
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.

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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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. 



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

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

AntheDL+V Antlmn Blue Cross and Blue Shidd 
P.O. Box 188 
Minneapolis, MN ,S440-0188 

EXPLANATION OF BENEFITS 

1•855-648-1412 
www.anthcm.com 

Issue Date: /2023 

■I 

EXPLANATION OF BENEFITS 
THIS IS NOT A BILL 

Treating Add OUT OF 
Group-Subgr NETWORK 
Patient DOB: 

Tooth#• Servk:e Dale Proc Procedure Description SUbmltt.ed Approved Allowed Network Deductible Co¥ Patient Owe~ Plan 
Surface Code Amount Amount Amount Savings Amount '4 ' Payment 

2023 00120 Periodic oral exam 90.00 90.00 90.00 0.00 0.00 100 0.00 90.00 

023 01110 Prophylaxis - adult 158.00 156.00 156.00 0.00 0.00 100 .Q.00 156.00 

2023 D1206 Fluoride varnish 65.00 65.00 65.00 0.00 0.00 100 0.00 65.00 

Totals 311.00 311.00 311.00 0.00 0.00 0 00 311.00 

, 

·See 
Notes 

Appeal Comments Current Plan Payment $311.00 

Anthem Blue Cross and Blue Shield Is lhe lrade name or Anlhem Insurance Companies. Im;. Independent licensee of Iha Blue Cross and Blue Shield 
AssoclaUon. Anthem is a registered tradomork of Anthem Insurance Companies, Inc. Anthem provides administrative claims payment services only and does 
not assume any ftnancial risk or obllgaUon v.i1h respect to ciaims. 
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Washington patient with BlueCross BlueShield of Texas
rece ved 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.

UI ucCro1s IUucShic•lcf of Tc•'.'<US 

P.O Box 66024 7 
Dallas TX 75266-0247 

Forwarding Service Requested 

Page 1 of 2 

Summary of All Claims Processed 

Amount Billed 

Discounts and Reductions 

Dental Plan Responsibility 

Patient May Owe 

,, . 

S311.00 

$0.00 

S246 00 

$65.00 

l!.:1v1::- i;~lt::...ti:c-i b:hst1.2 P~lymerits as Odr ~Pnyment vendor to assist us in t:•xperlit111u pr1ymt>:11t ,m.J remI11,1nrR 1ran~.,i:.11on~ 1- •.-.r: 
nply1r~1 ,•11tl PPACA Set.:llon 11 0•l To sign up for ePayments using ACH or Virtual Pa~•mem C:Firds. \'.,s ·well as eJPctrc,mc rem11tanr 1 

.. - F 11t;:r.l Zf-h~ 0 r )·11 !P.1 Enrolhrt:·nl Amm .. nr toriay at 1-855-49f:i-1571 or •;1~1t https twww ~eh:: urnlprov1dl'!r-solutmm, pr ,., ~ 
nfr:, Cf 

Subscriber Name: 

Subscriber#: 

Patient: 

Patient Account#: 

Service Information __ ,._ 

Service Service Amount Discounts and Allowed Dental Plan 
Descript10n Dates Billed Reductions Amount Res_ponsibilily 

D0120 - 24 90.00 0.00 90.00 90.00 

Perrodrc Oral Evaluation - Established P 

[)1110 156.00 0.00 156.00 156.00 

Prophylaxis - Adult 

Amount Billed -

Discounts and Reductions 

Dental Plan Responsibility 

Patient May Owe 

Group Name: 

Group#: 

Processed Date: 

Claim#: 

Deductible 
Amount 

Copay C 
Amount oinsurance 

0.00 0.00 0.00 

0.00 0.00 0.00 

Amount Not 
Covered 

000 

0.00 

$3"11.00 

$0.00 

Patient 
Casis 

000 

0 00 



BlueCross BlueShield of Texas paid 0% of billed amount for flouride varnish because 
"patient does meet the age restriction specific to this procedure." 

r;;;-.i Seivicc Information 

Service Service Amount Discounts and Allowed 
Description Dates Billed Reductions Amount 

01206 _ ;,24 65.00 0.00 65.00 

Topical Application Of Fluoride Varnish 

~~~S S31Ul0 $0.00 $311.00 

Tot I c vered benefrts appr vecl f r lh1s clairn: $246.0 

ORfHOOONTIA MAX REMAINING: $1,500.00 

Notes about amounts under , r 

Dental Plan Deductible 
Responsibility Amount 

0.00 0.00 

$246.00 SO.OD 

and 

Page 2 of 2 

Patient May Owe 

Copay C . Amount Not 
Amount oinsurance Covered 

0.00 000 

$0.00 SO.OD 

65.00 

11'1 

S65.00 

Patient 
Costs 

6500 

$65.00 

(AR) /\r~ - ·-111~; I.J~OCLDlJ RE HJ\, BEEf'.l , F 'IED THF PAT!EN r OOl:.S I-JOT rvlEFr ~-H~ AGE RESTRICTION SPECIFIC TO THIS 
PROCEDU E. 

If you ell~ covered by more than one health plan, you should file all your claims with each plan. To protect the confidentiality of the member's 
Social Security Number and avoid processing delays, the Unique Identification Number on the member's ID card must be used when 
submitting claims Providers, Customers. and Individuals Cooperate with us to stop fraud. If you ever have any questions. call our fral1d 
hotline at 800-411-2463. 

Eff P.ctive May 23. 2008 all electronically submitted claims must have a national provider identified (NPI). If your NPI is not on the file lhe claim 
•.viii be rejected. A NPI number can be obtained by visiting www.nppes.cms.hhs.gov. If you have a NPI. please forward it to us by mailing 11 to 
Provider Administration. 701 Easl 22nd Street. Suite 300. Lombard, IL 60148. or you can rax it to 630-495-0575 

Current Dental Terminology© American Dental Associc:1tion 



 
 Cigna paid 0% 

for fluoride varnish.

Cigna Dental 
Cigna Health and U 
t,,~ adrnini~l!dtor for 

I .- I • Ha a 

Explanation of dental payment 

Your payment sum 

Enclosed is a payment to: 
Amount: 
Payment date: 

$519.00 

- 2024 
Payment number: 

Claim details 

RECEIVED DATT: - ■ 20]4 PROCESSED DATE: -·• 2024 

YOUR AMOUNT ELIGIBLE 
AMOUNT YOU CONTRACTED FOR COVERAGE 

CHARGED($) AMOUNT($) BV THE PLAN ($) 

Forservlce on - 2024: 00120" 

96.00 0.00 96.00 

For service on - 2024: 00220~ 

53.00 0.00 53.00 

For service on - 2024: 00230• 

47.00 0.00 47.00 

For service on - 2024: 00230• 

47.00 0.00 47.00 

For service on - 2024: 00274'" 

112.00 0.00 112.00 

For service on- 8, 2024: 0111 o--
164.00 0,00 164.00 

For service on - 2024: 01206" (seenote OA) 

70.00 0.00 0.00 

$589.00 so.oo $519.00 

Notes 

Administr;itive Ser,.ri(C~ Only. rrnsr.. 

PATIENT COPAY/ REMAINING PATIENT 
DEDUCTIBLE (S) BALANCE (S) COINSURANCE (S) 

0.00 96.00 0.00 

0.00 53.00 0.00 

0.00 47.00 0.00 

0.00 47.00 0.00 

0.00 112.00 0.00 

0.00 164.00 0.00 

0.00 0.00 0.00 

$0.00 $519.00 $0.00 

Amount paid by the plan 

Customer's responsibility 

OA - Benefits for fluoride treatments are not provided for this individual due to age limitation. 

Page 3 of 3 -
THIS JS NOT A BILL 

THE PLAN COVERED 

{%) IS) 

100% 96.00 

100'}6 53.00 

100% 47.00 

100% 47.00 

100% 112.00 

100% 164.00 

0% 0.00 

$519.00 

$519.00 

$70.00 



METUFE 
GROUP DENTAL CLAIMS 
PO BOX 981282 

et.Life • EL PASO TX 79998 

Forwarding Service Requested 

Patient Benefits Statement with 
payment 
Statement date:  2024 

This is an explanation of how we 
determined benefits for your patients. It 
should not be distributed to patients or other 
insurance carriers. Please save it for your 
records. 

Claim summary 

You submitted 

MetLife paid you 

Metropolitan Life Insurance Company 

We're here lo help. Please visit us at 
meldenlal.com to find available dental 
benefits, claim details, lo submit claims, 
and more or call 677-638-3379, Monday 
- Friday, 8am-11pm ET. 

$516.00 

$451.00 

t •. If you need to return a payment for a specific patient's claim, 
-, ' please send a separate check for the returned amount with a copy of this statement indicating which patient the check is 

for. Please don't return the attached check, as it includes payment for all patients included in this statement. 

Date of 
service Name 

Totals 

Additional claim de/Bil 011 following pBge(s) 

You 
submilled 

Me1ura 
paid 

Pa!lont 
owes 

S219.00 $219.00 SO.DO 

S297.00 $232.00 S65.00 

$516.00 $461.00 $65.00 

I·'' I 

= 



MetLife continued.

- Claim detail 

Date of Service code, units, 
seNlte description 

You 
submitted 

Allowed 
amount 

Dentist: 

Name: 

Employer: 

Group: 

MetLife 
Paid 

Patient 
Owes 

~ 00140, LIMITED ORAL $127.00 $127.00 100% $127.00 $0.00 _ ~~~.!'Pli _____________________________________________________ _ 

D0220, PERIAPICAL $50.00 $50.00 100% $50,00 $0.00 

--~lQ§~f!iJ9~-~~------------------------------------------------------------

Totals 

D0230, 01, ADD'L 
PERIAPICAL IMAGES 

Claim detail 

Name/Relationship: 

Claim: 

ID: 

Date of 
service Service code, description 

~ /24 01206, TOPICAL 
FLUORIDE-VARNISH 

Continued on next page 

$42.00 

$219.00 

You 
submitted 

$65.00 

$42.00 

$219.00 

Allowed 
amount 

100% 

Dentist: 

Name: 

Employer: 

Group: 

$42.00 

$219.00 

MetLife 
Paid 

Fluorides not covered on 
ee/spouse. 

SO.DO 

$0.00 

Patient 
Owes 

$65.00 



MetLife Continued.

Claim detail 

Claim: 

ID: 

Date of 
service Service code, description 

-124 04910, PERIODONTAL 
MAINTENANCE 

Totals 

You 
submitted 

$232.00 

$297.00 

M!ili;lll!A 
mu1 .. 1 

Allowed 
amount 

$232.00 

$232.00 

Dentist: 

Name; 

Employer: 

Group: 

100% 

MetLife 
Paid 

$232.00 

$232.00 

JA39 (12,363) 2 ofS 

-

Patient 
Owes 

$0.00 

$85.00 
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$96
$164
$70
$330

$96
$164
$0
$260

D0120
D1110
D1206

$330 $260 $70

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

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

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

�3

PREMERA.. I +. 
BLUE CROSS . _ =· 

P Q Bot 91059 
Sean~. WA ;3 1 - .:,15; --=--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. 

■ 2024 

DETAILED EXPLANATION OF PAYMENT 

o,.r rccor :Is n; coio 1·our ce1rrci1: 11>.Y. 1, ~s tl<: n~ ~11,, 92-l~C 

'a j To C:;~ ~ • ~,o~ :lcrl· ac 1 ty G:ou~ 1W f • , 'A or ,1011uo c,' jrOI.IP 

Rease n il!!'m m-~s : xpi in:.too 
221 l'l)Ur pian l,m,t, t:anc· !s 'Qr C'>'•lll n~I ons o" cc Clli s ~,:i Cfln~IJI:a1 .on~ M :i::'-Cr tl?:l ,n roo n~mOC!r t,eno· I coolelct 
575" I fh ml!mber " 
689 Your plan Imi1s croehrla• s 

en f'llld IO Codes l Sloe! as "S' m "C' S2600:l 

0:260 '.:J 



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.

~) Sun Life 
111l'fc)'.:OOE 

UWV~I 

Sun Life 
PO Box 2940 
Clinton IA 52733-2940 

Explanation of Bene 
Forwarding Service Requested 

THIS IS NOT A BILL 

Claim#: 

Client/Group No.: 

Network: 

Service Submitted Tth Submitted Submitted 
Date Service Description No. Services Charges 

~ 24 Periodic oral examination 01 00120 $96.00 

Customer Service Information 

Please direct correspondence to: 
Sun Life 
PO Box 2940 
Clinton, IA 52733 
T 800-442-7742 

Allowed Allowed 
Service Amount Co-Pay % Oeductible 

00120 $96.00 100 $0.00 

Date: llllt2024 
Relationship: Member 

Patient Remark 
Resp tode(s) 

$0.00 
- ----· -

~ /24 Prophylaxis:--adult 01 

- '24 
:ic;c lh.10fidc; tJt. ,ipp n,o,M, 01 

TOTALS 

Draft/Check Benefit 

$330,00 

D1110 

D1206 

5164.00 

$70.00 

$33D.OO 

COB Amount 

$0,00 

01110 

D1206 

$164.00 

570.00 

$330.00 

Adjustment 

so.co 

Amount applied to patient's deductible for this accumulator period $0.00 
Amount of patients deductible to be met for this accumulator period $25.00 
Amount ap_plied to $2,000.00 policy maximum for this ac:cumulator period $0.00 
Amount left on $2,000.00 policy maximum for this accumulator penod $2,000.00 

100 

100 

Payment 

$330.00 

SD.DO 

SO.OD 

$0.00 

$0.00 

SO.DO 

SO.OD 

Payee 

Plan 
Payment 

S96.00 

$164.00 

$70.00 

$330.00 

_______________ ...... ------- -------- -~~ ~----



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

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

l"~lll)~ ---6ls, Seattle, WA 98124 

Attention Doctors, Hospitals and 
other health providen, use phone 
(800 735-7053 for benefit io ui -

---!::=:::::~ 

Address Service Requested -
5 

SINGLE PIECE 

234  

Sen'lcc Dates- Descripti~ Charges '.\iot ! Reason I Discount AlloM-ed 
• Subm1fted] Covered Code Amount I Amount 

Drductible C:o-Pay ~ Paid 'rota! 
Applied Applied At '¾ 

120 90.00 0.00 ID 0.00 90.00 
1110 1s6.oo I 0.00 ID I 0.00 156.00\ 

--·--
~~oo] __Q~ I _ Totals: o.uo 246.00 

0.0 0.001 100 90.00 
0.00 0.00 100 l 56.00 --~---.......------0.00 0.00 246.00 

Mes11ges / Rcnoq Code Dacrietion 
ID REASONABLE AND Cl'STOMAH.\' l.'IIAH.GE HAS OH~ ALLOWED. 

Renefil Adjustment (A)~· 0.00 I 
COB Allow (B) 0.00 

COB Payment (C) 0.00 
DENTISTS - For FASTER rehnburument submit charges elec1ronically through payer ID  OIiier Adjustments (D f I 

Payment Amoun 246.00 
Patient Responsibility'__ 0.00 



 
 

4  

 

8 Guardian· Po sox 9s1sn 
F.I. l',\SO. TX 79998-1572 

n 

Ir )'ou have any 
r1uei;tlou cflnfac1: 

Pro,1der: 
Date: 
Payee: 
Chcl'kNo.: 
Pit)'mcnt Amount: 

The Guardian Life Insurance 
Company of America 

Expedite cash flow with e-payments. Sign up today! 
Guardian has contracted with Chnngc Hcnlthcarc, a leading provider of 

Your name 
verified by 

T:u ID have been revenue and payment cycle solutions, 10 deliver Electronic Funds Tnmsfor 
(Eflj services! Sign-up today by going to www.chaugchealthcarc,com/support 
/customcMcsourccs/cnrollmc:nt•Scrv1e0, for more infonnntion. Emollmcnt for 
this service is offered to you at no ndditional cost end is available onlinc or by 
calling 1.866.777.0713 :ind selecting Option l. 

PROVIDER EXPLANATION OF BENEFITS- THIS JS NOT A BILL 
i'i statement for accuracy. Save this statement for tax purposes. 

Lloe 
No, 

00120/Pmoolc E"'o11 
'.! DI I llVAJ\111 C:lcanms 

SubaakuiL 
Qarp 

1/U 90.00 
'23 IS6.00 

1,!D ea, 

Comldttm I 

a.. 
90.00 

JS6.00 

Kai 

Pa)'ment Date: 02/2112023 

Plan Number: 
Rel1tlonsblp: 

Co1'fftd DNluctlbl11 COTffllile 
Cba'l'C! A.IIIIOllll PUCfllt 

!11100 0.00 100% 
IS6.00 0.00 10011,. 

0,00 IOOo/, J ! D1206/Flullride Yam 
FM 

-~_FM ------------- 0., 
TOTA.LS JIUIO 

R~marksforcl11I ~ 
Benefit ori: b eJ on the 11$(' of u Non unll'!t ted Dentist 

3.Thc dcnul pbn "O\m Cluon !c :rc:11mcn: ,mly for o,~rcd p:i:icnt, u::dcr the ~sc Llf l'J 

• Cbarp p-eau:c lhan amo11n1 allowed for !hi.I; pr~un1 .. 

Comments 
Cum;nt Psnul D;m1jnology O 20::?0 Am~nc::in Dental AS>OCl:llion. All rights reser'\'Cd. 

]11.l)O 244.00 0.00 

BENEFIT SUMMARY 

TOTAL BE.NEI-Tf PAYABLE.--... 

HIGHER ALLOWABLE.,----··· 

I 
PAID RY OTHER INSURANCE ..... 
ADJUSTMENTS-....... _ .. __ 
TOT AL BENEFIT PAID,--.... ,.,_ 
PATIENT'S RESPONSIBILITY ..... 

Log on to www.GunnlianAnytim~.com for instant ::icc.:ss lo b1:neii1s inrorm11tion for Guardian members. Verify digibility, view b~cfits, d1tck claim st.1tus 
11nd more! 

Page I of2 

$2-44.00 
514-4.00 

SO.OU 
$0.00 

Sl,44.00 
s,1.00 

I 



A tna paid $168 out of $177 billed for these
limited exam and x-ray codes. Patient paid $9.

A tna paid $305 out of $311 billed for these exam,
cleaning, and fluoride varnish codes. Patient paid $6.

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

•aetnar 
• • It. 1 ! t • ~ 

Patient Name. 
Claim ID: 
Member: 
Group Name: 
Product Aetna Dental® PPO 
Contract Slate: FL 
Aetna Lile Insurance Com n 

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

SER\llC!: SERVICE ALTERUATl! TOOTH SURFACE Nlll\l.. 
DATU CODE BEHfFit . IIUM. • • ,svcs_ 

SUIIMITTED 
tHAr«iEs 

;, :·· • CODE· 

[-·iEii,ian.ation oi B~nefits 
Please Retain for Future Reference 

Printed: 2024 
Page: 2or 4 

PIN: 
TIN: 
Check Number: 
Check Amount: 

Patten! Account! 

ALLOWABI.I!.... . . .. !Xll'/\V. ;; HOT .. SEE . .. ll£llllC1l!ILE • 
All!OIJFfT/01'~ N>!OONT :PAY~lf Rl!MAl!l(!I:-" • • 

Funding: Insured 
Network Status: Out-of-Network 

: . CO • PAIIEHT PAYABI.£ 
l~U~ • • RE,P • Alll®NT 

-

124 00220 
124 001-10 

01 

01 

1 0 
1,) 

50.00 
12700 

42.00 
126.00 

8 00 

100 
800 

1.00 

,1200 

126.00 

OTALS 177.00 168.£10 9,!lD 

N 

~-Remarks: 
.fi 1 • This amount 1s over the recognized charge for this service. We determine the rocogni:t.ed charge based on 

the geographic area, the member's plan and we calculate it based on either: 
- The FAIR Hes/th percentile 
- The plan's nonparocipaling fee si:;hedule 

e believe our payment to you was fair. If you have more information or questions, let us know. Use the 
mberon this statement. [551] 

r ques.llons regarding lhls claim or if yoµ ;wfofi ~ review of t~i~ .decision: 

ISSUED AMT: 

P.O. BOX 14094LEXINGTON, KYA-0512-4094 •·· • • • 
CALL {BOO) 451-7715 FOR ASSISTANCE 

. ote: All Inquiries shoufd rofarance the ID numb11r above for prompt tesponss. 

Total Patient Responsibility:· 

Claim Payment 

Claim ID: 
Membe& I 
Group Name: Group Number; 

1611.00 

$168.00 

$9.00 

$168.00 

Product: Aetna Dental® PPO 
Conlracl Slate: FL 
Aetna Life Insurance Comoanv 

Funding: Insured 
Network Status· Out-of-Network 

SERVICE $EFMCE ALJellllATE TOOTH SURFACE HUM. . lilJUMlflEO AL~OWAIII.E COPAY HOT 
l'AYAllLE. 

5£E • : ·DEOOCTIBLE co 
DATU CODE BENEFIT. NIIM. SI/CS ·•·CHARGES •• AMOutlTl!lPA • MIOUN.T REMARl!t"·· 

C(lOE .. ... .. . < <; ,,,: \ . .. 

'24 01206 01 10 65.00 65.00 

0 24 D1110 01 10 156.00 15400 2 Oil 1 

124 DOi20 01 1.0 90.00 85.00 4 00 1 

TOTALS 311.00 305.00 6.00 

Remarks: 
1 - This amount is over the recognized charge for this service. We determine the recognized charge based on 

the geographic area, tl1e member's plan and we calculate it based on either: 

Continued on Next Page 

• • INS!JfWICE 

•• IsSUED AMT: 

PATIENT PAYABLE 
11£SP AMOUNT 

65C,(J 

'2.00 154 co 
400 86 co 
6.00 305.00 

••• $305.00 



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.

Delta Dental of WA paid $100
out of $304 billed for these exam,
cleaning, and fluoride varnish
codes. Patient paid $204.

Dear 

PO 9011( 7S983 I Seen-. WA. 98175-0983 

Forwarding Service Requested 

For the Period: 

Delta Dental of Washington 
Explanation of Benefits 

UNIFORM D tJfAL PLAN 

THIS IS NOT A Bil 
Patient Name 
Member ID 
Group ID 

'2024 through ~/2024 
The claim information listed .Jlere...refJects dental claims for this..date..mnge. 

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. 

1 -

fl 
--I 

Save a tree, save yourself the wait. 
Activate your MySmile~ account to 
choose "paperless 
communications". Reduce your 
carbon footprint AND get your 
EOBs faster. Visit: 

Total 
Billed 

Ot her 
Insurance 

Your 
Share 

Network 
Savings 

DeltaDentafWA.com/mysmile 
$304.00 $0.00 $204.00 $0.00 

Service Provided By Claim Paid Date- 24 
Claim Service Service Amount Network Deductible Paid By Your You, 
Notes Date Billed Discount Applied Dental Plan Share 

Perdc Oral Eval $88.00 $0.00 $0.00 $23.20 $64.80 

Prophy - AduJt $149.00 $0.0 $0.00 .80 
Fluoride Vrnsh $67.00 $0.00 $0.00 $25.60 $41.40 

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 Weshin9ton state Office of the Insurance Commissioner's consumer protection hotline at 1·800-562-6900 or visit 
www.1n_s~rance.wa.g9v. The insurance commissioner protects and educates insurance consumers, advances the public interest. and provides fair 
and eff1c1ent regulation of the insurance industry. 

YOUR BENEFITS SUMMARY 

Deductible 
Family Deductible 
Maximum 

Orthodontia Maximum 
Orthognathic Maximum 

Benefit Period: 01/01/2024 .. 12/ 31/2024 

p I ~t t 
$0.00 

paid-to date 
$0.00 
$0.00 

$50.00 
$150.00 

$1,750.00 
lifetime 

$1,750.00 
$5,000.00 

------~------




