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provides additional
statement in
d you should
llowance for

This Summary of Dental Plan Benefits should be read along with your Certificate. Your Certj
information about your Delta Dental plan, including information about plan exclusions an
this Summary conflicts with a statement in the Certificate, the statement in this Summa
ignore the conflicting statement in the Certificate. The percentages below are applie
each service and it may vary due to the dentist's network participation.*

Control Plan - Delta Dental of Michigan

r 12 consecutive mon

Benefit Year - Your benefit year begins on your effective date and ends
new benefit year every 12 consecutive months thereafter.

Covered Services -
Delta Dental PPO Dentist
Delta Dental Premier Dentist
Nonparticipating Dentist*
3rd Year +

Plan Pays

; Plan Pays
Dic *ic & Pro cive

Diagnostic and Preventive Services - exams,
cleanings, fluoride, and space maintainers
Emergency Palliative Treatment - to temporarily
relieve pain

Brush Biopsy - to detect oral cancé
Radiographs - X-rays

100% 100%

surgery
Other Basic Services -

E'services
Delta Dental's Nonparticipatg
Dentist charges or Delta D,

Im a Nonparticipating Dentist, the percentages in this column indicate the portion of
Dentist Fee that will be paid for those services. This amount may be less than what the
E| approves and you are responsible for that difference.

» Oral exams ¥ evaluations by a specialist) are payable twice per benefit year.

> Prophylaxes (cleanings) are payable twice per benefit year.

> People with specific at-risk health conditions may be eligible for additional prophylaxes (cleanings) or fluoride
treatment. The patient should talk with his or her dentist about treatment.

Fluoride treatments are payable twice per benefit year for people age 18 and under.

Bitewing X-rays are payable once per Benefit Year and full mouth X-rays (which include bitewing X-rays) are
payable once in any five-year period.

Composite resin (white) restorations are optional treatment on posterior teeth.

Porcelain and resin facings on crowns are optional treatment on posterior teeth.

Implants are payable once per tooth in any five-year period. Implant related services are Covered Services.
Crowns over implants are payable once per tooth in any five-year period. Services related to crowns over implants
are Covered Services.
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Having Delta Dental coverage makes it easy for you to get dental care almost everywhere in the world! You can now
receive expert dental care when you are outside of the United States through our Passport Dental program. This
program gives you access to a worldwide network of dentists and dental clinics. English-speaking operators are
available around the clock to answer questions and help you schedule care. For more information, check our Web site or
contact your benefits representative to get a copy of our Passport Dental information sheet.

Maximum Payment -

1st Year - $800 per person total per year on all services.

2nd Year - $1,000 per person total per year on all services.

3rd Year and after - $1,200 per person total per year on all services.

Deductible - $50 Deductible per person total per year. The Deductible does not apply to dia ic and preventive

services, emergency palliative treatment, brush biopsy, and X-rays.

Customer Service Toll-Free Number: 800-971-4108 (TTY users call 711)
https://www.DeltaDentalMl.com
September 24, 2020

KR#96575300



O DELTA DENTAL

91000

Delta Dental Plan of Michigan, Inc.
P.O. Box 30416
Lansing, Ml 48909-7916

MICHIGAN AGREEMENT AND CONSIDERATION

Your dental coverage is underwritten by Delta Dental Plan of Michigan, Inc., a It dental care
corporation (hereinafter referred to as "Delta Dental”). Delta Dental will pay i
as set forth in this Policy. This Policy is issued in exchange for and on the basis
your application and payment of the first premium. It takes effect on the Effective
Summary of Dental Plan Benefits. It will remain in force for such further periods for
automatically upon payment of premium. All periods will begin a : M., me, where

you live.

10-DAY RIGHT TO EXAMINE ANJ
Please read this Policy. If you are not satisfied, you m i ys after you received
it. Mail or deliver it to Delta Dental or to your agen i i nded. This Policy will

then be void from its start.

This Policy is signed for the underwriting co &l Plan of Michigan, Inc., as of its Effective

Date.

sident & CEO
Plan of Michigan, Inc.

NTAL POLICY IS CONDITIONALLY RENEWABLE
RENEWABILITY AND TERMINATION PROVISION

INVD-100-Delta-1119-GRAD-MI



DEFINITIONS

A. Allowed Amount -The amount permitted
under the applicable fee schedule for this Policy
upon which Delta Dental will base its payment
for a Covered Service. The Allowed Amount
will be based on treatment rendered and fees
charged by a sample of Dentists of similar
training within your geographic area.

B. Benefit Year - The period during which any
benefit frequency limitation and/or annual
maximum payment will apply. This will be the
calendar year, unless otherwise indicated on the
Summary of Dental Plan Benefits. If the Benefit
Year is based upon a calendar year, the terms
Benefit Year and Calendar Year may be used
interchangeably.

C. Benefits - Payment for the Covered Services
under the Policy.

D. Child(ren) - Your natural child(ren),
stepchild(ren), adopted child(ren), foster
child(ren) placed in the foster home, or
child(ren) by virtue of legal guardianship,
including child(ren) who is/are residing with
you during the waiting period for legal adoption
or guardianship.

E. Claim - A request for payment for a Cov
Service. Claims are not conditioned upon
seeking advance approval, certificate, or
authorization to receive payment for any
Covered Service.

F. Coinsurance - The percentage
Amount for Covered Services tha
pay toward treatment.

G. Completion Date e that trea
complete. Some prd

than one appointme

periodontal treatment,
nal procedure that

ed amount you pay for a
Covered Service after you’ve paid your
Deductible.

I.  Covered Services - The unique dental services
selected for Benefits as described in the
Summary of Dental Plan Benefits and subject to
the terms and conditions of this Policy.

J.  Deductible - The amount a person and/or a
family must pay toward Covered Services
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before Delta Dental begins paying for services
under this Policy. The Deductible amount is
shown in the Summary of Dental Plan Benefits.

Delta Dental -Delta Dental Plan of Michigan,
Inc., a nonprofit dental care corporation. Delta
Dental Plan of Michigan, Inc. is not a commercial
insurance company.

Delta Dental Member Plan - A company that is
a member of the Delta Depgal Plans Association,
the nation’s largest, mo erienced system

of dental health plans

Delta Dental PPQ,
maximum fee al ure for
services rendere
Dentist as determine
Delta Dental Member

tal Premier
Dentist’s local

Delta Dental PPO Dentist - a Dentist who
has signed an agreement with the Delta
Dental Member Plan in his or her state to
yrticipate in Delta Dental PPO.

Delta Dental Premier Dentist - a Dentist
who has signhed an agreement with the
Delta Dental Member Plan in his or her
state to participate in Delta Dental Premier.

3. Nonparticipating Dentist -a Dentist who
has not signed an agreement with any
Delta Dental Member Plan to participate in
Delta Dental PPO or Delta Dental Premier.

4, Out-of-Country Dentist -a Dentist whose
office is located outside the United States
and its territories. Out-of-Country Dentists
are not eligible to sign participating
agreements with Delta Dental.

Delta Dental PPO Dentists and Delta Dental
Premier Dentists are sometimes collectively
referred to herein as “Participating Dentists.”
Wherever a definition or provision of this Policy
differs from another state’s Delta Dental
Member Plan and its agreement with
Participating Dentists, the agreement in that
state with that Dentist will be controlling.

Delta Dental Premier Dentists, Nonparticipating
Dentists, and Out-of-Country Dentists are
sometimes collectively referred to herein as
“Non-PPO Dentists.”



P. Deny/Denied/Denial
When a Claim for a particular service is denied
for payment due to certain contractual
limitations/exclusions. You will be responsible
for paying your Dentist the applicable amount
for such service regardless of the Dentist’s
participating status.

Q. Dependent - means:
1. Your Spouse;

2.  Your unmarried Children who have not yet
reached the end of the [month][calendar
year][benefit year] of their [19t" - 30t"]
birthday.

3. Any unmarried Children for whom you or
your Spouse are financially responsible for
the medical, health, or dental care under
the terms of a court decree or who have
been named as alternate recipients under a
qualified medical child support order; or

4. Your Children who have reached the end of
the [month][calendar year][benefit year]
of their [19th - 30t"] birthday but who were
at that time (and continue to be) totally
and permanently disabled by a physical or
mental condition. Those Children mus,
be eligible to be claimed by you or y
Spouse as dependents under the U. S.
Internal Revenue Code during the curre
calendar year. If Delta Dental asks you to
do so, you must submit
confirming the Child’s ini
total disability; provided ho
Delta Dental will not ask you t
more than once

R. Eligible Person(s) &
or any Dependent w
Policy.

Insured -

n individual Dentist for a
dental service or supply, irrespective of the
Dentist’s contractual agreement with
another dental benefits organization; or

= The maximum fee that the local Delta
Dental Member Plan approves for a given
procedure in a given region and/or
specialty based upon applicable
Participating Dentist schedules and internal
procedures.
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Participating Dentists agree not to charge Delta
Dental patients more than the Maximum
Approved Fee for the Covered Service. In all
cases, Delta Dental will make the final
determination about what is the Maximum
Approved Fee for a Covered Service.

Maximum Payment - The maximum dollar
amount Delta Dental will pay in any Benefit
Year or lifetime for Covered Services. See the

Nonparticipating
fee allowed per
rendered by a N

by an Out-of-Cou
by Delta Dental.

applCation, the Summary of Dental Plan
enefits, and any attached amendments.

. Pre-Treatment Estimate - A voluntary and

optional process where Delta Dental issues a
written estimate of dental benefits that may be
available under your coverage for your
proposed dental treatment. Your Dentist
submits the proposed dental treatment to Delta
Dental in advance of providing the treatment.

A Pre-Treatment Estimate is for informational
purposes only and is not required before you
receive any dental care. It is not a prerequisite
or condition for approval of future dental
benefits payment. You will receive the same
Benefits under this Policy whether or not a Pre-
Treatment Estimate is requested. The benefits
estimate provided on a Pre-Treatment Estimate
notice is based on benefits on the date the
notice is issued. It is not a guarantee of future
dental benefits or payment.

Availability of dental benefits at the time your
treatment is completed depends on several
factors. These factors include, but are not
limited to, your continued eligibility for benefits,
your available annual or lifetime Maximum
Payments, any coordination of benefits, the
status of your Dentist, this Policy’s limitations



and any other provisions, together with any
additional information or changes to the dental
treatment. A request for a Pre-Treatment
Estimate is not a Claim or a preauthorization,
precertification or other reservation of future
Benefits.

BB. Processing Policies -Delta Dental's policies and
guidelines used for Pre-Treatment Estimate and
payment of claims. The Processing Policies
may be amended from time to time.

CC. Spouse - Your legal spouse.

DD. Submitted Amount -The amount a Dentist bills
to Delta Dental for a specific treatment or
service. A Participating Dentist cannot charge
you or your Dependents for the difference
between this amount and the Maximum
Approved Fee.

EE. Summary of Dental Plan Benefits - A
description of the specific provisions of your
dental coverage. The Summary of Dental Plan
Benefits is, and should be read as, a part of this
Policy, and supersedes any contrary provision
of the Policy.

INSURED PERSON'’S ELIGIBILITY

The persons insured on the Effective Date of
Policy will be the Insured and Dependents na
the application that has been approved by Delt
Dental. The Summary of Dental Plan Benefits wil
have specific information about thisgolicy’s rules
for dependent eligibility. This Poli
classified as follows:

= |ndividual Plan - Insured only

= |ndividual plus SpousgPlan - Insure
Spouse only

= |ndividual and One

= |ndividual and Two C

Chllren
RSONS

t or Spouse): The
Insured may ad ult to the Policy, including
your Spouse or a parent of insured Children. You
must submit an application for Delta Dental
approval and pay the added premium that is
required. The adult will not be insured until Delta
Dental (1) approves the application; and (2) gives
written notice to you that the Policy is changed; and
(3) receives the required premium.

The effective date of coverage will be on the
written notice sent to you.
INVD-100-Delta-1119-GRAD-MI|

Adding a Newborn or Adopted Child: A newborn
or adopted Child will be covered from the time of
his or her birth or the earlier of the date of
placement for adoption or the date of an entry of an
order granting you custody of the Child for
purposes of adoption until the 31°t day after his or
her birth or placement or entry of an order granting
custody for adoption. A newborn or adopted Child
may continue as a covered person after 31 days only
if the following conditions are isfi

increase in premium (if
the 31t day after the
adoption. If thisis n
adopted Child will cea
the end of the 31t day.

31t day after that
is disrupted prior to

ue as a Dependent after the 315t day only if
Rental has received both written notice of the
ding guardianship status and any
bremium required.

ing Other Eligible Children: To add any other
as a Dependent, you must: (1) submit an
application for Delta Dental approval; and (2) pay
any added premium that Delta Dental may require.
The Child will not become a Dependent until Delta
Dental has given notice to you of our approval, and
Delta Dental has received the required premium.
The effective date of coverage will be in the written
notice sent to you.

SELECTING A DENTIST

You may choose any Dentist. Your out-of-pocket
costs are likely to be less if you go to a Delta Dental
Participating Dentist.

If a Participating Dentist is not readily available
within a reasonable period of time or driving
distance, it may be possible to receive Covered
Services from a Nonparticipating Dentist and be
reimbursed at the same benefit level as if the
Covered Services were provided by a Participating
Dentist. If you feel this may be the case, please call
Delta Dental’s Customer Service Department, toll-
free, at [800-971-4108 (TTY users call 711)] or write
to them at [P.O. Box 1596, Indianapolis, Indiana,
46206]. We will review your situation and, if
appropriate, authorize payment for a



Nonparticipating Dentist at the Participating
Dentist benefit level.

To verify that a Dentist is a Participating Dentist,
you can use Delta Dental's online Dentist Directory
at [www.deltadentalmi.com] or call [800-971-4108
(TTY users call 711)].

PRE-EXISTING CONDITIONS AND
NONDISCRIMINATION

No Person will be refused enrollment based on
health status, health care needs, genetic
information, previous medical information, disability,
age, race, color, national origin, gender identity, sex,
or sexual orientation.

ACCESSING YOUR BENEFITS
To utilize the coverage under your Policy, follow
these steps:

1. Please read this Policy and the Summary of
Dental Plan Benefits carefully so you are
familiar with the Benefits, payment methods,
and terms of your Policy.

2. Make an appointment with your Dentist and tell
him or her that you have dental benefits with
Delta Dental. If your Dentist is not familiar
your coverage or has questions about the
have him or her contact Delta Dental by (a)
writing Delta Dental, Attention: [Customer
Service, P.O. Box 1596, Indianapolis, Indiana

furnish
furnished for filing py
are not furnished withi
such notice th i all be deemed to have
complied with t irements of this Policy as to
proof of loss upon submitting, within the time fixed
in the Policy for filing proofs of loss, written proof
covering the occurrence, the character and the
extent of the loss for which Claim is made.

rms as are usually
s of loss. If such forms
ays after the giving of

Notice of Claim: After you receive your dental
treatment, you or the dental office staff will file a
Claim form, completing the information portion
with:

INVD-100-Delta-1119-GRAD-MI

1.  The Insured’s full name and address
The Insured’s Social Security number

The name and date of birth of the person
receiving dental care

4. The Policy number

Proof of Loss: Mail Claims and completed
information requests to:

Delta Dental
[P.O. Box 9085
Farmington Hills, M|

completed,

Claims to be processed more efficiently and
ou to know what services may be covered

ice before treatment. Once treatment is
ete, the dental office will submit a Claim to
Delfa Dental for payment.

Because the amount of your Benefits is not
conditioned on a Pre-Treatment Estimate decision
by Delta Dental, all Claims under this Policy are
post-service Claims.

Time of Payment of Claims: We will adjudicate
each clean Claim within 45 days after receipt if the
Claim is filed on paper, and 30 days after receipt if
the Claim is filed electronically. If we fail to
adjudicate a clean Claim in this time period, and we
subsequently pay the Claim, we will pay interest on
such Claim at the appropriate interest rate
determined by applicable state law. If interest is
due, the accrual will begin 31 days after the date the
Claim is filed if it is an electronic Claim and 46 days
after the date the Claim in filed if it is a paper Claim.
Accrual of interest stops when the Claim is paid. As
used here, a “clean Claim” means a Claim submitted
by a Dentist for payment that has no defect,
impropriety, or particular circumstance requiring
special treatment preventing payment. If a
submitted Claim has deficiencies, we will notify the
Dentist of such deficiencies not more than 45 days
after receipt of the Claim if filed on paper, and 30
days if the Claim is filed electronically, with a



description of any remedy necessary to establish a
clean Claim. The notice will (a) describe the
information needed, (b) explain why it is needed, (c)
request an extension of time in which to decide the
Claim, and (d) inform you or your Dentist that the
information must be received within 45 days or your
Claim will be Denied if the services were performed
by a Nonparticipating Dentist, or not chargeable to
the patient if the services were performed by a
Participating Dentist. You will receive a copy of any
notice sent to your Dentist. Once Delta Dental
receives the requested information, it has 15 days to
adjudicate your Claim.

You may also appoint an authorized representative
to deal with us on your behalf with respect to any
Claim you file or any review of a Denied Claim you
wish to pursue (see the Claims Appeal Procedure
section). You should call Delta Dental’s Customer
Service department, toll-free, at [800-971-4108 (TTY
users call 711)], or write them at [P.O. Box 1596,
Indianapolis, Indiana 462061, to request a form to fill
out designating the person you wish to appoint as
your representative. Delta Dental will only recognize
the person you have authorized on the last dated
form filed with Delta Dental. Once you have
appointed an authorized representative, Delta
Dental will communicate directly with your
representative and will not inform you of the s
of your Claim. You will have to get that informa
from your representative. If you have not
designated a representative, Delta tal will
communicate with you directly.

If you have any questions about yo
call Delta Dental’s Customer Service d
toll-free, at [800-971-41083
may also write to Delta
department at [P.O. Bo
46206]. When writing to
include your name, the Po
ID number, a

State of Michigan
Office of Gene,
Department of

[530 W. Allegan St., 7th Floor

Lansing, Michigan 48933-1521
DIFS-HealthAppeal@Michigan.gov]

Consumer Hotline: [877-999-6442; 517-373-0220]
You can file a complaint electronically at
[https://difs.state.mi.us/Complaints/ExternalRevie
w.aspx].

Appeals Section
e and Financial Services
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RENEWABLE - PREMIUM MAY CHANGE
CONDITIONALLY: You may keep this Policy in
force by timely payment of the premiums.
However, Delta Dental may refuse renewal due to:

A. Non-payment of premiums, subject to the
Grace Period provision; or

B. Fraud or material misrepresentation made by or
with the knowledge of the Insured or an Eligible
Dependent applying for thjgcoverage or filing a
Claim for Benefits; or

C. The Insured engagin
noncompliance wij
Policy; or

D. The company ceas
issued on this form to
where you live.

-renewal action
ailed to you at

e effective date of replacement coverage,
cver occurs first. However, no Benefits will be
cxpenses incurred during any period of
yich premium has not been paid.

MINATION: All insurance will cease on
rmination of the Policy. This Policy will
terminate on:

A. Non-payment of premiums when due, subject
to the Grace Period provision; or

B. The date Delta Dental receives a written
request from you to terminate the Policy, or any
later date stated in your request; or

C. The date Delta Dental declines to renew the
Policy as provided by the above renewal clause;
or

D. The date of your death, if this Policy is an
Individual Plan.

Delta Dental will refund any premium paid and not
earned due to Policy termination. The refund will be
based on the number of full months that remain in
the premium period.

This Policy may be continued after your death: (a)
by your Spouse, if a Dependent covered under this
Policy; otherwise, (b) by the youngest Child who is a
Dependent covered under this Policy. The Policy
will be changed to a plan appropriate to the
Dependents who continue to be covered under it.
Your Spouse, or youngest Child, will replace you as
the Insured. A proper adjustment will be made in



the premium required for the Policy to be 2.
continued. Delta Dental will also refund any

premium paid and not earned due to the Insured’s

death. The refund will be based on the number of 3
full months that remain in the premium period. )

Termination of Spouse’s Coverage: The Insured’s
Spouse will cease to be a Dependent at the end of
the premium period in which you become legally
divorced.

Termination of a Child’s Coverage: A Child will
cease to be covered under this Policy at the time he 5
or she ceases to meet the definition of Dependent. )

Benefits After Coverage Terminates: Termination

of coverage will be without prejudice to any Claim 6
for Covered Services incurred prior to the date )
coverage terminates. Benefits for Covered Services
incurred after a Dependent ceases to be insured are
provided for certain procedures. No Benefits are 7.
provided, however, if the Policy is terminated
because of: (a) a request by the Insured; (b) fraud
or material misrepresentation on your part; or (c)
your failure to pay premiums. Certain procedures
begun before the coverage terminates may be
covered if the services were completed within a 30-
day period measured from the date of termination.
In those cases, Delta Dental will evaluate thos
services in progress to determine what portio
be paid by Delta Dental. The balance of the tot
fee is your responsibility.

GENERAL BENEFIT PROVISIONS
Types of Dental Benefits

The Benefits covered by this Policy a
your Summary of Dental Plan Benefits.

including the Processing
terms and conditions of t

less otherwise
Dental Plan Benefits,
and all charges for thes rvices will be your

responsibility:

1.  Services fo s or conditions payable

under Workers’ Compensation or Employer’s 16.

Liability laws. Services received from any
government agency, political subdivision,
community agency, foundation, or similar
entity. NOTE: This provision does not apply to
any programs provided under Medicaid or
Medicare.

18.
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12.

13.

14.

15.

17.

Services or supplies, as determined by Delta
Dental, for correction of congenital or
developmental malformations.

Cosmetic surgery or dentistry for aesthetic
reasons, as determined by Delta Dental.

Services completed or appliances completed
before a person became eligible under this
Policy. This exclusion does not apply to
orthodontic treatment in gress (if a Covered
Service).

Prescription drugs ( t intramuscular

for hospitalization,
logical examinatio

rvices or supplies, as determined by Delta
Dental, which are specialized techniques.

Treatment by other than a Dentist, except for
services performed by a licensed dental
hygienist under the supervision of a licensed
Dentist. Treatment rendered by any other
licensed dental professional may be covered
only as solely determined by Delta Dental.

Services or supplies for which the patient is not
legally obligated to pay, or for which no charge
would be made in the absence of Delta Dental
coverage.

Services or supplies received due to an act of
war, declared or undeclared or terrorism.

Services or supplies covered under a hospital,
surgical/medical, or prescription drug program.

Services or supplies that are not within the
categories of Benefits that have been selected
and that are not covered under the terms of
this Policy.

Fluoride rinses, self-applied fluorides, or
desensitizing medicaments.

Interim caries arresting medicament.



19. Preventive control programs (including oral
hygiene instruction, caries susceptibility tests,
dietary control, tobacco counseling, home care
medicaments, etc.).

20. Space maintainers for maintaining space due to
premature loss of anterior primary teeth.

21. Sealants.

22. Lost, missing, or stolen appliances of any type
and replacement or repair of orthodontic
appliances or space maintainers.

23. Veneers.

24. Cosmetic dentistry, including repairs to facings
posterior to the second bicuspid position.

25. Prefabricated crowns used as final restorations
on permanent teeth.

26. Appliances, surgical procedures, and
restorations for increasing vertical dimension;
for altering, restoring, or maintaining occlusion;
for replacing tooth structure loss resulting from
attrition, abrasion, abfraction, or erosion; or for
periodontal splinting for people age 19 and
over. If Orthodontic Services are Covered
Services, this exclusion will not apply to
Orthodontic Services as limited by the ter
and conditions of the Policy.

27. Implant/abutment supported interim fixed
denture for edentulous arch.

28. Soft occlusal guard appliances

29. Paste-type root canal fillings
teeth.

30. Replacement, repair, relines, or adju

31. Chemical curettage!
32.
33.
34.

Services associated

35.

36. for temporization

fabrication.

37. Posterior conjunction with partial
dentures in the same arch.

38. Precision attachments and stress breakers.

39. Implants and implant-related services for
people age 18 and under.

40. Biologic materials to aid in soft and osseous
tissue regeneration when submitted on the
same day as tooth extraction, periradicular
surgery, soft tissue grafting, guided tissue
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41.

42.

43.
44,

45,
46.
47.
48.

10.

1.

regeneration and periodontal or implant bone
grafting

Bone replacement grafts and specialized
implant surgical techniques, including
radiographic/surgical implant index.

Appliances, restorations, or services for the
diagnosis or treatment of disturbances of the
temporomandibular joint (TMJ).

Orthodontic services.

Diagnostic photograp, d cephalometric

1, which are not provided in accordance
with generally accepted standards of dental
ractice.

The completion of forms or submission of
Claims.

Consultations, patient screening, or patient
assessment when performed in conjunction
with examinations or evaluations.

Caries risk assessment performed on a Member
age 2 or under.

Local anesthesia.

Acid etching, cement bases, cavity liners, and
bases or temporary fillings.

Infection control.
Temporary, interim, or provisional crowns.

Gingivectomy as an aid to the placement of a
restoration.

The correction of occlusion, when performed
with prosthetics and restorations involving
occlusal surfaces.

Diagnostic casts, when performed in
conjunction with restorative or prosthodontic
procedures.



12.

13.

14.
15.

16.

17.

18.

19.

20.

21

22.

23.

24.

25.

26.

Palliative treatment, when any other service is
provided on the same date except X-rays and
tests necessary to diagnose the emergency
condition.

Post-operative X-rays, when done following
any completed service or procedure.

Periodontal charting.

Pins and preformed posts, when done with core
buildups.

Any substructure when done for inlays, onlays,
and veneers.

A pulp cap, when done with a sedative filling
or any other restoration. A sedative or
temporary filling, when done with pulpal
debridement for the relief of acute pain prior
to conventional root canal therapy or another
endodontic procedure. The opening and
drainage of a tooth or palliative treatment,
when done by the same Dentist or dental
office on the same day as completed root
canal treatment.

A pulpotomy on a permanent tooth, except on
a tooth with an open apex.

A therapeutic apical closure on a permane
tooth, except on a tooth where the root i
fully formed.

Retreatment of a root canal by the same Den
or dental office within two yearsgf the origina
root canal treatment.

A prophylaxis or full mouth de
done on the same day as periodo
maintenance or scaligg in the prese
gingival inflammati

Scaling in the prese
when done on the sa
maintenance.

esence of gingival
maintenance when
or four quadrants

1.

inflammation or mucositis of a single implant,

including cleaning of the implant surfaces

without flap entry and closure, when performed 2.
within 12 months of implant restorations,

provisional implant crowns and implant or

abutment supported interim dentures. 3.

Scaling and debridement in the presence of
inflammation or mucositis of a single implant,
when done on the same day as a prophylaxis,
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27.

28.

34,

scaling in the presence of gingival
inflammation, periodontal maintenance, full
mouth debridement, periodontal scaling and
root planing, periodontal surgery or
debridement of a peri-implant defect.

Full mouth debridement, when done on the
same day as comprehensive evaluation.

A sealant, sealant repair, preventive resin
restoration or interim cari

n a clinically unreasonable period of time
performing panoramic and/or full mouth X-
aYS, as determined solely by Delta Dental.

ges or fees for overhead, internet/video
tions, software, hardware or other
equipment necessary to deliver services,
cluding but not limited to teledentistry
services.

Processing Polices my otherwise exclude
payment by Delta Dental for services or
supplies. [Please see the following website for a
list of all exclusions: [WWW.XXXXXXX.XxXX]].

Limitations

The Benefits for the following services or supplies
are limited as follows, unless otherwise specified in
the Summary of Dental Plan Benefits. All charges
for services or supplies that exceed these
limitations will be your responsibility. All time
limitations are measured from the applicable prior
dates of service in our records:

Bitewing X-rays are payable once per calendar
year, unless a full mouth X-ray which include
bitewings has been paid in that same year..

Panoramic or full mouth X-rays (which may
include bitewing X-rays) are payable once in
any five-year period.

Any combination of teeth cleanings
(prophylaxes, full mouth debridement, scaling
in the presence of inflammation, and



10.

1.

12.

13.

14.

15.

16.

17.

18.

periodontal maintenance procedures) are support a denture, are payable once in any

payable twice per calendar year. five-year period.

Full mouth debridement is payable once in a b. A removable partial denture, endosteal
lifetime. implant (other than to support a denture), or
Oral examinations and evaluations (not fixed bridge is payable once in any five-year
including limited problem focused evaluations or period unless the loss of additional teeth
patient screenings) are only payable twice per requires the construction of a new

calendar year, regardless of the Dentist’s appliance.

specialty. c. A removable unilatera tial denture is
Patient screening is payable once per calendar pay_able once perq nt Inany 5 year
year. period unless the of additional teeth

. ) requires the co
Preventive fluoride treatments are payable

twice per calendar year for individuals age 18
and under.

d. Fixed bridges cast partial
dentures are no

_ o and under.
Bilateral space maintainers are payable once

per arch in a lifetime for people age 13 and
under.

Unilateral space maintainers are payable once
per quadrant in a lifetime for people age 13 and
under.

A distal shoe space maintainer is payable for
first permanent molars once per quadrant for

people age 8 and under. Emoval of a broken implant retaining screw

Is payable once in a 5 year period.

Cast restorations (including jackets, cro
and onlays) and associated procedures (s
as core buildups and post substructures) a
payable once in any five-year period per to

thodontic Services limitations, if covered
ar the Policy pursuant to your Summary of
Plan Benefits:

. Orthodontic Services are payable for people
pursuant to the age limits specified in your
Summary of Dental Plan Benefits.

Crowns or onlays are payabl
extensive loss of tooth structu
(decay) or fracture (lost or mobi

structure). b. If the treatment plan terminates before

completion for any reason, Delta Dental’s
obligation for payment ends on the last day
of the month in which the patient was last
treated.

Individual crowns
the prosthodontic b
year period.

c. Upon written notification to Delta Dental and
to the patient, a Dentist may terminate
treatment for lack of patient interest and
cooperation. In those cases, Delta Dental’s
obligation for payment ends on the last day

e is payable only for of the month in which the patient was last

anent anterior teeth treated.
nd under or during the d. An observation and adjustment is payable
dividuals age 17 years and twice in a 12-month period.
over 20. Delta Dental’s obligation for payment of
Biologic materials to aid in soft and osseous Benefits ends on the last day of coverage.
tissue regeneration are payable once per However, Delta Dental will make payment for
natural tooth in a 36 month period. Covered Services provided on or before the

last day of coverage, as long as Delta Dental
receives a Claim for those services within one
a. One complete upper and one complete year of the date of service.

lower denture, and any implant used to

Prosthodontic Services limitations:

INVD-100-Delta-1119-GRAD-MI
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21. When services in progress are interrupted, Delta
Dental will not issue payment for any
incomplete services; however, Delta Dental will
calculate the Maximum Approved Fee that the
dentist may charge you for such incomplete
services, and those charges will be your
responsibility. In the event the interrupted
services are completed later by a Dentist, Delta
Dental will review the Claim to determine the
amount of payment, if any, to the Dentist in
accordance with Delta Dental’s policies at the
time services are completed.

22. Care terminated due to the death of an Eligible
Person will be paid to the limit of Delta Dental’s
liability for the services completed or in

progress.

23. Optional treatment: If you select a more
expensive service than is customarily provided,
Delta Dental may make an allowance for certain
services based on the fee for the customarily
provided service. You are responsible for the
difference in cost. In all cases, Delta Dental will
make the final determination regarding optional

treatment and any available allowance.

Listed below are services for which Delta D
will provide an allowance for optional

treatment. Remember, you are responsibl
the difference in cost for any optional treat

a. Resin, porcelain fused to metal, and
porcelain crowns (includin
crowns), bridge retainers,
posterior teeth - Delta Denta
the amount that it would pay f
crown.

b. Overdentures -
the amount that i
conventional dent

tal will pay only
ay for a metallic

e amount that it would
pay for an amalg r composite resin

restoratign.

amic bridges - Delta Dental
will pay only the amount that it would pay
for a conventional fixed bridge.

f. Implant/abutment supported complete or
partial dentures - Delta Dental will pay only
the amount that it would pay for a
conventional denture.

INVD-100-Delta-1119-GRAD-MI
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g. Gold foil restorations - Delta Dental will pay
only the amount that it would pay for an
amalgam or composite restoration.

h. Posterior stainless steel crowns with esthetic
facings, veneers or coatings - Delta Dental
will pay only the amount that it would pay
for a conventional stainless steel crown.

24, Maximum Payment:

is Policy are
ment limitations

All Benefits available un
subject to the Maximu
set forth in your Su
Benefits.

25.

whole or in part, to whic
M until the Deductibl

> such risk assessment
argeable to the patient.

sealant, sealant repair, preventive resin
restoration or interim caries arresting
medicament is not payable when done on the
same day as restorations involving the
occlusal surface.

30. Processing Policies may otherwise limit
payment by Delta Dental for services or
supplies. [Please see the following website for a

list of all exclusions: [WWW.XXXXXXX.XXX]]

Delta Dental will make no payment for services or
supplies that exceed the following limitations. All
charges are your responsibility. However,
Participating Dentists may not charge Members
for these services or supplies when performed by
the same Dentist or dental office. All time
limitations are measured from the applicable
prior dates of services in our records:

1. Amalgam and composite resin restorations are
payable once in any two-year period,
regardless of the number or combination of
restorations placed on a surface.

2. Core buildups and other substructures are
payable only when needed to retain a crown on
a tooth with excessive breakdown due to caries
(decay) and/or fractures.



10.

n.

12.

13.

14.

15.

16.

Recementation of a crown, onlay, inlay, veneer, month period when done by the same
space maintainer, or bridge within six months dentist/dental office.

of the seating date. ) o o
17. Processing Policies my otherwise limit payment

Retention pins are payable once in any two- by Delta Dental for services or supplies. [Please
year period. On.Iy one substructure per tooth is see the following website for a list of all
a Covered Service. exclusions: [WWW.XXXXXXX.XXX]]

Root planing is payable once in any two- year
period.

. ) ) CLAIM PROVISIONS
Periodontal surgery is payable once in any
three-year period. Agreement

A complete occlusal adjustment is payable Deltg Dental agrees to
once in any five-year period. The fee for a Services provided to t
complete occlusal adjustment includes all
adjustments that are necessary for a five-year
period. A limited occlusal adjustment is not
payable more than three times in any five-year
period. The fee for a limited occlusal
adjustment includes all adjustments that are
necessary for a six-month period.

ayments for Covered
pendents as
of Dental

Tissue conditioning is payable twice per arch in ' PO (Point-of-

any three-year period. ice) i your applicable

The allowance for a denture repair (including : \ ur actual out-of-pocket
reline or rebase) will not exceed half the fee for eceive treatment from a

a new denture.

Services or supplies, as determined by D °lta Dental PPO (Standard):

Dental, which are not provided in accorda ess of your Dentist’s participating status,
with generally accepted standards of denta | Will base its payment on the lesser of
practice. ted Amount or the Delta Dental PPO

ist Schedule. Delta Dental will send payment
y to Participating Dentists and you will be
responsible for any applicable Coinsurance,
Copayments or Deductibles.

If your Dentist is not a Delta Dental PPO Dentist, but
is a Delta Dental Premier Dentist, you will also be
responsible for any difference between the Delta
Dental PPO Dentist Schedule and the Delta Dental
Premier Dentist Schedule for Covered Services, in
addition to Coinsurance, Copayments or
Deductibles. Unless prohibited by state law, you will
be responsible for the Maximum Approved Fee for
most commonly performed non-covered services.
For other non-covered services, you will be
responsible for the Dentist's Submitted Amount.

Scaling and debridement in

For Covered Services rendered by a
Nonparticipating Dentist or Out-of-Country Dentist,
Delta Dental will send payment to you unless
otherwise required by law, and you will be

One caries ri sessment is allowed on the
same date of service.

One caries risk assessment is allowed within a responsible for making full payment to the Dentist.
twelve (12) month period when done by the You will be responsible for any difference between
same Dentist/dental office. Delta Dental’s payment and the Dentist’s Submitted
One assessment of salivary flow by Amount.

measurement is allowed within a twelve (12)

INVD-100-Delta-1119-GRAD-MI



B. Delta Dental PPO (Point-of-Service):

If your Dentist is a Participating Dentist, Delta
Dental will base payment on the Maximum
Approved Fee for Covered Services.

Delta Dental will send payment directly to
Participating Dentists and you will be responsible
for any applicable Coinsurance, Copayments or
Deductibles. Unless prohibited by state law, you will
be responsible for the Maximum Approved Fee for
most commonly performed non-covered services.
For other non-covered services, you will be
responsible for the Dentist's Submitted Amount.

If your Dentist is a Nonparticipating Dentist, Delta
Dental will base payment on the Nonparticipating
Dentist Fee for Covered Services.

If your Dentist is an Out-of-Country Dentist, Delta
Dental will base payment on the Out-of-Country
Dentist Fee for Covered Services.

For Covered Services rendered by a
Nonparticipating Dentist or Out-of-Country Dentist,
Delta Dental will send payment to you unless
otherwise required by law, and you will be
responsible for making full payment to the Dentist.
You will be responsible for any difference between
Delta Dental’s payment and the Dentist’s Sulbnmy
Amount.

Orthodontics

If this Policy includes coverage for orthodontics i
will be identified on and paid as ref,
Summary of Dental Plan Benefits.

Covered Services Requiring Multipl
In the event a Covered S
one (1) visit with your D

Covered Service will be
Completion Date.

r authorized
verse benefit

enial, reduction, or
which you filed a

or to make payment (in
enefit you sought
ermination”).

termination of the Benefi
Claim, or a failure to pr
whole or in pa
(“Adverse Benefi

This includes any such determination based on
eligibility, application of any utilization review
criteria, or a determination that the item or service
for which Benefits are otherwise provided was
experimental or investigational or was not medically
necessary or appropriate.

If Delta Dental informs you that the Policy will pay
the Benefit you sought but will not pay the total

INVD-100-Delta-1119-GRAD-MI

amount of expenses incurred, and you must make a
payment to satisfy the balance, you may also treat
that as an Adverse Benefit Determination.

If you receive notice of an Adverse Benefit
Determination and you think that Delta Dental
incorrectly Denied all or part of your Claim, you or
your Dentist may contact Delta Dental’s Customer
Service department at their toll-free number, [(800)
971-4108 (TTY users call 711)], and ask them to
reconsider the Claim to make it was processed
correctly. You may also mgj r inquiry to the
Customer Service depar at [P.O, Box 1596,
Indianapolis, Indiana 4

e problems and
t indicate that your
ied and allow Delta Dental

er or not you have asked Delta Dental
3lly, as described above, to reconsider our

| Claims Appeal Procedure

If you receive notice of an Adverse Benefit
Determination, you, or your authorized
representative, should seek a review as soon as
possible, but you must file your request for review
within 180 days of the date that you received that
Adverse Benefit Determination.

To request a formal review of your Claim, send your
request in writing to:

Dental Director

Delta Dental Plan of Michigan, Inc.
[P.O. Box 30416

Lansing, Ml 48909-7916]

Please include your name and address, the Insured's
ID number, the reason you believe your Claim was
wrongly Denied, any other information you believe
supports your Claim, and indicate in your letter that
you are requesting a formal appeal of your Claim.
You also have the right to review any documents
related to the Policy. If you would like a record of
your request and proof that Delta Dental received it,
you should mail it certified mail, return receipt
requested.

The Dental Director or any person reviewing your
Claim will not be the same as, nor subordinate to,



the person(s) who initially decided your Claim. The The Adverse Benefit Determination notice will

reviewer will grant no deference to the prior inform you of your right to a managerial-level
decision about your Claim. The reviewer will assess conference to complete the formal grievance

the information, including any additional information procedure. This notice will also advise you of your
that you have provided, as if he or she were right to an external review with the Department of
deciding the Claim for the first time. The reviewer's Insurance and Financial Services (“DIFS”) under the
decision will take into account all comments, Patient’s Right to Independent Review Act
documents, records and other information relating (“PRIRA™).

to your Claim even if the information was not

. ) o . Pursuant to PRIRA, you or your authorized
available when your Claim was initially decided. y y

representative have the right guest an external
If the decision is based, in whole or in part, on a review of an Adverse Benefg termination. You
dental or medical judgment (including are only eligible for the
determinations with respect to whether a particular you have completed t
treatment, drug, or other item is experimental, Appeal Procedure, o
investigational, or not medically necessary or complete the internal
appropriate), the reviewer will consult a dental timeframe. The request
health care professional with appropriate training PRIRA must be submitted
and experience, if necessary. The dental health care
professional will not be the same individual or that
person's subordinate consulted during the initial
determination.

The reviewer will make a determination within 60 & i th the Department of
days of receipt of your request. If your Claim is hd Fi ces, [530 W. Allegan St,,
Denied on review (in whole or in part), you will be ANsi 3-1521.] The Health Care
notified in writing. The notice of an Adverse Benefit Or External Review Form is available on the
Determination during the Formal Claims Appe
Procedure will meet the requirements describ
below.

www.michigan.gov/documents/cis_ofis_fis
R5078 7.pdf.]. The request should include a

Your notice of an Adverse Benefit Determinatio
will inform you of the specific reaso

Denial, the pertinent Policy provis] position. You may also file the Health Care

st For External Review Form online at
[httbs://difs.state.mi.us/Complaints/ExternalReview.
aspx].

procedures for dental Claims, includi
and that, upon request, you are entitle

to your Claim free of chg [COORDINATION OF BENEFITS

Coordination of Benefits (“COB”) applies to this
Plan when a Member has dental benefits under
more than one plan. The objective of COB is to
make sure the combined payments of the plans are
no more than your actual dental bills. COB rules
establish whether this Plan’s Benefits are
determined before or after another plan’s benefits.

necessary to complete yo
why such materials are ne

will als i , guideline,
or criteria relied on in You must submit your bills to the primary plan first.

etermination, and will The primary plan must pay its full benefits as if you

include a state opy of such rule, had no other coverage. If the primary plan denies

guideline or p be obtained upon request your Claim or does not pay the full bill, you may then
at no charge. If the Adverse Benefit Determination is submit the remainder of the bill to the secondary
based on a matter of medical judgment or medical plan.

necessity, the notice will also contain an explanation Which Plan is Primary?

of the scientific or clinical judgment on which the
determination was based, or a statement that a
copy of the basis for the scientific or clinical
judgment can be obtained upon request at no
charge.

To decide which plan is primary, Delta Dental will
consider both the COB provisions of the other plan
and the relationship of the Member to this Plan’s
Insured, as well as other factors. The primary plan is
determined by the first of the following rules that
applies:

INVD-100-Delta-1119-GRAD-MI
14



1. Non-coordinating Plan

If you have another plan that does not
coordinate benefits, it will always be primary.

2. Enrollee v. Dependent Coverage

The plan that covers the Member as an enrollee
will be primary over a plan that covers the
Member as a dependent. However, please note
that if the Member is a Medicare beneficiary,
federal law may reverse this order.

3. Children (Parents Divorced or Separated)

If a court decree makes one parent responsible
for health care expenses, that parent’s plan is
primary.

If a court decree states that the parents have
joint custody without stating that one of the
parents is responsible for the Child’s health care
expenses, Delta Dental follows the birthday rule
(see rule 4 below).

If neither of these rules applies, the order will be
determined as follows:

a. First, the plan of the parent with custody of
the Child will be primary;

b. Then, the plan of the spouse of the pare
with custody of the Child will be prim

c. Next, the plan of the parent without cus
of the Child will be primary; and

d. Last, the plan of the spouse

ependent of a laid off
e primary.

The plan that IS provided under a right of
continuation pursuant to federal law or a similar
state law (that is, COBRA) will be primary.

7. Other Plans

If none of the rules above determines the order
of benefits, the plan that has covered the
Member for the longer period will be primary.

INVD-100-Delta-1119-GRAD-MI

If the other plan does not have rule 5 and/or rule 6
(above) and decides the order of benefits
differently from this Plan, this Plan may ignore either
of those rules.

In the event that these rules do not determine how
Delta Dental should coordinate benefits with
another plan, Delta Dental will follow its internal
policies and procedures for determining which plan
is primary, unless prohibited by applicable law.

for Covered Services base
the primary plan has paid. It

ng Benefits under this Plan must give Delta
Dental any facts it needs to pay the Claim.

Facility of Payment

A payment made under another plan may include
an amount that should have been paid under this
Plan. If it does, Delta Dental may pay that amount to
the organization that made the payment.

That amount will then be treated as though it were a
Benefit paid under this Plan, and Delta Dental will
not have to pay that amount again. The term
“payment made” includes providing benefits in the
form of services, in which case “payment made”
means reasonable cash value of the benefits
provided in the form of services.

Right of Recovery

If the amount of the payments made by Delta Dental
is more than it should have paid under this COB
provision, Delta Dental may recover the excess from
one or more of the persons it has paid or for whom it
has paid, or any other person or organization that
may be responsible for the benefits or services
provided for the Member.

Payment includes the reasonable cash value of any
benefits provided in the form of services.]



GENERAL PROVISIONS provide Delta Dental with any information it

A.

needs to process your Claims and administer
your Benefits. This includes allowing Delta
Dental to have access to your dental records.

Entire Contract; Changes: This Policy, which
shall include the Summary of Dental Plan
Benefits, constitutes the entire contract

between the parties hereto. No change in this J. Dentist-Patient Relationship: Individuals are
Policy will be effective until approved by an free to choose any Dentist. Each Dentist

officer of Delta Dental. This approval must be maintains the dentist-patient relationship with
noted on or attached to this Policy. No agent the patient and is solely responsible to the

may change this Policy or waive any of its patient for dental advice and treatment and any
provisions. resulting liability.

Time Limit on Certain Defenses: A material K. Right of Recovery D Fraud: If Delta

misstatement by you in any application for this Dental pays for de t were
Policy may be used to void this Policy or to Deny sought or receiv

a Claim. This action may be taken in the first two misleading prete

years of a person’s coverage. After the two-year Claim that contains

period, this action may be taken only for a information, or pays a
fraudulent misstatement and non-payment of to be fraudulent due to
premium.

payment

Legal Actions: No legal action may be brought
to recover on this Policy within 60 days after
written proof of loss has been given as required
by this Policy, unless prohibited by applicable
state law. No such action may be brought after
the expiration of three years from the time
written proof of loss is required to be given.

ion by deducting that
ents properly due to

Change of Beneficiary: Unless you make
irrevocable designation of beneficiary, the
to change of beneficiary is reserved to the
Insured and the consent of the beneficiary or
beneficiaries shall not be requisj
or assignment of this Policy o
beneficiary or beneficiaries, or t
changes in this Policy.

Conformity With S

paid'on or before its due date. A due date is

e last day of the period for which the
receding premium was paid. Premium is to be
paid annually. Delta Dental will also accept
monthly premiums only when paid by credit
card or automatic withdrawal, or when paid
with our prior consent. Each premium is to be

where you live on th
Y paid at the administrator’s office.

changed to conform ¥
From time to time, Delta Dental may change
the rate tables used for this Policy form. Each
premium will be based on the rate table in
effect on that premium’s due date. The Policy
plan, age of Insured, length of time the Policy
has been in force, and place of residence on the
premium due date are factors used in
determining premium rates. Delta Dental will

notify Delta
ges the status of a
pffect the status of

nd/or benefit payments make no change in your premium solely
are for th enefit of you and your because of Claims made under this Policy. At
Dependents annot be transferred or least 30 days’ notice of any rate change as
assigned, other than to the extent necessary to permitted by this clause, will be mailed to you
allow direct payments to Participating Dentists. at your last address as shown in our records.
Right of Recovery: If Delta Dental pays a B. Grace Period: This Policy has a 31-day grace
Claim for which another person or company is period (the “Grace Period”). This means that if a
liable, Delta Dental has the right to recover its premium, other than the initial premium, is not
payment from the other person or company. paid by the date it is due, it may be paid during
Obtaining and Releasing Information: While the following 31 days. Your Policy will remain in
you are covered by Delta Dental, you agree to force during this Grace Period. The Grace Period
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will not apply if, at least 30 days before the due
date, Delta Dental has delivered or mailed to
your last known address a written notice of our
intent not to renew this Policy.

C. Reinstatement: If you do not pay the premium
by the end of the Grace Period, your Policy will
lapse. This Policy may be reinstated, but Delta
Dental may require an application. You must
also pay the premium to Delta Dental.

If an application is not required, your Policy will
be reinstated when the premium is accepted. If
an application is required, and a conditional
receipt is issued, your Policy will be reinstated
when the application is approved by Delta
Dental. If the application is disapproved, your
Policy will not be reinstated. If the application
is received by Delta Dental, but is neither
disapproved in writing nor approved, your
Policy will be reinstated 45 days after the date
of the conditional receipt.

Premium accepted for reinstatement may be
applied to a period for which premium had not
been paid. The period for which back premium
may be required will not begin more than 60
days before the date of reinstatement.

The reinstated Policy will cover only loss
results from an injury sustained after the
reinstatement or sickness that starts more t
ten days after such date.

A change may be made in yo
connection with the reinstate
changes will be sent to you for
your Policy. In all other respects,
Dental will have the g

Dependent’s age has N
Benefits may be adjus

Paid to the
cen paid, based on

Inquiries

Delta Dental

Attention: Customer Service

[P.O. Box 1596

Indianapolis, Indiana, 46206]

Customer Service; [800-971-4108 (TTY users call
711
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FACTS

Rev. 4/2020

WHAT DOES DELTA DENTAL DO WITH YOUR PERSONAL
INFORMATION?

Financial companies choose how they share your personal information. Federal
law gives consumers the right to limit some but not all sharing. Fedegal law also
requires us to tell you how we collect, share, and protect your pe
information. Please read this notice carefully to understand w,

The types of personal information we collect and share dep
service you have with us. This information can include:

= Social Security Number and Insurance claim informat

= Transaction history and Medical information

= Credit card payments and Employment information
When you are no longer our customer, we inue to share your infor
described in this notice.

All financial companies need : i n to run their
everyday business. In theg i cial companies

can share their membe ¢ i ; elta Dental chooses
to share; and whether yo§ i

Reasons we can share your personal Can you limit this sharing?
information
For our everyday business No
such as to process your t
maintain your account(s),
orders and legal investigation
to credit bureaus
Yes No
No We do not share
Yes No
No We do not share
No We do not share

Call 517-347-5451 (TTY users call 711). All other questions must be
answered by calling your general customer service number.

Who is providing this notice? Delta Dental Plan of Michigan, Inc.; Delta Dental Plan of Ohio,

Inc.; Delta Dental Plan of Indiana, Inc.; Delta Dental of North
Carolina; and Delta Dental Plan of New Mexico, Inc.

GLB Privacy Ltr DDMI DDOH DDIN DDNC DDNM LGL 4/2020



Rev. 4/2020

How does Delta Dental protect my To protect your personal information from unauthorized
personal information? access and use, we use security measures that comply with
federal law. These measures include computer safeguards
and secured files and buildings.

How does Delta Dental We collect your personal information, for
collect my personal

information? = When you apply for insurance

= When you file an insurance c

Why can’t | limit all sharing?

= Sharing for
information ab
= Affiliaig i arket to you

Affiliates
exico, Arkansas and North Carolina; insurance
s such as Renaissance Life & Health Insurance
Company of America and Renaissance Life & Health
surance Company of New York.
Nonaffiliate Companies not related by common ownership or control.

They can be financial and nonfinancial companies.

= Delta Dental does not share your personal information
with nonaffiliates so they can market to you.

A formal agreement between nonaffiliated financial
companies that together market financial products or
services to you.

= Delta Dental does not jointly market with nonaffiliated
financial companies.

in AZ, CA, CT, GA, IL, ME, MA, MN, MT, NV, NJ, NC, OH, OR and VA: To review your personal
information, write to Privacy Officer, 4100 Okemos Road, Okemos, Ml 48864. You must state your full
name, address, policy number (if applicable) and the information you would like to see. We will tell you
what information we have, and you may review and copy it at our office or ask that we mail a copy to you
for a fee. If you think that personal information that we have about you is wrong, you may write to us. We
will tell you what actions we take because of your letter. If you do not agree with our actions, you may send
us a statement.

GLB Privacy Ltr DDMI DDOH DDIN DDNC DDNM LGL 4/2020
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