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Evidence of Individual Policy                                                                                                                                                   
Preferred Insurance Services, Inc. Dental Plan 
Name of Enrollee: ______________________________________________
Facility Name: _________________________________________________
Facility address:________________________________________________
Policy Number: _________________________
Effective Date:  _________________________
Commencement of Coverage:  Coverage under the Preferred Insurance Services, Inc. Dental Plan will be for a 12-month Benefit Year and will be effective (the “Coverage Effective Date”) on the first day of a calendar month, as follows.  If Preferred Insurance Services, Inc. Dental Plan receives a properly completed Enrollment Agreement by the 15th day of a calendar month, the Effective Date of coverage and the start of the Benefit Year for coverage will begin on the 1st day of the immediately succeeding month.   If a properly completed application is received after the 15th day of a calendar month, the Effective Date of coverage and the start of the Benefit Year for coverage will be the first day of the second calendar month following receipt of a properly completed Enrollment Agreement.    
Terms of Renewal and Termination of Coverage Under the Dental Plan:

Coverage will be automatically renewed on an annual basis, subject however to termination as follows:  (i) You or Preferred Insurance Services, Inc. Dental Plan may terminate coverage as of the last day of a Benefit Year upon not less than 31 days prior written notice of termination to the other;  or (ii) If Preferred Insurance Services, Inc. Dental Plan does not receive a premium payment by the due date, Your coverage shall be cancelled as of the last day for which the premium has been paid; (iii) You may terminate coverage at any time upon not less than 30 days prior notice to Preferred Insurance Services, Inc. Dental Plan.  In the event of termination pursuant to (iii) prior to the last day of the sixth month of the first Benefit Year, no refund of premium will be made.  If termination of coverage pursuant to (iii) occurs after the last day of the sixth month of the first Benefit Year, You will be refunded the unearned pro-rated premium, less a 10% short rate penalty.
Premium:  The premium is $24.19 per month, payable every 6 months. ($290.28 per year, $145.14 every 6 months).  The premium may be changed at the beginning of a Benefit Year.   Preferred Insurance Services, Inc. Dental Plan will provide notice of any change in premium not less than 30 days prior to the first day of the Benefit Year for which such change is effective. 
Eligibility Requirements:  You must be a resident of a long term care facility, where the Preferred Insurance Services, Inc. Dental Plan is offered (a “covered facility’).  If You cease to be a resident of a covered facility after the last day of the sixth month of the first Benefit Year, You remain eligible for coverage but the covered services will be provided at the office of a Preferred Insurance Services, Inc. Dental Plan dental provider.  
Service Providers: Preferred Insurance Services, Inc. Dental Plan has the exclusive right to select the Dentist to provide the dental services in the Schedule of Benefits to Enrollees.   The compensation of Dentists retained by Preferred Insurance Services, Inc. Dental Plan is determined pursuant to a fee schedule and is paid by Preferred Insurance Services, Inc. Dental Plan.  By enrolling in the Preferred Insurance Services, Inc. Dental Plan, You agree to allow all medical and dental records to be released to Preferred Insurance Services, Inc. Dental Plan and or its contracted dental provider.

A copy of this Evidence of Coverage and the Preferred Insurance Services, Inc. Dental Plan Schedule of Benefits will be issued to You within 30 days from the Your Coverage Effective Date.
If you need information on where or how to obtain benefits or to verify coverage or if you have a complaint, call or write: Preferred Insurance Services, Inc.     1029 Howard Street     Evanston, IL 60202     (847) 869-6100  Website: www.pdentala.com
Please provide to following when filing complaint:

Your Name, address and telephone number:_______________________________________________________________________________
Your Preferred Insurance Services, Inc. identification number (Policy #) ________________________________________________________
Dental provider name :__________________________________________________
Nature of complaint:____________________________________________________
Date of service: _________________________
Upon request, Preferred Insurance Services, Inc. Dental Plan  will send you a copy of the Inquiry, complaint and grievance procedures.

THIS DOCUMENT IS TO BE PLACED IN THE RESIDENT’S FILE    Agent Signature:________________________
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Schedule of Benefits:                                              
The following dental services are provided by the Preferred Insurance Services, Inc. Dental Plan.   Preferred Insurance Services, Inc. Dental Plan reserves the right to change the Schedule of Benefits as of the first day of a Benefit Year upon not less than 60 days prior notice to the Enrollee.

	The following procedures are a Medicaid benefit.  DentaQuest Dental Insurance company will be billed or a predetermination of
	

	 benefits will be submitted to DentaQuest Dental Insurance Company to coordinate dental benefits.  If these covered procedures are

	denied for any reason, the Preferred Insurance Services, Inc.Dental Plan will cover the listed procedures subject to the limitations disclosed

	in bold print, below.  There is no co-payment or charge for any of the listed services.
	
	
	
	
	
	
	
	

	D0210 Intraoral-Complete Series Radiograph                                     
	D5110 Complete Maxillary Denture 

	D0220 Intraoral-Periapical-First Film
	     
	D5120 Complete Mandibular Denture  

	D0230 Intraoral-Periapical-Each Additional Film
	D5130 Complete Maxillary Immediate 

	D0272 Bitewing-2 Films
	
	
	D5140 Complete Mandibular Immediate 

	D2140 Amalgam-1 Surface, Permanent Tooth
	D5730 Reline Complete Maxillary Denture-Chairside

	D2150 Amalgam-2 Surface, Permanent Tooth
	D5731 Reline Complete Mandibular Denture-Chairside

	D2160 Amalgam-3 Surface, Permanent Tooth
	D5740 Reline Partial Maxillary Denture-Chairside 

	D2161 Amalgam-4 or more Surface, Permanent Tooth
	D5741 Reline Partial Mandibular Denture-Chairside 

	D2330 Composite-1 Surface-Anterior Tooth
	D2751 Crown-Porcelain fused to Base Metal 

	D2331 Composite-2 Surface-Anterior Tooth
	D2752 Crown-Porcelain fused to Nobel Metal 

	D2332 Composite-3 Surface-Anterior Tooth
	D2790 Crown-Full Metal High Nobel 

	D2335 Composite-4 Surface or Incisal-Anterior Tooth
	D2752 Crown-Porcelain fused to Nobel Metal  

	D2391 Composite-1 Surface-Posterior Tooth
	D2790 Crown-Full Metal High Nobel 

	D2392 Composite-2 Surface-Posterior Tooth
	D2791 Crown-Full Base Metal 

	D2393 Composite-3 Surface-Posterior Tooth
	D2792 Crown-Full Nobel Metal 

	D2394 Composite-4 Surface or More-Posterior Tooth
	D2932 Prefabricated Resin Crown 

	
	
	
	
	
	
	

	Limitations:  Denture fabrication (per arch), denture relining (per arch) and crown fabrication (per tooth) are only covered after the last day of the sixth month of the Enrollee’s initial “Coverage Effective Date.”   Each of the procedures described in the preceding sentence is limited to one such procedure during a 24-month period.  


	
	
	
	
	
	

	
	
	
	
	
	
	

	The following procedures are not a Medicaid benefit and, subject to the Limitations listed above are covered under your Preferred Insurance Services, Inc. Dental Plan policy.

	D0120 Periodic-Routine Examination
	
	
	
	

	D1110 Prophylaxis
	
	
	
	
	

	D1203 Fluoride application
	
	
	
	

	……..  Denture Cleaning/Tartar Stain Removal Solution
	
	
	

	……..  Denture Identification Placement
	
	
	
	

	D5213 Partial Metal Base Maxillary Denture 
	

	D5214 Partial Metal Base Mandibular Denture 
	

	D5861 Over Denture Partial Arch
	
	
	
	
	
	

	D9110 Palliative / Emergency care: 

	 If reasonable attempts have been made and a Preferred Insurance Services, Inc. Dental Plan primary dentist is

	unavailable, you may seek palliative emergency care out of network and submit a statement of Palliative Care Services to  Preferred Insurance Services, Inc. Dental Plan

	For reimbursement.  Prior authorization not required for Palliative/Emergency care.  
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ENROLLMENT AGREEMENT
 SEQ CHAPTER \h \r 1Preferred Insurance Services, Inc. Dental Plan
FOR MEDICAID ELIGIBLE RESIDENTStc "FOR MEDICAID ELIGIBLE RESIDENTS"
ELIGIBILITY:  You must be a resident of a long – term care facility where the Preferred Insurance Services, Inc. Dental Plan is offered and you must be eligible for Medicaid benefits.

ENROLLE INFORMATION:

Your Name: (please print): ___________________________________________________________

Your Date of Birth: ____________

Medicaid Recipient Identification Number: ____  ____  ____  ____  ____  ____  ____  ____  ____ 

Name of Long-term care facility (please print): __________________________________________________

PLEASE CHECK ONLY ONE OF THE CHOICES BELOW

___ YES, I elect coverage under the Preferred Insurance Services, Inc. Dental Plan program.  I hereby confirm that I am eligible for the dental care benefits provided by Illinois Medicaid and that I am currently a resident of a Nursing Home.  I understand that the dental care benefits provided by the plan will be performed by a licensed dentist approved by the facility and selected by Preferred Insurance Services, Inc. Dental Plan.  Furthermore, I understand that I will not incur any out of pocket cost to me for services in the Preferred Insurance Services, Inc. Dental Plan Schedule of Benefits.   I agree to allow my public fund sources available for healthcare benefits to be  adjusted to cover the Preferred Insurance Services, Inc. Dental Plan annual premium.   I hereby authorize the long term care facility at which I am a resident to disburse the premiums to Preferred Insurance Services, Inc. Dental Plan  on a timely basis.   
___   NO, I do not want coverage under the Preferred Insurance Services, Inc. Dental Plan Program. But I do want to receive dental care, upon request,  from a Preferred Insurance Services, Inc. Dental Plan dentist according to the stated limited benefits provided by Medicaid.  I understand that I may be responsible to pay the charges for individual services provided by the dentist.
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RENEWABILITY, CANCELLATION AND TERMINATION OF POLICY::  Coverage under the Preferred Insurance Services, Inc. Dental Plan will be for a 12-month Benefit Year and will be effective (the “Coverage Effective Date”) on the first day of a calendar month, as follows.  If Preferred Insurance Services, Inc. receives a properly completed Enrollment Agreement by the 15th day of a calendar month, the Effective Date of coverage and the start of the Benefit Year for coverage will begin on the 1st day of the immediately succeeding month.   If a properly completed application is received after the 15th day of a calendar month, the Effective Date of coverage and the start of the Benefit Year for coverage will be the first day of the second calendar month following receipt of a properly completed Enrollment Agreement.    

Coverage will be automatically renewed on an annual basis, subject however to termination as follows:  (i)  You or Preferred Insurance Services, Inc. Dental Plan may terminate coverage as of the last day of a Benefit Year upon not less than 31 days prior written notice of termination to the other;  or (ii) If Preferred Insurance Services, Inc. Dental Plan does not receive a premium payment by the due date, your coverage shall be cancelled as of the last day for which the premium has been paid; (iii) you may terminate coverage at any time upon not less than 30 days prior notice to Preferred Insurance Services, Inc. Dental Plan.  In the event of termination pursuant to (iii) prior to the last day of the sixth month of the first Benefit Year, no refund of premium will be made.  If termination of coverage pursuant to (iii) occurs after the last day of the sixth month of the first Benefit Year, you will be refunded the unearned pro-rated premium based upon the “Premium Refund Table” filed with the Department of Insurance.
I agree that Preferred Insurance Services, Inc. Dental Plan has the exclusive right to select the Dentist to provide the dental services in the Schedule of Benefits.   I also agree to the release of all of my medical and dental records to Preferred Insurance Services, Inc. and or its contracted dental provider.

I hereby declare that the statements and answers provided on this Enrollment Agreement are true, accurate and complete on the date hereof.   
Resident’s signature: _______________________________________Dated: _______________

And/or Responsible party’s signature: _____________________ relationship: __________Dated: _____ 

Witness (if necessary): _________________________ 2nd witness: _______________________________
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