
   
 

   
 

Summary of Dental Benefits and Coverage Disclosure Matrix (SDBC) 

Part I: GENERAL INFORMATION 

Plan Name: DeltaCare® USA Name of Product: Essential 15B 
Type of Product Line: DHMO  Plan Phone #: 877-522-9156 
Effective Date: 01/01/25 Plan Website: deltadentalins.com/aarp 

 
THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND WHAT YOU WILL PAY FOR 
COVERED SERVICES. THIS IS A SUMMARY ONLY AND DOES NOT INCLUDE THE PREMIUM COSTS OF THIS DENTAL 
BENEFITS PACKAGE. PLEASE CONSULT YOUR EVIDENCE OF COVERAGE AND DENTAL CONTRACT FOR A DETAILED 
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS. FOR MORE INFORMATION ABOUT YOUR COVERAGE, VISIT THE 
PLAN WEBSITE deltadentalins.com/aarp OR CALL 877-522-9156. 
THIS MATRIX IS NOT A GUARANTEE OF EXPENSES OR PAYMENT. 

Part II: DEDUCTIBLES 
 

Deductible In-Network Out-of-Network 

Dental None  Not Applicable 

Orthodontia None Not Applicable 

 
• There is no deductible. 
• A deductible is the amount you are required to pay for covered dental services each plan year before the plan begins to pay for the 

cost of covered dental treatment. 
• In-network services are dental care services provided by dentists or other licensed dental care providers that contract with your 

plan to provide dental services. 
• Out-of-network services are dental care services provided by dentists or other licensed dental care providers that are not 

contracted with your plan. 
 

State of California, Health and Human Services Agency-Dept of Managed Health Care: DMHC 10-278, Effective 9/1/22 



   
 

   
 

Part III: MAXIMUMS PLAN WILL PAY 
 

Maximums In-Network Out-of-Network 

Annual Maximum None Not Applicable  

Lifetime or Annual 
Maximum for 
Orthodontia 

None Not Applicable 

• Annual maximum is the maximum dollar amount your plan will pay toward the cost of dental care within a specific period of time, 
usually a consecutive 12-month or calendar year period. Not all services accrue to the annual maximum. 

• Lifetime maximum means the maximum dollar amount your plan providing dental benefits will pay for the life of the enrollee. 
Lifetime maximums usually apply to specific services, such as orthodontic treatment. 

 
Part IV: WAITING PERIODS 

 
Waiting Periods: A waiting period is the amount of time that must pass before you are eligible to receive benefits or services for all or 
certain dental treatments. Your dental benefit package has no waiting periods. 

 
Part V: WHAT YOU WILL PAY 

 
All copayments and coinsurance costs shown in this chart apply after your deductible has been met, if a deductible applies. 
The Common Dental Procedures fit into one of the following applicable categories: Preventive & Diagnostic, Basic or Major. 
The Benefit Limitations and Exclusions column includes common limitations and exclusions only. For a full list, see the full 
disclosure document referenced in the Benefit Limitations and Exclusions column. 



Common Dental 
Procedures 

Category In-Network Out-of- 
Network 

Benefit Limitations and Exclusions 

Filling Basic $22 Not Covered • No Limitations or exclusions
• Refer to the Evidence of Coverage for limitation

and exclusion3v
Extraction, Erupted 
Tooth or Exposed Root 

Basic $14 Not Covered • No Limitations or exclusions
• Refer to the Evidence of Coverage for limitation

and exclusion

Root Canal Basic $365 Not Covered • No Limitations or exclusions
• Refer to the Evidence of Coverage for limitation

and exclusion
Scaling and Root 
Planing 

Basic $60 Not Covered • Up to 4 quadrants during any 12 consecutive
months

• Refer to the Evidence of Coverage and
Schedule A and B forms for the full limitation
and exclusion

Common Dental 
Procedures 

Category In-Network Out-of- 
Network 

Benefit Limitations and Exclusions 

Oral Exam Preventive & 
Diagnostic  

$0 Not Covered • No Limitations or exclusions
• Refer to the Evidence of Coverage for

limitation and exclusion
Bitewing X-ray Preventive & 

Diagnostic  
$0 Not Covered • No Limitations or exclusions

• Refer to the Evidence of Coverage for
limitation and exclusion

Cleaning Preventive & 
Diagnostic 

$5 Not Covered • 1 per 6 months
• Refer to the Evidence of Coverage for the full

limitation and exclusion



   
 

   
 

Ceramic Crown Major $395 Not Covered • Replacement of crowns requires the existing 
restoration to be 5+ years old. 

• Refer to the Evidence of Coverage for the full 
limitation and exclusion 

Removable Partial 
Denture 

Major $395 Not Covered • Replacement of a partial denture requires the 
existing denture to be 5+ years old. 

• Refer to the Evidence of Coverage for the full 
limitation and exclusion 

Extraction, Erupted 
Tooth with Bone 
Removal 

Basic $55 Not Covered • No Limitations or exclusions 
• Refer to the Evidence of Coverage for limitation 

and exclusion 

  Orthodontia 
Orthodontia $2,100 Not Covered • The Copayment for orthodontic treatment 

covers up to 24 months of active treatment. 
Beyond 24 months, an additional monthly fee, 
not to exceed $125, may apply. 

• Refer to the Evidence of Coverage for the full 
limitation and exclusion 



   
 

   
 

Part VI: COVERAGE EXAMPLES 
THESE EXAMPLES DO NOT REPRESENT A COST ESTIMATOR OR GUARANTEE OF PAYMENT. The examples provided 

represent commonly used services in the categories of Diagnostic and Preventive, Basic and Major Services for illustrative purposes 
and to compare this product to other dental products you may be considering. Your actual costs will likely be different from those shown 
in the chart below depending on the actual care you receive, the prices your providers charge and many other factors. Focus on the 
cost sharing amounts (deductibles, copayments and coinsurance) and the summary of excluded services under the plan. 

 
Dana Has a Dental Appointment with a 

New Dentist 
Sam Needs a Tooth Filled Maria Needs a Crown 

New patient exam, x-rays (FMX) and 
cleaning 

Resin-based composite – one surface, 
posterior 

Crown – porcelain/ceramic substrate 

 
Dana’s Visit Dana’s Cost Sam’s Visit Sam’s Cost Maria’s Visit Maria’s Cost 
Total Cost of Care In-network: $400 

Out-of-network: 
$550 

Total Cost of Care In-network: $150 
Out-of-network: 
$200 

Total Cost of Care In-network: $1,300 
Out-of-network: 
$1,750 

Deductible In-network: None 
   
Out-of-network: Not 
Covered 

Deductible In-network: None 
 
Out-of-network: Not 
Covered 

Deductible In-network: None 
 
Out-of-network: Not 
Covered 



   
 

   
 

Annual Maximum 
(Plan Will Pay) 

In-network: None 
 
Out-of-network: 
Not Covered 

Annual Maximum 
(Plan Will Pay) 

In-network: None 
 
Out-of-network: 
Not Covered 

Annual Maximum 
(Plan Will Pay) 

In-network: None 
 
Out-of-network: 
Not Covered 

Dana’s Visit Dana’s Cost Sam’s Visit Sam’s Cost Maria’s Visit Maria’s Cost 
      

Patient Cost 
(copayment or 
coinsurance) 

In-network: $5 
 
Out-of-network: Not 
Covered 

Patient Cost 
(copayment or 
coinsurance) 

In-network: $65 
 
Out-of-network: Not 
Covered 

Patient Cost 
(copayment or 
coinsurance) 

In-network: $395 
 
Out-of-network: Not 
Covered 

In this example, 
Dana would pay 
(includes 
copays/coinsurance 
and deductible, if 
applicable): 

In-network: $10 
 
Out-of-network: 
$550 

In this example, 
Sam would pay 
(includes 
copays/coinsurance 
and deductible, if 
applicable): 

In-network: $70 
 
Out-of-network: 
$200 

In this example, 
Maria would pay 
(includes 
copays/coinsurance 
and deductible, if 
applicable): 

In-network: $400 
 
Out-of-network: 
$1,750 



   
 

   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary of what is 
not covered or 
subject to a limitation: 

• Cleaning: 1 
per 6 
months 

• X-rays: 
limited to 1 
series every 
24 months 

Summary of what is 
not covered or 
subject to a limitation: 

No limitations 
Summary of what is 
not covered or 
subject to a limitation: 

• Replacement 
of crowns 
requires the 
existing 
restoration to 
the 5+ year 
old 


	PLAN CONTACT INFORMATION
	Request Confidential Communications
	Identification (“ID”) Card

	Usual Fee: the fee that an individual Dentist most frequently charges for a given dental service.
	ELIGIBILITY AND ENROLLMENT
	Eligibility Requirements
	Post Enrollment Process
	 Please read all the information contained in this EOC particularly the Schedule A, Description of Benefits and Copayments (“Schedule A”) and Schedule B, Limitations and Exclusions of Benefits (“Schedule B”), both of which are attached to this EOC. T...
	 When enrolling in this Plan, You were required to choose a Contract Dentist facility from the DeltaCare USA Network directory that is most convenient for You. If You would like to change Your Contract Dentist, You must contact Customer Care or log i...
	 If You fail to select a Contract Dentist or if Your selected Contract Dentist becomes unavailable, You will need to select another Contract Dentist or We will assign You one.
	Effective Date
	Minimum Enrollment Period
	AARP Members and their eligible family members selecting dental coverage under this Plan must enroll for a minimum of 12 continuous months. If coverage is voluntarily discontinued, AARP Members may not re-enroll during the 12-month period immediately ...

	This section provides information that will give You a better understanding of how this Plan works and how to make it work best for You.
	What is the DeltaCare USA Plan?
	Choice of Contract Dentist

	After enrollment, You may change Your Contract Dentist by calling Customer Care at 877-522-9156 or through Your Online Account. In order to ensure that Your Contract Dentist is notified and that Our eligibility lists are current, Your change must be r...
	Changing Contract Dentist
	Benefits, Limitations and Exclusions
	Copayments and Other Charges
	Processing Policies
	Teledentistry Services
	Non-Covered Services
	Emergency Dental Services

	If You have a dental emergency, You should first contact Your Contract Dentist, whenever possible. Your assigned Contract Dentist maintains a 24-hour emergency services system, 7 days a week. If You are unable to reach Your Contract Dentist for Emerge...
	 during non-business hours; or
	 if You require Emergency Dental Services and You are 35 miles or more away from Your Contract Dentist.
	Benefits for Emergency Dental Services not provided by Your Contract Dentist are limited to a maximum of $100 per emergency, per Enrollee, less the applicable Copayment(s). If this maximum is exceeded, You are responsible for any charges for services ...
	Emergency dental care is limited to palliative relief, controlling of dental pain and/or stabilizing the Enrollee’s condition. After Emergency Dental Services are received, further non-emergency treatment is usually needed. Non-emergency treatment mus...
	Urgent Dental Services
	Inside the Delta Dental Service Area
	Outside the Delta Dental Service Area

	Timely Access to Care

	During non-business hours, You will have access to Your Contract Dentist’s answering machine, answering service, cell phone or pager for guidance on what to do and whom to contact for Urgent Dental Services or if You are experiencing an Emergency Dent...
	Continuity of Care

	If You are a current Enrollee or newly covered Enrollee, You may have the right to obtain completion of care under the contract agreement with Your terminated Contract Dentist for certain specified dental conditions. If You are a new Enrollee, You may...
	To make a request, call Customer Care at 877-522-9156. You may also call to request a copy of Our Continuity of Care Policy. We are not required to continue care with Your Dentist if You are not eligible under the contract agreement or if We cannot re...
	Specialist Services
	Specialist Services for oral surgery, endodontics, periodontics or pediatric dentistry must be: 1) referred by Your Contract Dentist, and 2) authorized by Us. You pay the specified Copayment(s). Refer to Schedule A attached to this EOC.
	If You require Specialist Services and a Contract Specialist is not within 35 miles of Your home address to provide these services, Your Contract Dentist must obtain prior Authorization from Us to refer You to an Out-of-Network specialist to provide t...
	If the services of a Contract Orthodontist are needed, please refer to the Orthodontics section in the Schedules attached to this EOC.
	Claims for Reimbursement
	Coordination of Benefits
	Dentist Compensation
	Second Opinion
	Special Health Care Need
	Facility Accessibility
	CUSTOMER CARE
	ENROLLEE CLAIMS COMPLAINT PROCEDURE
	RENEWAL AND TERMINATION OF BENEFITS
	At least 30 days’ advance written notice of any non-renewal action permitted by this provision will be mailed to Your last address shown in Our records. This notice will include the reason(s) why Your coverage is being terminated and the date that You...
	If We fail to issue a 30-day advance written notice advising You of Our intent to terminate, Your coverage will remain in effect until 31 days after such notice is given or until the effective date of replacement coverage, whichever occurs first.
	In the event of cancellation by either Us (except in the case of fraud or deception in the use of services or facilities or knowingly permitting such fraud or deception by another) or by You, We will, within 30 days, return to You the pro rata portion...
	CANCELLATION OF ENROLLMENT
	Cancellation of Enrollment Due to Non-Payment of Premium
	Cancellation of Enrollment Other Than Non-Payment of Premium
	REINSTATEMENT OF COVERAGE
	GENERAL PROVISIONS

	P.O. Box 997330
	Sacramento, CA 95899-7330
	Legal Actions
	Clinical Examination
	All legal questions about this Plan will be governed by the state of California where the Contract was entered into and is to be performed. Any part of this Plan that conflicts with the laws of California, specifically Chapter 2.2 of Division 2 of the...
	Holding Company
	Third Party Administrator (“Administrator”)
	Organ and Tissue Donation
	Non-Discrimination

	Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
	DMHC - Final CA Matrix _AARP DCUSA 81624.pdf
	Summary of Dental Benefits and Coverage Disclosure Matrix (SDBC) Part I: GENERAL INFORMATION
	THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND WHAT YOU WILL PAY FOR COVERED SERVICES. THIS IS A SUMMARY ONLY AND DOES NOT INCLUDE THE PREMIUM COSTS OF THIS DENTAL BENEFITS PACKAGE. PLEASE CONSULT YOUR EVIDENCE OF COVERAG...
	Part II: DEDUCTIBLES
	Part III: MAXIMUMS PLAN WILL PAY
	Part IV: WAITING PERIODS

	DMHC - Final CA Matrix _AARP DCUSA 81624 (003).pdf
	Summary of Dental Benefits and Coverage Disclosure Matrix (SDBC) Part I: GENERAL INFORMATION
	THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND WHAT YOU WILL PAY FOR COVERED SERVICES. THIS IS A SUMMARY ONLY AND DOES NOT INCLUDE THE PREMIUM COSTS OF THIS DENTAL BENEFITS PACKAGE. PLEASE CONSULT YOUR EVIDENCE OF COVERAG...
	Part II: DEDUCTIBLES
	Part III: MAXIMUMS PLAN WILL PAY
	Part IV: WAITING PERIODS

	Blank Page
	Blank Page



