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Non-Discrimination Notice
Dental Health Services complies with applicable federal civil rights laws and does not discriminate

on the basis of race, color, national origin, age, disability, or gender.

Dental Health Services:

e Provides free services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact your Member Services Specialist, at 206-788-3444 or 877-495-
4455, 888-045-1257 (TDD/TTY).

If you believe that Dental Health Services has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or gender, you can file a
Grievance with the Member Satisfaction Services Specialist, 100 West Harrison Street, Suite S-440,
South Tower, Seattle, Washington 98119, call 206-788-3444 or 877-495-4455, 888-645-1257
(TDD/TTY), fax 206-624-8755, or email membercare@dentalhealthservices.com You can file a
Grievance in person or by mail, fax, email or through the Plan’s website at

www.dentalhealthservices.com.. If you need help filing a Grievance, the Member Services Specialist
is available to help you. You can also file a civil rights complaint with the U.S. Department of Health
and Human Services, Office for Civil Rights electronically through the Office for Civil Rights
Complaint Portal Available at https//ocrportal.hhs.gov/oct/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, DC 20201, 1-800-868-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/oct/office/file/index.html.

English:

This notice has important information. This notice has important information about your application or coverage
through Dental Health Services. There may be key dates in this notice. You may need to take action by certain
deadlines to keep your health coverage or help with costs. You have the right to get this information and help in
your language at no cost.

Call 1-866-756-4259.
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Spanish:

Este aviso tiene informacion importante. Este aviso tiene informacion importante acerca de su solicitud o
cobertura por medio de Dental Health Services. Es posible que haya fechas clave en este aviso. Es
posible que tenga que tomar medidas antes de ciertas fechas limite para mantener su cobertura de salud
0 ayuda con los costos. Usted tiene derecho a obtener esta informacion y ayuda en su idioma de forma
gratuita. Llame al 1-866-756-4259

Chinese:

i@%ﬂ@@ﬁ%%ﬁﬂ A8 1A A [t Dental Health Services B35 5{R fa K B B & #l . Al s T fg
AEEBEH., B ReT BN e 8L HIHZ arERIUTED,  DAAERR I 10 i B O R 5l 5 B e vk 2 FH AH B R
., f@:ﬁ%ﬁaﬁ?%ﬂl$%uﬂ/ DL REEEREAT OB B . 303 1-866-756-4259

Vietnamese:

Théng bao nay c6 cac théng tin quan trong. Théng bao nay co cac thong tin quan trong vé don yéu cau
hay bao hiém cutia quy vi thdng qua Dental Health Services. Co the co nhirng ngay quan trong trong
thong bao nay Quy vi c6 thé can hanh dong cham nhét vao mot sb thoi han cudi cing dé duy tri bao
hiém y té ctia quy vi hodc dé duoc tro gitp v&i cac chi phi. Quy vi co quyén nhan théng tin nay va dwoc
tro' gitip mién phi bang ngdn ngty cta quy vi. Goi 1-866-756-4259

Korean:

= R0l 52 HEIt AEL L & 2HHE0|= Dental Health ServicesE &8 H5te| 2 E=
AENMO| 2ot T2 FEIF Zote|of JASLICL 2 AR T2 '—*Mf?f 7“'04 IS A Ol LT} EO|0|

HY BEY E= H BEXE QX618 EXN OA UK =X|E F5IMoF & =& Q&5L|CH 2+H

[=]
HEE %CLISI AHE ooj2 REE 2 BHotE #2|7t JELICT 1-866-756- 4259'119?_ IS A
Russian:

[laHHOE M3BeLLEHME COAEPXKUT BadKHYHO MHpopmauuto. [laHHOe U3BELLEHMNE COAEPXKUT BaXKHYHO
MHGOopMaumio o Baluem 3asBneHun unm CTpaxoBoM MOKPbLITAM YCryr cToMaTonormu. MsselyeHmne moxet
cogepXarb KntoveBble aatbl. BoamoxxHo Bam Heobxogmmo ByaeT npeanpuHaTb COOTBETCTBYOLLME
OEeNncTBnA B onpeaeneHHbiX BpEMEHHbIX pamkax. Bbl MMeeTe npaBo Ha nonyyeHne gaHHoW MHpopmaumm
N NMOMOLLIM Ha CBOEM POLHOM s3blke. [103BOHUTE No TenedoHy 1-866-756-4259

Tagalog:

Ang paunawang ito ay nagtataglay ng mga mahahalagang impormasyon. Ang paunawang ito ay
nagtataglay ng mga mahahalagang impormasyon tungkol sa iyong aplikasyon o coverage sa
pamamagitan ng Dental Health Services. Malamang na mayroong mga mahalagang petsa sa paunawang
ito. Baka kailanganin ninyong magsagawa ng hakbang bago ang pagsapit ng mga partikular na deadline
para mapanatili ang coverage ng inyong kalusugan o makatulong sa mga gastusin. Mayroon kayong
karapatang makatanggap ng mga impormasyong ito at matulungan sa lengguahe nang walang bayad.
Tumawag sa 1-866-756-4259

Ukranian:

Lle cnosileHHs MICTUTb BaxnNunBy iHopmauito. Llie cnoBilleHHA MICTUTb BaXNuBY iHopmauito woao
BaLloro 3anuTy abo cTpaxoBoro NokpuTTA 3a nnaHom Dental Health Services. Lle cnosiweHHa moxe
MICTUTK KMntoYoBi Aath. MoxnmBo Bam 3Hago0OUTbCS BUKOHATU NMEBHI Aii 40 BKa3aHUX KiHLEeBUX aaT, Lwob
30epertn meguyHe cTpaxyBaHHsi abo oTpumaTt OonoMmory i3 BuTpatamu. Bu maeTte npaBo Ha
6e3KoLITOBHE OTPMMaHHS Ui€i iHbopmauii i Jonomoru Bawo MoBOK. 3aTenedoHyTe 3a Homepom 1-
866-756-4259
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Cambodian:

©INSINMNS:QSNHGSUGSIY

@1 ST S @S H @S @SIH T @U@ FHYN U100

UL @ Uit Dental Health Services 41 @G@S@ UG G@SHISI @ ri¢) @H@I

NSSniis:

@Y PP T @ U INQPI@Pn i@ S I BOUUILY GHS@H @Ml
CSrPI DR €O U

HUS@NIUNL @ HG M U @RS U @1 1@ HHY M @SS IRl ssS U

OSNEQISS1oIW Fw
QOO OTH INQURHAINBGY (U BSINGL-@ 1-866-756-4259

Japanese:

KBHICIT, EELGBERAESENTOES, REHNICIE. DentalHealth ServicesIZ &3 . PERDEAE
FLEARECEIZIEEGERIEENTULET, REBMCE. EEGHMPREENZIEENHNET
o PEHROEERREZMFTILH. FLE. ERZHNTILH. BHEVHRETIITOEINE LGS
BWEBRHZIEERHNET ., HEHKICIE. BAT,. COBEREIMEFEL. PEHKROEETYR—+22
(T2HERINHNET . 1-866-756-4259(CHEFEH M FKIZELY

Ambharic:

LU M FmbP MAT a8 PPH Y- LU TN FMeP MAPANFP ML I9° N Dental Health Services A99N5 1+
PR P17t N4Y NHARANT DA% a2 BHA: MAFDE LM MAY $T+F e9°C PPH 1M PMT A& TP DL TP
PRSP ATHPTFP ATIAMNS P+ Mt $172NTF APAG L PANP oINSt TNTDT LRCNPFA= L4717
ao/8 AT ATH PAIRIIR REP NRILP PARo) T aONF AAPF: NHU NAN €M LLM-K 1-866-756-4259

Cushite:

Beeksisni kun odeeffannoo barbaachisaa qaba. Beeksisni kun waa’ee iyyannoo ykn haguuggii Dental Health Services
keessan ilaalchisee odeeffannoo barbaachisaa qgabatee jira. Beeksisa kana keessa guyyoon furtuun jiraachuu
danda’u. Haguuggii fayyaa argachuu keessan itti fufuuf ykn baasii keessan hirrisuuf akka isin gargaaruuf daangaa
guyyaa ta’een dura tarkaanfii fudhachuun isin barbaachisuu danda’a. Odeeffannoo kana fi gargaarsa afaan keessanii
tola argachuuf mirga gabdu. 1-866-756-4259 irratti bilbilaa.

Arabic:

u,uxuwm ezt g Shllay glati daga Claslaa Ao UadY) 128 M_WQLUXMMJLLA}H Jaa
Ladind i A Al i) sa Jsla 0 el ja) MAS) ) zlias a5 lasY) 108 dege gyl 552538 e Services. Health
Dental 1-866-756-4415 ) 53 4a) (sl saclusall GlliS 5 e slaall s38 e J gaanll ell 3ay ol dsacluall 5l daal) alihasy,
A1 Jaal
4259

Panjabi:

go'd HodoTdot

a3t g0 | fer HdooT g e a fou3r e I AdE S IS | 3_818" o Wy fAT3
JIoA M3 I hBe T8 vew B8 377 HHy ActoRg w7 Ed Jodecd 996 B B3 U AR 30|
307018 foH ATE0T 3 Woru3 996 W30 W 3T 528 Hog3 HER Wotu3 996 BT I J JoTHAS I0 | 1-
866-756-4259 ‘30 JoT8 A0 |

German:

Diese Mitteilung enthalt wichtige Informationen. Diese Mitteilung enthalt wichtige Informationen zu lhrem
Antrag oder Leistungen durch Dental Health Services. Diese Mitteilung kann wichtige Termine
enthalten. Sie missen moglicherweise innerhalb bestimmter Fristen handeln, um lhre Leistungen oder
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eine Kostenlibernahme zu gewébhrleisten. Sie kdnnen diese Informationen und Hilfestellung kostenfrei in
Ihrer Sprache anfordern. Rufen Sie an unter 1-866-756-4259

Laotian:
NIVCCF 9NIVEY LY VLEE H DI V. NICCF 9IMNIVEB B LLEE D VIIT LN JOrF LieS
29299 M 1D

PIVHS NS He: l&a@%awe%%n%W%mﬁ%@"% BWPY O WG SN PH B ONIRS

NIWLY 8¢ 008 2g ¥ 0.1 IWILT S50lunniE ue (2P vt
oectm oluwazzegy mloeiued o 2logud 0. tn 1-866-756-
nﬁngﬂ 4259

o8¢t
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Your Personal Dental Plan

Welcome to Dental Health Services! We want to
keep you smiling by helping you protect your
teeth, saving you time and money. We are proud
to offer you and your family excellent dental
coverage that offers the following advantages:

Enconrages treatment by eliminating the
burdens of deductibles.

Makes it easy to receive your dental care without
claim forms for most procedures.

Recognizes that receiving regular diagnostic and preventive
care with low, or no Copayments is the key to better
health and long-term savings.

Facilitates care by making all covered services
available as soon as membership becomes
effective.

Assures availability of care with high-quality,
easy-to-find dental offices throughoutour
Washington service area.

Allows you to take an active role in your dental health
and treatment by fully disclosing Coverage and
Copayments prior to receiving treatment.

In addition to your ongoing dental hygiene and
care, the following are available for Plan
Members:

*  ToothTips*™oral health information sheets

*  Member Services Specialists to
assist you by telephone, fax, or
email

. Web access to valuable Plan and oral
health information at_
www.dentalhealthservice.com.
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About Dental Health
Services

Dental Health Services is an employee-owned
company founded by a pioneering dentist whose
vision was to provide patient-focused,
innovative, quality dental coverage that
emphasizes overall oral health and wellness.
These core values continue to guide and set
Dental Health Services apart in the dental health
industry.

Dental Health Services has been offering dental
plans along the West Coast to groups and
individuals for over forty-five (45) years. We
are dedicated to assuring your satisfaction and
to keeping your Plan as simple and clear as
possible.

As employee-owners, we have a vested interest
in the well-being of our plan Members. Part of
our service focus includes, toll-free access to
your knowledgeable Member Services
Specialists, an automated Member assistance and
eligibility system, and access to our website at
www.dentalhealthservices.com to help answer
questions about your Plan and its Benefits.

Your Member Service Specialist

Please feel free to call, fax, send an email to
membercare(@dentalhealthservices.com, or write
us anytime with questions or comments. We are
ready to help you! Your Member Services
Specialist can be reached through any of the
following ways:

Phone: 206-788-3444 or 877-495-4455,
888-645-1257 (TDD/TTY)

Fax: 206-624-8755

Web: www.dentalhealthservices.com

Mail: Dental Health Services
100 W. Harrison Street
Suite S-440, South Tower
Seattle, WA 98119
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Eligibility

To be eligible for coverage, the Subscriber must
be a regularly appointed full-time or part-time
employee of City of Seattle-Most City who is
scheduled to work eighty (80) hours per month.
Regular employees who have met the initial
eligibility rules and have eighty (80) hours of
paid time will be eligible for coverage for the
current month. Regular employees with less than
eighty (80) hours of paid time each month are
not eligible for City-paid benefits.

Temporary employees who have worked at least
1,040 cumulative non-overtime hours and at
least eight- hundred (800) non-overtime hours
in the previous twelve (12) months, shall be
eligible for enrollment on a self-paid basis.
Employees, temporary and regular, losing
eligibility due to a reduction of hours may
continue coverage through the COBRA plan as
described in the COBRA section.

Dependent eligibility

To be eligible for coverage as a Dependent, the
Dependent must be one of the following (proof
of dependency may periodically be required by
Dental Health Services):

e Legal spouse (unless legally separated);
¢ Domestic partner; and

¢ Children who are under twenty-six (20) years
of age.

All Dependents are subject to verification by the
City of Seattle’s third-party verification vendor.

Disabled Dependent Children who are covered
by this Agreement as a Dependent Child on the
day before their twenty-sixth (26") birthday and
continues to be both:

(a) incapable of self-sustaining employment
by reason of developmental disability or
physical challenge, and;

(b)  chiefly dependent upon the Subscriber,
spouse, domestic partner or non-
covered legal parent for support and
maintenance will be eligible for
coverage during the uninterrupted
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continuance of the incapacity and
dependency, provided proof of incapacity
and dependency is furnished to Dental
Health Services within thirty-one (31) days
of the request for that information by

Dental Health Services or Group, but not
more frequently than annually after the two
(2) year period following the Child’s
attainment of twenty-six (26) years of age.

Your Children include:
*  Your biological Children

*  Your adopted or legally placed for adoption
Children

*  Your stepchildren
*  Your domestic partner’s Children

* Children for whom you have a qualified
court order to provide coverage, and
Children for whom you are a legal guardian.

Enrollment

All employees and Dependents of Group
who are eligible for coverage on the
effective date of this Agreement must enroll
as Subscribers and Dependent(s) at that
time of Groups initial enrollment in the Plan,
or wait until Group’s next open enrollment
period, unless the employee experiences a
qualifying change in family status.

If a person becomes an employee of Group
after the effective date of this Agreement,
Dental Health Services must receive the
enrollment form for coverage within thirty-one
(31) days after the employee first becomes
eligible for coverage, or the employee must wait
until Group’s next open enrollment period,
unless the employee experiences a qualifying
change in family status.

Temporary employees must apply for coverage
when first eligible in accordance with the terms
established by the City or wait until Group’s
next open enrollment period, unless the
employee experiences a qualifying change in
family status. If an employee of Group had
other health coverage at the time of initial
eligibility under this Agreement and declined
enrollment under this Agreement, in writing



based upon such coverage, the employee may
apply for coverage under the Agreement prior
to Group’s open enrollment period if Dental
Health Services receives the enrollment form
within thirty-one (31) days of exhaustion of
COBRA continuation coverage, or loss of the
prior health coverage.

There shall be a thirty (30) day open enrollment
period prior to the Group Services Agreement
renewal each year. All persons then eligible to
enroll as a Subscriber or Dependent in the Plan
may enroll during the open enrollment period.
Any persons then eligible to enroll as a
Subscriber or Dependent but who fails to
enroll during Group’s open enrollment period
shall not be entitled to enroll in the Plan until
the next open enrollment period, unless the
employee experiences a qualifying change in
family status.

Employees who experience a qualifying change
in family status may be eligible for a Special
Enrollment Period. Within sixty (60) days from
the date of the change in family status, the
employee must notify Dental Health Services of
the event, in order to be eligible for a Special
Enrollment Period.

Qualifying changes in family status includes the
following circumstances:

1. Birth, adoption, or placement for adoption or
legal guardianship

2. Marriage or formation of a domestic
partnership

3. Loss of a Child, spouse or domestic partner
eligibility under another health plan.

4. Divorce, termination of domestic
partnership, or legal separation.

If any of these circumstances apply, please
contact your group administrator to enroll
Dependents.
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Coverage Effective Dates

Coverage for a Subscriber and for any
Dependent included on the Subscriber’s initial
enrollment form will begin on the first (1*) day
of the month following date of hire, or
concurrent with the date of hire if on paid status
the first (1%) of the month, provided the
enrollment form for coverage has been made
and the Premium has been paid.

Coverage for temporary employees will begin on
the first (1%) of the month following the date the
enrollment form has been submitted and the
Premium paid. An employee who is absent
without pay on the first (1%) of the month and
returns by the fifteenth (15") of the month will
not have a lapse in coverage. Coverage for an
employee who returns after the fifteenth (15™)
of the month will begin the first (1¥) of the
following month.

In the case of a Subscriber’s biological newborn
Child, coverage will be retroactive to the date of
birth if the Subscriber applies for coverage as
specified in this Section. Coverage for the
Subscriber’s adoptive Child will be retroactive to
the date of placement for adoption, or the date
the Subscriber assumed a total or partial legal
obligation for support of a Child in anticipation
of adoption.

Services shall be furnished irrespective of
whether or not the inception of the dental
defect requiring such services occurred prior
to or after the effective date of coverage.

Quality Assurance

We’re confident about the care you’ll receive
because our Participating Primary Dentists meet
and exceed the highest standards of care
demanded by our quality assurance program.
Before we contract with any dentists, we visit
their offices to make sure your needs will be
met. Dental Health Services’ Professional
Services Specialists regularly meet and work with
our Participating Primary Dentists to maintain
excellence in dental care.



Your Participating Primary
Dentist

Service begins with the selection of local,
independently owned, quality assurance dental
offices. Professional skill, commitment to
prevention and wellness, convenience of
location and flexibility in appointment
scheduling are some of the most important
criteria involved in approving a Participating
Primary Dentist.

The ongoing care of each dental office is
monitored regularly through our rigorous
quality assurance standards.

Receiving Dental Care

Upon enrolling in a Dental Health Services’
Plan, a Participating Primary Dentist should be
selected from the network of Quality Assured
Participating Dentists. To search for
Participating Primary Dentist online, visit
Dental Health Services’ website at
www.dentalhealthservices.com.

If you prefer a printed directory, please call
2006-788-3444 or 877-495-4455, 888-645-1257
(TDD/TYY) and a directory will be mailed to
you.

You may make an appointment with your
Designated Participating Primary Dentist as soon
as your eligibility has been confirmed. Simply
call your Designated Participating Primary
Dentist and request an appointment. Routine
appointments will be scheduled within a
reasonable time; in non-emergency cases a
reasonable time shall not be more than three (3)
weeks. You are immediately eligible for services
at your Designated Participating Primary Dentist
office, even in an emergency situation.

Dental Health Services’ wide range of in-
network dentists and specialists are available to
you for receiving your Covered Services. You
must receive your care from your Designated
Participating Primary Dentist. Your Selected
Participating Dentist will coordinate your care to
a Participating Specialist or other healthcare
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professional such as RN, ARNP operating within
the scope of their license. In some cases, you may
need to receive your care outside of the Dental
Health Services’ network of participating
providers. This may be due to an emergency
situation or, in some instances, when your
required care for Covered Services is not
available within the network. If the treatment
that you are needing is not within the scope of
dental care within our network of providers and
is a Covered service, contact our Member
Services Specialists 800-637-6453 who will assist
you in finding an out of network provider.

You are able to receive care directly from a
network Denturist or Orthodontist with no prior
notification to Dental Health Services. Simply
make an appointment directly with the Denturist
or Orthodontist.

In an emergency, when you are unable to receive
emergency care from your Selected Participating
Dentist, your Covered Services will be paid
according to the applicable Copayment that is on
your Schedule of Covered Services and
Copayments.

Should you have any questions regarding this
process, our Member Services Specialists can
assist you at 800-637-6453.

Each dental office is independently owned and
establishes its own policies, procedures, and
hours. If you need to cancel your appointment,
please call your dental office at least twenty-four
(24) hours prior to your scheduled appointment
time. A penalty may be assessed if your dental
appointment is canceled with less than twenty-
four (24) hours’ notice. For your dentist’s
appointment and cancellation policy and
procedures, please contact the dentist office
directly.

Membership Cards

At approximately the time your coverage
becomes effective, you will receive one
membership card per family. Your Designated
Participating Primary Dentist receives an
updated membership list each month, so it is
not necessary to have your membership card
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to make an appointment or receive care. If
you would like an additional card, please
contact your Member Services Specialist at
206-788-3444 or 877-495-4455, 888-645-

1257 (TDD/TYY)or request one online at
www.dentalhealthservices.com.

Your First Dental
Appointment

Your initial appointment is an opportunity
for you to meet your Designated Participating
Primary Dentist. Your dentist will complete
an oral examination and formulate a
treatment plan for you based on their
assessment of your oral health.

At your initial office visit you will be
required to pay a Copayment and you may
need additional diagnostic services such as
periodontal charting or x-rays. You may
also be charged Copayments for any
additional services received. There is a
Copayment charged for each office visit
regardless of the procedures performed.

After your initial office visit, you may
schedule an appointment for future care, such
as cleanings, to complete your treatment plan.
Cross- reference your treatment plan with
your Schedule of Covered Services and
Copayments to determine the Copayments
for your scheduled procedures. Copayments
are charged for each office visit and any
additional covered services performed.

Working With Your
Designated Participating
Primary Dentist

PLEASE READ THE FOLLOWING
INFORMATION SO YOU KNOW FROM
WHOM OR WHAT GROUP OF DENTISTS
YOUR DENTAL CARE MAY BE
OBTAINED.

Dental Health Services values its Members and
Participating Primary Dentists. Providing an
environment that encourages healthy
relationships between Members and their
dentist helps to ensure the stability and quality
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of your dental Plan. If a satisfactory relationship
cannot be established between a Member and
their Designated Participating Primary Dentist,
Dental Health Services, the Member, or the
Designated Participating Primary Dentist
reserves the right to request the Membet’s
affiliation with the dental office be terminated.
Dental Health Services will always put forth its
best effort to place the Member with another
Participating Dentist. Dental Health Services
will limit, deny or terminate a Member’s
coverage, only when legally permissible.

Any request to terminate a specific
Member/dentist relationship should be
submitted to Dental Health Services and shall
be effective the first (1st) day of the month
following receipt of the request. Dental Health
Services will always put forth its best effort to
place the Member with another Participating
Primary Dentist.

Changing Dental Offices

If you wish to change dentist, you must notify
Dental Health Services. Requests can be done
by calling 206-788-3444 or 877-495-4455,
888-645-1257 (TDD/TTY) or sending a fax to
206-624-8755. Online requests can be done
through our website at
www.dentalhealthservices.com.

Requests received by the twentieth (20™) of
the current month become effective the first
(1%) day of the following month. Changes
made after the twentieth (20™) of the month
become effective the first (1%) day of the
second month following receipt of your
request. For example, if you request to change
your dentist on or before August 20®, your
new dentist selection will become effective
September 1*. If you make your dentist
change request on or after August 21%, your
new dentist change request will become
effective October 1°.

Obtaining a Second Opinion

If you believe you need a second opinion for
any reason, Dental Health Services can arrange
for you to be seen by another Participating
Dentist or Participating Specialist if necessary.


http://www.dentalhealthservices.com/

You should bring your x- rays to this
consultation, if possible. If x-rays are not
necessary, you will pay only your office visit
Copayment.

After you receive your second opinion you may
return to your Designated Participating Primary
Dentist for treatment. If, however, you wish to
select a new dentist you must contact Dental
Health Services directly, either by phone, in
writing, by fax or online before proceeding with
your treatment plan.

Your Financial Responsibility

You are liable to your Designated
Participating Primary Dentist for
Copayments and incidental broken
appointment penalties or interest charges.
Please be aware that you are also liable for
any other amounts owed for non-covered
services. All dental treatment Copayments
are to be paid at the time of service directly
to your Designated Participating Primary
Dentist or specialist or the provider who
provided the service. As stated under the
Emergency Care section of this certificate, for
services rendered by an Out-of-Network
Dentist or Out-of-Network Specialist, Dental
Health Services will reimburse you for the
cost of emergency care after you have paid
your applicable Copayment(s) for the
treatment of the Emergency Dental
Condition.

Please refer to your Schedule of Covered
Services and Copayments for the Benefits
specific to your dental Plan.

Exclusions and Limitations

This Evidence of Coverage describes your
dental Plan Benefits. It is the responsibility
of the Members to review this certificate
carefully and to be aware of its Exclusions
and Limitations of Benefits.

Please reference the Exclusions and Limitations
of Benefits described in your Schedule of
Covered Services and Copayments included
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with this certificate.

If you have any questions about Schedule of the
Covered Services and Copayments including
Exclusions and Limitations of Benefits, please
contact Member Services at 877-495-4455 206-
788-3444 or 877-495-4455,

888-645-1257 (TDD/TTY).

Your Financial Responsibility
for Non-Covered Services

You are free to contract for services outside of
your Dental Health Services’ Plan, including its
network, on any terms or conditions you
choose. You will be liable for the cost of all
services performed. Experimental or
Investigational Services as defined in the
glossary section of this Combined Evidence of
Coverage and Policy are not covered services
under this Plan. Supporting documentation
upon which the criteria for Experimental or
Investigational Services are established are
available upon request. For a complete list of
the Exclusions and Limitations of this dental
Plan, please refer to the Schedule of Covered
Services and Copayments. You are not liable
for any sums owed by Dental Health Services.

IMPORTANT: If you opt to receive dental
services that are not covered services under this
Plan, the dentist may charge you their usual fees
for those services. Prior to providing you with
dental services that are not a covered Benefit,
you should be provided with a treatment plan
that includes each anticipated service to be
provided and the estimated cost of each service.
If you would like more information about dental
coverage options, you may call your Member
Services Specialist at 206-788-3444 or
877-495-4455, 888-645-1257 (TDD/TTY).

Coordination of Benefits (COB)

This Plan does not provide for coordination of
benefits with other coverage. However, if your
secondary dental coverage is provided by Dental
Health Services through the City of Seattle, all
Copayments will be reimbursed for all covered
services.

Cosmetic services and all services related to an



Implant are not eligible for this benefit. Member
is responsible to inform Dental Health
Services if they have dual coverage (both City
of Seattle employee and their spouse or
domestic partner have both elected Dental
Health Services for their primary dental plan).
To request reimbursement of Copayments,
Member is to submit receipts for Copayments
(within one hundred and eighty (180) of service)
to Dental Health Services and they will be
reimbursed directly. Requests for
reimbursement should be sent to:

Dental Health Services
Attn: Claims
100 West Harrison Street
Suite S-440, South Tower
Seattle, Washington 98119

Emergency Care:

You are covered for dental emergencies at all
times, both inside and outside of Dental
Health Services’ service areas.

Palliative care for Emergency Dental
Conditions in which acute pain, bleeding, or
dental infection exists is a Benefit according
to your Schedule of Covered Services and
Copayments. Palliative care is treatment to
relieve pain or alleviate a symptom without
dealing with the underlying cause.

If you are experiencing an Emergency

Dental Condition and need immediate

care, please follow the steps below:

1. Call your selected Designated Participating
Primary Dentist. Dental offices maintain
twenty-four (24) hour emergency
communication accessibility and are
expected to see you within twenty-four
(24) hours of initial contact, or within a
lesser period of time as may be Medically
Necessary.

2. If your Designated Participating Primary
Dentist is not available, call your Member
Services Specialist at 206-788-3444 or
877-495-4455, 888-645-1257 (ITDD/TTY).

Your Member Services Specialist will assist
you in scheduling an emergency dental
appointment with another Participating
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Primary Dentist in your area.

If there are no Participating Primary Dentists
available to provide treatment for an
Emergency Dental Condition, or you are out
of Dental Health Setrvices’ service area, ot it is
after business hours and there are no
Participating Primary Dentist seek emergency
palliative treatment from any dentist
practicing in the scope of their license.

3. When services are provided by an
Out-of-Network Dentist or Out-of-Network
Specialist, you will be responsible for paying
the entire bill to the Out-of-Network Dentist
or Out-of-Network Specialist at the time of
service. Dental Health Services will
reimburse you for the cost of emergency care
after you have paid your applicable
Copayment(s) for the treatment of an
Emergency Dental Condition.

To be reimbursed for any amount over the
applicable emergency Copayments, you must
submit the itemized dental bill from the dental
office to Dental Health Services. Dental
Health Services only reimburses for the
amount over your Copayment for dental work
done to eliminate pain, swelling or bleeding.

Within one hundred-eighty (180) days of the
occurrence, send the itemized bill to:

Dental Health Services
Attn: Claims Department
100 West Harrison Street
Suite S-440, South Tower
Seattle, Washington 98119

If you do not submit this information within
one hundred-eighty (180) days, Dental Health
Services reserves the right to refuse payment.

Grievance Procedure

If a Member has a Grievance regarding service
delivery issues, dissatisfaction with dental care,
waiting time for dental services, dentist or staff
attitude or demeanor, or dissatisfaction with
services provided by Dental Health Services, the
Member may submit a Grievance to Dental
Health Services.



A. Grievances may be made in writing, over
the telephone, fax or through the Plan’s
website at www.dentalhealthservices.com.
To request for help in submitting a
Grievance, please call our toll free number
at 800-637-6453 or 888-645-1257

(IDD/TTY)

Written Grievances must include:

1. The Subscriber’s name, address
and telephone number,

2.Membet’s name receiving dental
care services,

3.Group name, and

4.Dentist’s name, location and contact
information.

Although grievance forms are not required
to submit a Grievance, confidential
grievance forms are available through Dental
Health Services’ website at
www.dentalhealthservices.com, in
Participating Dentist offices, and upon
request. You may also provide a brief
written explanation of the facts and issue(s).
Personnel at Participating Dentist offices are
requested to be available to provide
assistance in the preparation and submission
of any Grievance.

Dental Health Services will collect and
review all relevant information from you and
the dentist involved. If a clinical examination
is required, you may be referred to another
Participating Dentist for a second opinion.
When all information has been collected and
reviewed, a decision will be made by the
appropriate Dental Health Services
administrator.

Every effort will be made by Dental Health
Services to provide a determination of the
Grievance within fourteen (14) days of its
receipt. However, Dental Health Services
may notify you that an extension is necessary
to complete the review. This extension will
not exceed thirty (30) days from the receipt
of the Grievance.

D. Once a decision is made, Dental Health

Services will promptly notify you in writing
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of the determination of your Grievance.

If you believe you grievance was not handled
propetly, you may contact the Office of
Insurance Commissioner at:

Washington State Office of the Insurance
Commissioner P.O. Box 40255 Olympia, WA
98504-0255 Phone: 1-800-562-6900 or

(360) 725-7080 Fax: (360) 586-2018 or
website at https://www.insurance.wa.gov/file-
complaint-or-check-your-complaint-status.

For questions about your rights, this notice, or
for assistance, you can contact: Employee
Benefits Security Administration at 1-866-444-
EBSA (3272).

Dental Health Services’ grievance system
addresses the linguistic and cultural needs of
Members with disabilities including but not
limited to visually, speech and hearing impaired.
Dental Health Services ensures all Members
have access to and fully patticipate in the
grievance system. This assistance is at no charge
to the Member. This assistance includes, but not
limited to, translations of grievance procedures,
forms and Dental Health Services’ responses to
Grievances. In addition, Dental Health Services
provides access to oral interpreters and
translation of documents; telephone relays
systems and other devices that aid disabled
individuals and LEP (Limited English
Proficiency) Members to communicate.

There shall be no discrimination against a Member

solely on the ground that such person filed a Grievance

or Appeal.


http://www.dentalhealthservices.com/
http://www.dentalhealthservices.com/
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status

Claims, Adverse Benefit
Determinations & Appeals

Your Designated Participating Primary Dentist
will determine whether a chosen service or
treatment is Medically Necessary. Any
Experimental or Investigational Service is subject
to review by Dental Health Services’ Dental
Director. In all cases, the treatment or service
must be in accordance with the American Dental
Association (ADA) guidelines and standards. For
information regarding Medically Necessary
standards, please visit our website at
https://www.dentalhealthservicesportal.com /#!
12

Claim forms are the dentist’s formal request for
reimbursement, which includes an accounting of
dental procedures rendered to you.

Claim forms are submitted directly to Dental
Health Services by the treating dentist.

Claims Payment

All claims must be submitted within one hundred-
eighty (180) days of the date services were
rendered, or as soon as reasonably possible.
Claims are generally paid or denied within thirty
(30) days of receipt, unless Dental Health Services
needs additional time. Dental Health Services will
process ninety-five percent (95%) of clean claims
within thirty (30) days of Dental Health Services’
receipt of the claim, electronically or by US Mail.
Clean claims are claims that have no defects or
lack any required information or language. If your
claim is denied, and as a result services are not
covered, this is considered an Adverse Benefit
Determination.

Adverse Benefit Determinations

Adverse Benefit Determination means:

* a denial, reduction, or termination of, or a
failure to provide or make full or partial
payment for a benefit under our Plan that does
not meet our requirements for dental necessity,

appropriateness, level of care, or effectiveness;

* a denial, termination, or failure to provide
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or make full or partial payment based upon a
person’s eligibility to enroll in our Plan, and

* a denial, termination, or failure to provide or
make full or partial payment for a benefit thatis
determined to be experimental or
investigational.

If all or part of your claim is denied in whole or
in part, or is modified, Dental Health Services
will notify you and the dentist in writing of the
Adverse Benefit Determination. The Adverse
Benefit Determination will include the
following:

1. Actual reason(s) for the determination.

2. Reference to specific Plan provisions from
which the determination was based.

3. Instructions for appealing the decision
through Dental Health Services.

4. Dental Health Services’ contact information
for inquiries about the denial prior to filing
an Internal Review Process request.

Appeals
Initial/ Internal Review Process:

If any part of your claim was denied in whole or
in part, or is modified, you have the right to
submit an Appeal for a full and fair review
through Dental Health Services’ Initial/Internal
Review Process.

Requests to file an Appeal through the
Initial/Internal Review Process may be
submitted orally, electronically, and by US

mail.

All Appeals must be submitted within one hundred-
eighty (180) days from the date

of the adverse benefit determination letter.
Dental Health Services will notify the appellant

within seventy-two (72) hours to confirm receipt
of the Appeal.

All standard Appeals are investigated and
resolved, if possible, within fourteen (14)
days of receipt of Appeal. If more time is
needed, you and the dentist will be notified
that an extension of sixteen (16) days is
needed for a resolution.


https://www.dentalhealthservicesportal.com/#!/12
https://www.dentalhealthservicesportal.com/#!/12

Appeals pertaining to Experimental or
Investigational Service are researched and
resolved, if possible, within twenty (20) days of
receipt of the appeal. If more time is needed,
written consent will be obtained from the
Member or their authorized representative.

If you Appeal the result of an urgent care claim,
a decision regarding the Appeal will be made
within seventy-two (72) hours of Dental Health
Services receipt of the Appeal and
communicated to you or your authorized
representative and dentist. An urgent Appeal is
one for which you are currently receiving or is
prescribed treatment or Benefits that would end
because of the Adverse Benefit Determination;
or where the treating dentist believes that a delay
in treatment based on the standard review time
may seriously jeopardize your life, overall health
ot ability to regain maximum function, or would
subject you to severe and intolerable pain; or
when the claim determination is related to an
issue related to admission, availability of care,
continued stay, or emergency health care
services when you have not been discharged
from the emergency room or transport service.

For standard Appeals, you will be notified of the
Initial /Internal Review Process determination by US
mail. All notifications for urgent Appeals are by
phone and US mail. Notifications will include your
rights if you disagree with the final Initial/Internal
Review Process determination.

You have thirty (30) days from the date of the
Initial/Internal Review Process determination
letter to file for a Second Level Review of the
confirmed Adverse Benefit Determination.

Second Level Review Process

All requests to file an appeal through the Second
Level Review Process must be received within
thirty (30) days from the date of the
Initial/Internal Review Process determination
letter and may be submitted orally,

electronically, and by US mail by you, your
authorized representative, or dentist.

Dental Health Services Service Review
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Committee or the Dental Director will review
your appeal. In all cases, the reviewer will be
someone other than the person who upheld the
Initial/Internal appeal. The reviewer will not give
deference to the initial denied claim or the
Initial/Internal upheld appeal. If the decision is
based on medical judgement, the consulting
dentist will be different from the dentist involved
in the Initial/Internal Review Process. If the
decision does not require medical judgement, the
Management Committee excluding the Dental
Director will do the Second Level Review.

The Second Level Review decision is final and
is not intended to limit your care. Your
treatment choices are between you and your
provider. The Member and the dentist will be
notified of the final determination through US
Mail. Please contact us at 800-637-6453 or 888-
645-1257 (TDD/TTY) if you have any
questions about your Benefits.

Concurrent Expedited Appeal

Under certain circumstances, you may be
eligible to request a concurrent expedited
review. A concurrent expedited review means
initiating both Initial/Internal and Second
Level Review simultaneously to:

1. Review a decision made under
the provisions of this Plan; or

2. Review a r course of treatment in a
facility, dental professional’s office, or
any inpatient/outpatient health catre
setting so the final Adverse Benefit
Determination is reached
expeditiously.

For assistance, you may contact the
Employee Benefits Security Administration
at 1-8660-444-EBSA (3272). You may also
contact the Washington State Office of the
Insurance Commissioner P.O. Box 40255
Olympia, WA 98504-0255 Phone: 1-800-
562-6900 or (360) 725-7080 Fax: (360) 586-
2018 or website at
https://www.insurance.wa.gov/ file-
complaint-or-check-your-complaint-status.

During review of your Appeal, Dental Health
Services will continue to provide coverage for


https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status

the disputed Benefit pending outcome of the
review if you are currently receiving services
ot supplies under the disputed Benefit. If
Dental Health Services prevails in the Appeal,
you may be responsible for the cost of
coverage received during the review period.
The decision at the Second Level Review is
binding unless other remedies are available
under state or federal law.

Termination of Coverage

Upon terminating, denying, or refusing to renew
any Member’s dental Plan, Dental Health
Services will notify the Subscriber and Group
Administrator in writing of the reason(s) for
terminating, denying, or refusing renewal of the
Plan. Coverage of a subscriber and/or their
Dependents may be terminated for any of the
following reasons:

1. Termination of the Group Dental Care
Services Agreement by written notice one-
hundred-eighty (180) days before Groups

annual renewal.

2. Failure of a Member to meet or
maintain eligibility
requirements.

3. Material misrepresentation (fraud) in
obtaining coverage.

4. Permitting the use of a Dental Health
Services membership card by another
person or using another person’s
membership card or identification to
obtain care other than that to whichone is
entitled.

5. Failure of Group to pay Premium in
a timely manner (thirty (30) days after
payment is due.)

6. Dependent reaches limiting age.

7. All procedures started prior to the Member’s
termination date shall be completed without
further charge (except the applicable
Copayments) within thirty (30) days from
the termination date. This applies only to
those procedures started but unfinished
including, but not limited to, prosthetic
appliances which require multiple stages to
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complete. It shall not include dental defects
which may have been diagnosed, but on
which treatment or operative work had not
begun prior to termination. It shall also not
include serial or repetitive-type treatments
such as periodontal or oral treatments where
the same can be reasonably interrupted.

Termination Due to
Non-Payment

Your Plan’s Benefits depend on Premium
payments staying current. If Group Premium
payment is more than thirty (30) days overdue,
your eligibility may be terminated.

Your coverage will terminate at the expiration
of the thirty (30) day grace period provided to
Group for Premium payment.

Review of Termination

If you believe your membership was terminated
by Dental Health Services solely because of ill
health or your need for care, you may request a
review of the termination by writing to the
Dental Health Services Dental Director:

Dental Health Services

Attn: Dental Director Dental Health Services
100 West Harrison Street

Suite S-440, South Tower

Seattle, Washington 98119

Renewal Provisions

The Group Services Agreement may be
extended or renewed from year to year after its
initial period. Renewal may change the
Copayment and/or Premium fees paid by
Group and/or the Subscriber. You may obtain
information about these or any changes from a
Dental Health Services’ Representative during
the open enrollment period or by calling your
Member Services Specialist at 206-788-3444 or
877-495-4455, 888-645-1257 (TDD/TYY).

COBRA

If you qualify for continuing coverage through
COBRA (Consolidated Omnibus Budget
Reconciliation Act), Dental Health Services will
gladly provide Benefits through your employer.



Please contact your benefits administrator.
Labor Disputes

In the event of suspension or termination of
employee compensation dueto a strike, lockout or
other labor dispute, a Subscriber may continue
uninterrupted Coverage for the Family Unit by
paying to the group the monthly premium
charge that the group would pay to Dental
Health Services. Coverage may be continued on
this self-payment basis for up to six months (6)
months. The Subscriber may elect to enroll in
Dental Health Services individual plan when
termination of their group coverage occurs by
contacting Dental Health Services Member
Specialist. Termination of coverage may occur
during this six (6) month period or at the end of
the coverage period, whichever the Subscriber
may choose.

Conflicts

Any conflicts between the provisions included in
the Group Services Agreement for this Plan and
this Evidence of Coverage certificate, the
conflict shall be resolved according to the
Evidence of Coverage provided to Members.

Governing Law

This Evidence of Coverage is issued and
delivered in the state of Washington, is governed
by the laws thereof, and subject to the terms and
conditions recited in this certificate.

Privacy Notice

Dental Health Services is required by law to
maintain the privacy and security of your
Protected Health Information (PHI). This
notice describes how your medical and dental
information may be used and disclosed, and
how you access control of your information.

Please review it carefully. This notice is
updated effective March 1, 2018.

Dental Health Services is devoted to protecting
your privacy and the confidentiality of your
dental, medical, and personal health
information. We do not sell our Member
information. Your personal information will not
be disclosed to non-affiliated third parties,
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unless permitted or required by law, or
authorized in writing by you.

Throughout this Notice, unless otherwise stated,
your medical and dental health information
refers only to information created or received by
Dental Health Services and identified in this
Notice as Protected Health Information (PHI).
Examples of PHI include your name, address,
phone number, email address, birthdate,
treatment dates and records, enrollment and
claims information. Dental Health Services will
have a record of this portion of your PHI only in
special or exceptional circumstances.

Under what circumstances must Dental
Health Services share my PHI?

Dental Health Services is required to
disclose your PHI to you, and to the U.S.
Department of Health and Human
Services (HHS) when it is conducting an
investigation of compliance with legal
requirements.

Dental Health Services is also required to
disclose your PHI, subject to certain
requirements and limitations, if the disclosure
is compelled by any of the following:

A. A court order or subpoena.

B. A board, commission or
administrative agency, pursuant to its
lawful authority.

C. An arbitrator or panel of arbitrators
in a lawfully requested arbitration.

D. A search warrants.

E. A coroner in the course of an investigation;
or by other law.

When may Dental Health Services disclose
my PHI without my authorization?

Dental Health Services is permitted by law to use
and disclose your PHI, without your
authorization, for purposes of treatment,
payment, and health care administration.

A. Treatment purposes include disclosures
related to facilitating your dental care.



B. Payment purposes include activities to
collect Premiums and to determine or
maintain coverage.

C. Health Care Administration means
basic activities essential to Dental
Health Services’ function as a licensed
Limited Healthcare Service Contractor,
and includes reviewing the
qualifications, competence and service
quality of your Participating Dentist;
and providing referrals for Specialists.

D. In some situations, Dental Health Services
is permitted to use and disclose your PHI,

without your authorization, subject to
limitations imposed by law. These
situations include, but are not limited to:

1. Preventing or reducing a serious threat
to the public’s health or safety;

2. Concerning victims of abuse, neglect or
domestic violence;

3. Health oversight agency;

4. Judicial and administrative
proceedings including the defense by
Dental Health Services of a legal
action or proceeding brought by you;

5. Law enforcement purposes, subject to
subpoena of law;

6. Workers’ Compensation purposes;
7. Parents or guardians of a minor; and

8. Persons or entities who perform
services on behalf of Dental Health
Services and from whom Dental
Health Services has received
contractual assurances to protectthe

privacy of your PHI.

Is Dental Health Services ever required

to get my permission before sharing my
PHI?

Uses and disclosures of PHI other than those
required or permitted by law will be made by
Dental Health Services only with your written
authorization. You may revoke any
authorization by written notice, except to the
extent that Dental Health Services has relied on
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the authorization before receiving your written
revocation. Uses and disclosures beyond those
required or permitted by law, or authorized by
you, are prohibited.

Does my employer have the right to access
my PHI?

If you are a Member under a plan sponsored by
your employer, Dental Health Services will not
disclose PHI to your employer except under the
following conditions:

A.  You sign an authorization for release
of your medical/dental information;
or Health care services were provided
with specific prior written request and
expense of the employer, and are
relevant in a grievance, arbitration or
lawsuit, or describe limitations entitling
you to leave from work or limit work
performance.

Any such disclosure is subject to Dental Health
Services’ “minimum necessary” disclosure
policy.

What are Dental Health Services’
“Minimum Necessary” Policy?

Dental Health Services uses reasonable efforts
to limit the use and disclosure of your PHI to
the minimum necessary to accomplish the
purpose of the use or disclosure. This
restriction includes requests for PHI from
another entity, and to requests made by
Dental Health Services to other entities. This
restriction does not apply to requests by:

A, Your dentist for treatment purposes;
B. You;

C.  Disclosures covered by an authorization you
provided to another entity.

What are my rights regarding the
privacy of my PHI?

A.  You may request Dental Health Services to
restrict uses and disclosures of your PHI in
the performance of its payment or health
care operations. However, a written request
is required. Your health is our top priority
and Dental Health Services is not required
to agree to your requested restriction. If
Dental Health Services agrees to your



requested restriction, the restriction will
not apply in situations involving
emergency treatment by a health care
provider.

B. Dental Health Services will comply with
your reasonable request that you wish to
receive communications of your PHI by
alternative means or at alternative
locations. Such requests must be made
to Dental Health Services in writing.

C. You have the right to have the person
you've assigned medical power of
attorney, or your legal guardian, exercise
your rights

and make choices about your health
information. We will confirm the assigned
person has this authority and can act for
you before we take any action.

D. You have a right, subject to certain
limitations, to inspect and copy your PHI.
Your request must be made in writing.
Dental Health Services will act on such
request within thirty (30) days of receipt of
request.

E. You have the right to amend your PHI. The
request to amend must be made in writing
and must contain the reason you wish to
amend your PHI. Dental Health Services
has the right to deny such requests under
certain conditions provided by law. Dental
Health Services will respond to your
request within sixty
(60) days of receipt of the request and, in
certain circumstances may extend this
period for up to an additional thirty
(30) days.

F.  You have the right to receive an accounting
of disclosures of your PHI made by Dental
Health Services for up to six (0) years
preceding such request subject to certain
exceptions provided by law. These
exceptions include, but are not limited to:

1. Disclosures made for payment or
healthcare operations. Your request must
be made in writing. Dental Health
Services will provide the accounting
within sixty (60) days of your request but
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may extend the period for up to an
additional thirty (30) days. The first
accounting requested during any twelve
(12)-month period will be made without
charge. There is a $25 charge for each
additional accounting requested during
such twelve (12) month period. Youmay
withdraw or modify any additional
requests within thirty (30) days of the
initial request in order to avoid or reduce
the fee. You have the right to receive a copy
of this Privacy Notice by contacting Dental
Health Services at 206-788-3444 or 877-495-
4455,

888-645-1257 (TDD/TTY) ot
membercare(@dentalhealthservices.com.
This notice is always available at
www.dentalhealthservices.com/privacy.

All written requests desired or required by this
Notice, must be delivered to Dental Health
Services, 100 West Harrison Street, Suite S-
440, South Tower Seattle, Washington 98119
by any of the following means:

1. Personal delivery;

2 Email delivery to_
membercare(@dentalhealthservices.co
m

3 Fax: 206-624-8755
4. First class or certified U.S. Mail; or.

5. Overnight or courier delivery,
charges prepaid.

What duties does Dental Health Services
agree to perform?

Dental Health Services will maintain the privacy
of your PHI and provide you with notice of its
legal duties and privacy practices with respect to
PHIL

A. Dental Health Services will let you know
promptly if a breach occurs that may have
compromised the privacy or security of
your information.

B. Dental Health Services will abide by
the terms of this Notice and any
revised Notice, during the period
that it is in effect.


mailto:membercare@dentalhealthservices.com
mailto:membercare@dentalhealthservices.com
http://www.dentalhealthservices.com/privacy
mailto:membercare@dentalhealthservices.com
mailto:membercare@dentalhealthservices.com
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C. Dental Health Services reserves the
right to change the terms of this
Notice or any revised Notice. Any
new terms shall be effective for all
PHI that it maintains including PHI
created or received by Dental Health ~
Services prior to the effective date of
the new terms.

Each time Dental Health Service
revisesthis Notice, it will promptly post
the notice on its website and distribute a
new version within sixty (60) days of
revision. What if I am dissatisfied with
Dental Health Services’ compliance
with HIPAA (Health Insurance
Portability and Accountability Act)
privacy regulations?

You have the right to express your
dissatisfaction or objection to the Secretary
of HHS and/or Dental Health Services if
you believe your privacy rights have been
violated.

Your written dissatisfaction must describe the
acts or omissions you believe to be in violation
of the provisions of this Notice or applicable
laws. Your written objection to HHS or Dental
Health Services must be filed within one
hundred-eighty (180) days of when you knew
or should have known of the act or omission.
You will not be penalized or retaliated against
for communicating your dissatisfaction.

You can file a complaint with the US
Department of Health and Human Services,
Office for Civil Rights, by sending a letter to 200
Independence Avenue, SW, Washington DC,
20201, calling

1-877-696-6775, or by visiting
www.hhs.gov/oct/privacy/hipaa/complaints/.

You may express dissatisfaction about Dental
Health Services’ privacy policy in writing to
Dental Health Services, 100 West Harrison
Street, Suite S-440, South Tower, Seattle,
Washington 98119, Attn: Member
Satisfaction Assurance Specialist.

Who should I contact if I have any
questions regarding my privacy rightswith
Dental Health Services?
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You may obtain further information regarding
your PHI privacy rights during regularbusiness
hours, by email at
membercare@dentalhealthservices.com, or any
time through www.dentalhealthservices.com.
We are eager to assist you!

Glossary

Adverse Benefit Determination: A denial,
reduction, or termination of, or a failure to
provide or make payment, in whole or in part,
for a Benefit, including a denial, reduction,
termination or failure to provide or make a
payment that is based on determination of a
Member’s or Subscriber’s eligibility to
participate in a Plan, and including, with
respect to group health plans, a denial,
reduction, or termination of, or a failure to
provide or make payment, in whole or part,
for a Benefit resulting from application of any
utilization review, as well as failure to cover
an item or service for which Benefits are
otherwise provided because it is determined
to be not medically necessary or appropriate.

Amalgam Filling/Restoration: A restoration

or filing composed of metallic alloy formed
mostly of silver, tin and copper, mixed with
mercury, into a soft malleable material that sets
hard after placement inside a tooth cavity.

Appeal: A request for reconsideration of a
dental claim due to an Adverse Benefit
Determination rendered by Dental Health
Services.

Benefits/Coverage: The specific covered
services that Plan Members and their
Dependents are entitled to with their dental
Plan.

Child(ren): Your Children or your spouse’s
Children under the age of twenty-six (26);
includes biological Children, adopted Children,
stepchildren, Children of your domestic partner,
children for whom you have a qualified court
order to provide coverage, and Children for
whom you are the legal guardian.



http://www.hhs.gov/ocr/privacy/hipaa/complaints/
mailto:membercare@dentalhealthservices.com
http://www.dentalhealthservices.com/

Composite Filling/Restoration: A

restoration or filling composed of plastic resin
material that resembles the natural tooth.

Comprehensive Exam: A thorough
evaluation and recording of the extraoral and
intraoral hard and soft tissues. Typically
includes the evaluation of dental caries
(cavities), missing or unerupted teeth,
restorations, and occlusal relationships.

Copayments: The amount that you owe at the
time covered Benefits under this Plan are
received. Copayment amounts for covered
Benefits are listed on the Schedule of Covered
Services and Copayments document.
Copayments are paid directly to the provider at
the time services are rendered.

Cosmetic Dentistry: Those services provided
by dentists solely for the purpose of improving
the appearance when form and function are

satisfactory, and no pathologic conditions exist.

Dependent: An individual for whom coverage

is obtained by a parent, relative, or other person.

Eligible Dependents may include a legal spouse
(unless you are legally separated), domestic
partner, and/or Children of the Subscriber,
Subscriber’s spouse or domestic partner.

Designated Participating Primary Dentist:
The Participating Primary Dentist you have
selected to provide your dental care.

Emergency Dental Condition: The treatment
of an emergency dental condition manifesting
itself by acute symptoms of sufficient severity,
including severe pain or infection such that a
prudent layperson, who possesses an average
knowledge of health and dentistry, could
reasonably expect the absence of immediate
dental attention to result in:

() Placing the health of the individual, or with
respect to a pregnant woman the health of
the woman or her unborn child, in serious
jeopardy;

(i) Serious impairment to bodily functions; or

(i) Serious dysfunction of any bodily organ or
part.

Endodontics: The branch of dentistry
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concerned with the treatment of disease or
inflaimmation of the dental pulp or nerve of the
tooth.

Exclusion: Treatment or coverage not included
as a Benefit under this Plan.

Experimental or Investigational Services:

Any medications, dental treatments for specific
conditions or devices still under investigation or
observation as determined by the American
Dental Association. Dental Health Setrvices
Dental Director in determining whether services
are experimental or investigational, will consider
whether the services are in general use in the
medical community in the state of Washington,
whether the services are under continued
scientific testing and research, whether the
services show a demonstrable benefit for a
particular illness or disease, and whether they are
proven to be safe and efficacious.

Family Unit: A unit composed of a Subscriber
and each person whose eligibility for Benefits is
based upon such person’s relationship with, or
dependency upon such Subscriber.

Grievance: A complaint submitted by or on
behalf of a covered person or Participating
Dentist or Participating Specialist regarding
service delivery issues other than denial of
payment for medical services or non-provision
of medical services, including dissatisfaction
with medical care, waiting time for medical
services, dentist ot staff attitude or demeanor,
or dissatisfaction with service provided by the
health carrier.

Group: A firm, corporation, employer, or
association of employers that has entered intoan
agreement with Dental Health Services for
dental care coverage.

Licensed dentist means a licensed Doctor
of Dental Surgery (D.D.S) or a Doctor of
Medical Dentistry (D.M.D) or a licensed
Denturist.

Licensed Denturist: A denturist licensed
with the Washington Department of Health
as a denturist.




Limitation: A provision that restricts
coverage under this Plan.

Medically Necessary: Means a determination
by your Selected Participating Dentist that a
Covered Service is appropriate for the
evaluation and treatment of disease, condition,
illness, injury, is necessary for your health, and
is consistent with the applicable standards of
care. This does not include any service that is
cosmetic or elective in nature.

Member: A person who is entitled to receive
dental services under this Plan. The term
includes both Subscribers and those family
Members (and Dependents) enrolled by the
Subscriber for whom a Premium has been
paid.

Out-of-Network Dentist: A dentist who
does not have a contract with Dental Health
Services. An Out-of-Network Dentist includes
an Out-of-Network Primary Dentist, Out-of-
Network Denturist and an Out-of-Network
Orthodontist.

Out-of-Network Orthodontist: A dentist
who specializes in orthodontics and does not
have a contract with Dental Health Services.

Out-of-Network Primary Dentist: A dentist
who provides general dental services and does
not have a contract with Dental Health
Services.

Out-of-Network Specialist: A dentist
who provides Specialty Services and does
not have a contract with Dental Health
Services.

Palliative Care: An action that relieves pain,
swelling, or bleeding. This does not include
routine or postponable treatment.

Participating Dentist: A Licensed Dentist who
has signed an agreement with Dental Health
Services to provide Benefits to Members covered
under this Plan. A Participating Dentist includes
a Participating Primary Dentist, a Participating
Denturist and a Participating Orthodontist.

Participating Denturist: A licensed denturist
who has signed an agreement with Dental
Health Services to provide Benefits to Members
under this Plan.
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Participating Orthodontist: A Licensed

Dentist who specializes in orthodontics and has
signed an agreement with Dental Health
Services to provide Benefits to Members under
this Plan.

Participating Primary Dentist: A Licensed

Dentist who has signed an agreement with
Dental Health Services to provide general dental
services to Members covered under this Plan. A
Participating Dentist includes a Participating
Primary Dentist, a Participating Denturist and a
Participating Orthodontist

Participating Specialist: A participating
Licensed Dentist who has completed
additional training in one or more areas of
dental treatment, is board certified or is
board eligible and provides specialty
services to an Enrollee.

Plan: Dental Benefits or coverages available to
the Subscriber and any eligible Dependents in
exchange forthe payment of Premium. Plan
Year: A twelve (12) month period of Benefits
coverage under a dental plan.

Special Enrollment Period: A time outside the

yearly open enrollment period when consumers
can sign up for dental benefits coverage.
Consumers qualify for a Special Enrollment
Period if they’ve experienced certain life events,
including losing health coverage, moving, getting
married, having a baby, or adopting a child

Specialty Services: Dental services provided by
a Dental Health Services’ Participating Specialist
(endodontist, periodontist, pediatric dentist, oral
surgeon, or orthodontist).

Subscriber: means a person whose
employment, or other relationship to or
membership in Group is the basis for eligibility
for participation in the Plan and whose
enrollment form for coverage has been
accepted by Dental Health Services, and for
whom applicable Premium has been paid.

Temporomandibular Joint Syndrome
(TM]): Includes those disorders which have
one or more of the following characteristics:
pain in the musculature associated with the
temporomandibular joint, internal



derangements of the temporomandibular
joint, arthritic problems with the
temporomandibular joint, or an abnormal
range of motion or limitation of the
temporomandibular joint.

Usual, Customary & Reasonable (UCR):
The base amount that is treated as the standard

or most common charge for a particular dental
service.

1018WG033

22



1018WG033

“ Dental Health Services
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877-495-4455, 888-645-1257 (TDD/TTY) « www.dentalhealthservices.com

An employee-owned company

23


http://www.dentalhealthservices.com/

~)
Dental
Health Services

COVID 19 Health Plan Endorsement

THIS ENDORSEMENT MODIFIES YOUR PLAN AGREEMENT'. PLEASE READ IT CAREFULLY.

These changes are in response to the extraordinary circumstances surrounding the COVID-19 pandemic,
in compliance with Washington Emergency Order 20-01 through Emergency Order 20-04 and the
Governor’s Proclamation 20-29.

This endorsement changes your:

1. GRACE PERIOD: Your Grace Period for premium payment is changed from thirty (30) days to
sixty (60) days.

2. TELEMEDICINE: Your Dentist will provide covered dental services consistent with state and local
emergency directives related to the Coronavirus. Consult with your dentist to determine if your
routine or emergency dental care can be provided using appropriate dentistry methods.

Except as provided in this endorsement, all terms and conditions of your Plan remain unchanged. For
assistance in understanding your plan please contact Member Services at 1800-637-6453.

"Includes all Group Services Agreements and Group and Individual Plan Evidence of Coverage.
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