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SECTION 2 SUMMARY OF MEMBER DEDUCTIBLES AND OUT-OF-POCKET MAXIMUMS 

Deductibles 

You pay the following amounts each benefit year before your Neighborhood COMMUNITY plan starts to pay toward the cost of services 
subject to the deductible: 

 

Individual Plan Deductible 

 

 

$2,950 

 

Family Plan Deductible  

 

 

$5,900 
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Out-of-Pocket Maximums 

To protect you, your Neighborhood COMMUNITY plan limits how much you could pay out-of-pocket for health care services.  

The following is the most you would pay for deductibles, co-insurance, and co-payments each benefit year:   

 

 

Individual Plan Out-of-Pocket Maximum 

 

 

$6,750 

 

Family Plan Out-of-Pocket Maximum 

 

$13,500 
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WHAT ARE 

MY 

BENEFITS? 

SUBJECT TO 

DEDUCTIBLE? 

WHAT IS MY 

CO-

INSURANCE? 

WHAT IS 

MY CO-

PAYMENT? 

IS PREAUTHORIZATION 

REQUIRED? 

IS THERE A 

BENEFIT LIMIT? 

WHERE 

CAN I FIND 

MORE 

DETAILS? 

Nutritional Counseling Not Applicable 
Not 

Applicable 

Not 

Applicable 
No  

Chapter 4 

Section 

1.2 

Outpatient Surgery Yes  15% 
Not 

Applicable  

Preauthorization rules 

may apply 
 

Chapter 4 

Section 

1.2 

Podiatrist Services  Yes  15% 
Not 

Applicable  
No  

Chapter 4 

Section 

1.2 

Prevention and Early 

Detection Services  
Not Applicable 

Not 

Applicable 

Not 

Applicable 
No  

Chapter 4 

Section 

1.2 

Primary Care Services  

(Including Preventive 

Care, Gynecologic 

Exams) 

Not Applicable 
Not 

Applicable 

Not 

Applicable 
No  

Chapter 4 

Section 

1.2 

Primary Care Services 

to Treat Illness or 

Injury  

Yes  15% 
Not 

Applicable 
No  

Chapter 4 

Section 

1.2 

Private Duty Nursing  Yes  15% 
Not 

Applicable  
Yes  

Chapter 4 

Section 

1.2 
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WHAT ARE 

MY 

BENEFITS? 

SUBJECT TO 

DEDUCTIBLE? 

WHAT IS MY 

CO-

INSURANCE? 

WHAT IS 

MY CO-

PAYMENT? 

IS PREAUTHORIZATION 

REQUIRED? 

IS THERE A 

BENEFIT LIMIT? 

WHERE 

CAN I FIND 

MORE 

DETAILS? 

Specialty Care 

Services  
Yes 15% 

Not 

Applicable 
No  

Chapter 4 

Section 

1.2 

Termination of 

Pregnancy  
Yes  15% 

Not 

Applicable 
No  

Chapter 4 

Section 

1.2 

Vision Care 

(for members age 19 

and over) 

Yes  15% 
Not 

Applicable 

Preauthorization rules 

may apply 

One routine eye 

exam per contract 

year is covered 

Chapter 4 

Section 

1.2 

Wellness Benefit  Not Applicable 
Not 

Applicable 

Not 

Applicable 
No  

Chapter 4 

Section 

1.2 

INPATIENT CARE AND HOSPITALIZATION  

Hospital Services  Yes  15% 
Not 

Applicable 
Yes  

Chapter 4 

Section 

1.3 

Inpatient 

Rehabilitative Services   
Yes  15% 

Not 

Applicable 
Yes  

Chapter 4 

Section 

1.3 



CHAPTER 1  SUMMARY OF MEDICAL AND PRESCRIPTION DRUG BENEFITS 

19 

 

WHAT ARE 

MY 

BENEFITS? 

SUBJECT TO 

DEDUCTIBLE? 

WHAT IS MY 

CO-

INSURANCE? 

WHAT IS 

MY CO-

PAYMENT? 

IS PREAUTHORIZATION 

REQUIRED? 

IS THERE A 

BENEFIT LIMIT? 

WHERE 

CAN I FIND 

MORE 

DETAILS? 

Mastectomy 

Reconstructive 

Surgery, and 

Procedures  

Not Applicable 
Not 

Applicable 

Not 

Applicable 
Yes  

Chapter 4 

Section 

1.3 

Skilled Care in a 

Nursing Facility  
Yes  15% 

Not 

Applicable 
Yes  

Chapter 4 

Section 

1.3 

Solid Organ and 

Hematopoietic Stem 

Cell Transplants  
Yes  15% 

Not 

Applicable  
Yes  

Chapter 4 

Section 

1.3 

PRENATAL CARE, MATERNITY CARE, DELIVERY, AND POSTPARTUM CARE  

Prenatal Care and 

Postpartum Care  

Not Applicable 
Not 

Applicable 

Not 

Applicable 
No 

Chapter 4 

Section 

1.4 

Maternity Care and 

Delivery  Yes 15% 
Not 

Applicable 
Yes  

Chapter 4 

Section 

1.4 

Well Baby Care and 

Visits  Not Applicable 
Not 

Applicable 

Not 

Applicable 
No  

Chapter 4 

Section 

1.4 
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SECTION 4 SUMMARY OF PRESCRIPTION DRUG BENEFITS 

Prescription Drug Coverage 

Your Neighborhood COMMUNITY plan covers formulary prescription drugs and includes both acute care and maintenance drugs.  Prescription 
drugs are covered for up to a 90-day supply, excluding controlled substances. You need to obtain these drugs directly from a Neighborhood 
network retail* or mail** order pharmacy. Specialty medications are covered for up to a 30-day supply and must be obtained through a 
Specialty vendor when indicated.  Please see Chapter 4 Section 2.1 for more information. 

Cost-Sharing for Prescription Drugs 

Covered prescription medications are divided into six tiers. 

 Subject to 

Deductible? 

Co-Payment 

(For 30-Day Supply) 

Description 

Tier 1 Drugs 
Yes  $5 Low Cost Maintenance 

Generics  

Tier 2 Drugs Yes  $10 Other Generics  

Tier 3 Drugs 
Yes $35 Preferred  Brands 

Maintenance   

Tier 4 Drugs Yes $50 Brands   

Tier 5 Drugs Yes 50% High Cost and Specialty  

Tier 6 Drugs Yes 50% Covered Non Preferred  

 

*90-day supply at retail is subject to 2.5 months cost-sharing. Restrictions may apply for certain drugs. 

**90-day supply through mail order is subject to 2 months cost-sharing. Restrictions may apply for certain drugs. 
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SECTION 4 SUMMARY OF PEDIATRIC DENTAL BENEFITS 

Pediatric Dental Benefits Coverage 

Your Neighborhood COMMUNITY plan covers pediatric dental services that are outlined by the Essential Health Benefits (EHB) benchmark 
plan in Rhode Island. These services are for members under the age of 19 years old. These services are deemed essential under the federal 
Affordable Care Act. This plan is administered on our behalf by Delta Dental of Rhode Island.  

Pre-Treatment Estimate 

When treatment is likely to cost more than $300, you and your dentist are strongly encouraged to get an estimate before you receive treatment. 
This includes treatment such as crowns; periodontics; and prosthodontic services. 

Prior Authorization Prior Authorization is required for medically necessary orthodontic treatment. The treatment must meet  the criteria 
set forth by the Plan Administrator. No payment will be made if prior authorization is not obtained. 

After your dentist sends a request for an estimate or authorization, the Plan Administrator will review the treatment plan. After reviewing the 
treatment plan, the Plan Administrator will tell you and your dentist what the estimated payment will be for those services. 

NOTE: Estimates are based on available benefits. The patient must be a Delta Dental member at the time the service is done. The estimate 
shows what money is available at the time the estimate is done. Estimates can change because services may no longer be available on the date 
the service is done. For example, if you had other services paid for after the estimate, and you reach your annual maximum, there will be no 
money left to pay for the new service. Another example is if you lose coverage before the new service is finished. 

Out of Network Coverage 

There is no coverage for services received from out-of-network dentists (dentists who do not participate with Delta Dental of RI).  To maximize 
your dental benefits, we encourage you to visit a participating dentist.  To find a participating dentist near you, use the Find a Dentist tool at 
www.deltadentalri.com. 

 

 

 

 

 

http://www.deltadentalri.com/
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PROCEDURE 
SUBJECT TO 

DEDUCTIBLE? 

WHAT IS MY 

CO-

INSURANCE? 

FREQUENCY/LIMITATIONS* 

IS PRIOR 

AUTHORIZATION 

REQUIRED? 

IS PRE-

TREATMENT 

ESTIMATE 

RECOMMENDED? 

WHERE 

CAN I 

FIND 

MORE 

DETAILS? 

Repairs to 

existing partial 

or complete 

dentures 

Yes 0% Once per calendar year  No No Chapter 4 

Section 3 

Recementing 

crowns or 

bridges 

Yes 0% Once every 60 months  No No Chapter 4 

Section 3 

Rebasing or 

relining of 

partial or 

complete 

dentures 

Yes  0% Once every 60 months  No No Chapter 4 

Section 3 

MAJOR RESTORATIVE 

Crowns, build 
ups, posts, and 

cores  

Yes 50% Covered over natural teeth when teeth 
cannot be resorted with regular 

fillings. Replacement limited to once 

every 60 months. 

No Yes  Chapter 4 
Section 3 

ENDODONTICS  

Root canal 

therapy  

Yes 0% One procedure per tooth per lifetime. No No Chapter 4 

Section 3 

PERIDONTICS   

Periodontal 

maintenance 

following active 

therapy  

Yes  50% Twice per calendar year  No No  Chapter 4 

Section 3 

Root planing and 

scaling  

Yes  50% Once per quadrant every 24 months  No  Yes  Chapter 4 

Section 3 

 Osseous (bone) 

surgery  

Yes  50% Once per quadrant every 36 months 

(bone grafts are not covered) 

No Yes  Chapter 4 

Section 3 

Gingivectomies  Yes  50% Once per site every 36 months  No  Yes  Chapter 4 

Section 3 
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PROCEDURE 
SUBJECT TO 

DEDUCTIBLE? 

WHAT IS MY 

CO-

INSURANCE? 

FREQUENCY/LIMITATIONS* 

IS PRIOR 

AUTHORIZATION 

REQUIRED? 

IS PRE-

TREATMENT 

ESTIMATE 

RECOMMENDED? 

WHERE 

CAN I 

FIND 

MORE 

DETAILS? 

Medically 

necessary braces 

and related 

services  

Yes  50% For dependents under the age of 19 

Requires prior authorization. No 

payment will be made if not obtained. 

Covered only when medically 

necessary. Patient must have severe 

and handicapping malocclusion as 

defined by our guidelines. Once per 

lifetime.  

Yes  No  Chapter 4 

Section 3 

OTHER SERVICES  

Palliative 

treatment (minor 

procedures 
necessary to 

relieve acute 

pain) 

Yes  0% Twice per calendar year  No No Chapter 4 

Section 3 

General 

anesthesia or 

intravenous 

(I.V.) sedation 

for certain 

complex surgical 

procedures 

Yes  0%  No No Chapter 4 

Section 3 

Occlusal Guards  Yes 0% Replacement limited to once every 12 

months  

No Yes Chapter 4 

Section 3 

Dependent children are covered under these benefits up until the end of the month that they turn age 19.  
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Pediatric Dental Prior Authorization 

Prior authorization is required for medically necessary orthodontic treatment. Medically 

necessary orthodontics is covered only for members under age 19. The treatment must 

meet the criteria set forth by Delta Dental. No payment will be made if prior authorization 

is not obtained. 

After your dentist sends a request for authorization, Delta Dental will review the treatment 

plan. After reviewing the treatment plan, Delta Dental will tell you and your dentist what 

the estimated payment will be for those services. 

NOTE: Estimates are based on available benefits. The patient must be a Delta Dental 

member at the time the service is done. The estimate shows what money is available at the 

time the estimate is done.  Estimates can change because benefits may no longer be available 

on the date the service is done.  For example, you lose coverage before the service is done. 

NOTE:  If the dependent child qualifies for medically necessary orthodontic treatment, Delta 

Dental will make periodic payments for covered orthodontic services spread over the 

expected course of the treatment.  If the dependent child is already in active treatment and 

meets the medically necessary criteria when he/she becomes eligible for these services, 

Delta Dental will prorate payments for the remaining treatment.  If coverage ends during 

active treatment, payments will stop as of the date the coverage ended regardless of 

whether or not the treatment is complete.  
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SECTION 4 GETTING A BILL FOR COVERED SERVICES 

What if a Provider or Hospital Sends You a Bill for Covered Services? 

Neighborhood will help you understand the issue. If applicable, Neighborhood will pay 

for the care in accordance with the rules of your plan. 

To better help you, please make sure you let Neighborhood know as soon as you receive 

any bill by calling Member Services at 1-855-321-9244. 
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For appeals related to behavioral health or substance use, please call1-833-470-

0578 or submit a written appeal to:  

Optum 

Attn: Appeals  

P.O. Box 30512 

Salt Lake City, UT 84130-0512 

For appeals related to pediatric dental, you must submit your appeal request in 

writing to Delta Dental of Rhode Island. For an urgent or emergency appeal request, you 

may call Customer Service at 1-800-843-3582. For all other appeals, send your appeal 

to: 

 Delta Dental of Rhode Island 

 Attn: Appeals 

 P.O. Box 1517 

 Providence, RI, 02901-1517  

For further information regarding the consumer rights and appeals process, please 

visit www.deltadentalri.com and click on Members.  

 

Acknowledgement from Neighborhood 

We will acknowledge receipt of your appeal in writing within five (5) calendar days 

of getting your medical or administrative appeal. 

 

 

Section 4.4 How Does the Medical Appeal Process Work? 

Medical Appeal Process 

We will review your medical appeal and make a decision within 30 calendar days from 

the date we received your appeal. We will notify you by sending you a decision letter. 

If the appeal is for a service you have already received, we will review your appeal and 

make a decision within 60 calendar days from the date we received your appeal. If your 

appeal is for a drug that is not covered, we will let you know our decision within seventy 

two (72) hours of your request. We will notify you by sending you a decision letter. 

 

Internal Appeals 

There is one level of internal appeal available. This appeal must be received within 180 

days of an adverse benefit determination. Medical necessity determinations will be 

reviewed by a licensed healthcare provider with the same or similar licensure status as 

the ordering provider or a licensed dentist and will not have  participated in any of the 

prior decisions on the case. 

 

 



http://www.deltadentalri.com/




 

110 

 

Section 4.6 How Does the Administrative Appeals Process Work? 

Administrative Appeal Process 

We will make a decision on your administrative appeal within 30 calendar days of 

getting it. We will notify you in writing of our decision. If the appeal is for a service 

you have already received, we will review your appeal and make a decision within 60 

calendar days from the date we received your appeal. We will notify you by sending 

you a decision letter. 

 

Internal Administrative Appeals 

Requests for administrative appeals must be received within 180 days of the date 

Neighborhood issued an Explanation of Benefits (EOB) with an adverse denial. 

 

For appeals related to behavioral health or substance use, you must call 1-833-470-

0578.  

Optum 

Attn: Appeals  

P.O. Box 30512 

Salt Lake City, UT 84130-0512 

For appeals related to pediatric dental, you must submit your appeal request in 

writing. For an urgent or emergency care request, you may call Customer Service at 1-

800-843-3582. For all other appeals send your appeal to: 

 Delta Dental of Rhode Island 

 Attn: Appeals 

 P.O. Box 1517 

 Providence, RI, 02901-1517 

For further information regarding the consumer rights and appeals process, please 

visit www.deltadentalri.com and click on Members.   

 

Administrative Appeal Response Letters 

The letter you receive from Neighborhood will include identification of the specific 

information considered for your appeal and an explanation of the basis for the 

decision. 

http://www.deltadentalri.com/






 

113 

SECTION 6 LEGAL ACTION 

If you are unhappy with the decision on your claim, and have complied with applicable 

state and federal law, you are entitled to seek judicial (legal) review. This review will take 

place in an appropriate court of law. 

N ot e  

Once a member or provider receives a decision at one of the several levels of appeal (level 

1, external, and legal action), the member or provider may not ask for an appeal at the 

same level again, unless additional information that could affect such decisions can be 

provided. 

Under state law, you may not begin court proceedings before the end of 60 days after the 

date you filed your claim. In no event may legal action be taken against Neighborhood later 

than three years from the date you were required to file the claim. 
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SECTION 7 OUR RIGHT TO WITHHOLD PAYMENTS 

We have the right to withhold payment during the period of investigation on any claim we 

receive that we have reason to believe might not be eligible for coverage. We will also 

conduct pre-payment review on a claim we have reason to believe has been submitted for 

a service not covered under this agreement. We will make a final decision on these claims 

within 60 days after the date you filed the claim. 

We also have the right to perform post-payment reviews of claims. If we determine 

misrepresentation was used when you filed the claim, or if we determine that a claim 

should not have been paid for any reason, we may take all necessary steps (including legal 

action) to recover funds paid to you or a provider. 
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SECTION 4 HIPAA CERTIFICATE OF CREDITABLE COVERAGE 

When your coverage ends, we will send to you a HIPAA Certificate of Creditable Coverage 

to provide evidence of your prior health coverage. The information in the certificate lets 

your new health plan know how long you have had coverage, so you can receive credit for 

it. This information may help you obtain a special enrollment under a new plan or get 

certain types of individual health coverage even if you have a health condition. We will also 

send to you a HIPAA Certificate of Creditable Coverage upon request. 

 

SECTION 5 CONTINUATION OF COVERAGE 

Coverage is guaranteed renewable and Neighborhood may non-renew or cancel coverage 

only for non-payment of premiums, fraud, market exit, movement outside of service area, 

or if the member is no longer eligible. 
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