Martin County West ISD #2448
Client #989908
Dental Benefit Highlights
Dental Flex

Delta

Dental Nonparticipating
Coverage effective September |, Prem_l er Dentist

Dentist
2020 Blan

*
Pays* Plan Pays
Diagnostic & Preventive
Diagnostic and Preventive
Services - exams, cleanings, and 80% 80%
fluoride
Radiographs - X-rays 80% 80%
Periodontal Maintenance -
cleanings following periodontal 80% 80%
therapy
_ Basi
Space Maintainers - appliances 50% 50%
to prevent tooth movement
Emergency Palliative
Treatment - to temporarily 50% 50%
relieve pain
Sealants - to prevent decay of 50% 50%
permanent teeth
Mmor Restorative Services - 50% 50%
fillings
Ane§the51a Services - when 50% 50%
medically necessary
Ma

Crown Repair - to individual 50% 50%
crowns
Endodontic Services - root 50% 50%
canals
Perloc{ontlc Services - to treat 50% 50%
gum disease
Oral Sqrgery Services - 50% 50%
extractions and dental surgery .
Major Restorative Services - 50% 50%
Crowns
Othgr Basic Services - misc. 50% 50%
services
Relines and Repairs - to bridges 50% 50%
and dentures
TMD Treatment - treatment of
the disorder of the o 50% 50%
temporomandibular joint,
including related films
Prosthodontic Services - o o
bridges and dentures 50% 0%

* When you receive services from a Nonparticipating Dentist, the percentages in
this column indicate the portion of Delta Dental's Nonparticipating Dentist Fee that
will be paid for those services. The Nonparticipating Dentist Fee may be less than
what the dentist charges and you are responsible for that difference.

September 1, 2020

Delta Dental of Minnesota

Smiles are powerful.
Protect yours.

Thank you for choosing Delta
Dental of Minnesota as your partner
in oral health. As a member, you
have access to the nation’s largest
dental networks: Delta Dental
PPO™ and Delta Dental Premier™,

Dental insurance is designed to help
cover the costs associated with
your dental care.

Manage Your Benefits, Any Time

Our online member portal lets you
access your dental plan securely at
any time.

You can find a dentist, print ID-
cards, and receive detailed benefit
information on services covered by
procedure code and access, print
and opt out of paper Explanation of
Benefits.

You can also view how much or
your annual maximum has been
used during this coverage year and
easily view the date your next
preventative services are eligible for
coverage

Sign up today for our member
portal at:
www DeltaDentalMN.ora/members

Save Money, Go In-Network

With four out of five dentists
nationwide in our network, you can
easily find a dentist near you and
avoid hidden fees and troublesome
paperwork.

Questions?

Contact our Customer Service team
at 1-800-448-3815 (TTY users call
7m or visit us at
www.DeltaDentalMN.org.
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Maximum Payment - $1,000 per person total per Coverage Year on all
services.

Deductible ~ $50 Deductible per person total per Coverage Year limited to
a maximum Deductible of $150 per family per Coverage Year. The
Deductible does not apply to oral exams, prophylaxis, fluoride treatment,
X-rays, and periodontal maintenance.

Benefit Waiting Period - There is a 6-month waiting period for certain
services. Endodontic Services, Periodontic Services, Extractions, and TMD
Treatment will not be covered until after a person is enrolled in the dental
plan for 6 consecutive months. Crown Repair, Major Restorative Services,
Other Basic Services, Relines and Repairs, and Prosthodontic Services will
not be covered until after a person is enrolled in the dental plan for 12
consecutive months,

Note - This document is only intended to provide a brief description of
your benefits. Please refer to your Dental Plan Description for a complete
description of benefits, exclusions, and limitations.

Subscriber Only $30.20
Subscriber & Spouse $60.40
Subgcriber & Family $101.75
Subscriber & Child $75.24
Subscriber & 2+ Children $75.24

September 1, 2020
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O DELTA DENTAL Eligibility Enroliment/Update Form

Delta Dental of Minnesota

Client Name Client/Subclient #

Type of Update: OO New Enroliment [ Reinstatement [J Change/Cotrection to Information {1 Termination [J Transfer

Transfer From: Client/Subclient # Transfer To: Client/Subclient # IChange is for: [1 Subscriber [J Dependent

0 Spouse/Domestic Partner
Select a Plan Option: {J Plan Option [ - Delta Dental PPO
[ Plan Option Il - Delta Dental Premier

Subscriber Name (Last) (First) (Middle initial) Gender

Social Security Number Birth Date (Month-Day-Year) | Effective Date (M/D/Y) Hire Date (M/D/Y)

Street Address O Check here if this is a new
address

City State Zip Code Status* O Active O COBRA

I Retiree OSurviving

Relationship i d. D Security
to Employee | (Inciude Last Name only if different from M/D/Y) Number-requested
Subscriber’s) but not required**
Spouse/ O Legal O Surviving
Domestic
Partner
Dependent _ Legal O Surviving

Chiid {J Disabled O Sponsored
O Full Time Student

Dependent 0 Legal OJ Surviving
Child [ Disabled [0 Sponsored
0 Full Time Student
Dependent O Legal OJ Surviving
Child [J Disabled [0 Sponsored
0 Full Time Student
Dependent

{3 Legal [J Surviving
Child [ Disabled O Sponsored
O Full Time Student

*see reverse side for instructions and explanation of codes
**Social security number only requested for dependents with same date of birth

O | am enrolling myself and/or my dependents and authorize payroll deductions, if applicable. Any person who, with intent to defraud
or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive
statement is guilty of insurance fraud. | realize that any false statement or misrepresentation in the application may result in a loss of
coverage under the policy.

01 waive coverage for myself and/or my dependents and understand that by waiving coverage, whether entirely or partially paid
by my Employer, that | waive the right to change this selection unless permitted in the group contract’s participation
requirements and enrollment restrictions. Delta Dental reserves the right to decline any further enrollment changes.

Do you or your dependents have other dental coverage? _ Yes No

Name of Carrier . Policy/!dentification Number
Employee Signature: Date:
Client Representative Signature Date:

For Employer Use Only:
Qualifying Event (see next page for list of qualifying events) Date of Qualifying Event:
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Please read the following information carefully before completing the other side of this form. You should fill out this form if
you are enrolling for coverage or changing any information from an earlier enroliment. If you have any questions about filling
out this form, your human resources or personnel department can help you.

Subscriber Information - This section must be completed for usto process your enroliment or update your records. All
information should apply to you, the primary subscriber. Please print clearly or type.

Effective Date: The date that Delta Dental coverage takes effect for you and/or your dependents,
Status Definitions (Please select only one status):
Active:  You are a current/active subscribet.
Retiree: You are retired and your employer continues to provide you with dental benefits.
COBRA: You are no longer an active subscriber but you have continued self-paid coverage under COBRA,
COBRA requires many employers to offer extended self-paid coverage to certain employees and
qualified beneficiaries who lose medical benefits coverage. Please check with your human resources
or personnel department.

Surviving: The surviving spouse, domestic partner or child of a deceased subscriber.

Plan Enrollment/Update information - This section should only be completed if you are: 1) Enrolling yourself or a family
memberforthefirst time, or 2) if your benefits were terminated and are not being reinstated or, 3) if you are making changes
to your current enrolimentinformation.

New Enroliment: Check for first time enrollment for yourself or your dependents.
Reinstatement: Check for reinstatement coverage for yourself or your dependents.

Change/Corrections:  Check if any changes are being submitted on the form.

Termination of Check only if you are terminating Delta Dental coverage for
Coverage: yourself or a family member.
Transfers: When transferring from one client to another, all dependents will transfer unless otherwise indicated.

This section should also be completed when transferring to COBRA.

When reporting a change or correction, the information that is incorrect or has changed should be listed on the line titled "from"
and the correct information should be listed on the line titled "to".

Enrollment/Corrections To Information - This section should be completed when: 1) enrolling dependents or, 2) if you have

checked Changes/ Correctionsand are changing information that was previously submitted to Delta Dental.Pleaseinclude
both first and last names of any individuals for whom you are enrolling or submitting a change or correction.

Dependent Status Definitions:

Legal: Your current spouse or domestic partner

Surviving: The surviving spouse, domestic partner or child of a deceased subscriber.

Disabled: Your permanently disabled child.

Sponsored: A dependent for whom you are legally responsible. Sponsored dependents could include

parents, grandparents and foreign exchange students, but only if specified in your
employer’s contract with Delta Dental.

Full Time An individual who is your dependent child according to the U.S. Internal Revenue Code. This Student could include
Student: your married or unmarried dependent child who is attending a university, college, community college, junior college
or trade school on a full-time basis and for whom you provide principal support.

Qualifving Events (for Emplover Use Only) -_

A - Adoption L. - Loss of Coverage T - Termination/Reduction of Work Hours
B - Birth M - Marriage V - Employee Total Disability

D - Divorce/Legal Separation O - Open Enroliment X - Employee Eligible for Medicare

E - Death S - Dependent No Longer Eligible

A @/ Email: eligibility@mydeltadental.com

Delta Dental

Attention: Eligibility Department
PO Box 30416

Lansing, M| 48909-7916
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Notice of Non-Discrimination and Accessibility Requirements

Delta Dental of Minnesota and its affiliates, (collectively referred to herein as “Delta Dental of Minnesota”) comply
with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. |

Delta Dental of Minnesota does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Delta Dental of Minnesota provides free aids and services to people with disabilities to communicate effectively
with us, such as:

¢ Qualified sign language interpreters
s« Written information in other formats (large print, audio, accessible electronic formats, other formats)

Delta Dental of Minnesota provides free language services to people whose primary language is not English, such
as:

e Qualified interpreters
¢ Information written in other languages

If you need these services, please call the number on the back of your ID card

If you believe that Delta Dental of Minnesota has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance by contacting Delta Dental
of Minnesota, Attn: Compliance Officer, 500 Washington Ave South, Suite 2060 Minneapolis, MN, 55415, 612-224-
3300 or 877-268-3384, fax:612-351-5104. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, please call the number on the back of your ID card.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civii
Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201 1-800-368-1019, 800-
537-7697 (TDD) Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Foreign Language Natifications

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Llame al
1-800-448-3815 (TTY: 711). (Spanish)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-
448-3815 (TTY: 711). (Hmong)

XIYYEEFFANNAA: Afaan dubbattu Orcomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-800-448-3815 (TTY: 711). {(Cushite)

CHU Y: N&u ban ndi Tiéng Viét, cé céc dich vu hd tra ngdn nglt mién phi danh cho ban. Goi s 1-800-448-
3815 (TTY: 711). (Vietnamese)

FE NMBEERREYX, BuLABESGSE
711). (Chinese)

T

BB, FHE 1-800-448-3815 (TTY :

BHUMAHME: Ecau Bbi roBOpUTE Ha PYCCKOM A3bIKE, TO BaM JOCTYNHbI 6ecniaTtHble yCayri4 nepesoaa.
3BoHuTe 1-800-448-3815 (Tenetainn: 711). (Russian)
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YU0gaL: 1909 1IEBIWIZY 990, PILSNILgoBCTIBGIVWIF, 080y,
ccsvDweuloiva. Ins 1-800-448-3815 (TTY: 711). (Laotian)

AFOF: 995141 £IE KRTICT NPT PFCHI® RCATF SCERTFE (118 ALTIHPT THIE+HPA: OFL “LntA@- & TC LLD-(
1-800-448-3815 (avq @t A+AGFa: 711). (Amharic)

HaphBan- selench mpd ofpacd. geryl offmodierencn cxeabopdeoben §onbionfoggedi. o
1-800-448-3815 (TTY: 711). (Karen)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfugung. Rufnummer: 1-800-448-3815 (TTY: 711). (German)

s galar 13 i€ ity 3 Ballle s cilana saeLuall 4y alll 81535 ol Glaally, Joail o8 2 1-800-448-3815) A8, ( 711
oS4l g mall & (Arabic)

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-448-3815 (ATS : 711). (French)

7o} SIHOIE AISSI = A2 00| XIRI MHINE P22 0|Z51A 4= UELICE 1-800-448-3815 (TTY: 711) BiC2
Mol IR, (Korean)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-448-3815 (TTY: 711). (Tagalog)

MR 68t (e (5358 gl CangSane il 51 Kiea 13 gk Gla e ol g 38 32 B (Kurdish) ¢imes e, 459
(TTY: 711) 1-800-448-3815¢ <

PONPINS S Y0 U GV LR G SRR ot WV ik PR SUIR PRV Ry L ¥ S ST JRVR TN
(Persian / Farsi)uslai 1-800-448-3815 (TTY: 711) L, a3l el

SGEEE  QAZEEEINZES, ERNOEEXEEIHAWVEETET, 1-800-448-3815  (TY:711) X
T, BEEICTIELE LS, (Japanese)

ICITONDERWA: Nimba uvuga lkirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona 1-
800-448-3815 (TTY: 1-711). (Bantu)

KUMBUKA: lkiwa unazungumza Kiswahili, unaweza kupata, huduma za lugha, bila malipo. Piga simu 1-
800-448-3815 (TTY: 711). (Swahili)

MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-800-448-3815
(TTY: 711). (Norwegian)

wuunutis: U s1dgASuna [manigl), NS SWAM NN WRHARIG
w ’ = = ~ 4 i) u’

mwgamodonaoc sy guiwngiedg 1-800-448-3815 (TTY: 711) (Cambodian/Khmer)

CAATHYOT. ARG TS [AUT] Sedgs H, for:q[ea FIAT TIEATS HIUT FEHIAT VAEE
T el 1-800-448-3815 (TTY: 711) AT el | (Nepali)

DDMN Taglines — GRP 4,26.2019



