
Senior Dental Program

Disclosure Form/Contract

Provided by: 

Delta Dental of California
12898 Towne Center Drive 
Cerritos, CA 90703-8579
800-422-4234  
wekeepyousmiling.com

CA591 CAA50  V7

DeltaCare
®

 USA



DISCLOSURE FORM/CONTRACT

This booklet is a Disclosure Form/Contract for your DeltaCare USA 
Senior Dental HMO Program (“Program”) provided by:

Delta Dental of California
(“Delta Dental”)
12898 Towne Center Drive
Cerritos, CA  90703

This booklet discloses the terms and conditions of the Program 
available in California.  PLEASE READ THE ENTIRE 
DOCUMENT COMPLETELY AND CAREFULLY.  You have a 
right to review this Disclosure Form/Contract prior to enrollment.

Persons with special health care needs should read completely and 
carefully the section entitled “Special Needs”.

PLEASE READ THE FOLLOWING INFORMATION SO THAT 
YOU WILL KNOW HOW TO OBTAIN DENTAL SERVICES.  
YOU MUST OBTAIN DENTAL BENEFITS FROM (OR 
BE REFERRED FOR SPECIALTY SERVICES BY) YOUR 
ASSIGNED CONTRACT DENTIST.  A matrix describing the 
Program’s major Benefits and coverage appears after the Enrollment 
and Payment Authorization Form.

ADDITIONAL INFORMATION ABOUT YOUR BENEFITS 
IS AVAILABLE BY CALLING THE CUSTOMER SERVICE 
DEPARTMENT AT 800-422-4234, 5 a.m. - 6 p.m. PACIFIC TIME, 
MONDAY THROUGH FRIDAY. 

A STATEMENT DESCRIBING DELTA DENTAL’S POLICIES AND 
PROCEDURES FOR PRESERVING THE CONFIDENTIALITY 
OF MEDICAL RECORDS IS AVAILABLE AND WILL BE 
FURNISHED TO YOU UPON REQUEST.



Delta Dental of California
12898 Towne Center Drive
Cerritos, CA 90703-8579 	New Enrollment

	Name Change

Month Day Year

Indicate effective date of change:
*(Does not pertain to facility change)

Broker #:____________

DeltaCare USA SENIOR PROGRAM  
ENROLLMENT AND PAYMENT AUTHORIZATION FORM

Check One

VERY IMPORTANT - PLEASE PRINT LEGIBLY - (PLEASE LEAVE ONE BLANK BOX BETWEEN EACH WORD)Applicant Information

Last First MI

Street Address

City State Zip Code

Name:

Mailing Address:

Date of Birth:

Identification #:

Contract Facility Name:

Male 
Female 

Return form to Delta Dental of California at Dept. 0170, Los Angeles, CA 90084-0170

Home 
Phone #: (                  )

Contract 
Facility #:

Signature of Applicant: Date:
CA591 CAA50

In accordance with the disclosure requirements of California Health & Safety Code Section 1363(h), this is to advise you that Delta Dental’s ratio of health care expenses 
to premiums received for the last calendar year, with respect to the DeltaCare USA Senior Dental HMO Program, was 58.5%.

Month Day Year

DeltaCare
®

 USA



Choose one based on the information on the reverse side.

	 Enrollee Premium	 $ 135.00

	 One-time Enrollment Fee	 $   15.00

	 TOTAL	 $ 150.00

This Enrollment and Payment Authorization Form and your check or 
money order, if applicable, must be received by the 21st day of the month 
for your coverage to be effective on the first day of the following month.

I wish to enroll in the DeltaCare USA Senior Dental HMO Program. I 
acknowledge that I have read the Disclosure Form/Contract and understand 
that coverage under the Program is subject to the terms as described in the 
Disclosure Form/Contract.

I hereby authorize my medical or dental care institution or professional 
to release to a representative of Delta Dental, any personal, privileged or 
medical records information including, but not limited to, my patient records, 
charts, x-rays, diagnosis histories, billing records, clinical abstracts, or 
copies of consultations.  The information authorized herein may be used for 
determination of benefits, quality assessment, utilization review, grievance 
resolution, or investigation or compliance with the Delta Dental provider 
agreements or local, state or federal laws.  This authorization is valid for the 
duration of coverage.

PAYMENT OPTIONS

	 	CHECK/MONEY ORDER PAYMENT OPTION
Please make check or money order payable to Delta Dental of 
California.

You will have the opportunity to renew prior to the end of the 
Contract Term to avoid interruption of coverage.

	 	CREDIT CARD PAYMENT OPTION

                 VISA     MASTERCARD     DISCOVER     AMERICAN EXPRESS  
CARD #  _ ____________________________________________________
EXPIRATION DATE ____________________________________________
NAME AS IT APPEARS ON THE CARD
_____________________________________________________________
SIGNATURE __________________________________________________
DATE_ _______________________________________________________

By signing above you authorize Delta Dental of California to charge your 
credit card account for the cost of the DeltaCare USA Program.

Note:  Any credit card refunds under the Program may be made by check or 
credit card.

PLEASE PRINT LEGIBLY Please complete both forms

PAYMENT OPTION (choose only one)

CA591 CAA50

Signature: Date:

PROGRAM COST 

DeltaCare
®

 USA



Information Concerning Benefits Under The DeltaCare USA Program

THIS MATRIX IS INTENDED TO BE USED TO COMPARE COVERAGE BENEFITS 
AND IS A SUMMARY ONLY.  THIS DISCLOSURE FORM/CONTRACT SHOULD BE 
CONSULTED FOR A DETAILED DESCRIPTION OF PROGRAM BENEFITS AND 
LIMITATIONS.

(A) Deductibles  None
(B) Lifetime Maximums  None
(C) Professional Services An Enrollee may be required to pay a Copayment amount 

for each procedure as shown in the Description of Benefits 
and Copayments, subject to the Limitations and Exclusions 
of the program.
Copayments range by category of service.
Examples are as follows:

Diagnostic Services	 No Cost-$    5.00
Preventive Services	 No Cost-$150.00
Restorative Services	 No Cost-$425.00
Endodontic Services	 No Cost-$475.00
Periodontic Services	 $  45.00-$450.00
Prosthodontic Services
	 Removable	 $  20.00-$495.00
Prosthodontic Services Fixed	 $  20.00-$425.00
Oral and Maxillofacial Surgery	 $  35.00-$150.00
Adjunctive General Services	 No Cost-$  50.00

NOTE:  Some services may not be covered.  Certain 
services may be covered only if provided by specified 
providers, or may be subject to an additional charge.
Limitations apply to the frequency with which some 
services may be obtained.  For example: cleanings are 
limited to once in each six month period; replacement of 
removable and fixed dentures and crowns is limited to 
once in any five year period.

(D) Outpatient Services Not Covered
(E) Hospitalization Services Not Covered
(F) Emergency Dental Coverage The Enrollee may receive a maximum Benefit of up to 

$100 per emergency for out-of-area emergency services.
(G) Ambulance Services Not Covered
(H) Prescription Drug Services Not Covered
(I) Durable Medical Equipment Not Covered
(J) Mental Health Services Not Covered
(K) Chemical Dependency Services Not Covered
(L) Home Health Services Not Covered
(M) Other Not Covered

Each individual procedure within each category listed above, and which is covered under 
the Program has a specific Copayment, which is shown in the Description of Benefits and 
Copayments, in this Disclosure Form/Contract.

CA596	 V7
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Definitions

Applicant

Benefits

Contract
Enrollment and Payment Authorization Form

Contract Dentist

Contract Specialist

Contract Term

Copayment Schedule A

Dentist

Effective Date
Enrollment and Payment Authorization Form

Emergency Service

Enrollee

Optional

Preauthorization

Premium



Special Health Care Need

Specialist Services

Usual Fee

We, Us or Our

What is the DeltaCare USA Senior Dental HMO Program
("Program")?

Who is eligible for coverage?

How do I enroll?

Enrollment and Payment
Authorization Form

How much do I pay?

plus a one-time enrollment fee of $15.00



Choose a Payment Option

Enrollment
and Payment Authorization Form

Credit Card Payment Option

Check/Money Order Payment Option

Enrollment and Payment Authorization Form

Mailing Instructions
Enrollment and Payment Authorization Form

What will my Effective Date be?

How to use the DeltaCare USA Program - Choice of Contract
Dentist

Enrollment and Payment
Authorization Form



Emergency Services

Specialist Services

Schedule A

IF YOU REQUIRE SPECIALIZED SERVICES AND THERE IS NO
CONTRACT DENTIST TO PROVIDE THESE SERVICES WITHIN 35
MILES OF YOUR HOME ADDRESS, YOUR ASSIGNED CONTRACT
DENTIST MUST RECEIVE WRITTEN PREAUTHORIZATION FROM
DELTA DENTAL TO REFER YOU TO AN OUT-OF-NETWORK DENTIST
TO PROVIDE THE SPECIALIZED SERVICES. SPECIALIST SERVICES
PERFORMED BY AN OUT-OF-NETWORK DENTIST THAT ARE NOT
PREAUTHORIZED BY DELTA DENTAL MAY NOT BE COVERED.

Special Needs



Dental Facility Accessibility

What if I need to change Contract Dentists?

Benefits, Limitations and Exclusions
Schedule A

Schedule B

Copayments and Other Charges
Schedule A

Schedule A

Emergency Services Specialist Services



Provider Compensation

In no event does
Delta Dental pay a Contract Dentist or a Contract Specialist any incentive as an
inducement to deny, reduce, limit or delay any appropriate treatment.

You may obtain further information concerning compensation by calling Delta
Dental at the toll-free telephone number shown on the back cover of this
Disclosure Form/Contract.

Second Opinion

Claims for Reimbursement

Processing Policies

Enrollee Complaint Procedure



(800) 422-4234

(1-888-HMO-2219) (1-877-688-9891)
http://www.hmohelp.ca.gov



Renewal, Cancellation and Termination of Benefits

Otherwise, no refunds will be made.



Entire Contract

Standing Committee on Public Policy

Governing Law



SCHEDULE A
Description of Benefits and Copayments

Schedule B Enrollees should discuss all
treatment options with their Contract Dentist prior to services being rendered.

Text that appears in italics below is specifically intended to clarify the delivery
of benefits under the DeltaCare USA program and is not to be interpreted as
CDT-2007 procedure codes, descriptors or nomenclature that are under
copyright by the American Dental Association. The American Dental
Association may periodically change CDT codes or definitions. Such updated
codes, descriptors and nomenclature may be used to describe these covered
procedures in compliance with federal legislation.

CODE DESCRIPTION PAYS

radiographs
limited to 1 series every 24 months

radiograph
radiographs
radiographs
radiographs limited to 1 series every 6

months

InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=


includes office visit,
per visit (in addition to other services)

cleaning 1 per 6 month period

Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases,
liners and acid etch procedures.

tooth colored
tooth colored
tooth

colored

tooth colored

tooth colored
tooth colored
tooth

colored
tooth

colored
1, 2

1, 2

1, 2
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InternalremarksServlet?procedureCodeID=
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InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=


1, 2

1, 2

1, 2

1

1

1

1

1

1

tooth colored
1

tooth colored
1

tooth
colored

1

tooth colored
1

tooth
colored

1

tooth
colored

1

1, 3

1, 3

1, 3

1, 3

1, 3

1, 3

1, 3

1, 3

1, 3

1

1

1

1

1

1

1
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InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=
InternalremarksServlet?procedureCodeID=


includes
canal preparation

2

includes
canal preparation

2

base metal post;
includes canal preparation

base metal post;
includes canal preparation

palliative treatment only

Root canal
Root canal
Root canal

not covered in conjunction with a
hemisection

Includes preoperative and postoperative evaluations and treatment under a local
anesthetic.
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limited to 4 quadrants during any 12 consecutive
months

limited to 4 quadrants during any 12 consecutive
months

limited to 1 treatment in any 12 consecutive
months

limited to 1 treatment each 6 month
period

4, 5

4, 5

4, 5

4, 5

4, 5

4, 5

4, 5

4, 5

4, 5

4, 5

4

4

4

4
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6

6

6

6

6

6

6

6

6

6

6

6

limited to initial placement of
interim partial denture /stayplate to replace extracted anterior
teeth during healing

4

limited to initial placement
of interim partial denture /stayplate to replace extracted anterior
teeth during healing

4

4, 6

4, 6

7

7

7

3, 7

3, 7

3, 7

3, 7

3, 7

3, 7
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3, 7

7

7

2, 7

2, 7

7

7

7

7

7

7

2, 7

2, 7

7

7

7

7

3, 7

3, 7

3, 7
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7

7

7

7

7

7

2, 7

includes canal preparation
2

base metal post; includes canal preparation

includes
canal preparation

2
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base metal post;
includes canal preparation

Includes preoperative and postoperative evaluations and treatment under a local
anesthetic.

does not include pathology
laboratory procedures
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includes failed
appointment without 24 hour notice - per 15 minutes of
appointment time - up to an overall maximum of $40.00
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SCHEDULE B
Limitations of Benefits

for a bridge replacing a
posterior tooth



and

and

and

and

and





Exclusions of Benefits
Schedule A Description of Benefits and

Copayments

or





Organ and Tissue Donation



If you have any questions or need additional information call:

Toll Free
800-422-4234

or write the Program Administrator at:

Delta Dental of California
12898 Towne Center Drive
Cerritos, CA  90703-8579

In California, DeltaCare USA is underwritten and administered by Delta 
Dental of California.

01/2007
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