Dental Accident Plan

Individual Plan Family Plan
$5.00 $18.00
per person for a full year for a full year

Accidents happen. But when it comes to your famif/dental health you can

plan for unexpected emergencies with Delta Dental South Dakota’s Dental
Accident Plan.

This plan provides up to $2,000 per accident (liméd to $1,000 for dentures and
bridges), while the coverage is in force, for repaf accidental dental injuries.

Benefits include:
Exams
Dental x-rays
Fillings
Oral surgery
Roots canals
Permanent crowns
Dentures and bridges (up to $1,000)

Call 18778411478 for more information.

Delta Dental of South Dakota
PO Box 1157

Pierre, SD 57501
www.deltadentalsd.com




Dental Accident Plem Benefit Agreememnt

Delta Dental of South Dakota
PO Box 1157 - Pierre, SD 57501
1-877-841-1478

EFFECTIVE DATE
This agreement is effective the first day of the mth after the application form and premium are reaged
by Delta Dental of South Dakota (DDSD). Coveragdlwe in force for one year.

ELIGIBILITY

Any South Dakota resident may enroll for Dental Aatent Plan coverage regardless of age as long as th
individual premium is paid per person. The familyplan covers the primary subscriber, spouse and all
dependent, unmarried children to their 19 birthday unless they are an unmarried full time sident.

FREEDOM TO CHOOSE

You're free to see any dentist, but you’ll receittee greatest savings with a Delta Dental participad)
dentist. More than 95% of South Dakota dentists pgacipate with DDSD. Simply visit the “Looking fora
Dentist?” section of our web sitewww.deltadentalsd.comand click “Dentist Search” to locate a Delta
Dental Premier dentist near you. Or, call us toltee at 1-877-841-1478.

COVEREDSHRRNCHESS

DDSD will pay the maximum allowable reimbursementdr treatment allowed by this agreement. When a
participating dentist charges a fee higher than Cial Dental's maximum allowable reimbursement, the
balance is not owed by the patient. If a non-parpating dentist is used, the dentist may bill the gtient.

No benefits will be paid for hospital expenses, tleervices of a physician or for any other ancillasgrvices
or care (including prescription drugs). There is $2,000 maximum benefit per accident (of which a
maximum of $1,000 can be used for dentures and brigs).

COVERED BENEFITS

This Agreement includes the following benefits fotreatment of accidental dental injury sustained hiye
individual(s) covered by the policy. Payment foedtal care provided by a licensed dentist, providjrthat
the first treatment is administered within 30 day®f the date of the accident, will include:

Exam

Dental x-rays (only those necessary to diagnoseuity)
Fillings

Oral surgery

Roots canals

Permanent crowns

Dentures and bridges (up to $1,000)

The cost of temporary appliances will be deductegbin the cost of permanent treatment.

Delta Dental of South Dakota www.deltadentalsd.com 1-800-841-1478 3




WHEN YOU'VE HAD AN ACCIDENT....

Make an appointment with the dentist of your choicand tell him/her you are covered by the DDSD
Accident Plan. Dental treatment as a direct resuwdf an accident must be started within 30 days and
completed within 180 days. A claim must be filed ithin six months from the date of the accident.
Payment will be sent to your dentist if he/she is BDSD patrticipating dentist. Otherwise, it will besent to
you.

LIMITATIONS AND EXCLUSIONS
The benefits included in this Agreement are subjetd the following limitations and exclusions:

Only those injuries caused by external contact witin object are coveredY olparareat @ovevedeid if
you break a tooth while eating or while biting itd@ foreign object.

No benefits will be paid by this agreement for theare of any occupational injury covered by
Worker's Compensation or other occupational injuriaw.

No benefits will be paid for injuries resulting fran fighting or any other form of civil disobedience.
There is no coverage for treatment of dental decaydisease.

There is no coverage for orthodontic treatment, rap or replacement—even if the treatment is
needed because of the dental accident.

No benefits will be provided for cosmetic purposes.

No benefits will be provided for dental implants.

No benefits will be provided for replacement restation(s).

GENERAL PROVISIONS

This agreement provides payment for certain treatmés and in no way does DDSD assume liability for ¢h
breach of any agreement between the patient and aigntist, nor does it assume any liability for the
negligence or other wrongful act of any dentist ather person, it being understood that no dentistibe
considered an agent or employee of DDSD.

If the subscriber has other insurance against a ksovered by this agreement (including medical outo
insurance coverage), DDSD will coordinate benefitetween the plans following the primary/secondary
carrier order of payment rule.

In the event of any payment made under this agreemig DDSD shall be subrogated to all of the
subscriber’s rights of recovery against any person organization and the subscriber shall execute @n
deliver instruments and papers and do whatever elsenecessary to secure such rights.

RETAIN FOR YOUR RECORDS
Your cancelled check is proof of your coverage. Niher policy will be issued.
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TO ENROLL:
Complete and send this application, along with payent, to:

Delta Dental of South Dakota
PO Box 1157
Pierre, SD 57501

1 Individual 2 Individuals 3 Individuals __ Family
$5.00 $10.00 $15.00 $18.00
Did you have Dental Accident Coverage with DDSD tagear? Yes No
PLEASE TYPE OR PRINT LEGIBLY:
Person responsible for payment:
/ / ___Male _mBk

Last Name First Name M.1. Social Security Number
Address City State Zip yaene Phone Number
LIST INDIVIDUALS TO BE COVERED UNDER THIS PLAN
Primary Subscriber Birthday

/ / ___Male __ Female
Last Name First Name M.I. Mo. &y Year
Covered Dependents
Spouse / / ___Male __ Hema

Last Name First Nem M.I. MoDay Year
Dependent / / ___Male _ Female
Last Name irsE Name Mo. Day Year

Dependent / / ___Male __ Femal
Dependent / / ___Male __ Femal
Dependent / / ___Male __ Female
Dependent / / ___Male __ Female

Dependent children are covered through the end ofétmonth in which they turn 19 unless they are an umarried full time

student.

If needed, use a plain piece of paper to list adidital individuals and then attach to the applicatio

| agree to the terms of this agreement and have éosed the appropriate payment.

Signature Date
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