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* For more information about limitations and exceptions, see the plan or policy  
document at www.deltadentalins.com  or by calling 888-335-8227. 

 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.deltadentalins.com or 

call 888-335-8227.  For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other 
underlined terms see the Glossary.  You can view the Glossary at www.dol.gov/ebsa/healthreform and www.cciio.cms.gov or call 1-877-267-2323 X61565 to 
request a copy.   

Important Questions Answers Why This Matters: 

What is the overall 
deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers. 

 

Are there services 
covered before you meet 
your deductible? 

Yes 
 

Diagnostic and Preventive; Basic; Crowns, Inlays, Onlays and Cast Restorations and  
Prosthodontic services.  

 

Are there other 
deductibles for specific 
services? 

Yes You must pay a $50 deductible for Orthodontic services only.  
 

What is the out-of-pocket 
limit for this plan?  Not Applicable.  

 

This plan does not have an out-of-pocket limit on your expenses.  
 

What is not included in 
the out-of-pocket limit? Not Applicable.  

  

 This plan does not have an out-of-pocket limit on your expenses. 
 

Will you pay less if you 
use a network provider? 

Yes. 
See www.DeltaDentalins.com or  
call 1-888-335-8227 for a list of 
network providers. 

  

  

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if you use an out-of-network provider, and you might receive a bill from a  
Provider for the difference between the provider’s charge and what your plan pays (balance  
billing). Be aware, your network provider might use an out-of-network provider for some services 
(such as lab work). Check with your provider before you get services.  

 

Do you need a referral to 
see a specialist?    No You can see the specialist you choose without a referral.  
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 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 
 

Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most)  

    

If your child needs 
dental or eye care 

Children’s eye exam Not covered Not covered ---------------------none--------------------- 
Children’s glasses Not covered Not covered ---------------------none--------------------- 

Children’s dental check-up 0% coinsurance 0% coinsurance 
If a non-Delta Dental dentist charges more 
than the allowed amount, you may have to pay 
the difference. Coverage is limited to two visits 
per calendar year. 

 
Excluded Services & Other Covered Services: 
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
•  •  •  
 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
• Dental Care (Adult) •  •  
 
Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options 
may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, 
visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact: Send your grievance, appeal, or claims review request to Delta Dental at the address shown below:  
 

Delta Dental of California 
P.O. Box 997330 

Sacramento, CA 95899-7330 
Attention: Customer Service Department 
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Does this plan provide Minimum Essential Coverage?  Yes 
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 
 
Does this plan meet the Minimum Value Standards?  Yes  
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 888-335-8227. 
 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 888-335-8227.  
 
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 888-335-8227. 
 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 888-335-8227. 
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Can you read this document? If not, we can have somebody help you read it. You may also be able to get this document written in your language. For free help, 
please call 888-335-8227 (TTY: 711). 

¿Puede leer este documento? Si no, podemos hacer que alguien lo lea por usted. También puede obtener este documento escrito en su idioma. Para obtener 
ayuda gratuita, llame al 888-335-8227 (TTY: 711).  (Spanish) 

您能自行閱讀本文件嗎？如果不能，我們可請人幫助您閱讀。您還可以請人以您的語言撰寫本文件。如需免費幫助，請致電888-335-8227 
(TTY: 711).。(Chinese) 

Bạn có đọc được tài liệu này không? Nếu không, chúng tôi sẽ cử một ai đó giúp bạn đọc. Bạn cũng có thể nhận được tài liệu này viết bằng ngôn ngữ của bạn. 
Để nhận được trợ giúp miễn phí, vui lòng gọi 888-335-8227 (TTY: 711). (Vietnamese) 

이 문서를 읽으실 수 있습니까? 그렇지 않다면, 다른 사람이 대신 읽어드리도록 도와드릴 수 있습니다. 또한 이 문서를 귀하의 모국어로 

번역해드릴 수 있습니다. 무료 지원을 요청하시려면, 888-335-8227 (TTY: 711).번으로 연락하십시오. (Korean) 

Mababasa mo ba ang dokumentong ito? Kung hindi, mayroong makatutulong sa iyo na basahin ito. Maaaring makuha mo rin ang dokumentong ito nang nakasulat 
sa iyong wika. Para sa libreng tulong, pakitawagan ang 888-335-8227 (TTY: 711). (Tagalog)  

Вы можете прочитать этот документ? Если нет, то вы можете попросить кого-нибудь в нашей компании помочь вам прочитать этот документ. Вы также 
можете получить этот документ на своем языке. Для получения бесплатной помощи, просьба звонить по номеру 888-335-8227 (TTY: 711). (Russian) 

TTY( 8227-335-888:   ـب اتصل المجانیة  للمساعدة بلغتك.  مكتوبًا المستند  ھذا على  الحصول أیضًا   یمكنك ربما قراءتھا. في یساعدك من  لك  نُوفّر  أن  یمكننا تستطیع, لا  كنت إذا ند؟المست ھذا  قراءة تستطیع ھل
.711). )Arabic( 

 

Èske w ka li dokiman sa a? Si w pa kapab, nou ka fè yon moun ede w li l. Ou ka gen posiblite pou jwenn dokiman sa a tou ki ekri nan lang ou. Pou jwenn èd gratis, 
tanpri rele 888-335-8227 (TTY: 711). (Haitian Creole) 

Pouvez-vous lire ce document ? Si ce n’est pas le cas, nous pouvons faire en sorte que quelqu’un vous aide à le lire. Vous pouvez également obtenir ce document 
écrit dans votre langue. Pour obtenir de l’assistance gratuitement, veuillez appeler le 888-335-8227 (TTY: 711). (French) 

Możesz przeczytać ten dokument? Jeśli nie, możemy Ci w tym pomóc. Możesz także otrzymać ten dokument w swoim języku ojczystym. Po bezpłatną pomoc 
zadzwoń pod numer 888-335-8227 (TTY: 711). (Polish) 

http://www.deltadentalins.com/
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Você consegue ler este documento? Se não, podemos pedir para alguém ajudá-lo a ler. Você também pode receber este documento escrito em seu idioma. Para 
obter ajuda gratuita, ligue 888-335-8227 (TTY: 711). (Portuguese) 

Non riesci a leggere questo documento? In tal caso, possiamo chiedere a qualcuno di aiutarti a farlo. Potresti anche essere in grado di ricevere questo documento 
scritto nella tua lingua. Per assistenza gratuita, chiama il numero 888-335-8227 (TTY: 711). (Italian) 

この文書をお読みになれますか？お読みになれない場合には、読むためのお手伝いをさせていただけます。この文書をご希望の言語に訳したものをお送りできる場合もあり

ます。無料のサポートについては、888-335-8227 (TTY: 711). までご連絡ください。 (Japanese) 

Können Sie dieses Dokument lesen? Falls nicht, können wir Ihnen einen Mitarbeiter zur Verfügung stellen, der Sie dabei unterstützen wird. Möglicherweise können 
Sie dieses Dokument auch in Ihrer Sprache erhalten. Rufen Sie für kostenlose Hilfe bitte folgende Nummer an: 888-335-8227 (TTY: 711). (German) 

  کمک برای . کنید دریافت خود زبان بھ  را متن این بتوانید است ممکن ھمچنین . کند کمک شما  بھ متن این خواندن در  تا بخواھیا  شخصی ز ا  قادریم ما توانید، نمی کھ صورتی  در  بخوانید؟ را متن این توانید می آیا
 Persian) (TTY: 8227-335-888 . Farsi) (711. : بگیرید تماس شماره این با رایگان

 
  פאר .שפּראך אײער אין  דאָקומענט דאָזיקן  דעם באקומען אױך מעגליך  קענט איר .לײענען העלפן  אײך ען ק דו  עמעצער , ניט  אױב ?דאָקומענט דאָזיקן  דעם לײענען איר  קענט

 ) Yiddish(  TTY: 8227-335-888) (711.  קלינגט׃ ביטע , הילף אומזיסטע
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