
CODE PROCEDURE PATIENT 
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Office Visit Copay $0

DIAGNOSTIC
D0120 Periodic oral evaluation $0
D0140 Limited oral evaluation - problem focused $0
D0150 Comprehensive oral evaluation - new or $0

established patient
D0160 Detailed and extensive oral evaluation - problem $0

focused, by report
D0170 Re-evaluation - limited, problem focused $0

(established patient; not post-operative visit) 
D0180 Comprehensive periodontal evaluation - new or $0

established patient
D0210 Intraoral radiographs - complete series $0

(including bitewings)
D0220 Intraoral - periapical first film $0
D0230 Intraoral - periapical each additional film $0
D0240 Intraoral - occlusal film $0
D0270 Bitewing - single film $0
D0272 Bitewings - two films $0
D0274 Bitewings - four films $0
D0277 Vertical bitewings - 7 to 8 films $0
D0330 Panoramic film $0
D0460 Pulp vitality tests $0
D0470 Diagnostic casts $0

PREVENTIVE
D1110 Prophylaxis (cleaning) - adult $0
D1120 Prophylaxis (cleaning) - child $0
D1201 Topical application of fluoride (including $0

prophylaxis - child (to age 19) 
D1203 Topical application of fluoride (prophylaxis not $0

included) - child (to age 19) 
D1330 Oral hygiene instructions $0
D1351 Sealant, per tooth (through age 15)  $10.00
D1510 Space maintainer - fixed - unilateral $40.00
D1515 Space maintainer - fixed - bilateral $40.00
D1520 Space maintainer - removable - unilateral $40.00
D1525 Space maintainer - removable - bilateral $40.00
D1550 Recementation of space maintainer $10.00

Diagnostic and Preventive services may be subject to
frequency limitations. See your booklet for details.

RESTORATIVE
D2140 Amalgam - one surface, primary or permanent $4.00
D2150 Amalgam - two surfaces, primary or permanent $7.00
D2160 Amalgam - three surfaces, primary or permanent $10.00
D2161 Amalgam - four or more surfaces, primary or perm. $12.00
D2330 Resin-based composite - one surface, anterior $10.00
D2331 Resin-based composite - two surfaces, anterior $15.00
D2332 Resin-based composite - three surfaces, anterior $20.00
D2335 Resin-based composite, four or more surfaces $30.00

or involving incisal angle (anterior)
D2390 Resin-based composite crown, anterior $50.00
D2391 Resin-based composite - one surface, posterior $4.00†
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Your DeltaCare dental HMO plan is designed to make dental care affordable and convenient for you and your family. Under this plan, you pay only 
the patient copayment amount listed in the Schedule of Dental Benefits. There are no deductibles, no annual benefit maximums and no claim forms 
to complete.

How DeltaCare Works
The panel dentist you select when you enroll in this DeltaCare plan will provide all routine dental care for you and your family. If specialty care is
required, your panel dentist will refer you to a specialist who is also a member of the DeltaCare network. You will need a written referral in order to
visit a specialist.

You may select a new panel dentist at any time, however you must notify the DeltaCare administrator. Change requests received prior to the 20th of the
month become effective on the first day of the following month.

Emergency Treatment



1) General anesthesia, IV sedation, and nitrous oxide and the services
of a special anesthesiologist.

2) Dental procedures performed for purely cosmetic purposes.

3) Dental conditions arising out of and due to Enrollee’s employment
for which Worker’s Compensation is payable. Services which are
provided to the Enrollee by state government or agency thereof, or
are provided without cost to the Enrollee by any municipality,
county or other subdivision.

4) Treatment required by reason of war, declared or undeclared.

5) Charges by any hospital or other surgical or treatment facility, or any
additional fees charged by a dentist for treatment in any such facility.

6) Treatment of fractures, dislocations and subluxations of the
mandible or maxilla. This includes any surgical treatment to correct
facial mal-alignments of TMJ abnormalities.

7) Loss or theft of fixed and removable prosthetics (crowns, bridges,
full or partial dentures).

8) Dental expenses incurred in connection with any dental procedures
started after termination of eligibility for coverage or dental
expenses incurred in connection with any dental procedure started
prior to Enrollee’s eligibility with the DeltaCare program. Examples:
teeth prepared for crowns, root canals in progress, orthodontic
treatment.

9) Any service that is not specifically listed as a covered expense.

10) Correcting congenital or developmental malformations, including
replacement of congenitally missing teeth, unless restoration is
needed to restore normal bodily function. This exclusion does not
apply to newly born children.

11) Cysts and malignancies.


