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Delta Dental Insurance Company

P.O. Box 1803

Alpharetta, GA 30023

DeltaCare® USA

Ready to get started? 

Manage your account online   _______________

Get to know your plan   ____________________

Know your dentist   _______________________

Visit your dentist   ________________________

12-18-2019

Welcome, Firstname! We’re glad to have you as a customer.

Learn how to make the most of your plan at deltadentalins.com/deltacare.

Can we help?

Visit our website at

deltadentalins.com/deltacare

Your plan

DeltaCare® USA

AZ16A

#113410A (rev 7/18) GROUP DCUSA

Once you’ve registered for an online account at
deltadentalins.com/deltacare, you can review
plan information, access your ID card, view
or change your assigned dentist and contact
Customer Service.

You must visit your selected primary care
DeltaCare USA dentist to use plan benefits. Find
information about your selected dentist on the
back of this letter.

Read your plan booklet for a complete list of
covered procedures, copayments, plan limitations
and exclusions.

You don’t need a paper ID card, but we’re
providing two cards for your reference. Just give
the dentist your name, date of birth and Social
Security or Enrollee ID Number.



Additional information:
Call 800-422-4234 or
visit deltadentalins.com/deltacare

In AZ, the DeltaCare USA plan is underwritten by

Alpha Dental of Arizona, Inc. and administered by

Delta Dental Insurance Company. These companies

are financially responsible for their own products.

Additional information:
Call 800-422-4234 or
visit deltadentalins.com/deltacare

In AZ, the DeltaCare USA plan is underwritten by

Alpha Dental of Arizona, Inc. and administered by

Delta Dental Insurance Company. These companies

are financially responsible for their own products.

016236
Provider Name
3564 Provider Rd Ste 100
Antelope, AZ 95843-9003

If you decide you want to change dentists, it’s easy. Register at deltadentalins.com/deltacare after your
effective date, and select “Choose Provider.” To change a dentist for an Enrollee or dependent, click on the
associated check box and click the Add button. You can enter the six-digit facility code if you have already
selected a dentist facility, search for a new dentist by ZIP code or have us choose one for you. Change requests
made by the 21st of the month are effective the first day of the following month. You can also call
Customer Service for assistance selecting a new dentist.

Dentist Facilities   _____________________________________________________________________

Questions?

Contact us:

Phone: 800-422-4234
8 a.m. to 9 p.m. ET.

TTY/TTD: 7-1-1
Available 24/7

Write: DeltaCare USA Customer Service
P.O. Box 1803
Alpharetta, GA 30023

We are committed to protecting your privacy. View our privacy notices at: deltadentalins.com/about/privacy.

Enclosures: Language Assistance Statement, Plan Booklet and Notice of Privacy Practices.

Protect your oral health. Prevention is the key to avoiding tooth and gum problems. Care for your teeth at home
with regular brushing and flossing. It’s also important to visit your dentist. Regular exams and cleanings can help
catch dental problems early. To learn more about prevention and avoiding dental problems, ask your dentist.
You can also visit our website at deltadentalins.com/oral_health. You’ll find oral health articles, videos and other
tools and tips for caring for your teeth. Don’t forget to sign up for Grin!, our free dental health e-magazine.

In AZ, the DeltaCare USA plan is underwritten by Alpha Dental of Arizona, Inc. and administered by Delta Dental
Insurance Company. These companies are financially responsible for their own products.



كنك أيضًا الحصول على هذا المستند  ا  كننا أن نوفر لك من يساعدك في قراءتها. ر هل تستطيع قراءة هذا المستند؟ إذا كنت لا تستطيع، 
مكتوباً بلغتك للمساعدة المجانية اتصل بـ
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ی توانید، ما قادریم از شخصی بخواھیم تا در خواندن این م به ش کمک کند.   آیا می توانید این م را بخوانید؟ در صورتی که 

اس بگیرید:   ره  ھمچنین ممکن است بتوانید این م را به زبان خود دریافت کنید. برای کمک رایگان با این ش
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Visit your DeltaCare USA dentist.
You must visit your selected 
DeltaCare USA primary care 

dentist to receive benefits under your 
plan.1 Find or change your dentist2 
at deltadentalins.com or by calling 
Customer Service.

•	You don’t need a dental plan ID card 
when you visit the dentist. Simply 
provide your name, birth date and 
enrollee ID or Social Security number. 
If your family members are covered 
under your plan, they will need to 
provide your information.

•	There are no claims forms to complete 
— just pay your copayment, if any, at 
the time of treatment.3

DeltaCare® USA

1	In WY, you do not need to select a primary care dentist, but you must visit a DeltaCare USA dentist to 
receive benefits. In the following states, you can maximize your savings when you visit a DeltaCare USA 
dentist, although you may visit any licensed dentist and receive out-of-network coverage: AK, CT, LA, 
ME, MS, MT, NC, ND, NH, OK, SD, VT. Refer to your plan booklet for details about your out-of-network 
benefits.

2	Changes received by the 21st of the month will be effective the first day of the following month. Verify 
that the dentist is your selected DeltaCare USA primary care dentist before each appointment. In the 
following states, you can change your dentist any time without contacting Delta Dental: AK, CT, LA, ME, 
MS, MT, NC, ND, NH, OK, SD, VT, WY.

3	You may have to complete a claim form if you visit an out-of-network dentist, such as for limited 
emergency treatment or in the following states: AK, CT, LA, ME, MS, MT, NC, ND, NH, OK, SD, VT.

4	Most services not performed by your primary care dentist must be authorized by Delta Dental. In some 
states, specialty care benefits are only available for services performed by a DeltaCare USA specialist. 
Refer to your plan booklet for more information.

•	If you require treatment from a specialist, 
your primary care dentist will coordinate a 
referral for you.4

Seek preventive care.
Regular exams and cleanings are 
available at low or no cost. These 

services help catch problems before they 
require costly and extensive treatment.

Set up an online account.
Get information about your plan 
anytime, anywhere by signing up 

for an online account. This useful service lets 
you find a network dentist, view or print your 
ID card and more. The one-time registration 
process takes only a minute.

1
2

3

8 ways to make the most of 
your dental plan

Elevate 			
Your Smile 

deltadentalins.com/enrollees
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Get to know your plan. 
Many DeltaCare USA plans have 
no exclusions for pre-existing 

conditions, including missing teeth.5 Read 
your plan booklet for a complete list of 
covered procedures, copayments, plan 
limitations and exclusions.

Coordinate benefits.
Are you covered under a second 
dental plan? Ask your dentist to 

include information about both plans with 
your claim, and we’ll handle the rest.5

Complete in-progress 
orthodontic care.
If you began orthodontic 

treatment under a previous employer-
sponsored plan, you may be covered for 
continuing treatment with your current 
orthodontist. The copayments and fees 
of your previous plan would apply.5

Online assistance:
For quick and easy online assistance, go to deltadentalins.com/deltacare, and click on  
Contact Us Online.

Telephone assistance:
DeltaCare USA: 800-422-4234 (toll-free) 
•	 �Use our automated phone system, available 24/7.

•	Speak to a Customer Service representative: Monday to Friday, 8 am – 9 pm Eastern time.

Talk to your dentist. 
From pregnancy to diabetes, 
overall health can affect your 

dental health. Start each visit with a quick 
chat about any issues.

Stay informed.
Get oral health tools and tips at 
our SmileWay® Wellness site 

(mysmileway.com). Don’t forget to 
subscribe to Grin!, our free dental  
wellness e-magazine.

DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, Inc.; AZ — Alpha Dental of Arizona, Inc.; CA — Delta Dental of 
California; AR, CO, IA, MA, ME, MI, MN, NC, ND, NE, NH, OK, OR, RI, SC, SD, VA, VT, WA, WI, WY — Dentegra Insurance Company; AK, CT, DC, DE, FL, GA, KS, LA, 
MS, MT, TN, WV — Delta Dental Insurance Company; HI, ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha Dental Programs, Inc.; NV — Alpha Dental of Nevada, Inc.; UT — 
Alpha Dental of Utah, Inc.; NM — Alpha Dental of New Mexico, Inc.; NY — Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania. Delta Dental Insurance 
Company acts as the DeltaCare USA administrator in all these states. These companies are financially responsible for their own products.

LEGAL NOTICES: Access federal and state legal notices related to your plan: deltadentalins.com/about/legal/index-enrollee.html. 

5	This provision may not apply to all plans. Please refer to your plan booklet for specific coverage details.

4

5

6

7

8

Contact us



Continuous Orthodontic Coverage Form (To be completed by the treating orthodontist)
If your patient’s previous orthodontic coverage was through an employer-sponsored dental plan and the 
patient meets all of the above conditions, please provide the following information:

Primary enrollee’s name: _______________________	 Previous dental plan end date: ___________________

Primary enrollee’s ID #:  ________________________	 Banding date of patient: ________________________

Name of employer/organization: ________________	 Orthodontist’s name: ___________________________

Patient’s name _______________________________	 Orthodontist’s address: _________________________

Previous dental plan carrier: ____________________	 Orthodontist’s phone number:  ___________________

Previous plan’s total financial obligation: ________________________________________________________

In addition, please include the following required documents and information:
• Completed claim form, including the banding date.
• Explanation of Benefits showing how much the previous plan has paid to date and amount remaining.

Mail to:	 DeltaCare USA
Claims Department
P.O. Box 1810 
Alpharetta, GA 30023

Q+A: Continuous Orthodontic Coverage with your DeltaCare USA Plan
Welcome to your DeltaCare USA plan!
If you or an eligible member of your family has 
started orthodontic treatment under a previous plan 
sponsored by an employer/organization, you may be 
able to continue that coverage when you switch to a 
DeltaCare USA plan.

How does it work?
Through a provision called orthodontic treatment 
in progress, your DeltaCare USA plan allows you to 
continue treatment you started under your previous 
dental plan sponsored by an employer/organization. 
You have the convenience of visiting the same 
orthodontist and enjoying the same coverage and 
copayments as your previous plan. You pay the 
same amount that you would have paid under your 
previous coverage, as long as you remain eligible for 
coverage under your DeltaCare USA plan.

How do I qualify?
If you started orthodontic treatment under your 
previous dental plan, and if banding has taken place, 
you are eligible for continuous coverage under your

DeltaCare USA plan and may continue to visit the 
same orthodontist.

If banding has not occurred, you are not eligible 
for continuous orthodontic coverage. In that case, 
orthodontic treatment must be provided by a 
DeltaCare USA network orthodontist in accordance 
with the copayments, limitations and exclusions 
defined in your DeltaCare USA plan.1 

What if I am about to begin orthodontic 
treatment?
To begin orthodontic treatment, you must select 
a DeltaCare USA network orthodontist to receive 
your DeltaCare USA orthodontic benefits. Your 
copayments, limitations and exclusions are 
determined by your DeltaCare USA plan.1

How do I sign up for continuous orthodontic 
coverage?
Please have your treating orthodontist complete 
and submit the form below along with a claim 
form within 30 days of your plan effective date. 
We will coordinate benefits as necessary with your 
orthodontist.

1  �Upon enrollment in a DeltaCare USA plan, you will receive an Evidence/Certificate of Coverage (EOC/COC) booklet. Please review 
your EOC/COC for details about your plan. Retain this flyer and keep it with your EOC/COC.

DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, Inc.; AZ — Alpha Dental of Arizona, 
Inc.; CA — Delta Dental of California; AR, CO, IA, MA, ME, MI, MN, NC, ND, NE, NH, OK, OR, RI, SC, SD, VT, WA, WI, WY — Dentegra 
Insurance Company; AK, CT, DC, DE, FL, GA, KS, LA, MS, MT, TN, WV — Delta Dental Insurance Company; HI, ID, IL, IN, KY, MD, MO, 
NJ, OH, TX — Alpha Dental Programs, Inc.; NV — Alpha Dental of Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — Alpha Dental of 
New Mexico, Inc.; NY — Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania; VA – Delta Dental of Virginia. Delta Dental 
Insurance Company acts as the DeltaCare USA administrator in all these states. These companies are financially responsible for their 
own products.

DeltaCare® USA

Copyright 2016 © Delta Dental. All rights reserved. 
EF91 #97815 (rev. 5/16)
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Non-Discrimination Disclosure

DeltaCare® USA

Non-Discrimination Disclosure

Discrimination Is Against the Law

We comply with applicable federal civil rights laws and do not 

discriminate on the basis of race, color, national origin, age, 

disability, or sex, including sex stereotypes and gender identity. 

We do not exclude people or treat them differently because of 

their race, color, national origin, age, disability, or sex.

Coverage for medically necessary health services are available 

on the same terms for all individuals, regardless of sex assigned 

at birth, gender identity, or recorded gender. We will not deny 

or limit coverage to any health service based on the fact that an 

individual’s sex assigned at birth, gender identity, or recorded 

gender is different from the one to which such health service 

is ordinarily available. We will not deny or limit coverage for a 

specific health service related to gender transition if such denial 

or limitation results in discriminating against a transgender 

individual.

If you believe that we have failed to provide these services 

or discriminated in another way on the basis of race, color, 

national origin, age, disability, or sex, you can file a grievance 

electronically online, over the phone with a customer service 

representative, or by mail.

DeltaCare USA

PO Box 1803 Alpharetta, GA 30023-1803

1-800-422-4234

deltadentalins.com

You can also file a civil rights complaint with the U.S. 

Department of Health and Human Services Office for Civil Rights 

electronically through the Office for Civil Rights Complaint 

deltadentalins.com



Non-Discrimination Disclosure

Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.

jsf, or by mail or phone at: U.S. Department of Health and Human 

Services, 200 Independence Avenue SW, Room 509F, HHH 

Building, Washington DC 20201, 1-800-368-1019, 800-537-7697 

(TDD). Complaint forms are available at http://www.hhs.gov/ocr/

office/file/index.html.

We provide free aids and services to people with disabilities to 

communicate effectively with us, such as:

• qualified sign language interpreters

• written information in other formats (large print, audio, 

accessible electronic formats, other formats)

We also provide free language services to people whose primary 

language is not English, such as:

• qualified interpreters

• information written in other languages

If you need these services, contact our Customer Service 

department.

Protect your oral health. Prevention is the key to avoiding tooth 

and gum problems. Brush and floss regularly, and visit the dentist 

for cleanings and exams. To learn more about prevention and 

avoiding dental problems, visit mysmileway.com. You’ll find oral 

health articles, videos and other tools and tips for caring for your 

teeth. Don’t forget to sign up for Grin!, our free dental health 

e-magazine.

DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, Inc.; AZ 

— Alpha Dental of Arizona, Inc.; CA — Delta Dental of California; AR, CO, IA, MA, ME, MI, MN, NC, ND, NE, 

NH, OK, OR, RI, SC, SD, VA, VT, WA, WI, WY — Dentegra Insurance Company; AK, CT, DC, DE, FL, GA, KS, 

LA, MS, MT, TN, WV — Delta Dental Insurance Company; HI, ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha 

Dental Programs, Inc.; NV — Alpha Dental of Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — Alpha 

Dental of New Mexico, Inc.; NY — Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania. Delta 

Dental Insurance Company acts as the DeltaCare USA administrator in all these states. These companies are 

financially responsible for their own products.

DCU #126723 (11/19)



كنك  ا  كننا أن نوفر لك من يساعدك في قراءتها. ر هل تستطيع قراءة هذا المستند؟ إذا كنت لا تستطيع، 
 ـ ا لاحصول عل هذا المسنتد تكموبا بلغتك للمساعدا ةلمجانية اتصل ب يض
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ی توانید، ما قادریم از شخصی بخواھیم تا در خواندن این م به  آیا می توانید این م را بخوانید؟ در صورتی که 
ره  ش کمک کند. ھمچنین ممکن است بتوانید این م را به زبان خود دریافت کنید. برای کمک رایگان با این ش

اس بگیرید: 
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Notice of Privacy Practices: Confidentiality of your health care information

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 

USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  

PLEASE REVIEW IT CAREFULLY.

This notice is required by law to tell you how Delta Dental and its affiliates (“Delta 

Dental”) protect the confidentiality of your health care information in our possession. 

Protected Health Information (PHI) is defined as any individually identifiable 

information regarding a patient’s healthcare history; mental or physical condition; 

or treatment. Some examples of PHI include your name, address, telephone and/or 

fax number, electronic mail address, social security number or other identification 

number, date of birth, date of treatment, treatment records, x-rays, enrollment and 

claims records. Delta Dental receives, uses and discloses your PHI to administer your 

benefit plan or as permitted or required by law. Any other disclosure of your PHI 

without your authorization is prohibited.

We must follow the privacy practices that are described in this notice, but also 

comply with any stricter requirements under federal or state law that may apply to 

our administration of your benefits. However, we may change this notice and make the 

new notice effective for all of your PHI that we maintain. If we make any substantive 

changes to our privacy practices, we will promptly change this notice and redistribute 

to you within 60 days of the change to our practices. You may also request a copy 

of this notice anytime by contacting the address or phone number at the end of this 

notice.  You should receive a copy of this notice at the time of enrollment in a Delta 

Dental program, and we will notify you of how you can receive a copy of this notice 

every three years.

Permitted Uses and Disclosures of Your PHI
We are permitted to use or disclose your PHI without your prior authorization for 

the following purposes. These permitted uses and/or disclosures include disclosures 

to you, uses and/or disclosures for purposes of health care treatment, payment of 

claims, billing of premiums, and other health care operations. If your benefit plan is 

sponsored by your employer or another party, we may provide PHI to your employer 

or that sponsor for purposes of administering your benefits. We may disclose PHI 

to third parties that perform services for Delta Dental in the administration of your 

benefits. These parties are required by law to sign a contract agreeing to protect the 

confidentiality of your PHI. Your PHI may be disclosed to an affiliate that performs 

services for Delta Dental in the administration of your benefits. These affiliates have 

implemented privacy policies and procedures and comply with applicable federal and 

state law.

We are also permitted to use and/or disclose your PHI to comply with a valid 

authorization, to notify or assist in notifying a family member, another person, or a 

personal representative of your condition, to assist in disaster relief efforts, and to 

report victims of abuse, neglect, or domestic violence. Other permitted uses and/

or disclosures are for purposes of health oversight by government agencies, judicial, 

administrative, or other law enforcement purposes, information about decedents 

to coroners, medical examiners and funeral directors, for research purposes, 

for organ donation purposes, to avert a serious threat to health or safety, for 

specialized government functions such as military and veterans activities, for workers 

DeltaCare® USA



compensation purposes, and for use in creating summary information that can no 

longer be traced to you. Additionally, with certain restrictions, we are permitted to 

use and/or disclose your PHI for underwriting. We are also permitted to incidentally 

use and/or disclose your PHI during the course of a permitted use and/or disclosure, 

but we must attempt to keep incidental uses and/or disclosures to a minimum. We 

use administrative, technical, and physical safeguards to maintain the privacy of your 

PHI, and we must limit the use and/or disclosure of your PHI to the minimum amount 

necessary to accomplish the purpose of the use and/or disclosure.

Examples of Uses and Disclosures of Your PHI for Treatment, 

Payment or Healthcare Operations
Such activities may include but are not limited to: processing your claims, collecting 

enrollment information and premiums, reviewing the quality of health care you 

receive, providing customer service, resolving your grievances, and sharing payment 

information with other insurers. Additional examples include the following.

• Uses and/or disclosures of PHI in facilitating treatment. 

For example, Delta Dental may use or disclose your PHI to determine 

eligibility for services requested by your provider.

• Uses and/or disclosures of PHI for payment. 

For example, Delta Dental may use and disclose your PHI to bill you or your 

plan sponsor.

• Uses and/or disclosures of PHI for health care operations.        

For example, Delta Dental may use and disclose your PHI to review the 

quality of care provided by our network of providers. 

Disclosures Without an Authorization
We are required to disclose your PHI to you or your authorized personal 

representative (with certain exceptions), when required by the U. S. Secretary of 

Health and Human Services to investigate or determine our compliance with law, and 

when otherwise required by law. Delta Dental may disclose your PHI without your 

prior authorization in response to the following:

• Court order;

• Order of a board, commission, or administrative agency for purposes of 

adjudication pursuant to its lawful authority;

• Subpoena in a civil action;

• Investigative subpoena of a govern-ment board, commission, or agency;

• Subpoena in an arbitration;

• Law enforcement search warrant; or

• Coroner’s request during investigations. 

Disclosures Delta Dental Makes With Your Authorization
Delta Dental will not use or disclose your PHI without your prior authorization if the 

law requires your authorization. You can later revoke that authorization in writing to 

stop any future use and disclosure. The authorization will be obtained from you by 

Delta Dental or by a person requesting your PHI from Delta Dental.

Your Rights Regarding PHI
You have the right to request an inspection of and obtain a copy of your PHI. You 

may access your PHI by contacting the appropriate Delta Dental office.  You must 

include (1) your name, address, telephone number and identification number and (2) 

the PHI you are requesting. Delta Dental may charge a reasonable fee for providing 



you copies of your PHI. Delta Dental will only maintain that PHI that we obtain or 

utilize in providing your health care benefits. Most PHI, such as treatment records or 

X-rays, is returned by Delta Dental to the dentist after we have completed our review 

of that information. You may need to contact your health care provider to obtain PHI 

that Delta Dental does not possess.

You may not inspect or copy PHI compiled in reasonable anticipation of, or use in, 

a civil, criminal, or administrative action or proceeding, or PHI that is otherwise not 

subject to disclosure under federal or state law. In some circumstances, you may have 

a right to have this decision reviewed. Please contact the privacy office as noted 

below if you have questions about access to your PHI.

You have the right to request a restriction of your PHI. You have the right to ask that 

we limit how we use and disclose your PHI. We will consider your request but are not 

legally required to accept it. If we accept your request, we will put any limits in writing 

and abide by them except in emergency situations. You may not limit the uses and 

disclosures that we are legally required or allowed to make.

You have the right to correct or update your PHI. This means that you may request 

an amendment of PHI about you for as long as we maintain this information. In 

certain cases we may deny your request for an amendment. If we deny your request 

for amendment, you have the right to file a statement of disagreement with us and 

we may prepare a rebuttal to your statement and will provide you with a copy of 

any such rebuttal. If your PHI was sent to us by another, we may refer you to that 

person to amend your PHI. For example, we may refer you to your dentist to amend 

your treatment chart or to your employer, if applicable, to amend your enrollment 

information. Please contact the privacy office as noted below if you have questions 

about amending your PHI.

You have the right to request or receive confidential communications from us by 

alternative means or at a different address. We will agree to a reasonable request if 

you tell us that disclosure of your PHI could endanger you. You may be required to 

provide us with a statement of possible danger, a different address, another method 

of contact or information as to how payment will be handled. Please make this 

request in writing to the privacy office as noted below.

You have the right to receive an accounting of certain disclosures we have made, if 

any, of your PHI. This right does not apply to disclosures for purposes of treatment, 

payment, or health care operations or for information we disclosed after we received 

a valid authorization from you. Additionally, we do not need to account for disclosures 

made to you, to family members or friends involved in your care, or for notification 

purposes. We do not need to account for disclosures made for national security 

reasons or certain law enforcement purposes, disclosures made as part of a limited 

data set, incidental disclosures, or disclosures made prior to April 14, 2003. Please 

contact the privacy office as noted below if you would like to receive an accounting of 

disclosures or if you have questions about this right.

You have the right to get this notice by e-mail. You have the right to get a copy of 

this notice by e-mail. Even if you have agreed to receive notice via e-mail, you also 

have the right to request a paper copy of this notice.

Complaints
You may complain to us or to the U. S. Secretary of Health and Human Services if you 

believe that Delta Dental has violated your privacy rights. You may file a complaint 

with us by notifying the privacy office as noted below. We will not retaliate against 

you for filing a complaint.



Contacts
Delta Dental of California offers and administers fee-for-service dental programs for 

groups headquartered in the state of California.

Delta Dental of New York offers and administers fee-for-service programs in New 

York. Delta Dental of Pennsylvania and its affiliates offer and administer fee for-

service dental programs in Delaware, Maryland, Pennsylvania, West Virginia and the 

District of Columbia, and prepaid vision programs in West Virginia. Delta Dental of 

Pennsylvania’s affiliates are Delta Dental of Delaware; Delta Dental of the District of 

Columbia; Delta Dental of West Virginia and Delta Dental Vision of West Virginia.

Delta Dental Insurance Company offers and administers fee-for-service dental 

programs to groups headquartered or located in Alabama, Alaska (through a 

marketing agreement with ODS Companies), Florida, Georgia, Louisiana, Mississippi, 

Montana, Nevada, Texas and Utah.

DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental 

of Alabama, Inc.; AZ — Alpha Dental of Arizona, Inc.; CA — Delta Dental of California; 

AR, CO, IA, ME, MI, NC, NH, OK, OR, RI, SC, SD, VT, WA, WI, WY — Dentegra Insurance 

Company; AK, CT, DC, DE, FL, GA, KS, LA, MS, MT, TN and WV — Delta Dental 

Insurance Company; HI, ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha Dental Programs, 

Inc.; NV — Alpha Dental of Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — Alpha 

Dental of New Mexico, Inc.; NY — Delta Dental of New York, Inc.; PA — Delta Dental of 

Pennsylvania; VA – Delta Dental of Virginia. Delta Dental Insurance Company acts as 

the DeltaCare USA administrator in all these states. These companies are financially 

responsible for their own products.

You may contact the Privacy Department at the address listed below for further 

information about the complaint process or any of the information contained in this 

notice.

 Delta Dental Customer Service 

 P.O. Box 1803  

 Alpharetta, GA 30023

 800-422-4234  

 

This notice is effective on and after July 1, 2006.

Privacy Notice 2006

(07/06) HIPAA

#114790_FRM_NPP_08.14.2018_LTR
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Health Care Insurer Appeals Process 

Information Booklet

Delta Dental Insurance Company
CAREFULLY READ THE INFORMATION IN THIS BOOKLET AND KEEP IT 

FOR FUTURE REFERENCE. IT HAS IMPORTANT INFORMATION ABOUT HOW 

TOAPPEAL DECISIONS WE MAKE ABOUT YOUR HEALTH CARE.

Getting Information About the Health Care Appeals Process

Help in Filing an Appeal, Standardized Forms, and Consumer Assistance From 

the Department of Insurance

We will send you a copy of this information booklet when you first receive 

your policy, and within five business days after we receive your request for an 

appeal. When your dental coverage is renewed, we will also send you a separate 

statement to remind you that you can request another copy of this booklet. We 

will also send a copy of this booklet to you or your treating provider at any time 

upon request. Just call our customer/member services number at 800-422-4234 

and ask for a copy of this booklet.

At the end of this booklet, you will find forms you can use for your appeal. The 

Arizona Department of Insurance (“Department”) developed these forms to help 

people who want to file a health care appeal. You are not required to use them. 

We cannot reject your appeal if you do not use them. If you need help in filing 

an appeal, or you have questions about the appeals process, you may call the 

Department’s Consumer Assistance Office at 602-364-2499 or 800-325-2548 (toll 

free in Arizona - outside the Phoenix metro area) or call us at 800-422-4234.

When You May Appeal

When Delta Dental does not authorize or approve a service or pay for a claim, 

we must notify you of your right to appeal that decision. Your notice may come 

directly from us or through your treating provider.

Decisions You Can Appeal

You can appeal the following adverse decisions:

· We do not approve a service that you or your treating provider has requested.

· We do not pay for a service that you have already received.

· We do not authorize a service or pay for a claim because we say that it is not 

“medically necessary”.

· We do not authorize a service or pay for a claim because we say that it is not 

covered

under your dental plan, and you believe it is covered.

· We do not notify you, within 10 business days of receiving your request, 

whether or not we will authorize a requested service.

· We do not authorize a referral to a specialist.
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Decisions You Cannot Appeal

You cannot appeal the following decisions:

· Our decision as to the amount of “usual and customary charges”.

· How we are coordinating benefits when you have health insurance with 

more than one insurer.
· How we have applied your claims or services to your plan deductible.
· The amount of coinsurance or copayments that you paid.
· Our decision to issue or not issue a dental plan contract to you.
· Any rate increases you may receive under your insurance policy.

· You believe we have violated the Arizona Insurance Code.

If you disagree with a decision that is not appealable, you may still file a complaint 

with the Arizona Department of Insurance, Consumer Affairs Division, 2910 N. 

44th Street, Second Floor, Phoenix, AZ 85018.

Who May File An Appeal?

Either you or your treating provider can file an appeal on your behalf. At the end of 

this booklet is a form that you may use for filing your appeal. You are not required 

to use this form, and can send us a letter with the same information. If you decide 

to appeal our decision to deny authorization for a service, you should tell your 

treating provider so the provider can help you with the information you need to 

present your case.

Description of the Appeals Process

There are two types of appeal - an expedited appeal for urgent matters and a 

standard appeal. Each type of appeal has three levels. The appeals operate in a 

similar fashion, except that expedited appeals are processed much faster because 

of the patient’s condition.

Expedited Appeals Standard Appeals

(urgently needed services not yet received) (non-urgent services or denied claims)

Level 1: Expedited Medical Review Informal Reconsideration 1

Level 2: Expedited Appeal Formal Appeal

Level 3: Expedited External Independent External Independent Medical 

Review Review

We make the decisions at Level 1 and Level 2. An outside reviewer, who is completely 

independent from our company, makes Level 3 decisions. You are not responsible to 

pay the costs of the external review if you choose to appeal to Level 3.

1 You may not obtain an informal reconsideration of a denied claim; appeals of 

denied claims begin at the Level 2 formal appeal.
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EXPEDITED APPEAL PROCESS FOR URGENTLY NEEDED SERVICES 

NOT YET PROVIDED

Level 1: Expedited Medical Review

Your request:

You may obtain an Expedited Medical Review of your denied request for a service 

that has not already been provided if:

· You have dental coverage with Alpha Dental of Arizona, Inc.,

· We denied your request for a covered service, and

· Your treating provider certifies in writing and provides supporting 

documentation that the time required to process your request through the 

Informal Reconsideration and Formal Appeal process (about 60 days) is likely 

to cause a significant negative change in your medical condition. At the end 

of this booklet is a form that your provider may use for this purpose. Your 

provider may also send a letter or make up a form with similar information. 

Your treating provider must send the certification and documentation to:

Susie Muniz, Manager

Quality Management Department

1130 Sanctuary Parkway, Suite 600

Alpharetta, GA 30009

866-275-1396

Fax: 770-641-5389

Our decision:

We have one business day after we receive the information from your treating 

provider to decide whether we should change our decision and authorize your 

requested service. Within that same business day, we must call and tell you and 

your treating provider, and mail you our decision in writing. The written decision 

must explain the reasons for our decision and tell you the documents on which we 

based our decision.

If we deny your request:

You may immediately appeal to Level 2.

If we grant your request:

We will authorize the service and the appeal is over.

If we refer your case to Level 3:

We may decide to skip Level 1 and Level 2 and send your case straight to an 

independent reviewer at Level 3.
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Level 2: Expedited Appeal

Your request:

If we deny your request at Level 1, you may request an Expedited Appeal. After 

you receive our Level 1 denial, your treating provider must immediately send us 

a written request (to the same person and address listed above under Level 1) to 

tell us you are appealing to Level 2. To help your appeal, your provider should also 

send us any information (that the provider hasn’t already sent us) to show why you 

need the requested service.

Our decision:

We have three business days after we receive the request to make our decision.

If we deny your request:

You may immediately appeal to Level 3.

If we grant your request:

We will authorize the service and the appeal is over.

If we refer your case to Level 3:

We may decide to skip Level 2 and send your case straight to an independent 

reviewer at Level 3.

Level 3: Expedited External Independent Review

Your request:

You may appeal to Level 3 only after you have appealed through Levels 1 and 2. 

You have five business days after you receive our Level 2 decision to send us your 

written request for an Expedited External Independent Review. Send your request 

and any supporting information to:

Susie Muniz, Manager

Quality Management

Department 1130 Sanctuary Parkway, Suite 600

Alpharetta, GA 30009

866-275-1396

Fax: 770-641-5389

Neither you nor your treating provider is responsible for the cost of the external 

independent review.

The process:

There are two types of Level 3 appeals, depending on the issues in your case:

(1) Decisions Involving Medical Necessity

These are cases where we have decided not to authorize a service because 

we think the services you (or your treating provider) are asking for, are not 

medically necessary to treat your problem. For medical necessity cases, the 

independent reviewer will be a provider retained by an outside independent 

reviewer organization (“IRO”) that is procured by the Department and not 

connected with our company. The independent reviewer must be a provider who 

typically manages the condition under review.

(2) Contract Coverage

These are cases where we have denied coverage because we believe the 

requested service is not covered under your dental plan. For contract coverage 

cases, the Department will be the independent reviewer.
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Medical Necessity Cases

Within one business day of receiving your request, we must:

· Mail a written acknowledgement of your request to the Director of 

Insurance (“Director”), you, and your treating provider; and

· Send the Director:

- your request for review;

- your dental plan;

- evidence of coverage or similar document;

- all medical (dental) records and supporting documentation used 

to render our decision;

- a summary of the applicable issues including a statement of our decision;

- the criteria used and clinical reasons for our decision;

- and the relevant portions of our utilization review guidelines.

We must also include the name and credentials of the health care provider who 

reviewed and upheld the denial at the earlier appeal levels.

Within two business days of receiving our information, the Director must send all 

the submitted information to an independent reviewer.

Within five business days of receiving the information, the independent reviewer 

must make a decision and send the decision to the Director.

Within one business day of receiving the independent reviewer’s decision, the 

Director must mail a notice of the decision to you, your treating provider, and us.

The decision (medical necessity):

If the independent reviewer decides that we should provide the service, we must 

authorize the service. If the independent reviewer agrees with our decision to deny 

the service, the appeal is over. Your only further option is to pursue your claim in 

court.

Contract Coverage Cases

Within one business day of receiving your request, we must:

· Mail a written acknowledgement of your request to the Director, you, and 

your treating provider; and

· Send the Director:

- your request for review;

- your dental plan;

- evidence of coverage or similar document;

- all medical records and supporting documentation used to render our 

decision;

- a summary of the applicable issues including a statement of our decision;

- the criteria used and any clinical reasons for our decision; and

- the relevant portions of our utilization review guidelines.

Within two business days of receiving this information, the Director must 

determine if the service or claim is covered, issue a decision, and send a notice 

to us, you, and your treating provider.

Referral to the independent reviewer for contract coverage cases:

The Director is sometimes unable to determine issues of coverage. If this occurs, the 

Director will forward your case to an independent reviewer.

The independent reviewer will have five business days to make a decision and send 

it to the Director.

The Director will have one business day after receiving the independent reviewer’s 

decision to send the decision to us, you, and your treating provider.
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The decision (contract coverage):

If you disagree with the Director’s final decision on a contract coverage issue, you 

may request a hearing with the Office of Administrative Hearings (“OAH”). If we 

disagree with the Director’s final decision, we may also request a hearing before 

OAH. A hearing must be requested within 30 days of receiving the Director’s 

decision. OAH must promptly schedule and complete a hearing for appeals from 

expedited Level 3 decisions.

TANDARD APPEAL PROCESS FOR  

NON-URGENT SERVICES AND DENIED CLAIMS

Level 1: Informal Reconsideration

Your request:

You may obtain an Informal Reconsideration of your denied request 

for a service if:

· You have coverage with Alpha Dental of Arizona, Inc.;

· We denied your request for a covered service;

· You do not qualify for an expedited appeal; and

· You or your treating provider asks for Informal Reconsideration within two 

years of the date we first deny the requested service by calling, writing, or 

faxing your request to:

Susie Muniz, Manager

Quality Management Department

1130 Sanctuary Parkway, Suite 600

Alpharetta, GA 30009

866-275-1396

Fax: 770-641-5389

Claim for a covered service already provided but not paid for:

You may not obtain an Informal Reconsideration of your denied request for the 

payment

of a covered service. Instead, you may start the review process by seeking a Formal 

Appeal (Level 2).

Our acknowledgement:

We have five business days after we receive your request for an Informal 

Reconsideration (“the receipt date”) to send you and your treating provider a 

notice that we received your request.

Our decision:

We have 30 days after the receipt date to decide whether we should change our 

decision and authorize your requested service. Within that same 30 days, we 

must send you and your

treating provider our written decision. The written decision must explain the reasons 

for our decision and tell you the documents on which we based our decision.

If we deny your request:

You have 60 days to appeal to Level 2.

If we grant your request:

The decision will authorize the service and the appeal is over.

If we refer your case to Level 3:

We may decide to skip Level 1 and Level 2 and send your case straight to an 

independent reviewer at Level 3.
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Level 2: Formal Appeal

Your request:

You may request a Formal Appeal if: (1) we deny your request at Level 1, or (2) you 

have an unpaid claim and we did not provide a Level 1 review. After you receive 

our Level 1 denial, you or your treating provider must send us a written request 

within 60 days to tell us you are appealing to Level 2. If we did not provide a Level 

1 review of your denied claim, you have two years from our first denial notice to 

request Formal Appeal.  To help us make a decision on your appeal, you or your 

provider should also send us any information (that you haven’t already sent us) to 

show why we should authorize the requested service or pay the claim. Send your 

appeal request and information to:

Susie Muniz, Manager

Quality Management Department

1130 Sanctuary Parkway, Suite 600

Alpharetta, GA 30009

866-275-1396

Fax: 770-641-5389

Our acknowledgement:

We have five business days after we receive your request for Formal Appeal 

(“the receipt date”) to send you and your treating provider a notice that we 

received your request.

Our decision:

For a denied service that you have not yet received, we have 30 days after the 

receipt date to decide whether we should change our decision and authorize 

your requested service. For denied claims, we have 60 days to decide whether 

we should change our decision and pay your claim. We will send you and your 

treating provider our decision in writing. The written decision must explain the 

reasons for our decision and tell you the documents on which we based our 

decision.

If we deny your request or claim:

You have 30 days to appeal to Level 3.

If we grant your request:

We will authorize the service or pay the claim and the appeal is over.

If we refer your case to Level 3:

We may decide to skip Level 2 and send your case straight to an independent 

reviewer at Level 3.

Level 3: External Independent Review

Your request:

You may appeal to Level 3 only after you have appealed through Levels 1 and 2. 

You have 4 months after you receive our Level 2 decision to send us your written 

request for an External Independent Review. Send your request and any supporting 

information to:

Susie Muniz, Manager

Quality Management Department

1130 Sanctuary Parkway, Suite 600

Alpharetta, GA 30009

866-275-1396

Fax 770-641-5389

Neither you nor your treating provider will be responsible for the cost of 

any external independent review.
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The process:

There are two types of Level 3 appeals, depending on the issues in your case:

(1) Decisions Involving Medical Necessity

These are cases where we have decided not to authorize a service because we 

think the services you (or your treating provider) are asking for, are not medically 

necessary to treat your problem. For medical necessity cases, the independent 

reviewer is a provider retained by the Department, and not connected with our 

company. For medical necessity cases, the independent reviewer must be a 

provider who typically manages the condition under review.

(2) Contract Coverage

These are cases where we have denied coverage because we believe the 

requested service is not covered under your dental plan. For contract 

coverage cases, the Department is the independent reviewer.

Medical Necessity Cases

Within five business days of receiving your request, we must:

· Mail a written acknowledgement of the request to the Director, you, and 

your treating provider; and

· Send the Director:

- your request for review;

- your dental plan contract;

- evidence of coverage or similar document;

- all medical records and supporting documentation used to render our 

decision;

- a summary of the applicable issues including a statement of our decision;

- the criteria used and clinical reasons for our decision; and

- the relevant portions of our utilization review guidelines.

We must also include the name and credentials of the health care provider who 

reviewed and upheld the denial at the earlier appeal levels.

Within five days of receiving our information, the Director must send all the 

submitted information to an independent reviewer.

Within 21 days of receiving the information, the independent reviewer must make 

a decision and send the decision to the Director.

Within five business days of receiving the independent reviewer’s decision, the 

Director must mail a notice of the decision to us, you, and your treating provider.

The decision (medical necessity):

If the independent reviewer decides that we should provide the service or pay 

the claim, we must authorize the service or pay the claim. If the independent 

reviewer agrees with our decision to deny the service or payment, the appeal is 

over. Your only further option is to pursue your claim in court.
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Contract Coverage Cases

Within five business days of receiving your request, we must:

· Mail a written acknowledgement of your request to the Director, you, and 

your treating provider; and

· Send the Director:

- your request for review;

- your dental plan contract;

- evidence of coverage or similar document;

- all medical records and supporting documentation used to render our 

decision;

- a summary of the applicable issues including a statement of our decision;

- the criteria used and any clinical reasons for our decision; and

- the relevant portions of our utilization review guidelines.

Within 15 business days of receiving this information, the Director must determine 

if the service or claim is covered, issue a decision, and send a notice to us, you, and 

your treating provider. If the Director decides that we should provide the service or 

pay the claim, we must do so.

Referral to the independent reviewer for contract coverage cases:

The Director is sometimes unable to determine issues of coverage. If this occurs, 

the Director will forward your case to an independent reviewer.

The independent reviewer will have 21 days to make a decision and send it to the 

Director.

The Director will have five business days after receiving the independent 

reviewer’s decision to send the decision to us, you, and your treating provider.

The decision (contract coverage):

If you disagree with the Director’s final decision on a coverage issue, you 

may request a hearing with the Office of Administrative Hearings (“OAH”). If 

we disagree with the

Director’s determination of coverage issues, we may also request a hearing at 

OAH. Hearings must be requested within 30 days of receiving the coverage 

issue determination. OAH has rules that govern the conduct of their hearing 

proceedings.

Obtaining Medical (Dental) Records

Arizona law (A.R.S. §12-2293) permits you to ask for a copy of your medical 

records. Your request must be in writing and must specify who you want to receive 

the records. The health care provider who has your records will provide you or the 

person you specified with a copy of your records.

Designated Decision-Maker:

If you have a designated health care decision-maker, that person must send a 

written request for access to or copies of your medical records. The medical 

records must be provided to your health care decision-maker or a person 

designated in writing by your health care decision- maker unless you limit access 

to your medical records only to yourself or your health care decision-maker.

Confidentiality:

Medical records disclosed under A.R.S. §12-2293 remain confidential. If you 

participate in the appeal process, the relevant portions of your medical records 

may be disclosed only to people authorized to participate in the review process for 

the medical condition under review. These people may not disclose your medical 

information to any other people.
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Documentation for an Appeal

If you decide to file an appeal, you must give us any material, justification or 

documentation for the appeal at the time the appeal is filed. If you gather new 

information during the course of your appeal, you should give it to us as soon as 

you receive it. You must also give us the address and phone number where you 

can be contacted. If the appeal is already at Level 3, you should also send the 

information to the Department.

The Role of the Director of Insurance (“Director”)

Arizona law (A.R.S. §20-2533(F)) requires “any member who files a complaint 

with the Department relating to an adverse decision to pursue the review 

process prescribed” by law. This means, that for appealable decisions, you must 

pursue the health care appeals process before the Director can investigate a 

complaint you may have against our company based on the decision at issue in 

the appeal.

The appeal process requires the Director to:

· Oversee the appeals process.

· Maintain copies of each utilization review plan submitted by insurers.

· Receive, process, and act on requests from an insurer for External Independent 

Review.

· Enforce the decisions of insurers.

· Review decisions of insurers.

· Report to the Legislature.

· Send, when necessary, a record of the proceedings of an appeal to the 

court or to the Office of Administrative Hearings (OAH).

· Issue a final administrative decision on coverage issues, including the notice 

of the right to request a hearing at OAH.

Receipt of Documents

Any written notice, acknowledgment, request, decision or other written document 

required to be mailed is deemed received by the person to whom the document 

is properly addressed on the fifth business day after being mailed. “Properly 

addressed” means your last known address.
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Susie Muniz, Manager,

Quality Management Department

1130 Sanctuary Parkway, Suite 600

Alpharetta, GA 30009

866-275-1396 Fax 770-641-5389

HEALTH CARE APPEAL REQUEST FORM

You may use this form to tell your insurer you want to appeal a denial decision.

Insured Member’s Name ___________________ Member ID #   _________________

Name of representative pursuing appeal, if different from above

Mailing Address ________________________  Phone # ________________________
City ____________________________ State _________ Zip Code   _____________

Type of Denial: Denied Claim Denied Service Not Yet   Received

Name of Insurer that denied the claim/service: _______________________________

If you are appealing your insurer’s decision to deny a service you have not 

yet received, will a 30 to 60 day delay in receiving the service likely cause a 

significant negative change in your health?

If your answer is “Yes,” you may be entitled to an expedited appeal. Your treating 

provider must sign and send certification and documentation supporting the need 

for an expedited appeal. What decision are you appealing? _____________________

 _____________________________________________________________________

 _____________________________________________________________________

 _____________________________________________________________________

(Explain what you want your insurer to authorize or pay for.)

Explain why you believe the claim or service should be covered: _________________

 _____________________________________________________________________

 _____________________________________________________________________

 _____________________________________________________________________

(Attach additional sheets of paper, if needed.)

If you have questions about the appeals process or need help to prepare your 

appeal, you may call the Department of Insurance Consumer Assistance number 

602-364-2499 or 800-325-2548 (toll free in Arizona - outside the Phoenix metro 

area), or Delta Dental at 800-422-4234.

Make sure to attach everything that shows why you believe your insurer should 

cover your claim or authorize a service, including:

 Medical records  Supporting documentation (letter from your doctor, 

brochures, notes, receipts, etc.) **Also attach the certification from your 

treating provider if you are seeking expedited review.

Signature of insured or authorized representative Date
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Susie Muniz, Manager, Quality Management 

Department 1130 Sanctuary Parkway, Suite 600 

Alpharetta, GA 30009

866-275-1396 Fax 770-641-5389

PROVIDER CERTIFICATION FORM 

FOR EXPEDITED MEDICAL REVIEWS

(You and your provider may use this form when requesting an expedited appeal.)

A patient who is denied authorization for a covered service is entitled to an 

expedited appeal if the treating provider certifies and provides supporting 

documentation that the time period for the standard appeal process (about 60 

days) “is likely to cause a significant negative change in the [patient’s] medical 

condition at issue.”

PROVIDER INFORMATION

Treating Physician/Provider _______________________________________________
Phone # ____________________________ FAX # ____________________________
Address_______________________________________________________________

City ________________________________ State __________ Zip Code __________  

PATIENT INFORMATION

Patient’s Name _______________________ Member ID # ______________________
Phone # ____________________________ FAX # ____________________________
Address_______________________________________________________________

City ________________________________ State __________ Zip Code __________  

INSURER INFORMATION

Insurer Name __________________________________________________________
Phone # ____________________________ FAX # ____________________________
Address_______________________________________________________________

City ________________________________ State __________ Zip Code __________  

Is the appeal for a service that the patient has already received? Yes    No
If “Yes,” the patient must pursue the standard appeals process and cannot use the 
expedited appeals process.

If “No,” continue with this form.

 What service denial is the patient appealing? ______________________________

 _____________________________________________________________________

 _____________________________________________________________________

 _____________________________________________________________________

 Explain why you believe the patient needs the requested service and why the time 

for the standard appeal process will harm the patient. _________________________

 ______________________________________________________________________

 ______________________________________________________________________

 ______________________________________________________________________

Attach additional sheets if needed, and include:

 Medical records  Supporting documentation

If you have questions about the appeals process or need help regarding this 
certification, you may call the Department of Insurance Consumer Assistance 
number 602-364-2499 or 800-325-2548 (toll free in Arizona - outside the Phoenix 
metro area). You may also call Delta Dental at 800-422-4234.

I certify, as the patient’s treating provider, that delaying the patient’s care for the 
time period needed for the informal reconsideration and formal appeal processes 
(about 60 days) is likely to cause a significant negative change in the patient’s 
medical condition at issue.

Provider’s Signature __________________________________________Date _______
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STATE OF ARIZONA HEALTH CARE APPEALS TRANSMITTAL FORM

Mail to: Health Care Appeals, Arizona Department of Insurance.

2910 N. 44
th 

St., Suite 210, Phoenix, AZ 85018-7269

Questions to: Health Care Appeals Hotline - Phone:

(602) 364-2399 • Fax: (602) 364-2398

1. Are you requesting an Expedited External Independent Review?  Yes  No

2. Was the denial base on:  lack of medical necessity?  a coverage  issue?

3. Attach legible copies of A through G. For medical necessity cases, attach 2 

copies.

A. Copy of the insured’s complete policy, certificate, evidence of coverage or 

similar document

B. All medical records and supporting documentation used to render the 

decision

C. Summary description of the applicable issues

D. A  statement of the utilization review agent’s or insurer’s decision

E. The utilization review agent’s or insurer’s criteria used and the clinical 

reasons for the decision

F. The relevant portions of the utilization review agent’s utilization review plan

G. The insured’s or provider’s letter or appeal form requesting the appeal, and 

all pertinent correspondence between the member/enrollee and the insurer

4. Insured Member’s Information: Name 

Patient’s name _________________________________________under 18? 

Mailing Address ___________________________________________________

City ______________________________State ______ Zip Code ___________

Telephone # ( ____ )  ________________ Member I.D. # __________________

5. Member’s coverage is:

Group Individual HMO PPO POS Self Funded Fully Insured

6. Insurer’s Information: Company Name _________________________________

Insurer’s NAIC # __________________________________________________

Insurer’s Street Address ____________________________________________
City ______________________________State ______ Zip Code ___________

Telephone # ( ____ ) ________________FAX # ( ____ ) _________________

Contact Person Name ___________________Phone #( ____ ) ____________

7. Treating Provider: (List multiple providers on reverse)

Name ____________________________Specialty ______________________

Mailing Address ___________________________________________________
City ______________________________State ______ Zip Code ___________

Provider’s Telephone # ( ______)  _________________

8. Utilization Review Agent:  Name ______________________________________

Mailing Address ___________________________________________________

City ______________________________State ______ Zip Code ___________

Telephone # ( ____ ) ________________FAX # ( ____ ) _________________

9. External Review requested by:

insured member   insurer   Delta Dental   Provider 

Date external review requested __________Date of level 2 decision _________

10. Decision to deny or not authorize service or claims was made by:

Insurance Company   HMO   Delta Dental 

11. Completed by ___________________  ____________________  _________

Print Name & Title Signature Date

Form P-1098 Rev. 01/15/2008
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GETTING STARTED
1. How do I enroll in a DeltaCare USA plan?

Simply complete the enrollment process as
directed by your benefits administrator. Be sure to
select a primary care network dentist for yourself
or your dependents, and indicate this dentist and
the name of your group when you enroll.

2. How do I get started using my
DeltaCare USA plan?
Once we process your enrollment, we’ll mail you
welcome materials that will include:

• The name, address and phone number of your
selected primary care dentist: Simply call
the dental facility to make an appointment.
Important note: In order to receive benefits
under your plan, you must visit your primary care
network dentist for all services. If you require
treatment from a specialist, your primary care
dentist will coordinate a referral for you. You can
change your primary care dentist by
contacting us.

• Your Evidence/Certificate of Coverage (plan
booklet): This useful document provides a
thorough description of how to use your benefits,
including covered services, copayments and any
limitations and exclusions of your plan.

• An ID card: This card is for your records only —
you do not need to present it in order to
receive treatment.

3. How long will it take to get an appointment
with my primary care dentist?
Two to four weeks1 is a reasonable amount of time
to wait for a routine, non-urgent appointment. If
you require a specific time, you may need to wait
longer. Most DeltaCare USA dentists are in private
group practices, which generally offer greater
appointment availability and extended office hours.

4. How much will my dental treatments cost?
How do I pay?
With your DeltaCare USA plan, some services are
covered at no cost, while others have a copayment
(amount you pay) for certain services. To find
out how much a treatment will cost, refer to
the “Description of Benefits and Copayments”
in this brochure for a list of covered services
and copayments. It’s a good idea to bring
your Evidence/Certificate of Coverage to your
appointment in case you need to discuss your
copayment for a service with your dentist. If you
have any questions about the charges for a service,
please contact our Customer Service department.
If you receive treatment that requires a copayment,
simply pay the dental facility at the time of service.

CHOOSING A DENTIST
5. How do I select my primary care dentist?

When you enroll, you must select a primary care
dentist from the DeltaCare USA network. To search
for a dentist, use the “Find a Dentist” tool at
deltadentalins.com and select DeltaCare USA as
your network. If you do not select a dentist when
you enroll, we will choose one for you.

6. Does everyone in my family have to choose
the same primary care dentist?
No. Each family member can select his or her
own primary care network dentist.

7. Can I change my primary care dentist?
Yes. You can request to change your primary care
dentist at any time. Simply visit our website and log
on to your Online Services account or call or write
to Customer Service. Change requests received by
the 21st of the month will become effective the first
day of the following month.

FAQ+A
Answers to frequently asked questions 
about your DeltaCare® USA plan 

1 In TX, three weeks is a reasonable amount of time to wait for a routine, non-urgent appointment.In TX, there is no limit on the 
number of miles or on the dollar amount per emergency.
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8. My dentist says she is a Delta Dental dentist,
but she isn’t listed in the DeltaCare USA
directory. Can I still visit her for services?
No. You must visit your selected primary care
network dentist to receive benefits under this plan.
Delta Dental has many networks, and participation
may vary — not all Delta Dental dentists are
DeltaCare USA dentists.

9. What should I do if I need to see a specialist?
If you require specialty dental care — such as oral
surgery, endodontics, periodontics or pediatric
dentistry — contact your primary care dentist to
request a referral. Specialty dental services not
performed by your selected primary care dentist
must be authorized by us. You are responsible for any
applicable copayments.

GENERAL PLAN INFORMATION
10. If I’m traveling, is emergency treatment

covered under my plan?
You and your eligible dependents have out-of-area
coverage for dental emergencies when you are more
than 35 miles2 from your primary care dentist. Your
out-of-area emergency benefit (typically limited to
$100 per enrollee3) is for services to relieve pain until
you can return to your primary care network dentist.
Standard plan limitations, exclusions and copayments
may apply.

11. Can I access my plan online?
Yes. Visit deltadentalins.com/enrollees to create a
free, secure Online Services account. On our website,
you can access your plan benefits and ID card, select
(or change) your primary care dentist — and more.

12. Does my plan cover pre-existing conditions?
What about treatments that are in progress?
Treatment for pre-existing conditions (except work
in progress3), including missing or extracted teeth,
is covered under your plan. Treatment in progress
includes services such as preparations for crowns
or root canals, or impressions for dentures. If you
started treatment before your plan’s effective date,
you and your prior dental carrier are responsible for
any costs. Some DeltaCare USA plans may cover in-
progress orthodontic treatment.

13. Does my plan cover teeth whitening?
Yes. External bleaching is a benefit under your
DeltaCare USA plan. Review your plan booklet for
more information and talk to your dentist about
your options.

14. Does my plan cover tooth-colored fillings
and crowns?
Yes. Porcelain and other tooth-colored materials are
included in this plan.

15. What if I have additional questions about
my plan?
Please contact us for additional support. Our
Customer Service agents can answer benefits
questions as well as help you change your primary
care dentist or arrange for urgent care referrals. See
the back page of this brochure for our
contact information.

Copyright © 2017 Delta Dental. All rights reserved. 
FAQ_DCU_USA_STD #104190A (rev. /17)

2 In TX, there is no limit on the number of miles or on the dollar amount per emergency.
3 In TX, there is no exception for work in progress for covered DeltaCare USA benefits.
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Useful information  
at your fingertips

Copyright © 2016 Delta Dental. All rights reserved.
HL_DCU_SHELL_EN #92056M (rev. 7/16) E

 
[Underwriter Company Name]
[Underwriter Address] 
[ ity], [State] [Zip code]

Administered by:
Delta Dental Insurance Company 
1130 Sanctuary Parkway  
Alpharetta, GA 30009

Online: Visit deltadentalins.com/about/contact/
contactUs_ddic.html and choose the “DeltaCare 
USA Customer Service” form.

Write to:
Delta Dental Insurance Company 
1130 Sanctuary Parkway 
Alpharetta, GA 30009

Call toll-free: 800-422-4234 
Customer Service agents are available Monday 
through Friday, 8 a.m. to 9 p.m., Eastern time. 
Or, use our automated phone system,   
available 24/7.

NOTE: This is only a brief summary of your plan.
This brochure is not intended to replace your legally required plan booklet. The Group Dental Service Contract determines the exact terms and conditions of your 
coverage. Please refer to the “Description of Benefits and Copayments” and “Limitations and Exclusions of Benefits” in this brochure for a complete list of covered 
procedures, copayments, plan limitations and exclusions.  You may also consult your Evidence/Certificate of Coverage, which will be mailed to you upon enrollment. If 
you wish to review an Evidence/Certificate of Coverage prior to enrollment, you may request a copy by calling Customer Service at 800-422-4234.

Check out our SmileWay® Wellness program
Find oral health resources, including a risk self-
assessment tool, quizzes, articles, videos and a 
subscription to Grin!, our free dental wellness 
e-magazine, at mysmileway.com.

Find a network dentist near you
Use our convenient “Find a Dentist” tool and 
select DeltaCare USA as your network.

• Find a dentist near your home or office

• Narrow your search by location, specialty,
languages spoken — and more

Sign up for an online account
Use your mobile device or desktop to sign up 
for a free, secure Online Services account.

• Review your plan benefits

• Access your ID card

Contact us
Need help? Let us know. 
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