Dental Care Program

THE SCHOOL BOARD OF SARASOTA COUNTY
Group Number: 01239
Effective Date: January 1, 2003
Revised Date: January 1, 2013

DENTAL PLAN COVERAGE
FOR YOUR GROUP DENTAL PROGRAM
This booklet is a summary of your group dental program. Please read it carefully. It only summarizes the detailed provisions
of the group dental contract issued by Delta Dental Insurance Company (Delta) and cannot modify the Contract in any
way.

This plan is self-funded by your employer

Claims Administered by:

1130 Sanctuary Parkway
Suite 600
Alpharetta, Georgia 30009
(770) 641-5100
(800) 521-2651
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GROUP HIGHLIGHTS
ELIGIBILITY:
Minimum number of hours/week: 20
Effective day of month: First day of the month following date of hire.
PLAN:
You have a Calendar Year plan and deductibles and maximums will be based upon a Calendar Year.
DEDUCTIBLE:
The deductible amount is $50 for each Enrollee. The deductible amount for all family members is $150.
MAXIMUM:
The maximum amount payable per Enrollee each year is $1,500.
The maximum lifetime amount per Enrollee for Orthodontic Benefits is $1,000.
Delta will receive credit for any amounts paid under your previous dental care plan for Orthodontic Benefits. These amounts
will be credited towards the maximum amounts payable for Orthodontic Benefits by Delta.
NOTICE:
Since this information is being provided in electronic format, its accuracy should be verified before receiving treatment. This
information is not a guarantee of covered benefits, services or payments.
DEFINITIONS
Terms when capitalized in this document, either in the section below or throughout the booklet, have defined meanings.
Approved Amount -- the total fee chargeable for a Single Procedure.
Attending Dentist’s Statement -- the form used to file a claim or request a Predetermination for proposed treatment.
Benefits -- the amounts that Delta will pay for dental services under the Contract.
Calendar Year -- the 12 months of the year from January 1, through December 31st.
Contract -- the written agreement under which Benefits are provided.
Contract Allowance -- the maximum amount allowed for a Single Procedure. It is the lesser of the Dentist’s submitted fee,
the Preferred Option Dentist’s Fee, the Dentist’s filed fee with Delta in the Participating Dentist Agreement, UCR fees or the
fees the Dentist in fact charges for these services up to the maximum allowance for each Single Procedure shown on the
Table of Allowances.
Contract Term -- the period during which the Contract is in effect.
Contract Year -- the 12-month period starting on the Effective Date of the Contract and each 12-month period thereafter.
Dentist -- a person licensed to practice dentistry when and where services are performed.
Dependent Enrollee -- an Eligible Dependent enrolled in the plan to receive Benefits.
Effective Date -- the date the program starts. This date is given on the booklet cover.
Eligible Dependent -- a dependent of an Eligible Person who is eligible for Benefits under the Contract.
Eligible Person -- any person defined in the Contract as eligible for Benefits under the Contract.
Enrollee -- an Eligible Employee (Primary Enrollee) or Eligible Dependent (Dependent Enrollee) enrolled to receive
Benefits.
Non-Participating Dentist -- a Dentist who has not agreed to provide services in accordance with the terms and conditions
established by Delta and any member of the Delta Dental Plans Association with which Delta contracts to assist it in
administering the Benefits described in this Contract. A Non-Participating Dentist may charge more than the Contract
Allowance. The fee allowed for Non-Participating Dentists is the fee for a Single Procedure which satisfies the majority of
Participating Dentist for that procedure. See Participating Dentist.
Open Enrollment Period -- the month of the year during which an Eligible Person may change coverage.
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Participating Dentist -- a Dentist who has executed a Participating Dentist Agreement with Delta and who has agreed to
provide services in accordance with the terms and conditions established by Delta and any member of the Delta Dental Plans
Associations with which Delta contracts for administration of the Benefits described in the Contract. Participating Dentists
(who are not Preferred Option Dentists) have agreed to charge no more than the lesser of: their submitted fee; their fees filed
with Delta in their Participating Dentist Agreement or the UCR fee. See Non-Participating Dentist.
Participating Dentist Agreement -- an agreement between a member of the Delta Dental Plans Association and a Dentist
which establishes the terms and conditions under which covered services are provided.
Predetermination -- Delta shall estimate the amount of Benefits payable for proposed services to an Enrollee under the
Contract.
Preferred Option Benefits (In-Network Benefits) -- Benefits covered by the Contract and performed by a Preferred Option
Dentist. Non-Preferred Option Benefits (Out-of-Network Benefits) -- Benefits Covered by the Contract but performed by
a Dentist who has not agreed with Delta to participate in this Preferred Option Program.
Preferred Option Dentist -- A Participating Dentist who has agreed with Delta to participate in this Preferred Option
Program.
Preferred Option Dentist’s Fee -- the fee which Participating Dentists have contractually agreed to accept for treating
Enrollees for a single procedure.
Preferred Option Program -- the program described in this booklet and elected by your employer which allows maximum
benefits when you use a Preferred Option Dentist to receive covered services.
Premiums -- the amounts payable monthly by the applicant as required in the Contract.
Primary Enrollee -- an Eligible Person enrolled in the plan to receive Benefits.
Procedure Code -- the Current Dental Terminology (CDT) number assigned to a Single Procedure by the American Dental
Association.
Qualifying Family Status Change -- a change which occurs as a result of i) marriage, divorce or legal separation; ii) a
child's birth or adoption; iii) a change in spouse's employment; iv) a death in the family; or a court order requiring dependent
coverage.
Single Procedure -- a dental procedure that is assigned a separate CDT number.
Table of Allowances -- the list of covered dental services showing the Procedure Number and maximum amount paid by
Delta for each covered Single Procedure. You will find this Table in the back of this booklet. Copayment percentages, if any,
apply.
UCR -- Usual, Customary and Reasonable, which have the following meanings:
Usual -- A usual fee is that fee regularly charged and received for a given service by an individual Dentist, i.e., his
own usual fee. If more than one fee is charged for a given service, the fee determined to be usual shall not exceed
the lowest fee which is regularly charged or which is offered to patients.
Customary -- A fee is customary when it is within the range of usual fees charged and received by Dentists of
similar training for the same service within the geographic area determined by Delta to be relevant. Customary fees
may be determined on the basis of fees filed with Delta by Participating Dentists. A Customary fee for a
Participating Dentist is that fee which is approved by Delta in the terms of the Participating Dentist Agreement.
Reasonable -- A fee is reasonable if it is usual and customary or if it falls above usual or customary or both, but is
determined to be justifiable considering the special circumstances or extraordinary difficulty of the case in question.
We, Our, or Us -- Delta Dental, and will be used without respect to capitalization
You, Your, Yours -- the Primary Enrollee, and will be used without respect to capitalization.
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CHOICE OF DENTIST
The Preferred Option Program chosen by your employer may result in an overall reduction in your dental care costs.
Although you may choose to go to any Dentist, the Preferred Option Program allows you to reduce the cost of your out of
pocket expenses in two ways:
1)

A select group of Dentists in your area will provide dental Benefits at a charge which has been contractually agreed
upon between Delta and the Preferred Option Dentist. These charges are generally lower than those charged by the
majority of Dentists in the same area.

2)

Services performed by a Preferred Option Dentist may be paid at a higher coinsurance percentage than if you elect to
receive care from a Non-Preferred Option Dentist.

Delta also offers you a choice of selecting a Dentist from our panel of Participating Dentists. Although the Participating
Dentist has not agreed to the features of the Preferred Option Program described above, you may still receive dental care at a
lower cost. The Participating Dentist has contractually agreed not to charge you any additional amount above the UCR.
There may be a difference in the out-of-pocket cost you pay if your Dentist is not a Participating Dentist or a Preferred
Option Dentist. A Participating Dentist or a Preferred Option Dentist has contractually agreed not to charge you any amount
for services above the Approved Amount. We pay your Benefits based on the Contract Allowance less any deductibles or
maximums that may apply. Please note: The Contract Allowance is generally less than the Approved Amount. You are
responsible for the difference.
If a Dentist is not a Participating Dentist or Preferred Option Dentist, the amount charged to you may be above that charged
by our Participating or Preferred Option Dentists. When we pay Benefits for services provided by Non-Participating
Dentists, we will allow the Contract Allowance. You will then be responsible for any extra amount charged by this Dentist
over Benefits we will pay in addition to any deductibles and maximums specified by the plan. This is called balance billing,
that is, the Dentist may bill you for the balance after Delta’s payment is made. However, Participating Dentists (who are not
Preferred Option Dentists) have agreed to charge no more than the lesser of: their submitted fee or the UCR fee.
A directory of Participating Dentists and a list of Preferred Option Dentists are available from your Employer. You may also
access Delta Dental’s National Dentist Directory on the Internet. Our Internet address is: www.deltadentalins.com. You are
responsible for verifying whether the Dentist you select is a Preferred Option Dentist or a Participating Dentist.
Dentists are regularly added to the panel, so a Participating Dentist or Preferred Option Dentist may not yet be listed.
Additionally, you should always confirm that a listed Dentist is still a Participating Dentist or Preferred Option Dentist.
WHO IS ELIGIBLE?
Eligibility for Enrollment
All present and future, permanent employees working the minimum number of hours per week shown on the Group
Highlights page will become eligible on the later of the Effective Date or the calendar day of the month shown on the Group
Highlights page.
If your dependents are covered, they will be eligible when you are or as soon as they become dependents.
Dependents are your:
a)
lawful spouse;
b)

Unmarried dependent children from birth to the end of the Calendar Year of their 25th birthday.

Children includes natural children, step-children, adopted children and foster children. The child must be dependent on the
Eligible Person for support. Newborn infants are eligible from the moment of birth. Adopted children are eligible from the
moment of placement in the physical custody of the Eligible Person, as certified by the agency making placement. A child
shall automatically be covered for 31 days after birth or adoption placement. To continue coverage after 31 days, notice of
the birth or placement and additional Premium, if any, must be received within the 31-day period.
An unmarried child 25 years or older may continue to be eligible as a dependent if the child is
 not self-supporting because of mental incapacity or physical handicap that began before age 25, and
 the child must be mostly dependent on the Eligible Person for support and maintenance.
 the child has reached the end of the Calendar Year in which he or she becomes 25, but has not reached the end of the Calendar
Year in which he or she becomes 30 and who:
(1)
is unmarried and does not have a dependent; and
(2)
is a Florida resident or a full-time student or a part-time student; and
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(3)
is not enrolled in any other dental coverage policy or plan; and
(4)
is not entitled to coverage under Medicare.
Employee must complete “Verification of Eligibility” form with the Risk Management Department.
Dependents in military service are not eligible.
Enrollment Requirements
If your group contractholder is paying all premiums for you or your dependents, everyone is automatically enrolled.
If you are paying all or a portion of premiums for yourself or your dependents then:
a)

You must enroll within 30 days after the date you become eligible or during an Open Enrollment Period.

b)

All dependents must be enrolled within 30 days after they become eligible or during an Open Enrollment Period.

c)

If you elect dependent coverage, you must enroll all of your Eligible Dependents for coverage.

d)

Primary Enrollees make payments for Dependent Enrollees through payroll deduction until they are no longer eligible
or until the Primary Enrollee chooses to drop dependent coverage. If coverage is dropped other than during an Open
Enrollment Period or if there is a Qualifying Family Status Change, your dependents may not be re-enrolled at any
time, unless there is a court order requiring dependent coverage.

e)

If both you and your spouse are Eligible Persons, one of you may enroll as a Dependent Enrollee of the other.
Dependent children may enroll as Dependent Enrollees of only one Primary Enrollee.

Loss of Eligibility
Your coverage ends on the last day of the month you are no longer an eligible member of your group, or immediately when
this program ends. Your dependents' coverage ends when your coverage ends, or as soon as they are no longer dependents as
defined in this booklet.
Continuation of Benefits
Delta does not pay Benefits for services received after your coverage ends. But Delta will pay for Single Procedures incurred
when the patient was covered if such procedure is completed within thirty (30) days of the date coverage ends.
Strike, Lay-off and Leave of Absence
You and your dependents will not be covered for any dental services received while you are on strike, lay-off or leave of
absence, other than as required under the Family & Medical Leave Act of 1993*.
If you do not continue coverage while on FMLA and you return from such leave, benefits for you and your eligible
dependents will resume the first day of the month after you return to work provided you submit to Delta within 31 days an
enrollment card requesting that coverage be reactivated. Coverage will resume as follows:
a)
if reactivated in the same calendar year, deductibles and maximums will resume as if you were never gone; or
b)
if reactivated in a different calendar year, new deductibles and maximums will apply.
*Your coverage and your dependents' coverage is not affected if you take a leave of absence allowed under the Family &
Medical Leave Act of 1993. If you are currently paying any part of your premium, you may choose to continue coverage. If
you do not continue coverage during the leave, you can resume that coverage on your return to active work as if no
interruption occurred. Important: The Family & Medical Leave Act does not apply to all companies, only those that meet
certain size guidelines. See your Human Resources Department for complete information.
Continued Coverage Under USERRA
As required under the Uniformed Services Employment and Reemployment rights Act of 1994 (USERRA), if you are
covered by the Contract on the date your USERRA leave of absence begins, you may continue dental coverage for yourself
and any covered dependents. Continuation of coverage under USERRA may not extend beyond the earlier of: 18 months
beginning on the date the leave of absence begins or the date you fail to return to work within the time required by USERRA.
For USERRA leave that extends beyond 31 days, the premium for continuation of coverage will be the same as for COBRA
coverage.
Optional Continuation of Coverage (COBRA)
When the Eligible Persons of the employer are covered under the Consolidated Omnibus Budget Reconciliation Act of 1986,
then in consideration of the premium payments, Delta agrees to provide Benefits to Enrollees who elect continued coverage
pursuant to this section.
a)
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(1)
you or your Dependent Enrollee becomes ineligible for coverage under the Contract due to a Qualifying
Event shown below; and
(2)
the Contract remains in force.
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Qualifying Event means one of the following events, if it would otherwise result in a Qualified COBRA
Beneficiary’s loss of coverage under this Contract:
(1)
Your termination of employment.
(2)
Your death.
(3)
Divorce or legal separation from you.
(4)
You becoming entitled to Medicare benefits.
(5)
A dependent child ceasing to meet the description of a dependent child.
(6)
A bankruptcy proceeding under Title 11, United States Code with respect to the employer, which results in
a substantial elimination of coverage (within one year before or one year after the date of commencement
of the proceeding) of a retired Primary Enrollee (who retired on or before the date of substantial elimination
of coverage), or of a Dependent Enrollee of a retired Primary Enrollee.
Qualified Beneficiary means you and any of your Dependent Enrollees who are entitled to continue coverage under
the Contract from the date of your first Qualifying Event. It also includes your natural child, legally adopted child
or child placed for the purpose of adoption when the new child:
(1)
is acquired during your eighteen (18) or twenty-nine (29) month continuation period; and
(2)
is enrolled for coverage in accordance with the terms of the Contract.
But it does not include your new spouse, stepchild or foster child acquired during the continuation period, whether
or not the new Dependent is enrolled for coverage.
b)

Continuation Periods. The maximum period of continued coverage for each Qualifying Event shall be as follows:
(1)

Termination of Employment. When eligibility ends due to your termination of employment, then coverage
for you and any of your Dependent Enrollees may be continued for up to eighteen (18) months from the
date employment ended. Termination of employment includes a reduction in hours or retirement.

EXCEPTIONS:
(i)
Misconduct. If your termination of employment is for gross misconduct, coverage may not be continued
for you or any of your Dependent Enrollees.
(ii)
Disability. Disability or Disabled as used in this section shall be as defined by Title II or XVI of the
Social Security Act and determined by the Social Security Administration.
If you:
(a)
become disabled by the 60th day after your employment ends; and
(b)
are covered for Social Security Disability Income benefits;
then coverage for you and any of your Dependent Enrollees may be continued for up to twenty-nine (29)
months from the date your employment ended.
If your Dependent Enrollee:
(a)
becomes disabled by the 60th day after your employment ends; and
(b)
is covered for Social Security Disability Income benefits;
then coverage for that Dependent Enrollee may be continued for up to twenty-nine (29) months from the
date your employment ended. However, in the case of a newborn child or an adopted child, the 60 day
period as stated above will begin on the date of birth or on the date of placement in the home.
You must send the employer a copy of the Social Security Administration’s letter:
(a)
within sixty (60) days after they find that you or your Dependent Enrollee is disabled, and before
the eighteen (18) month continuation period expires; and again
(b)
within thirty (30) days after they find that he or she is no longer disabled.
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(iii)

Subsequent Qualifying Event. If your Dependent:
(a)
is a Qualified Beneficiary; and
(b)
has a subsequent Qualifying Event during the eighteen (18) or twenty-nine (29) month
continuation period;
then coverage for that Dependent Enrollee may be continued for up to thirty-six (36) months from the date
your employment ended.

(2)

Loss of Dependent Eligibility. If a Dependent Enrollee’s eligibility ends, due to a Qualifying Event other
than your termination of employment, then that Dependent Enrollee’s coverage may be continued for up to
thirty-six (36) months from the date of the event. Such events may include:
(i)
your death, divorce, legal separation or Medicare entitlement; and
(ii)
a child reaching the age limit, getting married or ceasing to be a full-time student.
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You must notify the employer within sixty (60) days of a divorce, a legal separation or a child ceasing to be
an eligible Dependent (as defined by the Contract). One or more subsequent Qualifying Events may occur
during the Dependent Enrollee’s thirty-six (36) month period of continued coverage, but coverage may not
be continued beyond thirty-six (36) months from the date of the first event.
(3)

Medicare Entitlement. If your eligibility under the Contract ends when you become entitled to Medicare
benefits, then coverage may not be continued for yourself. But coverage may be continued for any of
your Dependent Enrollees for up to thirty-six (36) months from your Medicare entitlement date.
If your eligibility under the Contract continues beyond Medicare entitlement, but later ends upon
termination of employment or retirement, then any of your Dependent Enrollees may continue coverage for
up to:
(i)
thirty-six (36) months from your Medicare entitlement date; or
(ii)
eighteen (18) months from the date your employment ended (whichever is later).

c)

Election. To continue coverage, you must notify the employer of such election within sixty (60) days from the later
of:
(1)
the date of the Qualifying Event;
(2)
the date of loss of coverage; or
(3)
the date the employer sends notice of the right to continue.
Continued coverage elected under this section shall be effective on the first day following the applicable Qualifying
Event provided:
(1)
you notify the employer within the applicable time period stated above, and
(2)
you remit the initial premium for continued coverage within 45 days after such notification.

d)

Termination. Continued coverage will end at the earliest of the following dates:
(1)
(2)
(3)
(4)

the end of the maximum period for continued coverage shown above;
the date the Contract terminates;
the last day of the period for which Premium has been paid, if any Premium is not paid when due;
the date you or your Dependent Enrollee:
(i)
becomes covered under any other group dental plan; or
(ii)
becomes eligible for benefits for Medicare.

Once continued coverage ends, it cannot be reinstated.
DEDUCTIBLE
Your dental plan features a deductible. This is an amount you must pay out-of-pocket before Benefits are paid. The
deductible amounts are listed on the Group Highlights page.
Only the Dentist's fees you pay for covered Benefits will count toward the deductible, but you do not have to pay a deductible
for Diagnostic and Preventive Benefits or Orthodontic Benefits, if Orthodontic Benefits are covered.
MAXIMUM AMOUNT
The Maximum Amount payable is shown on the Group Highlights page. There may be maximums on a yearly basis, a per
services basis, or a lifetime basis.
However, Orthodontic Benefits, if provided, will end with the next payment due although the maximum has not been reached
if the patient loses coverage, if treatment is stopped, or if the Contract with your employer is cancelled.
PAYMENTS
Your employer agrees to pay 100% of the cost for you, the Primary Enrollee.
You will be responsible for 100% of the cost for your Dependent Enrollees.
Delta may cancel this Program 31 days after written notice to your employer if monthly Premiums are not paid when due.
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BENEFITS, LIMITATIONS & EXCLUSIONS
Delta shall pay the Benefits for the types of dental services as described below. Delta will pay Benefits only for covered
services. These services must be provided by a Dentist and must be necessary and customary under generally accepted dental
practice standards.
Patient Copayment
Delta's provision of Benefits is limited to the applicable percentage of Dentist's fees specified below. The Enrollee is
responsible for paying the remaining applicable percentage of any such fees, known as the Patient Copayment. Your group
has chosen to require Patient Copayments under this program as a method of sharing the costs of providing dental Benefits
between Applicant and Enrollees.
If the Dentist discounts, waives or rebates any portion of the Patient Copayment to the Enrollee, Delta shall be obligated to
provide as Benefits only the applicable percentages of the Dentist's fees reduced by the amount of such fees that is
discounted, waived or rebated.
Limitations on All Benefits - Optional Services that are more expensive than the form of treatment customarily provided
under accepted dental practice standards are called Optional Services. Optional Services also include the use of specialized
techniques instead of standard procedures. For example:
a)
a crown where a filling would restore the tooth;
b)

a precision denture/partial where a standard denture/partial could be used;

c)

an inlay/onlay instead of an amalgam restoration

If you receive Optional Services, your Benefits will be based on the lower cost of the customary service or standard practice
instead of the higher cost of the Optional Service. You will be responsible for the difference between the higher cost of the
Optional Service and the lower cost of the customary service or standard procedure.
EXCLUSIONS
Delta does not pay Benefits for:
a)
Services for injuries or conditions which are compensable under workers' compensation or employers' liability laws;
services which are provided to the Enrollee by any federal, state or local agency, unless this exclusion is prohibited
by law.
b)

Services with respect to congenital (hereditary) or developmental (following birth) malformations or cosmetic
surgery or dentistry for purely cosmetic reasons, including but not limited to cleft palate, maxillary and mandibular
(upper and lower jaw) malformations, enamel hypoplasia (lack of development), fluorosis (a type of discoloration)
of the teeth, and anodontia (congenitally missing teeth), except those services provided to newborn children for
congenital defect or birth abnormalities or services that may be provided under Orthodontic Benefits.

c)

Services for restoring tooth structure lost from wear, erosion, or abrasion, for rebuilding or maintaining chewing
surfaces due to teeth out of alignment or occlusion, or for stabilizing the teeth. Such services include, but are not
limited to: equilibration, periodontal splinting, occlusal adjustment.

d)

Any Single Procedure started prior to the date the person became covered for such services under this program.

e)

Prescribed drugs, medication or analgesia.

f)

Experimental procedures.

g)

Charges by any hospital or other surgical or treatment facility and any additional fees charged by the Dentist for
treatment in any such facility.

h)

Charges for anesthesia, other than by a licensed Dentist for administering general anesthesia in connection with
covered oral surgery services.

i)

Extraoral grafts (grafting of tissues from outside the mouth to oral tissues).

j)

Services with respect to any disturbance of the temporomandibular joint (jaw joint).

k)

Services performed by any person other than a Dentist or auxiliary personnel legally authorized to perform services
under the direct supervision of a Dentist.
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l)

For treatment rendered by a person who ordinarily resides in the Primary Enrollee’s household or who is related to
the Primary Enrollee (or to the Primary Enrollee’s spouse) by blood, marriage or legal adoption.

m)

Services not included on the Table of Allowances except for Orthodontic Services.

BENEFITS
Delta will pay or otherwise discharge the Contract Allowance for covered services as shown in the Table of Allowances.
Diagnostic and Preventive Benefits:
procedures to assist the Dentist in choosing required dental treatment.
Diagnostic:
Preventive:

prophylaxis (cleaning; periodontal cleaning in the presence of inflamed gums); topical application of
fluoride solutions; space maintainers.

Limitations on Diagnostic and Preventive Benefits:
a)
Routine oral examinations and cleanings, including periodontal cleanings, are not provided more than twice in any 12
month period while the patient is an Enrollee under any Delta or any prepaid dental care program provided by the
employer.
b)

Full mouth x-rays or panographic x-rays will be provided when required by the Dentist, but not more than one x-ray
each 5 years will be paid by Delta.

c)

Bitewing x-rays are limited to 2 each 12 months when provided to Enrollees under age 18 and once each 12 months
for Enrollees age 18 and over.

d)

Delta will not pay for topical application of fluoride for anyone 19 years or older.

Basic Benefits:
Oral Surgery:

extractions and certain other surgical procedures, including pre- and post-operative care.

General Anesthesia:

when administered by a Dentist for a covered Oral Surgery procedure.

Endodontics:

treatment of the tooth pulp.

Periodontics:

treatment of gums and bones supporting teeth.

Palliative:

treatment to relieve pain.

Sealant Benefits:

topically applied acrylic, plastic or composite material used to seal developmental grooves and pits
in molars for the purpose of preventing decay.

Limitations on Sealant Benefits:
a)
Sealant Benefits are available only to Enrollees under the age of 15.
b)

Sealants are limited to application to permanent molars with no caries (decay), without restorations and with the
occlusal surface intact.

c)

Sealant Benefits do not include the repair or replacement of a sealant on any tooth within 3 years of its application.

Restorative Benefits:
Amalgam, synthetic porcelain, plastic fillings and prefabricated stainless steel restorations for treatment of carious lesions
(visible destruction of hard tooth structure).
Denture Repairs:
Repair to partial or complete dentures including rebase procedures and relining.
Crowns, Jackets and Cast Restorations:
For treatment of carious lesions (visible decay of the hard tooth structure) when teeth cannot be restored with amalgam,
synthetic porcelain, plastic restorations or prefabricated stainless steel restorations.
Limitations on Crowns, Jackets and Cast Restorations:
Delta will not pay to replace any crown, jacket or cast restoration which the patient received in the previous 5 years.
Prosthodontic Benefits:
Procedures to construct or repair fixed bridges and construction of partial or complete dentures.
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Limitations on Prosthodontic Benefits:
a)
Delta will not pay to replace any bridge or denture that the patient received in the previous 5 years. An exception is
made if the bridge or denture cannot be made satisfactory due to a change in supporting tissues or because too many
teeth have been lost.
b)

Delta limits Benefits for dentures to a standard partial or complete denture. A standard denture means a removable
appliance to replace missing natural, permanent teeth that is made from acceptable materials by conventional means.

c)

Delta will not pay for implants (artificial teeth implanted into or on bone or gums) or their removal; but Delta will
credit the cost of a standard complete or partial denture that would have been allowed under this plan toward the cost
of an implant and related services (copayments apply.)

d)

The initial installation of a fixed bridge or a partial or complete denture is not a Benefit unless the bridge or denture is
made necessary by natural teeth extraction occurring during a time the patient was eligible under a Delta dental care
program.

Orthodontic Benefits:
Procedures performed by a Dentist, involving the use of an active orthodontic appliance and post-treatment retentive
appliances for treatment of malalignment of teeth and/or jaws which significantly interferes with their functions.
Limitations on Orthodontic Benefits:
a)
The maximum amount payable for each Enrollee during the Enrollee’s lifetime is shown on the Group Highlights
page.
b)

All payments shall be on a monthly basis. The obligation of Delta to make periodic payments for an Orthodontic
treatment plan begun prior to the date the patient becomes covered shall commence with the first payment due
following the date the patient’s coverage is effective.

c)

The obligation of Delta to make periodic payments for Orthodontic treatment shall terminate on the payment due date
next following the date the Dependent Enrollee or the Primary Enrollee loses coverage, or upon termination of the
Contract, whichever shall occur first.

d)

Benefits are not paid to repair, replace or adjust an appliance furnished, in whole or in part, under the Contract.

e)

Orthodontic Benefits are limited to Dependent Enrollee children under age 25.

f)

X-rays or extractions are not subject to the Orthodontic maximum.

g)

Surgical procedures are not subject to the Orthodontic maximum.
COORDINATION OF BENEFITS

Delta matches the Benefits under this plan with your Benefits under any other group prepaid plan designed to fully integrate
with other policies. (This does not apply to a blanket school accident policy). Coordination of Benefits only applies while
you are employed with your current Employer. Benefits under one of the plans may be reduced so that your combined
coverage does not exceed the Dentist's fees for the covered services. If this is the primary plan, Delta will not reduce
Benefits. But if the other plan is the primary one, Delta will reduce Benefits otherwise payable under this plan. The
reduction will be the amount paid for or provided under the terms of the primary plan for services covered under this plan
(see BENEFITS, LIMITATIONS & EXCLUSIONS).
Definitions
a)
Plan means any plan providing Benefits or services for or by reason of medical or dental care or treatment, which
Benefits or services are provided by:
(i)
group, blanket or franchise insurance coverage,
(ii)

service plan contracts, group practice, individual practice and other prepayment coverage,

(iii)

any coverage under labor-management trusted plans, union welfare plans, employer organization plans, or
employee benefits organization plans, and

(iv)

any coverage under governmental programs, and any coverage required or provided by any statute.

FL-ASC
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The term Plan shall be constructed separately with respect to each policy, contract, or other arrangement for Benefits
or services and separately with respect to that portion of any such policy, contract, or other arrangement which
reserves the right to take the Benefits or service of other Plans into consideration in determining its Benefits and that
portion which does not.
b)

This Plan means this policy.

c)

Allowable Expense means any necessary, reasonable, and customary item of expense at least a portion of which is
covered under at least one of the Plans covering the person for whom claim is made.
When a Plan provides Benefits in the form of services rather than cash payments, the reasonable cash value of each
service rendered shall be deemed to be both an Allowable Allowance Expense and a Benefit paid.

d)

Claim Determination Period means the Contract Year, as defined on the Definitions page.
How does Delta determine which is the primary program?
a)
If the other plan is not primarily a dental plan, this plan is primary.
b)

If the other plan is a dental plan, the following rules are applied:
(i)
The plan covering the patient as an employee is primary over a plan covering the patient as a dependent.
(ii)

The plan covering the patient as an employee is primary over a plan which covers the insured person as a
dependent; except that: if the insured person is also a Medicare beneficiary, and as a result of the rule
established by Title XVIII of the Social Security Act and implementing regulations, Medicare is:
1. Secondary to the plan covering the insured person as a dependent and
2. Primary to the plan covering the insured person as other than a dependent (e.g. a retired employee),
then the benefits of the plan covering the insured person as a dependent are determined before those of
the plan covering that insured person as other than a dependent.

(iii)

Except as stated in paragraph (iv), when this plan and another plan cover the same child as a dependent
of different persons, called parents:
1.

The benefits of the plan of the parent whose birthday falls earlier in a year are determined before
those of the plan of the parent whose birthday falls later in that year, but

2.

If both parents have the same birthday, the benefits of the plan which covered one parent longer are
determined before those of the plan which covered the other parent for a shorter period of time.

However, if the other plan does not have the rule described in a) on the previous page, but instead has a
rule based on the gender of the parent, and if, as a result, the plans do not agree on the order of benefits,
the rule in the other plan will determine the order of benefits.

FL-ASC

(iv)

In the case of a dependent child of legally separated or divorced parents, the plan covering the patient as
a dependent of the parent with legal custody, or as a dependent of the custodial parent's spouse (i.e. stepparent) shall be primary over the plan covering the patient as a dependent of the parent without legal
custody. If there is a court decree which would otherwise establish financial responsibility for the
health care expenses with respect to the child, the benefits of a plan which covers the child as a
dependent of the parent with such financial responsibility shall be determined before the benefits of any
other policy which covers the child as a dependent child.

(v)

If the specific terms of a court decree state that the parents shall share joint custody, without stating that
one of the parents is responsible for the health care expenses of the child, the plans covering the child
shall follow the order of benefit determination rules outlined in paragraph (iii).

(vi)

The benefits of a plan which covers an insured person as an employee who is neither laid off nor retired
are determined before those of a plan which covers that insured person as a laid off or retired employee.
The same would hold true if an insured person is a dependent of a person covered as a retiree and an
employee. If the other plan does not have this rule, and if, as a result, the plans do not agree on the
order of benefits, this Rule (vi) is ignored.
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(vii)

If an insured person whose coverage is provided under a right of continuation pursuant to federal or
state law also is covered under another plan, the following shall be the order of benefit determination:
1. First, the benefits of a plan covering the insured person as an employee, member or subscriber (or
as that insured person’s dependent);
2. Second, the benefits under the continuation coverage.
If the other plan does not have the rule described above, and if, as a result, the plans do not agree on the
order of benefits, this rule is ignored.

(viii)

If none of the above rules determine the order of benefits, the benefits of the plan which covered an
employee longer are determined before those of the plan which covered that insured person for the
shorter term.

Effect on Benefits
a)
This Coordination of Benefits section shall apply in determining the Benefits as to a person covered under this Plan
for any Claim Determination Period if, for the Allowable Expenses incurred as to such person during such period,
the sum of (1) the Benefits that would be payable under this Plan in the absence of this Coordination of Benefits
section; and (2) the Benefits that would be payable under all other Plans in the absence therein of provisions of
similar purpose to this Coordination of Benefits section would exceed such Allowable Expenses.
b)

As to the Claim Determination Period with respect to which this Coordination of Benefits section is applicable, the
Benefits that would be payable under this Plan in the absence of this Coordination of Benefits section for the
Allowable Expenses incurred as to such person during such Claim Determination Period shall be reduced to the
extent necessary so that the sum of such reduced Benefits payable for such Allowable Expenses under all other
Plans, shall not exceed the total of such Allowable Expenses. Benefits payable under another Plan include the
Benefits that would have been payable had claim been duly made therefore.

Right to Receive and Release Necessary Information
For the purpose of determining the applicability of and implementing the terms of this Coordination of Benefits section of
this Plan or any provision of similar purpose of any other Plan, the insurer or service plan may, with the consent of the
insured person, release to or obtain from any other insurance company or other organization or person any information, with
respect to any person, which the insurer or service plan deems to be necessary for such purposes. Any person claiming
Benefits under this Plan shall furnish to the insurer or service plan such information as may be necessary to implement this
Coordination of Benefits section.
Facility of Payment
Whenever payments which should have been made under this Plan in accordance with this Coordination of Benefits section
have been made under any other Plan, Delta shall have the right, exercisable alone in its sole discretion, to pay over to any
organizations making such other payments any amounts it shall determine to be warranted in order to satisfy the intent of this
Coordination of Benefits section and amounts so paid shall be deemed to Benefits paid under this Plan and, to the extent of
such payments, Delta shall be fully discharged from liability under this Plan.
Right of Recovery
Whenever payments have been made by Delta with respect to Allowable Expenses in a total amount, at any time, in excess of
the maximum amount of payment necessary at that time to satisfy the intent of this Coordination of Benefits section, Delta
shall have the right to recover such payments, to the extent of such excess, from among one or more of the following, as
Delta shall determine: any persons to or for or with respect to whom such payments were made, any other insurers, service
plans or any other organizations.
CLAIMS
Claims for Benefits must be filed on a standard Attending Dentist Statement which you or your Dentist may obtain from:
Delta Dental Insurance Company
P.O. Box 1809
Alpharetta, GA 30023
(800) 521-2651
AVA (800) 616-3629
PREDETERMINATIONS
A Dentist may file an Attending Dentist's Statement before treatment, showing the services to be provided to an Enrollee.
Delta will Predetermine the amount of Benefits payable under this Contract for the listed services. Predeterminations are
valid for 60 days from the date of the Predetermination but not longer than the Contract's term nor beyond the date the
patient's coverage ends.
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TIME OF PAYMENT
Claims payable under the Contract for any loss other than loss for which the Contract provides any periodic payment will be
paid within 30 days after receipt of due written proof of such loss. Delta will notify the Primary Enrollee and his/her dentist
of any additional information needed to process the claim within this 30 day period. Delta will process the claim within 15
days of receipt of the additional information. If the requested information is not received within 45 days, the claim will be
denied. Subject to due written proof of loss, all accrued indemnities for loss for which this Contract provides periodic
payment will be paid monthly.
CLAIMS APPEAL
Delta will notify the Primary Enrollee as stated above if Benefits are denied for services submitted on an Attending Dentist’s
Statement, in whole or in part, stating the reason(s) for denial. The Enrollee has 180 days after receiving a notice of denial to
appeal it by writing to Delta giving reasons why the denial was wrong. The Enrollee may also ask Delta to examine any
additional information he/she includes that may support his/her appeal.
Delta will make a full and fair review within 60 days after Delta receives the request for appeal. Delta may ask for more
documents if needed. In no event will the decision take longer than 60 days. The review will take into account all comments,
documents, records or other information, regardless of whether such information was submitted or considered initially. If the
review is of a denial based in whole or in part on lack of dental necessity, experimental treatment or clinical judgement in
apply the terms of this Contract, Delta shall consult with a Dentist who has appropriate training and experience. The review
will be conducted for Delta by a person who is neither the individual who made the claim denial that is subject to the review,
nor the subordinate of such individual. The identity of such dental consultant is available upon request whether or not the
advice was relied upon.
If the Enrollee believes he/she needs further review of said claim, he/she may contact his/her state insurance regulatory
agency if applicable or bring a civil action under section 502(a) of the Employee Retirement Income Security Act of 1974
(ERISA) if the Contract is subject to ERISA.
CANCELLATION OF PROGRAM
Delta may cancel the program only:
a)

on an anniversary of the Effective Date; or

b)

if your employer does not pay the monthly administrative payments; or

c)

if your employer does not provide a list of who is eligible upon 60 days written notice; or

d)

if less than the minimum number of Primary Enrollees required under the Contract reported eligible for 3 months or
more, upon 15 days written notice.
NOTICE OF CLAIM/PROOF OF LOSS

Before approving a claim, Delta will be entitled to receive, to such extent as may be lawful, from any attending or examining
Dentist, or from hospitals in which a Dentist's care is provided, such information and records relating to attendance to or
examination of, or treatment provided to, an Enrollee as may be required to administer the claim, or that an Enrollee be
examined by a dental consultant retained by Delta, in or near his community or residence. Delta shall in every case hold such
information and records confidential.
Delta will give any Dentist or Enrollee, on request, a standard Attending Dentist's Statement to make a claim for Benefits. To
make a claim, the form must be completed and signed by the Dentist who performed the services and by the Enrollee (or the
parent or guardian if the patient is a minor) and submitted to Delta. If the form is not furnished by Delta within 15 days after
requested by a Dentist or Enrollee, the requirements for proof of loss set forth in the next paragraph will be deemed to have
been complied with upon the submission to Delta, within the time established in said paragraph for filing proofs of loss, of
written proof covering the occurrence, the character and the extent of the loss for which claim is made.
Delta must be given written proof of loss within 90 days after the date of the loss. If it is not reasonably possible to give
written proof in the time required, the claim will not be reduced or denied solely for this reason, provided proof is filed as
soon as reasonably possible. In any event, proof of loss must be given no later than one (1) year from such time (unless the
claimant was legally incapacitated).
All written proof of loss must be given to Delta within 90 days of the termination of the Contract.

FL-ASC
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TO WHOM BENEFITS ARE PAID
Preferred Option Dentists and Participating Dentists shall be paid directly. Any other payments provided by this Contract
will be made to you, unless you request when filing a proof of loss claim that the payment be made directly to the Dentist
providing the services. All Benefits not paid to the Dentist shall be payable to you, or to your estate, except that if the person
is a minor or otherwise not competent to give a valid release, Benefits may be payable to his parent or guardian.
Benefits may be payable to a person who is not a member of the group if a court order providing for the managing
conservator of the child has been issued by a court competent jurisdiction in the state of Florida or any other state. Before a
person who is not a member of a group is entitled to be paid Benefits as a managing conservator, the person must submit to
your Employer with the claim application written notice that the person is the managing conservator of the child on whose
behalf the claim is made; and submit a certified copy of a court order establishing the person as managing conservator or
other evidence designated by rule of the State Board of Insurance that the person qualifies to be paid the Benefits.
LEGAL ACTIONS
No action at law or in equity shall be brought to recover on the Contract prior to expiration of sixty (60) days after proof of
loss has been filed in accordance with requirements of the Contract, nor shall an action be brought at all unless brought
within three (3) years from expiration of the time within which proof of loss is required by the Contract.

THIS BOOKLET CONSTITUTES ONLY A SUMMARY OF THE DENTAL SERVICE CONTRACT. THE
COMPLETE CONTRACT MUST BE CONSULTED TO DETERMINE THE EXACT TERMS AND CONDITIONS
OF COVERAGE.
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FLORIDA TABLE OF ALLOWANCE
SPECIAL TABLE FOR THE SCHOOL BOARD OF SARASOTA COUNTY
The amounts in the Allowance column are what Delta Dental will pay for covered services. Enrollees are responsible for paying the
remainder of the Approved Amount, the amount the attending Provider agrees to accept as payment in full for services rendered.
Please note the following:
 The procedures described and allowances indicated on this table are subject to the terms of the Contract and Delta Dental processing
policies and may be limited or excluded.
 The below codes and nomenclature are copyright of the American Dental Association. This table represents codes and nomenclature
excerpted from the version of Current Dental Terminology (CDT) in effect at the date of this printing. Delta Dental’s administration
of benefits, limitations and exclusions under this plan at all times will be based on the then current version of CDT whether or not a
revised table is provided.
Procedure
Number
D0120

periodic oral evaluation - established patient

D0140

limited oral evaluation - problem focused

$35.00

D0145

oral evaluation for a patient under three years of age and counseling with primary caregiver

$25.00

D0150

comprehensive oral evaluation - new or established patient

$34.00

D0160

detailed and extensive oral evaluation - problem focused, by report

$34.00

D0180

comprehensive periodontal evaluation - new or established patient

$34.00

D0190

screening of a patient

$18.00

D0191

assessment of a patient

$18.00

D0210

intraoral - complete series of radiographic images

$64.00

D0220

intraoral - periapical first radiographic image

$11.00

D0230

intraoral - periapical each additional radiographic image

D0240

intraoral - occlusal radiographic image

$17.00

D0250

extraoral - first radiographic image

$20.00

D0260

extraoral - each additional radiographic image

$16.00

D0272

bitewings - two radiographic images

$20.00

D0273

bitewings - three radiographic images

$25.00

D0274

bitewings - four radiographic images

$30.00

D0277

vertical bitewings - 7 to 8 radiographic images

$64.00

D0330

panoramic radiographic image

$60.00

D0340

cephalometric radiographic image

$55.00

D0350

oral/facial photographic images

$31.00

D0470

diagnostic casts

$50.00

D1110

prophylaxis - adult

$48.00

D1120

prophylaxis - child

$40.00

D1206

topical application of fluoride varnish

$20.00

D1208

topical application of fluoride

$20.00

D1351

sealant - per tooth

$25.00

D1352

preventive resin restoration in a moderate to high caries risk patient – permanent tooth

D1510

TOA

Procedure Description

Allowance
$25.00

$9.00

$30.00
$160.00

space maintainer - fixed - unilateral
1
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Procedure
Number
D1515

space maintainer - fixed - bilateral

D1520

space maintainer - removable - unilateral

$198.00

D1525

space maintainer - removable - bilateral

$226.00

D1550

re-cementation of space maintainer

$35.00

D1555

removal of fixed space maintainer

$35.00

D2140

amalgam - one surface, primary or permanent

$56.00

D2150

amalgam - two surfaces, primary or permanent

$71.00

D2160

amalgam - three surfaces, primary or permanent

$84.00

D2161

amalgam - four or more surfaces, primary or permanent

D2330

resin-based composite - one surface, anterior

D2331

Procedure Description

Allowance
$237.00

$103.00
$66.00

resin-based composite - two surfaces, anterior

$82.00

D2332

resin-based composite - three surfaces, anterior

$101.00

D2335

resin-based composite - four or more surfaces or involving incisal angle (anterior)

$134.00

D2391

resin-based composite - one surface, posterior

$72.00

D2392

resin-based composite - two surfaces, posterior

$90.00

D2393

resin-based composite - three surfaces, posterior

$120.00

D2394

resin-based composite - four or more surfaces, posterior

$144.00

D2410

gold foil - one surface

$193.00

D2420

gold foil - two surfaces

$316.00

D2430

gold foil - three surfaces

$390.00

D2510

inlay - metallic - one surface

$210.00

D2520

inlay - metallic - two surfaces

$240.00

D2530

inlay - metallic - three or more surfaces

$270.00

D2542

onlay - metallic - two surfaces

$388.00

D2543

onlay - metallic - three surfaces

$438.00

D2544

onlay - metallic - four or more surfaces

$448.00

D2610

inlay - porcelain/ceramic - one surface

$228.00

D2620

inlay - porcelain/ceramic - two surfaces

$264.00

D2630

inlay - porcelain/ceramic - three or more surfaces

$286.00

D2642

onlay - porcelain/ceramic - two surfaces

$388.00

D2643

onlay - porcelain/ceramic - three surfaces

$438.00

D2644

onlay - porcelain/ceramic - four or more surfaces

$448.00

D2650

inlay - resin-based composite - one surface

$192.00

D2651

inlay - resin-based composite - two surfaces

$226.00

D2652

inlay - resin-based composite - three or more surfaces

$240.00

D2662

onlay - resin-based composite - two surfaces

$388.00

D2663

onlay - resin-based composite - three surfaces

$438.00

D2664

onlay - resin-based composite - four or more surfaces

$448.00

D2710

crown - resin-based composite (indirect)

$119.00

D2712

crown - ¾ resin-based composite (indirect)

$119.00

TOA
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Procedure
Number
D2740

crown - porcelain/ceramic substrate

D2750

crown - porcelain fused to high noble metal

$355.00

D2751

crown - porcelain fused to predominantly base metal

$325.00

D2752

crown - porcelain fused to noble metal

$335.00

D2780

crown - 3/4 cast high noble metal

$425.00

D2781

crown - 3/4 cast predominantly base metal

$355.00

D2782

crown - 3/4 cast noble metal

$335.00

D2783

crown - 3/4 porcelain/ceramic

$349.00

D2790

crown - full cast high noble metal

$355.00

D2791

crown - full cast predominantly base metal

$300.00

D2792

crown - full cast noble metal

$331.00

D2794

crown - titanium

$355.00

D2910

recement inlay, onlay, or partial coverage restoration

$26.00

D2915

recement cast or prefabricated post and core

$26.00

D2920

recement crown

$28.00

D2929

prefabricated porcelain/ceramic crown – primary tooth

$97.00

D2930

prefabricated stainless steel crown - primary tooth

$78.00

D2931

prefabricated stainless steel crown - permanent tooth

$90.00

D2932

prefabricated resin crown

Procedure Description

Allowance
$348.00

$90.00

D2933

prefabricated stainless steel crown with resin window

$194.00

D2934

prefabricated esthetic coated stainless steel crown - primary tooth

$194.00

D2940

protective restoration

$30.00

D2950

core buildup, including any pins

$76.00

D2951

pin retention - per tooth, in addition to restoration

$18.00

D2952

post and core in addition to crown, indirectly fabricated

D2954

prefabricated post and core in addition to crown

D2960

labial veneer (resin laminate) - chairside

$126.00

D2961

labial veneer (resin laminate) - laboratory

$226.00

D2962

labial veneer (porcelain laminate) - laboratory

$294.00

D2971

additional procedures to construct new crown under existing partial denture framework

$100.00

D2980

crown repair necessitated by restorative material failure

$129.00

D2981

inlay repair necessitated by restorative material failure

$129.00

D2982

onlay repair necessitated by restorative material failure

$129.00

D2983

veneer repair necessitated by restorative material failure

$129.00

D3110

pulp cap - direct (excluding final restoration)

$28.00

D3220

therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the dentinocemental
junction and application of medicament

$76.00

D3222

partial pulpotomy for apexogenesis - permanent tooth with incomplete root development

$76.00

D3310

endodontic therapy, anterior tooth (excluding final restoration)

$280.00

D3320

endodontic therapy, bicuspid tooth (excluding final restoration)

$346.00

TOA

$114.00
$98.00
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Procedure
Number
D3330

endodontic therapy, molar tooth (excluding final restoration)

D3346

retreatment of previous root canal therapy - anterior

$360.00

D3347

retreatment of previous root canal therapy - bicuspid

$396.00

D3348

retreatment of previous root canal therapy - molar

$492.00

D3351

apexification/recalcification/pulpal regeneration – initial visit (apical closure/calcific repair of
perforations, root resorption, pulp space disinfection, etc.)

$156.00

D3352

apexification/recalcification/pulpal regeneration - interim medication replacement (apical
closure/calcific repair of perforations, root resorption, pulp space disinfection, etc.)

D3353

apexification/recalcification - final visit (includes completed root canal therapy - apical
closure/calcific repair of perforations, root resorption, etc.)

$233.00

D3410

apicoectomy/periradicular surgery - anterior

$240.00

D3421

apicoectomy/periradicular surgery - bicuspid (first root)

$308.00

D3425

apicoectomy/periradicular surgery - molar (first root)

$320.00

D3426

apicoectomy/periradicular surgery (each additional root)

$120.00

D3430

retrograde filling - per root

$76.00

D3450

root amputation - per root

$172.00

D3920

hemisection (including any root removal), not including root canal therapy

$160.00

D4210

gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per quadrant

$224.00

D4211

gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per quadrant

$74.00

D4212

gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth

$74.00

D4240

gingival flap procedure, including root planing - four or more contiguous teeth or tooth bounded
spaces per quadrant

$280.00

D4241

gingival flap procedure, including root planing - one to three contiguous teeth or tooth bounded
spaces per quadrant

$168.00

D4249

clinical crown lengthening - hard tissue

$437.00

D4260

osseous surgery (including flap entry and closure) - four or more contiguous teeth or tooth bounded
spaces per quadrant

$473.00

D4261

osseous surgery (including flap entry and closure) - one to three contiguous teeth or tooth bounded
spaces per quadrant

$284.00

D4270

pedicle soft tissue graft procedure

$340.00

D4277

free soft tissue graft procedure (including donor site surgery), first tooth or edentulous tooth position
in graft

$360.00

D4278

free soft tissue graft procedure (including donor site surgery), each additional contiguous tooth or
edentulous tooth position in same graft site

$270.00

D4341

periodontal scaling and root planing - four or more teeth per quadrant

$98.00

D4342

periodontal scaling and root planing - one to three teeth per quadrant

$59.00

D4355

full mouth debridement to enable comprehensive evaluation and diagnosis

$51.00

D4910

periodontal maintenance

$54.00

D5110

complete denture - maxillary

$350.00

D5120

complete denture - mandibular

$350.00

D5130

immediate denture - maxillary

$375.00

D5140

immediate denture - mandibular

$375.00

TOA

Procedure Description
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Procedure
Number
D5211

maxillary partial denture - resin base (including any conventional clasps, rests and teeth)

D5212

mandibular partial denture - resin base (including any conventional clasps, rests and teeth)

$245.00

D5213

maxillary partial denture - cast metal framework with resin denture bases (including any
conventional clasps, rests and teeth)

$377.00

D5214

mandibular partial denture - cast metal framework with resin denture bases (including any
conventional clasps, rests and teeth)

$377.00

D5225

maxillary partial denture - flexible base (including any clasps, rests and teeth)

$283.00

D5226

mandibular partial denture - flexible base (including any clasps, rests and teeth)

$283.00

D5281

removable unilateral partial denture - one piece cast metal (including clasps and teeth)

$238.00

D5410

adjust complete denture - maxillary

$28.00

D5411

adjust complete denture - mandibular

$28.00

D5421

adjust partial denture - maxillary

$28.00

D5422

adjust partial denture - mandibular

$28.00

D5510

repair broken complete denture base

$68.00

D5520

replace missing or broken teeth - complete denture (each tooth)

$60.00

D5610

repair resin denture base

$60.00

D5620

repair cast framework

$80.00

D5630

repair or replace broken clasp

$72.00

D5640

replace broken teeth - per tooth

$56.00

D5650

add tooth to existing partial denture

$62.00

D5660

add clasp to existing partial denture

$80.00

D5710

rebase complete maxillary denture

$170.00

D5711

rebase complete mandibular denture

$170.00

D5720

rebase maxillary partial denture

$160.00

D5721

rebase mandibular partial denture

$160.00

D5730

reline complete maxillary denture (chairside)

$120.00

D5731

reline complete mandibular denture (chairside)

$120.00

D5740

reline maxillary partial denture (chairside)

$108.00

D5741

reline mandibular partial denture (chairside)

$108.00

D5750

reline complete maxillary denture (laboratory)

$158.00

D5751

reline complete mandibular denture (laboratory)

$158.00

D5760

reline maxillary partial denture (laboratory)

$152.00

D5761

reline mandibular partial denture (laboratory)

$152.00

D5820

interim partial denture (maxillary)

$226.00

D5821

interim partial denture (mandibular)

$226.00

D5850

tissue conditioning, maxillary

$64.00

D5851

tissue conditioning, mandibular

$40.00

D5860

overdenture - complete, by report

$862.00

D5861

overdenture - partial, by report

$948.00

D6205

pontic - indirect resin based composite

$258.00

TOA

Procedure Description
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Procedure
Number
D6210

pontic - cast high noble metal

D6211

pontic - cast predominantly base metal

$258.00

D6212

pontic - cast noble metal

$275.00

D6214

pontic - titanium

$298.00

D6240

pontic - porcelain fused to high noble metal

$296.00

D6241

pontic - porcelain fused to predominantly base metal

$256.00

D6242

pontic - porcelain fused to noble metal

$276.00

D6245

pontic - porcelain/ceramic

$800.00

D6545

retainer - cast metal for resin bonded fixed prosthesis

$149.00

D6548

retainer - porcelain/ceramic for resin bonded fixed prosthesis

$159.00

D6600

inlay - porcelain/ceramic, two surfaces

$200.00

D6601

inlay - porcelain/ceramic, three or more surfaces

$225.00

D6602

inlay - cast high noble metal, two surfaces

$200.00

D6603

inlay - cast high noble metal, three or more surfaces

$225.00

D6604

inlay - cast predominantly base metal, two surfaces

$200.00

D6605

inlay - cast predominantly base metal, three or more surfaces

$225.00

D6606

inlay - cast noble metal, two surfaces

$200.00

D6607

inlay - cast noble metal, three or more surfaces

$225.00

D6608

onlay -porcelain/ceramic, two surfaces

$261.00

D6609

onlay - porcelain/ceramic, three or more surfaces

$278.00

D6610

onlay - cast high noble metal, two surfaces

$261.00

D6611

onlay - cast high noble metal, three or more surfaces

$278.00

D6612

onlay - cast predominantly base metal, two surfaces

$261.00

D6613

onlay - cast predominantly base metal, three or more surfaces

$278.00

D6614

onlay - cast noble metal, two surfaces

$261.00

D6615

onlay - cast noble metal, three or more surfaces

$278.00

D6624

inlay - titanium

$225.00

D6634

onlay - titanium

$278.00

D6710

crown - indirect resin based composite

$674.00

D6750

crown - porcelain fused to high noble metal

$355.00

D6751

crown - porcelain fused to predominantly base metal

$323.00

D6752

crown - porcelain fused to noble metal

$335.00

D6780

crown - 3/4 cast high noble metal

$330.00

D6781

crown - 3/4 cast predominantly base metal

$450.00

D6782

crown - 3/4 cast noble metal

$419.00

D6783

crown - 3/4 porcelain/ceramic

$461.00

D6790

crown - full cast high noble metal

$352.00

D6791

crown - full cast predominantly base metal

$306.00

D6792

crown - full cast noble metal

$330.00

D6794

crown - titanium

$352.00

TOA

Procedure Description
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Procedure
Number
D6930

recement fixed partial denture

D6980

fixed partial denture repair necessitated by restorative material failure

D7140

extraction, erupted tooth or exposed root (elevation and/or forceps removal)

Procedure Description

Allowance
$30.00
$180.00
$60.00

D7210

surgical removal of erupted tooth requiring removal of bone and/or sectioning of tooth, and
including elevation of mucoperiosteal flap if indicated

$100.00

D7220

removal of impacted tooth - soft tissue

$128.00

D7230

removal of impacted tooth - partially bony

$158.00

D7240

removal of impacted tooth - completely bony

$202.00

D7250

surgical removal of residual tooth roots (cutting procedure)

$120.00

D7280

surgical access of an unerupted tooth

$158.00

D7283

placement of device to facilitate eruption of impacted tooth

$105.00

D7285

biopsy of oral tissue - hard (bone, tooth)

$136.00

D7286

biopsy of oral tissue - soft

$107.00

D7290

surgical repositioning of teeth

$131.00

D7310

alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant

$113.00

D7311

alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant

$68.00

D7320

alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant

$148.00

D7321

alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant

$89.00

D7340

vestibuloplasty - ridge extension (secondary epithelialization)

$236.00

D7350

vestibuloplasty - ridge extension (including soft tissue grafts, muscle reattachment, revision of soft
tissue attachment and management of hypertrophied and hyperplastic tissue)

$380.00

D7410

excision of benign lesion up to 1.25 cm

$253.00

D7411

excision of benign lesion greater than 1.25 cm

$385.00

D7412

excision of benign lesion, complicated

$423.00

D7413

excision of malignant lesion up to 1.25 cm

$457.00

D7414

excision of malignant lesion greater than 1.25 cm

$500.00

D7415

excision of malignant lesion, complicated

$721.00

D7440

excision of malignant tumor - lesion diameter up to 1.25 cm

$357.00

D7441

excision of malignant tumor - lesion diameter greater than 1.25 cm

$498.00

D7450

removal of benign odontogenic cyst or tumor - lesion diameter up to 1.25 cm

$328.00

D7451

removal of benign odontogenic cyst or tumor - lesion diameter greater than 1.25 cm

$399.00

D7460

removal of benign nonodontogenic cyst or tumor - lesion diameter up to 1.25 cm

$303.00

D7461

removal of benign nonodontogenic cyst or tumor - lesion diameter greater than 1.25 cm

$399.00

D7465

destruction of lesion(s) by physical or chemical method, by report

$193.00

D7471

removal of lateral exostosis (maxilla or mandible)

$390.00

D7472

removal of torus palatinus

$390.00

D7473

removal of torus mandibularis

$390.00

D7510

incision and drainage of abscess - intraoral soft tissue

$129.00

D7520

incision and drainage of abscess - extraoral soft tissue

$181.00

D7530

removal of foreign body from mucosa, skin, or subcutaneous alveolar tissue

$153.00

TOA
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Procedure
Number
D7540

removal of reaction producing foreign bodies, musculoskeletal system

D7550

partial ostectomy/sequestrectomy for removal of non-vital bone

$261.00

D7560

maxillary sinusotomy for removal of tooth fragment or foreign body

$520.00

D7610

maxilla - open reduction (teeth immobilized, if present)

$200.00

D7620

maxilla - closed reduction (teeth immobilized, if present)

$814.00

D7630

mandible - open reduction (teeth immobilized, if present)

$2,060.00

D7640

mandible - closed reduction (teeth immobilized, if present)

$1,690.00

D7650

malar and/or zygomatic arch - open reduction

$390.00

D7660

malar and/or zygomatic arch - closed reduction

$450.00

D7670

alveolus - closed reduction, may include stabilization of teeth

$520.00

D7680

facial bones - complicated reduction with fixation and multiple surgical approaches

$750.00

D7910

suture of recent small wounds up to 5 cm

$143.00

D7911

complicated suture - up to 5 cm

$202.00

D7912

complicated suture - greater than 5 cm

$303.00

D7960

frenulectomy – also known as frenectomy or frenotomy – separate procedure not incidental to
another procedure

$297.00

D7970

excision of hyperplastic tissue - per arch

$297.00

D7971

excision of pericoronal gingiva

$126.00

D9110

palliative (emergency) treatment of dental pain - minor procedure

Procedure Description

Allowance
$279.00

$57.00

D9220

deep sedation/general anesthesia - first 30 minutes

D9221

deep sedation/general anesthesia - each additional 15 minutes

D9241

intravenous conscious sedation/analgesia - first 30 minutes

D9242

intravenous conscious sedation/analgesia - each additional 15 minutes

$33.00

D9310

consultation - diagnostic service provided by dentist or physician other than requesting dentist or
physician

$50.00

D9930

treatment of complications (post-surgical) - unusual circumstances, by report

$67.00

TOA

$233.00
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AMENDMENT
Group No. 10-1239

IT IS AGREED that the Contract effective January 1, 2003 between DELTA DENTAL INSURANCE
COMPANY and THE SCHOOL BOARD OF SARASOTA COUNTY is hereby AMENDED effective October
1, 2006 as follows:

The following CHANGES are made throughout the Contract:


References to Participating Dentist are changed to Delta Dental Premier® Dentist (Premier Dentist).



References to Participating Dentist Agreement are changed to Participating PPO Dentist Agreement
(PPO Dentist Agreement).



References to Non-Participating Dentist are changed to Non-Delta Dental Dentist.



References to Preferred Option Dentist are changed to Delta Dental PPO Dentist (PPO Dentist).



References to Preferred Option Dentist’s Fee are changed to Delta Dental PPO Dentist’s Fee (PPO
Dentist’s Fee).



References to Preferred Option Program are changed to Delta Dental PPO Program (PPO Program).



References to Automated Voice Assistance (AVA) are changed to automated information line.

Except as AMENDED all terms and provisions of the Contract shall remain unchanged.

DELTA DENTAL INSURANCE COMPANY

Charles Lamont, Assistant Secretary

