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This Outline of Coverage provides a very brief description of the important features of your policy. This is not the insuranc e contract, and only  
the actual policy provisions will control. The policy itself se ts forth in detail the rights and obligations of both you and your insurance  
company. It is therefore important that you READ YOUR POLICY CAREFULLY! Not all time limitations and exclusions are shown her ein. 
Benefit percentages shown are based on the actual  charges submitted up to the Maximum Allowable Charge for participating dentists, or  
Delta Dental’s allowance for non -participating dentists.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
    Please Note : 
 

• The plan selection may not be changed until the next open enrollment.  
• The plan selection must be the same for both employee and dependent  
• Services that are covered under your Medical plan are not covered benefits under your Delta Dental plan.  

 

Outline of Coverage  
 

Delta Dental PPO plus Premier Network  

Base Plan  High Option  

 
Coverage A  

DIAGNOSTIC:  
 Evalu ations - 2 per Calendar Year  
 X-Rays - complete series or panoram ic once in a 3 -year period  
 Bitewing  x-rays once each Calendar Year  
PREVENTIVE:  
 Cleanings - 2 per Calendar Year  
 Periodontal Maintenance Cleaning - 2 per Calendar Year.  
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100% 

 

 
Coverage B  

 X-Rays of individual teeth  
RESTORATIVE:  
 Amalgam fillings  & Composite fillings * (anterior teeth only)  
ORAL SURGERY:  
 Surgical & routine extractions; cer tain other surgical 
procedures  
ENDODONTICS:   Root canal therapy  
PERIODONTICS:  Treatment of gum disease  
CROWNS  and repairs to Crowns, Dentures, and Bridges  
ONLAYS  
DIAGNOSTIC CASTS  

80% 

 

80%  

*Composite 
fillings are 
covered  on 

      all teeth  

 
Coverage C  

PROSTHODONTICS:  
 Removable and fi xed partial dentures (bridge)  
 Complete dentures  
 Denture rebase and reline , and denture adjustments  
 Tissue Conditioning  
 Implants  

50%  60% 

Coverage D  ORTHODONTICS:  
Correction of crook ed teeth for children for adults and children 

50%  50%  

 

Calendar Year Maximum  for services in Coverages  A, B, & C (excluding ortho)  
 




	Delta Dental PPO plus Premier Network
	You will get the best value from your Delta Dental Plan when you receive your dental care from one of our PPO (greatest savings) or Premier network participating dentists:
	 No Balance Billing: Because participating dentists accept Northeast Delta Dental’s allowed fees for services, you will typically pay less when you visit a participating dentist.
	 No Claims Paperwork: Participating dentists will prepare and submit claims for you.
	 Direct Payment: Northeast Delta Dental pays participating dentists directly, so you don’t have to pay the covered amount up front and wait for a reimbursement check.
	To find out if your dentist participates in our PPO or Premier network, you can: call your dentist, visit our website at nedelta.com, or call Customer Service at 1-800-832-5700.
	Claim Process for Participating Dentists
	Your participating dentist will submit your claim to Northeast Delta Dental (claims for any of your covered dependents should be submitted under your Subscriber ID number).  Northeast Delta Dental will produce an Explanation of Benefits (available thr...
	Non-Participating Dentists
	If you visit a non-participating dentist, you may be required to submit your own claim and pay for services at the time they are provided.  Claim forms are available by calling Northeast Delta Dental or visiting nedelta.com. Payment will be made to yo...
	2. KNOW YOUR SCORE
	After you register, please take the free oral health risk assessment by clicking on “Free Assessment” in the Know Your Score section of the website

