Delta Dental of South Dakota
PO Box 1157 Pierre, SD 57501 EnroIIment/Change Form

800-627-3961 ] 7/1/2021
Fax 605-224-0909 Effective date:

www.deltadentalsd.com

Hire date:

Group name: NESD Head Start Group number:

Employee name: SSN:

Mailing address: DOB:

City/State/Zip: Gender: D_M J:I_F
Cell phone:* Email:*

Marital status (common law marriage is not recognized in South Dakota): Single D Married D

List only the names of dependents you are enrolling. | understand that should | decide to apply for single coverage, even
though | am eligible for family coverage, | cannot change my policy until open enrollment or a qualifying event (within
the past 30 days). | also understand that Delta Dental of South Dakota reserves the right to reject a change form.

First Name Last Name Gender Date of Birth
Cadd
Cbrop Spouse
Cell phone* Email* _
Eaad
Cbrop child - B
Cell phone* Email* .
Cadd
[Chrop Child _
Cell phone* Email* -
Chaaa
Coron Child
Cell phone* Email* .
Cada
DQron Child S
Cell phone* Email* .

Use an additional sheet if you have more dependents. List dependents you want removed from your plan in the space
provided above.

Change in coverage

Marriage date: Divorce date:
Other (explain): Date of change:
Signature: Date:

| accept the insurance provided by my employer's group dental plan and authorize deductions from my earnings for the
required contributions, if any, toward the cost of the insurance. This authorization applies only if employee
contributions are required. | understand that by accepting insurance, | am required to remain enrolled as a covered
employee until the next open enroliment period, a qualifying event, or until the termination of my employment.

*By providing this information, | consent to Delta Dental using this contact information for quality improvement

activities (e.g. surveys) for individuals over the age of 18. 11/20



Required Nondiscrimination and
Accessibility Statement*

Discrimination is Against the Law

Delta Dental of South Dakota complies with applicable
Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or
sex. Delta Dental of South Dakota does not exclude
people or treat them differently because of race, color,
national origin, age, disability, or sex.

Delta Dental of South Dakota:

» Provides free aids and services to people with
disabilities to communicate effectively with us,
such as:

o Qualified sign language interpreters;

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

s Provides free language services to people whose
primary language is not English, such as:

o Qualified interpreters;

o Information written in other languages.

If you need these services, call 1-877-841-1478.

If you believe Delta Dental of South Dakota has failed to
provide these services or discriminated in another way
on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with: Delta
Dental of South Dakota, Compliance Manager, 720 N.
Euclid Ave., Pierre, SD 57501, phone: 1-800-627-396],
compliance@deltadentalsd.com , fax: 1-605-224-0909,
TTY: 1-888-781-4262. You can file a grievance in person
or by mail, fax, or email. If you need help filing a
grievance, the Compliance Manager 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/ocr/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, D.C. 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at
hitp://www.hhs.gov/ocr/office/file/index.html.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia lingiiistica. Llame al 1-877-841-1478 (TTY: 1-888-781-4262).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos
sprachliche Hilfsdienstleistungen zur Vertligung.
Rufnummer: 1-877-841-1478 (TTY: 1-888-781-4262).

IR ANRAE R R P ISR AR B R S RN - SRR
1-877-841-1478 (TTY : 1-888-781-4262) -

BHaghuhHon:- s¢fmadt mgd afpmes,
s013) afporiotoncn oxcbopdanSer
§ond1205a05b81. 08 1.877-841-1478 (TTY: 1-800-874-9426)

CHU Y: Néu ban noéi Tiéng Viét, c6 cic dich vy hd tro ngdn ngit mién phi
danh cho ban. Goi s6 1-877-841-1478 (TTY: 1-888-781-4262).

e RPNy AU AUl Seegeo W quer fAfRd s
TEAAT VEAEE foT: Q[ FIHT 3UCY & | Blel g
1-877-841-1478 (fefears: 1-888-781-4262) |
OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezitke pomoéi

dostupne su vam besplatno. Nazovite 1-877-841-1478 (TTY- Telefon za osobe
sa ostecenim govorom ili sluhom: 1-888-781-4262).

TFOR: 05U RIE WOICT DY PRCHIR RCRS SCE-RTE (1%
ALTHET FHIETPA: @L “LNTAD- £TC LLDM K 1-877-841-1478
(aeOe 1t ATAGFD-; 1-888-781-4262).

MAANDO: To a waawi [Adamawa], e woodi ballooji-ma to ekkitaaki
wolde caahu. Noddu 1-877-841-1478 (TTY: 1-888-781-4262).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng
mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
1-877-841-1478 (TTY: 1-888-781-4262).

Z=o: BROIE ANBEAIE 2, 20| NE MHIAS
S22 0|85t £ UBLICH 1-877-841-1478 (TTY: 1-
888-781-4262) HOR A3l FAAL.

BHUMAHHUE: Ecnu BB TOBOPHTE HA PYCCKOM SI3BIKE, TO BaM
IOCTYIHEI GecIUIaTHeIC yCyry mepesona. 3Bonure 1-877-841-1478
(renetaiin: 1-888-781-4262).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa
afaanii, kanfaltiidhaan ala, ni argama, Bilbilaa 1-877-841-1478
(TTY: 1-888-781-4262).

VBAT'A! Skimo B¢ po3MOBAAETE YKPaTHCHKOIO MOBOIO, BM MOXETE
3BEpHYTHCA 10 Ge3KoIIToBHOT Ciryx61 MoBHOl nintpumkn. Tenedonyite
3a HoMmepoMm 1-877-841-1478 (teneraitn: 1-888-781-4262).

ATTENTION : Si vous parlez frangais, des services d'aide linguistique
vous sont proposés gratuitement. Appelez le 1-877-841-1478 (ATS : 1-
888-781-4262).

* Under Section 1557 of the Affordable Care Act (ACA), Delta Dental of South Dakota is required to post notices of nondiscrimination and taglines that alert individuals

with limited English proficiency (LEP) to the availability of language assistance services.

Revised: 9/2/2016 1:59 PM



Delta Dental of South Dakota
& DELTA DENTAL No Minimum Voluntary Plan #9070

2021 Rates

% Paid by
Delta Dental

100% Diagnostic and Preventive Services These services do not apply to the Annual Maximum Benefit.
e Routine examinations - two per calendar year.
e Routine dental cleaning (prophylaxis) - two per calendar year.
e Bitewing x-rays - two per calendar year up to age 19, and once per calendar
year age 19 and over.
e Full mouth x-rays - one in any five year interval.
e Fluoride applications - two per calendar year up to age 19.
e Space maintainers (fixed, band type) on primary posterior teeth up to age 14.
e Dental sealants - for unrestored first and second permanent molars of children
up to age 16.

50% Basic Services
e Pre-formed or stainless steel restorations, restorations such as silver (amalgam) fillings,
and tooth-colored (composite) fillings. If a tooth-colored filling is used to restore back
(posterior) teeth, benefits are limited to the amount paid for a silver filling.
» Extractions and other oral surgery.
e Emergency treatment for relief of pain.

50%* Endodontics and Periodontics
e Root canals.
e Treatment of diseases of the tissues supporting the teeth.
e Periodontal maintenance cleanings. These cleanings do not apply to the Annual Maximum Benefit.

50%* Major Services
e Crowns, bridges, dentures and implants.

0% Orthodontics
e Treatment necessary for the proper alignment of teeth.

Deductible: A one-time $50 per person deductible.

Annual Maximum Benefit: $1,200 per person per calendar year. All services (except Diagnostic
and Preventive) are subject to the annual maximum benefit and will not be paid if the annual
maximum benefit has been reached.

Dependent children are covered to age 26. There is no age restriction for unmarried dependent
children who are full-time students.

Coverage Year: January - December
Monthly rates: Single $44.00 Family $107.20
Network: PPO Plus Premier
* One year wait for coverage.
See other side for information on our Health through Oral Wellness® program.
Delta Dental of SD
PO Box 1157

Pierre, SD 57501
1-800-627-3961



Plan requirements
This plan requires a minimum of two enrolled employees. The employer determines the length of
employment and number of hours required for an employee to be eligible.

Health through Oral Wellness®

Health through Oral Wellness® is a unique, patient-centered program that adds benefits to a Delta
Dental plan based on individual oral health needs. A Delta Dental network dentist trained in Health
through Oral Weliness will conduct a clinical risk assessment during a regular preventive visit. The
assessment measures the risk and severity of periodontal disease, and the risk of tooth decay.

If the assessment determines a member is at risk for tooth decay, additional benefits include
fluoride treatments, sealants, and oral hygiene instruction. If a member is at risk for periodontal
(gum) disease, has periodontal disease or has had periodontal surgery, the member will be eligible
for two additional cleanings* and four fluoride treatments.

If a member has any of the following heaith conditions, they are eligible for additional benefits.
o Diabetes (2 additional cleanings*)
e High-risk cardiac care (2 additional cleanings*)
¢ Kidney failure or dialysis (2 additional cleanings*)

e Cancer-related treatment - chemotherapy or radiation (2 additional cleanings* and 2
applications of fluoride varnish)

e Suppressed immune system (2 additional cleanings* and 2 applications of fluoride varnish)
¢ Rheumatoid arthritis (2 additional cleanings*)
e Stroke (2 additional cleanings*)

e Pregnancy (1 additional cleaning* during the time of pregnancy)

* Cleanings can either be a general cleaning (prophylaxis) or a periodontal maintenance cleaning.
Periodontal maintenance cleanings are typically covered under the “Endodontics and
Periodontics” category, not the “Diagnostic and Preventive Services” category.



NESD HEAD START
DELTA DENTAL — WAIVER FORM

EMPLOYEE NAME

By signing this form you are acknowledging that you were offered and declined to
enroll in the Delta Dental plan offered to you through your employer NESD Head
Start. Your next opportunity to enroll in your employer sponsored dental plan will
be during the next open enrollment period with an effective date of July 1, 2022.

If you are waiving coverage for yourself or your dependents you may be able to
enroll yourself or your dependents in this plan if you notify Delta Dental within 60
days of a qualifying event.

I understand that that by waiving coverage at this time, I will not be allowed to

participate unless I experience a special enrollment event or at the next open
enrollment event.

Employee Signature

Date




