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Dental Health Care Program for  
Eligible Employees and Dependents

Evidence of Coverage

The Boeing Company

Delta Dental of Washington shall determine whether services 
are Covered Dental Benefits in accordance with standard dental 
practice and the Limitations and Exclusions shown in this document. 
Should there be a disagreement regarding the interpretation of 
such benefits, the subscriber shall have the right to appeal the 
determination in accordance with the non-binding appeals process 
in this document and may seek judicial review of any denial of 
coverage of benefits.
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Labor 
Code Labor Group

100 Nonunion Employees

101 Nonunion Employees

120 Nonunion Employees

124 Nonunion Employees

126 Nonunion Employees

130 Nonunion Employees

170A Nonunion Employees

325 Nonunion Employees

415 Nonunion Employees

702A Nonunion Employees

703 Nonunion Employees

710 Nonunion Employees

711 Nonunion Employees

713 Nonunion Employees

727 Nonunion Employees

The Boeing Company
Nonunion - Active

The Summary Plan Description for this Plan is The Boeing Company Health 
and Welfare Plans booklet for the eligible population, any applicable 
provider directory and this coverage-specific brochure issued by Delta 
Dental of California.

For detailed information concerning employee and dependent eligibility, 
enrollment, contributions, coverage terminations, leave of absence 
provisions, eligibility review and appeals, Qualified Medical Child Support 
Order (QMCSO), ERISA Special Disclosures and other general plan 
information, refer to The Boeing Health and Welfare Plans Summary Plan 
Description, which supercedes any eligibility information contained in this 
document, or contact the plan administrator.

The health plan benefit description is incorporated as part of the Boeing 
Summary Plan Description.

To confirm coverage of one of the eligible populations listed, please contact the Plan 
Administrator or The Boeing Service Center.

For questions or information regarding your coverage please contact Delta Dental of 
California’s Customer Service department at 800-422-4234.



EVIDENCE OF COVERAGE

Introduction
DeltaCare® USA Dental Health Care Plan

This Evidence of Coverage (“EOC”) provides information about Your DeltaCare 
USA Dental Health Care Plan (“Plan”) provided by Alpha Dental of Arizona, Inc. 
(“Company”), on behalf of itself, and its affiliated companies. To offer these 
Benefits, the Contractholder has entered into a Group Dental Insurance Contract 
with Us.

This document, including the Contract and any attachments, provides the terms 
and conditions of Your Plan’s coverage. Read this document carefully for an 
explanation of Your coverage, including the Definitions section for any terms 
with special or technical meanings.

Terms such as “You,” “Your” and “Yourself” means the individuals who are 
covered. “We,” “Us” and “Our” refers to the Company or Our Third Party 
Administrator (“Administrator”).

Identification Card (ID)
ID cards are not required to receive dental services. However, when You receive 
dental services, Your Enrollee identification (“ID”) number should be provided 
to Your Dentist. An ID card will be mailed to each new Enrollee and may be 
obtained by visiting Our website at deltadentalins.com.

Contract
The Benefit explanations contained in this EOC and the attachments are subject 
to all provisions of the Contract. In the event there is a conflict between the EOC 
and the Contract, the Contract prevails. This document is not a Summary Plan 
Description under the Employee Retirement Income Security Act (“ERISA”).

Contact Us
For more information, visit Our website at deltadentalins.com or call the 
Customer Service at 800-422-4234 or You may submit an inquiry to:

DeltaCare USA Customer Service
P.O. Box 1803

Alpharetta, GA 30023

Notice
This EOC is a summary of Your dental Plan. This information is not a guarantee of 
covered Benefits, services or payments.  

Please read the following information so that You will know how to obtain 
dental services. 

You must obtain dental Benefits from Your assigned Contract Dentist or be 
referred for Specialist Services.
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Our Delta Dental PPO plans are underwritten by these companies in these states: 
Delta Dental of California — CA, Delta Dental of the District of Columbia — DC, Delta 
Dental of Pennsylvania — PA & MD, Delta Dental of West Virginia, Inc. — WV, Delta 
Dental of Delaware, Inc. — DE, Delta Dental of New York, Inc. — NY, Delta Dental 
Insurance Company — AL, DC, FL, GA, LA, MS, MT, NV, TX and UT. DeltaCare USA 
is underwritten in these states by these companies: AL — Alpha Dental of Alabama, 
Inc.; AZ — Alpha Dental of Arizona, Inc.; CA — Delta Dental of California; AR, CO, IA, 
MA, ME, MI, MN, NC, ND, NE, NH, OK, OR, RI, SC, SD, VA, VT, WA, WI, WY — Dentegra 
Insurance Company; AK, CT, DC, DE, FL, GA, KS, LA, MS, MT, TN, WV — Delta Dental 
Insurance Company; HI, ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha Dental Programs, 
Inc.; NV — Alpha Dental of Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — 
Alpha Dental of New Mexico, Inc.; NY — Delta Dental of New York, Inc.; PA — Delta 
Dental of Pennsylvania. Delta Dental Insurance Company acts as the DeltaCare USA 
administrator in all these states. These companies are financially responsible for their 
own products. DeltaVision is underwritten by these companies in these states: Delta 
Dental of California — CA; Delta Dental Insurance Company — AL, DE, DC, FL, GA, 
LA, MD, MT, NV, NY, PA, TX, UT, and WV. DeltaVision is administered by Vision Service 
Plan (VSP).

deltadentalins.com

Non-Discrimination Disclosure 

Discrimination is Against the Law

We comply with applicable federal civil rights laws and 
do not discriminate on the basis of race, color, national 
origin, age, disability, or sex, including sex stereotypes 
and gender identity. We do not exclude people or treat 
them differently because of their race, color, national 
origin, age, disability, or sex. 

Coverage for medically necessary health services are 
available on the same terms for all individuals, regardless 
of sex assigned at birth, gender identity, or recorded 
gender. We will not deny or limit coverage to any 
health service based on the fact that an individual’s sex 
assigned at birth, gender identity, or recorded gender 
is different from the one to which such health service is 
ordinarily available. We will not deny or limit coverage 
for a specific health service related to gender transition 



if such denial or limitation results in discriminating 
against a transgender individual.

If you believe that we have 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 electronically online, over the 
phone with a customer service representative, or by 
mail. 

Delta Dental
PO Box 997330 
Sacramento, CA 95899-7330
1-866-530-9675
deltadentalins.com 

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 DC 20201, 1-800-368-1019, 
800-537-7697 (TDD). Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html.

We provide free aids and services to people with 
disabilities to communicate effectively with us, such 
as:

qualified sign language interpreters

written information in other formats (large 
print, audio, accessible electronic formats, other 
formats)



We also provide free language services to people 
whose primary language is not English, such as:

qualified interpreters

information written in other languages

If you need these services, contact our Customer 
Service department.



هل تستطيع قراءة هذا المستند؟ إذا كنت لا تستطيع، يمكننا أن نوفر لك من يساعدك في قراءتها. ربما يمكنك 
 ـ ا لاحصول عل هذا المسنتد تكموبا بلغتك للمساعدا ةلمجانية اتصل ب يض

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234



آیا می توانید این متن را بخوانید؟ در صورتی که نمی توانید، ما قادریم از شخصی بخواھیم تا در خواندن این متن به 
شما کمک کند. ھمچنین ممکن است بتوانید این متن را به زبان خود دریافت کنید. برای کمک رایگان با این شماره 

تماس بگیرید: 

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234
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D77sh y7n7[ta’go b77n7ghah? Doo b77n7ghahg00 47 nich’8’ y7d0o[tah7g77 
nihee h0l=. D77 naaltsoos t’11 Din4 bizaad k’ehj7 1lyaago a[d0’ nich’8’ 
1dooln99[go b7ighah. T’11 j77k’e sh7k1 i’doolwo[ n7n7zingo koj8’ b44sh 
hold77lnih

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234

1-800-422-4234
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AAlpha Dental of Arizona, Inc, 
Administered by Delta Dental Insurance Company 

Health Care Insurer Appeals Process Information Packet 

CAREFULLY READ THE INFORMATION IN THIS PACKET AND KEEP IT FOR 
FUTURE REFERENCE. IT HAS IMPORTANT INFORMATION ABOUT HOW TO 

APPEAL DECISIONS WE MAKE ABOUT YOUR HEALTH CARE. 
 

Getting Information About the Health Care Appeals Process 
Help in Filing an Appeal, Standardized Forms, and Consumer Assistance From 

the Arizona Insurance Department  
 

We will send You a copy of this information packet when You first receive Your 
policy, and within five (5) business days after We receive Your request for an 
appeal. When Your dental coverage is renewed, We will also send You a separate 
statement You that You can request another copy of this packet. We will also send 
a copy of this packet to You or Your treating provider at any time upon request. 
Just call Our Customer Service at 800-422-4234 and ask for a copy of this packet. 

  
At the end of this packet, You will find forms You to use for Your appeal. The Arizona 
Insurance Department (“Department”) developed these forms to help Enrollees who 
want to file a health care appeal. You are not required to use them. We cannot reject 
Your appeal if You do not use them. If You need help in filing an appeal, or You have 
questions about the appeals process, You may call the Department’s Consumer 
Assistance Office at 602-364-2499 or 800-325-2548 ) or call Us at 800-422-4234. 

 
When You May Appeal 

When We do not authorize or approve a service or pay for a claim, We must notify 
You of Your right to appeal that decision. Your notice may come directly from Us or 
through Your treating provider. 

 
Decisions You Can Appeal 

You can appeal the following decisions: 
 We do not approve a service that You or Your treating provider has requested. 
 We do not pay for a service that You have already received. 
 We do not authorize a service or pay for a claim because We say that it is not 

“medically necessary”. 
 We do not authorize a service or pay for a claim because We say that it is not 

covered 
under Your dental plan, and You believe it is covered. 

 We do not notify You, within ten (10) business days of receiving Your request, 
whether or not We will authorize a requested service. 

 We do not authorize a referral to a specialist. 
  

Decisions You Cannot Appeal 
You cannot appeal the following decisions: 

 You disagree with Our decision as to the amount of “submitted fee charges”. 
 You disagree with how We are coordinating benefits when You have 

health insurance with more than one (1)  insurer. 
 You disagree with how We have applied Your claims or services to Your plan 

deductible. 
 You disagree with the amount of coinsurance or copayments that You paid. 
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 You disagree with Our decision to issue or not issue a dental plan contract to 
You. 

 You disagree with any rate increases You may receive under Your insurance 
policy. 

 You believe We have violated the Arizona Insurance Code. 

If You disagree with a decision that is not appealable according to this list, You 
may still file a complaint with the Department, Consumer Affairs Division, 100 N. 
15th Avenue, Suite 260, Phoenix, AZ 85007-2630. 

 
WWho May File An Appeal? 

Either You or Your treating provider can file an appeal on Your behalf. At the end of 
this packet is a form that You may use for filing Your appeal. You are not required to 
use this form and can send Us a letter with the same information. If You decide to 
appeal Our decision to deny authorization for a service, You should tell Your treating 
provider so the provider can help You with the information You need to present Your 
case. 

 
Description of the Appeals Process 

There are two types of appeal - an expedited appeal for urgent matters and a 
standard appeal. Each type of appeal has three levels. The appeals operate in a 
similar fashion, except that expedited appeals are processed much faster because 
of the patient’s condition. 

 
Expedited Appeals Standard Appeals 
(urgently needed services not yet  
received) 

(non-urgent services or denied claims) 
 

Level 1: Expedited Medical Review Informal Reconsideration  
 

Level 2: Expedited Appeal Formal Appeal 
 

Level 3: Expedited External Independent 
Medical Review 

External Independent Medical Review 

  
We make the decisions at Level 1 and Level 2. An outside reviewer, who is completely 
independent from Us, makes Level 3 decisions. You are not responsible to pay the 
costs of the external review if You choose to appeal to Level 3. 

 

EXPEDITED APPEAL PROCESS FOR URGENTLY NEEDED SERVICES 
NOT YET PROVIDED   

Level 1: Expedited Medical Review 
Your request: 
You may obtain an Expedited Medical Review of Your denied request for a service that 
has not already been provided if: 

 You have dental coverage with Us; 

 We denied Your request for a covered service, and 

 Your treating provider certifies in writing and provides supporting 
documentation that the time required to process Your request through the 
Informal Reconsideration and Formal Appeal process (about 60 days) is likely 
to cause a significant negative change in Your medical condition. At the end of 
this packet is a form that Your provider may use for this purpose. Your provider 
may also send a letter or make up a form with similar information. Your treating 
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provider must send the certification and documentation to: 
  

Quality Management Department 
P.O. Box 1860 

Alpharetta, GA 30023 
800-422-4234, Fax: 770-641-5389 

 
Our decision:  We have one (1) business day after We receive the information from 
Your treating provider to decide whether We should change Our decision and 
authorize Your requested service. Within that same business day, We must call and tell 
You and Your treating provider, and mail You Our decision in writing. The written 
decision must explain the reasons for Our decision and tell You the documents on 
which We based Our decision. 

 
If We deny Your request: You may immediately appeal to Level 2, Expedited Appeal. 

If We grant Your request: We will authorize the service and the appeal is over. 

If We refer Your case to Level 3:  We may decide to skip Level 1 and Level 2 and send 
Your case straight to an independent reviewer at Level 3. 

 

Level 2: Expedited Appeal 
Your request:  If We deny Your request at Level 1, You may request an Expedited 
Appeal. After You receive Our Level 1 denial, Your treating provider must immediately 
send Us a written request (to the same person and address listed above under Level 1) 
to tell Us You are appealing to Level 2. To help Your appeal, Your provider should also 
send us any information (that the provider hasn’t already sent Us) to show why You 
need the requested service. 

Our decision:  We have three (3) business days after We receive the request to make 
Our decision. 

If We deny Your request: You may immediately appeal to Level 3, Expedited External, 
Independent Review. 

If We grant Your request: We will authorize the service and the appeal is over. 

If We refer Your case to Level 3: We may decide to skip Level 2 and send Your case 
straight to an independent reviewer at Level 3. 

 
Level 3: Expedited External, Independent Review 

Your request:  You may appeal to Level 3 only after You have appealed through Levels 
1 and 2. You have five (5) business days after You receive Our Level 2 decision to send 
Us Your written request for an Expedited External, Independent Review. Send Your 
request and any supporting information to: 

 
Quality Management Department  

P.O. Box 1860 
Alpharetta, GA 30023 

800-422-4234, Fax: 770-641-5389 
 

Neither You nor Your treating provider is responsible for the cost of the external 
independent review. 

 
The process:  There are two types of Level 3 appeals, depending on the issues in Your 
case: 
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(1) Medical Necessity:  These are cases where We have decided not to authorize a 
service because We think the services You (or Your treating provider) are asking 
for, are not medically necessary to treat Your problem. For medical necessity cases, 
the independent reviewer is a provider retained by an outside independent reviewer 
organization (“IRO”) that is procured by the Department and not connected with 
Us. The IRO must be a provider who typically manages the condition under review. 

 
(2) Contract Coverage:  These are cases where We have denied coverage because We 

believe the requested service is not covered under Your dental plan. For contract 
coverage cases, the Department will be the independent reviewer. 

MMedical Necessity Cases 
Within one (1) business day of receiving Your request, We must: 

 Mail a written acknowledgement of Your request to the Director of 
Insurance (“Director”), You, and Your treating provider; and 

 Send the Director: 
- Your request for review; 
- Your dental plan; 
- evidence of coverage or similar document; 
- all medical (dental) records and supporting documentation used to 

render Our decision; 
- a summary of the applicable issues including a statement of Our decision; 
- the criteria used and clinical reasons for Our decision; 
- and the relevant portions of Our utilization review guidelines. 

We must also include the name and credentials of the health care provider who 
reviewed and upheld the denial at the earlier appeal levels. 

Within two (2) business days of receiving Our information, the Director must send 
all the submitted information to an external IRO. 

Within 72 hours of receiving the information, the IRO must make a decision and send 
the decision to the Director. 

Within one (1) business day of receiving the IRO’s decision, the Director must mail a 
notice of the decision to You, Your treating provider, and Us. 

The decision (medical necessity):  If the IRO decides that We should provide the 
service, We must authorize the service. If the IRO agrees with Our decision to deny the 
service, the appeal is over. Your only further option is to pursue Your claim in court. 

 
Contract Coverage Cases 

Within one (1) business day of receiving Your request, We must: 
 Mail a written acknowledgement of Your request to the Director, You, and 

Your treating provider; and 
 Send the Director: 

- Your request for review; 
- Your dental plan; 
- evidence of coverage or similar document; 
- all medical records and supporting documentation used to render Our 

decision; 
- a summary of the applicable issues including a statement of Our decision; 
- the criteria used and any clinical reasons for Our decision; and 
- the relevant portions of Our utilization review guidelines. 

Within two (2) business days of receiving this information, the Director must 
determine if the service or claim is covered, issue a decision, and send a notice to 
Us, You, and Your treating provider. 
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RReferral to the IRO for contract coverage cases:  The Director is sometimes unable to 
determine issues of coverage. If this occurs, the Director will forward Your case to an 
external IRO.  The IRO will have 72 hours to make a decision and send it to the 
Director.  The Director will have one (1) business day after receiving the IRO’s decision 
to send the decision to Us, You and Your treating provider. 

The decision (contract coverage):  If You disagree with the Director’s final decision on 
a contract coverage issue, You may request a hearing with the Office of Administrative 
Hearings (“OAH”). If We disagree with the Director’s final decision, We may also 
request a hearing before OAH. A hearing must be requested within 30 days of 
receiving the Director’s decision. The OAH must promptly schedule and complete a 
hearing for appeals from expedited Level 3 decisions. 

 
STANDARD APPEAL PROCESS FOR NON-URGENT SERVICES AND DENIED 

CLAIMS 
Level 1: Informal Reconsideration 

Your Request:   You may obtain an Informal Reconsideration of Your denied 
request for a service if: 

 You have coverage with Us; 
 We denied Your request for a covered service or claim; 
 You do not qualify for an expedited appeal; and 
 You or Your treating provider asks for Informal Reconsideration within two (2)  

years of the date We first deny the requested service by calling, writing, or 
faxing Your request to: 

Quality Management Department 
P.O. Box 1860 

Alpharetta, GA 30023 
800-422-4234Fax: 770-641-5389 

 
Claim for a covered service already provided but not paid for:  You may not obtain 
an Informal Reconsideration of Your denied request for the payment 
of a covered service. Instead, You may start the review process by seeking a Formal 
Appeal (Level 2). 

Our acknowledgement:  We have five (5) business days after We receive Your request 
for an Informal Reconsideration (“the receipt date”) to send You and Your treating 
provider a notice that We received Your request. 

Our decision:  We have 30 days after the receipt date to decide whether We should 
change Our decision and authorize Your requested service or pay Your claim. Within 
that same 30 days, We must send You and Your treating provider our written decision. 
The written decision must explain the reasons for Our decision and tell You the 
documents on which We based Our decision. 

If We deny Your request: You have 60 days to appeal to Level 2. 

If We grant Your request:  We will authorize the service or pay the claim and the 
appeal is over. 

If We refer Your case to Level 3:  We may decide to skip Level 1 and Level 2 and send 
Your case straight to an independent reviewer at Level 3. 

 

Level 2: Formal Appeal 
Your request:  You may request a Formal Appeal if: (1) We deny Your request at Level 
1, or (2) You have an unpaid claim and We did not provide a Level 1 review. After You 
receive Our Level 1 denial, You or Your treating provider must send Us a written 
request within 60 days to tell us You are appealing to Level 2. If We did not provide a 
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Level 1 review of Your denied claim, You have two (2) years from Our first denial notice 
to request Formal Appeal.  To help Us make a decision on Your appeal, You or Your 
provider should also send Us any information (that You haven’t already sent Us) to 
show why We should authorize the requested service or pay the claim. Send Your 
appeal request and information to: 

QQuality Management Department  
P.O. Box 1860 

Alpharetta, GA 30023 
800-422-4234 

Fax: 770-641-5389 

Our acknowledgement:  We have five (5) business days after We receive Your request 
for Formal Appeal (“the receipt date”) to send You and Your treating provider a notice 
that We received Your request. 

Our decision:  For a denied service that You have not yet received, We have 30 days 
after the receipt date to decide whether We should change Our decision and authorize 
Your requested service. For denied claims, We have 60 days to decide whether We 
should change Our decision and pay Your claim. We will send You and Your treating 
provider Our decision in writing. The written decision must explain the reasons for Our 
decision and tell You the documents on which We based Our decision. 

If We deny Your request or claim:  You have four (4) months to appeal to Level 3, 
External, Independent Review. 

If We grant Your request:  We will authorize the service or pay the claim and the 
appeal is over. 

If We refer Your case to Level 3:  We may decide to skip Level 2 and send Your case 
straight to an independent reviewer at Level 3. 

 

Level 3: External, Independent Review 
Your request:  You may appeal to Level 3 only after You have appealed through Levels 
1 and 2. You have four (4) months after You receive Our Level 2 decision to send Us 
Your written request for an External, Independent Review. Send Your request and any 
supporting information to: 

Quality Management Department  
P.O. Box 1860 

Alpharetta, GA 30023 
800-422-4234, Fax 770-641-5389 

Neither You nor Your treating provider will be responsible for the cost of any 
External, Independent Review. 

The process:  There are two types of Level 3 appeals, depending on the issues in Your 
case: 

(1) Medical Necessity:  These are cases where We have decided not to authorize a 
service because We think the services You (or Your treating provider) are asking 
for, are not medically necessary to treat Your problem. For medical necessity cases, 
the independent reviewer is a provider retained by an outside IRO, procured by the 
Department, and not connected with Us. For medical necessity cases, the 
independent reviewer must be a provider who typically manages the condition 
under review. 

(2) Contract Coverage:  These are cases where We have denied coverage because We 
believe the requested service is not covered under Your dental plan. For contract 
coverage cases, the Department is the independent reviewer. 
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MMedical Necessity Cases 
Within five (5) business days of receiving Your request, We must: 

 Mail a written acknowledgement of the request to the Director, You, and 
Your treating provider; and 

 Send the Director: 
- Your request for review; 
- Your dental plan contract; 
- evidence of coverage or similar document; 
- all medical (dental) records and supporting documentation used to render 

Our decision; 
- a summary of the applicable issues including a statement of Our decision; 
- the criteria used and clinical reasons for Our decision; and 
- the relevant portions of Our utilization review guidelines. 

We must also include the name and credentials of the health care provider who 
reviewed and upheld the denial at the earlier appeal levels. 

Within five (5) days of receiving Our information, the Director must send all the 
submitted information to an external IRO. 

Within 21 days of receiving the information, the IRO must make a decision and send 
the decision to the Director. 

Within five (5) business days of receiving the IRO’s decision, the Director must mail a 
notice of the decision to Us, You, and Your treating provider. 

The decision (medical necessity):  If the IRO decides that We should provide the 
service or pay the claim, We must authorize the service or pay the claim. If the IRO 
agrees with Our decision to deny the service or payment, the appeal is over. Your only 
further option is to pursue Your claim in court. 

Contract Coverage Cases 
Within five (5) business days of receiving Your request, We must: 

 Mail a written acknowledgement of Your request to the Director, You, and 
Your treating provider; and 

 Send the Director: 
- Your request for review; 
- Your dental plan contract; 
- evidence of coverage or similar document; 
- all medical records and supporting documentation used to render Our 

decision; 
- a summary of the applicable issues including a statement of Our decision; 
- the criteria used and any clinical reasons for Our decision; and 
- the relevant portions of Our utilization review guidelines. 

Within 15 business days of receiving this information, the Director must determine if 
the service or claim is covered, issue a decision, and send a notice to Us, You, and 
Your treating provider. If the Director decides that We should provide the service or 
pay the claim, We must do so. 

Referral to the IRO for contract coverage cases:  The Director is sometimes unable to 
determine issues of coverage. If this occurs, the Director will forward Your case to an 
IRO.  The IRO will have 21 days to make a decision and send it to the Director.  The 
Director will have five (5) business days after receiving the IRO’s decision to send the 
decision to Us, You, and Your treating provider. 

The decision (contract coverage):  If You disagree with the Director’s final decision on 
a coverage issue, You may request a hearing with the Office of Administrative Hearings 
(“OAH”). If We disagree with the Director’s determination of coverage issues, We may 
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also request a hearing at OAH. Hearings must be requested within 30 days of receiving 
the coverage issue determination. OAH has rules that govern the conduct of their 
hearing proceedings.  

 
Obtaining Medical (Dental) Records 

Arizona law  permits You to ask for a copy of Your medical records. Your request 
must be in writing and must specify who You want to receive the records. The 
health care provider who has Your records will provide You or the person You 
specified with a copy of Your records. 

 
Designated Decision-Maker:  If You have a designated health care decision-maker, 
that person must send a written request for access to or copies of Your medical 
records. The medical records must be provided to Your health care decision-maker or 
a person designated in writing by Your health care decision- maker unless You limit 
access to Your medical records only to Yourself or Your health care decision-maker. 

 
Confidentiality:  Medical records remain confidential. If You participate in the appeal 
process, the relevant portions of Your medical records may be disclosed only to people 
authorized to participate in the review process for the medical condition under review. 
These people may not disclose Your medical information to any other people. 

Documentation for an Appeal 
If You decide to file an appeal, You must give Us any material justification or 
documentation for the appeal at the time the appeal is filed. If You gather new 
information during the course of Your appeal, You should give it to Us as soon as You 
receive it. You must also give Us the address and phone number where You can be 
contacted. If the appeal is already at Level 3, You should also send the information to 
the Department. 

 
The Role of the Director of Insurance (“Director”) 

Arizona law requires “any member who files a complaint with the Department 
relating to an adverse decision to pursue the review process prescribed” by law. 
This means, that for appealable decisions, You must pursue the health care appeals 
process before the Director can investigate a complaint You may have against Our 
company based on the decision at issue in the appeal. 

 
The appeal process requires the Director to: 

 Oversee the appeals process. 
 Maintain copies of each utilization review plan submitted by insurers. 
 Receive, process, and act on requests from an insurer for External Independent 

Review. 
 Enforce the decisions of insurers. 
 Review decisions of insurers. 
 Report to the Legislature. 
 Send, when necessary, a record of the proceedings of an appeal to the 

court or to the Office of Administrative Hearings (OAH). 
 Issue a final administrative decision on coverage issues, including the notice of 

the right to request a hearing at OAH. 
 

Receipt of Documents 
Any written notice, acknowledgment, request, decision or other written document 
required to be mailed is deemed received by the person to whom the document is 
properly addressed on the fifth business day after being mailed. “Properly addressed” 
means Your last known address. 
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HHEALTH CARE APPEAL REQUEST FORM 
 

You may use this form to tell Your insurer You want to appeal a denial decision. 
Quality Management Department, P.O. Box 1860, Alpharetta, GA 30023 
800-422-4234, Fax 770-641-5389 

Your Name Your ID #    

Name of representative pursuing appeal, if different from above 
 

Mailing Address  Phone #    

City State  Zip Code                 

Type of Denial:  Denied Claim   Denied Service Not Yet   Received 

Name of Insurer that denied the claim/service:    

If You are appealing Your insurer’s decision to deny a service You have not yet 
received, will a 30 to 60 day delay in receiving the service likely cause a significant 
negative change in Your health? 

If Your answer is “Yes,” You may be entitled to an expedited appeal. Your treating 
provider must sign and send certification and documentation supporting the need 
for an expedited appeal. What decision are You appealing? 

 
   (Explain what You want Your insurer to authorize or pay for.) 

 

Explain why You believe the claim or service should be 
covered:   

 
(Attach additional sheets of paper, if needed.) 

If You have questions about the appeals process or need help to prepare Your 
appeal, You may call the Department of Insurance Consumer Assistance number 
602-364-2499 or 800-325-2548 (toll free in Arizona - outside the Phoenix metro 
area), or Us at 800-422-4234. 

Make sure to attach everything that shows why You believe Your insurer should 
cover Your claim or authorize a service, including: 

 Medical records  Supporting documentation (letter from Your doctor, 
brochures, notes, receipts, etc.) **Also attach the certification from Your treating 
provider if You are seeking expedited review. 

 
 

 
Your Signature or authorized representative Date 
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PPROVIDER CERTIFICATION FORM FOR 
EXPEDITED MEDICAL REVIEWS 

 
(You and Your provider may use this form when requesting an expedited appeal.) 
Quality Management Department, P.O. Box 1860, Alpharetta, GA 30023 
800-422-4234, Fax 770-641-5389 
 

A patient who is denied authorization for a covered service is entitled to an expedited 
appeal if the treating provider certifies and provides supporting documentation that 
the time period for the standard appeal process (about 60 days) “is likely to cause a 
significant negative change in the patient’s medical condition at issue.” 

PROVIDER INFORMATION 
Treating Physician/Provider      
Phone # FAX #     
Address     
City State Zip Code     

PATIENT INFORMATION 
Patient’s Name  Member ID #     
Phone # FAX #      
Address      
City State  Zip Code     

INSURER INFORMATION 
Insurer Name      
Phone # FAX #     
Address     
City State Zip Code     

Is the appeal for a service that the patient has already received? Yes    No 

If “Yes,” the patient must pursue the standard appeals process and cannot use the 
expedited appeals process. 

If “No,” continue with this form. 

 What service denial is the patient appealing?    

 

 Explain why You believe the patient needs the requested service and why the time 
for the standard appeal process will harm the patient.     

Attach additional sheets if needed, and include:   Medical records  Supporting 
documentation 

If You have questions about the appeals process or need help regarding this certification, You may call the 

Department of Insurance Consumer Assistance number 602-364-2499 or 800-325-2548. You may also call Us at 

800-422-4234. 

I certify, as the patient’s treating provider, that delaying the patient’s care for the time period needed for the 

informal reconsideration and formal appeal processes (about 60 days) is likely to cause a significant negative 

change in the patient’s medical condition at issue. 

Provider’s Signature Date   
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If you have any questions or need additional 
information, call or write:

Toll Free
800-422-4234

Administrator:
Delta Dental Insurance Company
P.O. Box 1803
Alpharetta, GA 30023

Effective date January 1, 2024

Claimants have the right to bring a civil action under  
Section 502(a) of ERISA, after having exhausted the  
internal benefit determination process.


