
Redesigned Explanation of Benefits

New Explanation of Benefits example:

YOUR 
SHARE:

$XX

Delta Dental of Kansas
P.O. Box 789769
Wichita, KS 67278-9769

JOHN SAMPLE
123 ANY STREET
ANYTOWN, US 12345

Explanation of Benefits
THIS IS NOT A BILL. PLEASE COORDINATE WITH 
YOUR DENTIST FOR ANY APPLICABLE PAYMENT.
You recently visited the dentist and we wanted to show 
you the care you received and who pays what. This 
Explanation of Benefits explains what your dentist 
charged, what we cover, our network savings and what 
you may owe to the dentist.

YOUR DENTIST 
CHARGES:

$XX

PAID BY 
YOUR OTHER 
INSURANCE 
PLAN: (IF APPLICABLE)

$XX

PAID BY YOUR 
DELTA DENTAL
PLAN:

$XX

YOUR 
IN-NETWORK 
SAVINGS:

$XX

Service 
Date

Dental 
Service

Tooth
No.

Surface/
Arch/
Quad

Your 
Dentist 
Charges

Your Delta 
Dental Plan 
Charges 
Allowed

Your 
Deductible* 
Applied

Your Delta 
Dental Plan 
Coinsurance*

Over 
Annual 
Maximum*?

Paid by 
Your Delta 
Dental Plan

Your 
Share

Reason 
Code**

2/10/20 Example Service - - $XX.XX $XX.XX $XX.XX 100% No $XX.XX $XX.XX 555

2/10/20 Example Service - - $XX.XX $XX.XX $XX.XX 100% No $XX.XX $XX.XX -

2/10/20 Example Service - - $XX.XX $XX.XX $XX.XX 100% No $XX.XX $XX.XX 000

TOTAL $XX.XX $XX.XX $XX.XX $XX.XX

CLAIM PAID TO:
Dentist: Dr. Dentist
Claim Paid Date: 2/20/2020
Check Number:  123456

BENEFIT SUMMARY FOR <PATIENT>: 
(BENEFIT PERIOD: 1/1/2020 - 12/31/2020) 

Paid to Date  Annual
Deductible: $XX.XX $XX.XX
Family Deductible: $XX.XX $XX.XX
Annual Maximum: $XX.XX $XXXX.XX

Paid to Date  Lifetime
Orthodontics Maximum $XX.XX $XXXX.XX

Benefit Period Annual Maximum Remaining for <Patient>: $XXXX.XX

**REASON CODE:
555: Reason code information.
000:  Reason code information.

CLAIM DETAIL:
Claim Number:  000555000555
Patient: Jane
Subscriber: John

Contact our Customer Service Team at 800-234-3375 or DeltaDentalKS.com/Contact.

(THIS IS NOT A BILL)



Old Explanation of Benefits example

XX

XX
XX
XX

XX


