Patient Out-of-Network Expenses:
A Comparison of PPOs

FINDING: Patients with Delta Dental of Washington PPO coverage pay the highest out-of-pocket
expenses for care delivered at out-of-network dental practices.

The following Explanation of Benefit (EOB) forms reflect real patient experiences with 10 different
dental PPO carriers for a typical preventive care visit (exam, cleaning and radiographs) at out-of-
network dental offices in Washington state.

WSDA staff obtained these statements with the help of out-of-network dental practices. All
HIPPA-protected or unique identification information has been redacted to maintain patient
privacy.

The dental offices on these EOB forms all charged fees in the 85th to 90th percentile UCR.

Patient

CONCLUSION

Delta Dental of Washington is an outlier whose policies punish patients that choose a dentist
outside of the company’s network. Other PPO carriers in Washington state do not employ this
discriminatory pricing model, nor do other Delta Dental carriers in other states.
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Minneapolis, MN 55440-0188

Washington patient with Anthem EXPLANATION OF BENEFITS
reiceved care from a non-contracted

dentist that billed at a rate around

1-855-648-1412
85th to 90th percentile UCR.

www.anthem.com

Issue Date: 2023

EXPLANATION OF BENEFITS —
THIS IS NOT A BILL

Provider:
Subsc
Patient

Treating Add
Group-Subgr
Patient DOB:

Provider ID
Subscriber
ctaim:

Tooth#~ | Service Date Proc Procedure Description Submitted App d Allowed N Deductible Cov Plan “See
Surface Coda Amount A 9 A % Paymant | Notes
023 |D0120 | Periodic oral exam 80.00 90.00 90.00 0.00 0.00| 100 0.00 90.00
|-023 D1116 | Prophylaxis - adult 158.00 156.00 156.00 0.00 0.00] 100 0.00 156.00
1-2023 D1206 | Fluoride varnish 65.00 65.00 65.00 0.00 o.00| 100 0.00 65.00
Totals 311.00 311.00 311.00 6.00 0.00 311.00
Appeal Comments Current Plan Payment: $311.00

Anthem paid 100% of billed amount ($311) for
an exam and preventive care. Patient paid $0
out-of-pocket.

Anthem Blue Cross and Blue Shield is the rade name of Anthem | Cc ies, Inc. Indepandent || of the Blue Cross and Blue Shistd [ ]

Assoclalion. Anthem is a registerad trademark of Anthem Insurance Companies, Inc. Anthem providss administrailve claims payment services only and does
not assunie any financial risk or obligation with respect te claims.
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Washington patient with BlueCross BlueShield of Texas
received care from a non-contracted dentist that billed at
a rate around 85th to 90th percentile UCR.

BlueCross BlueShield of Texas paid 100% of billed
amount for exam and cleaning. Patient paid $0
out-of-pocket.



BlueCross BlueShield of Texas paid 0% of billed amount for flouride varnish because
"patient does meet the age restriction specific to this procedure."
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/‘) — 45 adminisuator for
Cigna.
Explanation of dental payment
THISISNOT A BILL
Your payment sum

Enclosed is 3 o3 _ Washington patient with Cigna Dental received care
nciosed is a payment to: ; .

Amount: 5519.00 from a non-contracted provider dentist that

Payment date: I 2024 billed at a rate of around 85th to 90th percentile UCR.
Payment nurnber: [ ]

Claim details

Receveo DATE: ] ] 2024 processen DATE: i [l 2024 Administrative Services Only - RISA

YOUR  AMOUNT ELIGIBLE
AMOUNT YOU  CONTRACTED FORCOVERAGE  PATIENT COPAY/ REMAINING PATIENT THE PLAN COVERED
CHARGED (5) AMOUNT (S) BY THE PLAN (5} DECUCTIBLE (5} BALANCE(S)  COINSURANCE(S) (%) (5}

Forservice on il 2024: D0120*

96.00 0.00 96.00 0.00 96.00 000 100% 96.00
For service on ] 2024: D0220*
53.00 0.00 53.00 0.00 53.00 0.00 100% 53.00
For service on ] 2024: D0230¢
47.00 0.00 47.00 0.00 47.00 0.00 100% 47.00
For service onJjjj 2024: D0230*
47.00 0.00 47.00 0.00 47.00 0.00 100% 47.00
For service on i 2024: D0274*
112,00 0.00 112.00 0.00 112.00 000  100% 112.00
For service on|jjjjjj8, 2024: D1110*
164.00 0.00 164.00 0.00 164.00 0.00 100% 164.00
For service on i 2024: D1206*
70.00 0.00 R 0.00 0.00 0.00 0% 0.00
$589.00 $0.00 $519.00 $0.00 $519.00 $0.00 $519.00
Amount paid by the plan $519.00
Customer's responsibility $70.00

Cigna Dental paid 100% of billed amount
except fluoride varnish. Cigna paid 0%
for fluoride varnish.




METLIFE .
GROUP DENTAL CLAIMS

2 Metlife
PO BOX 981282

EL PASQO TX 79998 Metropalitan Lifs insurance Gompany

We're here to help. Please visit us at
Forwarding Service Requested matdental.com to find available dental
baneiits, claim details, 1o submit claims,
and more or call 877-638-3379, Monday
- Friday, 8am-11pm ET.

il Ut onanma

Patient Benefits Statement with g Clai =%,
Statement date: ||| 2024 { You submitted $515.00

This is an explanation of how we g . ) ‘
determined benefits for your patients. It E@ MetLife paid you $451.00

2,

RS L AR B on e LRI WIS CURERRY SN PP R AR T T

should not be distributed to patients or other
insurance carriers. Please save it for your
records.

<, If you need to return a payment for a specific patient's claim,

please send a separate chack for the returned amount with a copy of this statement indicating which patient the check is
for. Please don't return the atiached chack, as it includes payment for all patients included in this statement.

Date of You MetLife Patient
service Name submitted paid owes
- $219.00  §219.00 §0.00
2 $297.00  $232.00 $65.00
Totals $516.00 $451.00 $65.00

Addisonal cfaim detail on following page(s)

Washington patient with MetLife
received care from a non-contracted
provider dentist that billed at around a
85th to 90th percentile UCR. MetLife
paid 100% of the patient evaluation,
radiographs, and periodontal
maintenance. Metlife paid $0 for fluoride
varnish.



MetLife continued.



MetLife Continued.
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Claim detail

Name/Reld Dentist:
Claim: Name:
1D: Employer;
Group:
Date of You Allowed Metlife Patient
sorvice  Service code, description submitted amount Paid Owas
24 D4910, PERIODONTAL §232.00 $232.00 100% $232.00 $0.00
MAINTENANCE
Totals $287.00 $232.00 $232.00 $65.00
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Washington patients with Premera
reiceved care from a non-contracted
dentist that billed at a rate around
85th to 90th percentile UCR.

PO Box 91632
Seattle WA 23" -5153

=

Premera Blue Cross provides administrative and/or network access services only. The Employer/Sponsor, and not Premera Blue Cross assumes
any/all financial risk or obligation with respect to claims.
I 2024

DETAILED EXPLANATION OF PAYMENT

g
12

24 39129 0120 1A $96  s95% $96 35 $96 5003 S9U $9600
24 21110 giaoe 3 $164 5164 0¢ sis400 $164 sa09 e109) 516400

24 01206 1 $70 $/200 seug $0 50¢a $73331 5620
®:dloC $330 23w s262 a2 $260 3230 260 5108 $265 00
$330 $260 $70
Youcher [oal $339 5¢ $265 03 $360 5000 S/ $2600C
¢gs Pt lo Codes 1 sfod as "S"or 0" 526000
1otz Povatle Amc snt 326070
Ou” OIS NT cale your curen: TAX (3 35 bo ny 871482460
Tad To Cace P = Moy et ac ity Craup g 7174 or v @ Jroup 5 = Sup3ir oot C = Copayoz Chack 1 brank, iy pays 4Nl was ooy

Reasen Remarks Zxpianzton
1o a8 Jescr fed ik U2 mdmbder peng” [ SO0kt

relevant text reads: This members plan doesn't cover this service for D1206 Fluoride Varnish

Premera paid 100% of billed amount ($260) for
an exam and preventive care and 0% of billed
amount for fluoride varnish.



Washington patient with Sun Life
reiceved care from a non-contracted
dentist that billed at a rate around
85th to 90th percentile UCR.

Sun Life paid 100% of billed amount ($330) for
an exam, preventive care, and fluoride varnish. Patient paid $0
out-of-pocket.



Washington patient with WPAS
reiceved care from a non-contracted
dentist that billed at a rate around
85th to 90th percentile UCR.

Ll

v .1‘.
“?Aﬁ Seattle, WA 98124

mMale

Address Service Requested

| Bpaghgloal ghoggeg ol adjglog lag L1 Rndig lll'l'l"“"l

Attention Doctors, Hospitals and

other health providers, use phone
(5U0Y 735-7053 for benelie lnguliy

,_5

O
Explanation of Benelits
Please Retain for Your Records
Service Dates ‘ Deseription Charges | Not ! Reason| Discount Allowed | Deductible| Co-Pay = Paid Total
—l| " T~ Submifted] Covered | Code | Amount | Amount{ Applied | applied  At%

[ A 120 90.00 0.00] 1D 000" 90.00 0.00 0.00| 100 90.00
!2023 1110 156.00 000[ iD 0.00 156.00 .00 0.00| 100 156.00
" Totuls: _u600]  0.00] | 000 24600 0.00 0.00 246.00
Benefit Adjustment (A); 0.00
Messages/ Reason Code Description COB Allow (B), 0.00
ID REASONABLE AND CUSTOMARY CHARGE HAS BEEN ALLOWED. COB Payment (C) 0.00
DENTISTS - For FASTER reimbursement submit charges electronically through payer ID- Other Adjustments (DY 0.00
Payment Amount] 246.00
Patient Responsibiliry’ 0.00

WPAS paid 100% of billed amount ($246) for
an exam and preventive care.




The Guardian Life Insurance
Company of America

Washington patient with
Guardian received care from a
non-contracted provider

dentist that billed at a

8 Guardian ro sox ssisn2

EL PASO, TX 79998-1572

400-541-7846
W,

If you have any
(Juestions contact: h

rate of around 85th i
to 90th percentile UCR. -

Payment Amount:

Expedite cash flow with e-payments. Sign up today!
Guardian has contracted with Change Healthcare, a leading provider of
revenue and payment cycle solutions, to deliver Electronic Funds Transfer
(EFT) services! Sign-up today by going 1o www.changehealthcare, com/support
/eustomer-resources/cnroliment-services for more information. Eniollment for
this service is offcred to you at no ndditional cost and is available onlinc or by
calting 1.866.777.0713 and sclecting Gption 1.

TIATIN AP GO SO S USAT w0 W | e DO UCAE D" | 38M50 TN

Your name] Tax [D have been

verified by

PROVIDER EXPLANATION OF BENEFITS - THIS IS NOT A BILL
mportant! Please examine this statement for accuracy. Save this statement for tax purposes.

Payment Week: & Payment Date:  02/21/2023 Page 1 of 2
Claim Number: Patient Aceount Plan Number:
Patient Name: Employee MName: Relationship:
Pianholder:
Lige | Submitied Alt  Tooth %1 Submbited. Considered | Covered Deductible Coverage Bemefit |
No,  ADA CodedMestriptions Cets | Wa %@ Qumpe Charge Charge Asonuay Bercent Amonns
I DO10/Pevicdic Eval FM | I3 90.00 %000 * BR 00 0.00 100% 28,00
" HLIAJW Clesmng M 23 156.00 156.00 156.00 0.00 100% 156,00
) 206/Fluocide Vam EML_ | W | B | L] 0 0,00 100% 0.00
TOTALS L FITT ] ! 31100 m.;l 0.00 244,00
BENEFIT SUMMARY
TOTAL BENEFIT PAYABLE......... $244.00
HIGHER ALLOWABLE..coirerenn.e $244.00
PAID BY OTHER INSURANCE..... $0.00
ADJUSTMENTSuccrimmirirarsseressmnarmsss $0.00
TOTAL BENEFIT PAIDwewwn.s $244.00
PATIENT'S RESPONSIBILITY..... S67.00

Ssema Qe [ e T e ey erT T Y ey oy wra——

Comments
ual Te
Log on to www.GunrdianAnytime.cam for instant access to benefits infe

© 2020 Amencan Dental Association. All rights reserved.
for Guardi ber

und more!

Guardian paid $244 of $246 for cleaning
and patient evaluation and $0 for fluoride

varnish.

Verify cligibility, view benefits, check claim status



[_ E _planat)bn of Benef” ts |

P.O. BOX 14079
LEXINGTON KY 40512-4079
usa

Yaetna

Printed:
Page:

PIN
TN

Washington patients with Aetna
reiceved care from a non-contracted
dentist that billed at a rate around
85th to 90th percentile UCR.

Please Retain for Future Reference

024

2of 4

Check Number:
Check amount:

Patient Name
Claim mzw 4 Member | Patient Account
Member: . .

ame Aetna paid $168 out of $177 billed for these Group Number:

Group N
Product: Aetna Dental® PPO limited exam and x-ray codes. Patient paid $9.

Contract Slate: FL

PRI D RS, WUWYY

Funding: insured

Aetna Life Insurance Company Netwrrk Status: Out-ot Network
SERVICE = SERVICE ALVERNATE TQOTH SURFACE MU SUBWTED HOT . - & : PATIEN’I' PA\'AELE
DATES CODE:  BEMERIT. . NUM. . 8YCS, . CHA AR ’ . AMOUNT

WDE,’ : R :
24| Doz 01 10 5000 4200 Bo0 1 800 200
-24 D140 0 10 127.00 128.00 100 100 126 08
OTALS 177.00! 166.00 9,60 9.uul 168.00
ISSUED AMT: $168.00

f“;lRemarks:

S— 1- This amount is over the recogmized charge for this service. We datermine the recognized charge based on
the gsographic area, the member’s plan and we calcilate i based on efther:

- The FAIR Heslth percentile

- The plan's nonparlicipating fee schedule

o beligve our paymaent lo you was fair. If you have more information or questions, let us know. Use the
mber on this statement. {551

T quastlons regardlng this claim or if you wi g de
- P.O-BOX 14094 LEXINGTON, KY ;4 512-4004-. -

CALL (800) 451:7715 FOR ASSISTANCE )

Woto: All Inquirias should refersnce tha 1D number above for prompt response.

Toa Patient Responsivity:
Claim Payment:

$9.00

$168.00

Patient Name:

Claim .e:= patient accouny NN
Memb:

Group Name: EEESEEEEEEE / ctna paid $305 out of $311 billed for these exam),Group Number:

Product; Aetna Dental® PPO
Contrcl State” FL cleaning, and fluoride varnish codes. Patient paid $6.

4 Member

Fundmg Insured

Aetna Life Insurance Company Network Status: OQut-of-Network
SERVICE . SERVICE ALTERHATE TOQYH BURFACE. HUM, : WBK"ED ALLOWASLE COPAY - HOY- SEE - . -DEDUCTIBLE - [#3] PATIENT PAYAHLE
DATES CODE BENEIT HUM . . 5\'63 CHARGES MOUNTMPA M!OUN]’_ PA\‘AELE REMARMS : - INSURAMCE - RESP AMOUNT

| 0 o1 10 £5.00 65.00 7 8500
ofiiiz4 | D110 ] 10 156,00 154 00 200 1 200 154 00

2 o 01 1.0 &0.00 8500 40 1 400 85 (0
TOTALS 311.00 305.00 6.00 s.ool ms.onl

" ISSUED AMT: * '$305.00

Remarks:

1- This amount is ovar the recognizad charge for this service. We detormine the recognized charge based on
ihe geographic area, the member's plan and we calculate it based on either:

Continued on Next Page
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PO Box 75983 | Seattis, WA 98175-0983 Delta Denta' Of WaShington ’
Explanation of Benefits
UNIFORM DI NTAL PLAN S

Forwarding Service Requested

THIS IS NOT A BI

Patient Name

Member ID

Group ID
Washington patient with Delta Dental of Washington
reiceved care from a non-contracted dentist that billed
at a rate around 85th to 90th percentile UCR.

For the Perlod: | T 2024 throughliii}/2024

The claim information listed-here reflects dental claims for this date range.

Dear

This Explanation of Benefits is a summary of recent dental office visits and treatments. It shows how much of the plan
benefits were applied, how much is left to use, and if there are any expected out-of-pocket charges from the dentist.

Save a tree, save yourself the wait.

Activate your MySmile® accountto  Total Other Your Network
choose "paperless ¥ :

U communications”, Reduce your Billed Insurance Share Savings
carbon footprint AND get your

ey | EOBs faster. Visit:
DettaDentalWA.com/mysmile $304OO $OOO $2O4OO $OOO
Claim # Service Provided By_ Claim Paid Date[Jjiij24
Claim Service Service Amount Network Deductible Paid By Your Your
Notes Date Billed Discount Appfied Dental Plan Share
Perdc Oral Eval -24 $88.00 $0.00 $0.00 $2320 $64.80
Prophy - Adult N 2z $149.00 $0.00 $0.00 $51.20 $9780
Fluoride Vrnsh B L $67.00 $0.00 $0.00 $25.6Q $4140
TOTAL $304.00 $0.00 $0.00 $100.00 $204.00

Have a Question? Contact Customer Service via:

Text: 833-604-1246 | Call: 1-800-554-1907

If you have questions or concerns about the actions of your insurance company or agent, or would like information on your rights to file an appeal,
contact the Washington state Office of the Insurance Commissioner's consumer protection hotline at 1-800-562-6900 or visit

www.insurance.wa.gov. The insurance commissioner protects and educates insurance consumers, advances the public interest, and provides fair
and efficient regulation of the insurance indystry.

YOUR BENEFITS SUMMARY | Benefit Perlod: 01/01/2024 - 12/31/2024
' pald-to date annual
Deductible $0.00 $50.00 Delta Dental of WA paid $100
F ol Cc\® siseo00  Out of $304 billed for these exam,
pald-to date lifetime cleaning, and fluoride varnish
Orthodontia Maximum $000  $1.750.00 codes. Patient paid $204.

Orthognathic Maximum $0.00 $5,000.00

|






