll Free: 1-888-287-7312

Toll Free: 1-800-544-0718
Local: 1-515-261-5500

www.deltadentalia.com
claims@deltadentalia.com


