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Section One
Introduction To Your Dental Benefits Plan

This	part	of	the	booklet	explains	your	dental	benefits	under	the	Delaware-
Chenango-Madison-Otsego	 BOCES	 Dental	 Benefits	 Plan	 (“Plan”).	 The	
Plan	 is	 funded	 by	Delaware-Chenango-Madison-Otsego	BOCES	 (“Plan	
Administrator”).	EBS	Benefit	Solutions,	Inc.	administers	the	claims	for	the	
dental	benefits	of	the	Plan	on	behalf	of	the	Plan	Administrator.

Section Two
Important Terms and Phrases You Need To Know

It	is	important	that	you	understand	all	aspects	of	the	Plan	in	order	to	get	
the most out of your coverage. To help make the information easier to un-
derstand,	the	definitions	of	important	words	and	phrases	used	throughout	
the document are described below.

You	should	understand	that	information	and	definitions	in	one	section	may	
be used in later sections.

1. Active work (actively at work). Active work means the performance 
of all duties that pertain to your work at the place where it is normally 
done, or where it is required by your employer to be done.

2. Charge. Charge is the amount the provider actually bills for a cov-
ered service or supply. A charge for a covered service or supply is 
considered to have been incurred on the date the service or supply 
was provided to you.

3.  Covered service. All dental procedures are covered per the sched-
ule if provided by or under the direction of a dentist licensed to prac-
tice	by	the	State	in	which	he	or	she	practices.	It	is	recommended	that	
orthodontic treatment be provided by a specialist.

4. Plan Administrator. The Plan Administrator is Delaware-Chenango-
Madison-Otsego BOCES.

5. Plan Year. The Plan Year begins July 1st and ends June 30th.

6. Professional providers. Professional providers are: individuals  
licensed to practice dentistry and/or to perform oral surgery, who are 
licensed	to	provide	the	services	covered	under	the	Plan.	Benefits	are	
only provided for services that are usually billed by the provider.
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Section Three
Eligibility And When Coverage Begins

1. How to apply for coverage. To apply for coverage, you must com-
plete a form approved by EBS. You must give the form to the Plan  
Administrator.

2. Who is covered and when coverage starts. All new full time em-
ployees (10 or 12 months) will be eligible for individual coverage only 
for	the	first	year	(12	months).	New	employees	will	be	eligible	for	cov-
erage	on	the	first	day	of	the	month	following	the	date	of	initial	employ-
ment. The employee may apply for family coverage in their eleventh 
month	of	employment	to	begin	on	the	first	of	the	month	after	the	one-
year anniversary of continuous employment.

 Only you are covered under the Plan if you selected individual cover-
age.	If	you	selected	family	coverage,	you	may	also	cover	all	of	the	
following:

 a. your legal spouse.

 b. your unmarried eligible dependents to their 19th birthday or full-
time students to age 25. 

	 If	you	have	selected	family	coverage,	all	the	covered	services	avail-
able to you are also available to your spouse, and eligible depen-
dents. Remember, you must notify the Plan Administrator when you 
gain a spouse or eligible dependent, or when your spouse or eligible 
dependent	no	longer	qualifies	for	coverage.

	 If	 a	person	 is	 rehired	by	BOCES	 (same	or	different	position)	with-
in three months of the date of termination, it will be considered 
that there was no break in employment for determination of family  
coverage.

 A regular part-time employee who has been employed for a period of 
at least 12 months will be allowed to add family dental coverage upon 
a	change	in	employment	to	full-time	status.	If	an	employees’	position	
is reduced to part-time, including a voluntary reduction approved by 
BOCES (50% minimum), they may retain coverage.

	 If	part-time	positions	are	in	more	than	one	area	and	total	1.0	FTE,	the	
employee will be considered a full-time employee. Temporary employ-
ment does not constitute part-time employment or any portion thereof.
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	 If	an	employee	withdraws	from	the	Plan,	they	will	not	be	readmitted	
for the remainder of their employment with BOCES. The same pro-
cedure applies to retirees, i.e., once an employee retires, and either 
withdraws from the Plan or elects not to continue dental coverage at 
the time of retirement, then the retiree will not be allowed re-entry into 
the Plan, except for special circumstances. The Dental Committee 
will review special circumstances, if requested. All decisions of the 
Committee	are	final.	If	readmittance	is	approved,	all	surcharges	for	
the interim year(s) for which the employee was not a member must 
be paid. Withdrawals by retirees from the Plan will become effective 
June 30 of the school year in which the request was made.

	 NOTE	1:	 If	 coverage	 is	not	elected	during	approved	 leaves	of	ab-
sence, this does not constitute formal withdrawal from the Plan.

	 NOTE	2:	If	an	employee	has	been	employed	by	BOCES,	but	has	not	
elected coverage, he/she may enter Plan as any new employee. The 
one year hiatus for family coverage is determined per the date of full-
time employment.

Section Four
Calendar Year Maximum

The maximum amount payable per calendar year (July 1st-June 30th) for 
each person covered under this Plan is $1,300.00

Section Five
Dental Benefits

This	benefit	program	will	allow	you	 the	 freedom	to	choose	any	certified	
dental provider and have services rendered.

The	allowances	for	this	benefit	are	based	on	the	date	on	which	the	claim	
is incurred (date of service). Charges are billed and reimbursed accord-
ing	to	the	following	schedule	of	benefits	for	the	Plan	year	July	1st	through	
June 30th:

100%	of	the	first	$175.00
then

80% of the next charges for a payment up to $1,125.00
for	a	total	calendar	year	maximum	benefit	of	$1,300.00

Individual	contribution	of	$95.00	annually
Family contribution of $180.00 annually
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• Payment of all bills to the dentist is the responsibility of the employee. 
Reimbursement by the dental program will be made directly to the 
employee upon submission of appropriate documentation.

•	 Expenses	are	based	upon	plan	year.	Annual	benefits	are	non-accu-
mulative and any unused portion will be forfeited upon termination of 
employment.

• All dental procedures are covered as per the schedule outlined above 
if provided by or under the direction of a dentist licensed to practice 
by	 the	State	 in	which	he	or	 she	practices.	 It	 is	 recommended	 that	
orthodontic treatment be provided by a specialist.

Section Six
Exclusions

In	addition	to	the	exclusions	and	limitations	described	 in	other	sections,	
the Plan does not cover the following:

1. Services starting before your coverage begins. The Plan does not 
cover any service or care given to you before your coverage begins 
under the Plan.

2. Workers’ compensation. The Plan will not cover any service or care 
for	which	you	are	eligible	under	a	Workers’	Compensation	Act	or	sim-
ilar law. The Plan will not cover the services even if you do not receive 
benefits	because:	a	proper	or	timely	claim	for	the	benefits	available	
to you under the Act was not submitted; or you fail to appear at a  
Workers’	Compensation	hearing.

3. No-fault automobile insurance. The Plan will not cover any service 
or care that is eligible for coverage by no-fault automobile insurance 
until	you	have	used	up	all	the	benefits	under	the	no-fault	policy.	If	your	 
claim	for	no-fault	benefits	 is	denied,	you	must	file	for	an	arbitration	
hearing if requested to do so. This exclusion applies even if you do 
not	make	a	proper	or	 timely	claim	 for	 the	benefits	available	 to	you	
under any available mandatory no-fault policy. The Plan will pay for 
services covered under this contract when you have exceeded the 
maximum	benefits	of	the	no-fault	policy.

	 Should	you	be	denied	benefits	under	 the	no-fault	policy	because	 it	
has a deductible, the Plan will pay for covered services.
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4. Free care. The Plan will not cover any service or care if furnished to 
you without charge, or if it would have been furnished to you without 
charge if you were not covered under this Plan.

Section Seven
Coordination of Benefits

1.  Other health benefits programs. This section only applies if you, 
your spouse, or an eligible dependent is also covered under another 
health	benefits	program	that	provides	dental	benefits.

2.  Purpose.	Coordination	of	Benefits	(COB)	means	that	the	coverage	
provided under this Plan is coordinated with coverage available to 
you	under	another	health	benefits	program.	The	purpose	of	COB	is	
to	avoid	both	programs	paying	benefits	for	the	same	services.

3.  Payment rule. When you are covered under this Plan and another 
health	benefits	program,	you	have	primary	and	secondary	coverage.	
Primary	means	the	program	that	is	required	to	pay	its	benefits	first.	
Secondary means the program paying the second.

	 In	deciding	which	program	is	primary,	the	first	of	the	following	rules	
that applies will be used:

 a. if a program does not have a COB provision like this one, it is 
primary;

 b. the program in which the patient is covered as an employee or 
member (that is, other than a dependent) is primary, except that:

	 	 i.	 if	the	patient	is	also	a	Medicare	beneficiary;

  ii. if the rules established by the Social Security Act of 1965, as 
amended, make Medicare primary to the program covering 
the patient as an employee or member; and

  iii. if the rules established by the Social Security Act of 1965, as 
amended, make Medicare secondary to the program covering 
the patient as a dependent of a person in current employment 
status	(defined	as	an	employee,	employer,	or	person	associ-
ated with an employer in a business relationship) with respect 
to the employer maintaining the program; then

  iv. the following rules apply:

  • the program covering the patient as a dependent of a per-
son	in	current	employment	status	pays	first,



8

  • Medicare pays second,

  • the program covering the patient as an employee or  
member pays third.

 c. if a child is covered as a dependent of two people (parents/mar-
ried or joint custodians of the child without a court decree es-
tablishing	financial	responsibility	for	health	care	expenses)	under	
different programs, the following rules apply:

  i. the program of the parent whose birthday (month and day) is 
earlier in the year is primary

  ii. if both parents have the same birthday, the program that cov-
ered a parent longer is primary; however,

 
  iii. if the parents are divorced or separated, and joint custody has 

not been decreed, the special rule in (d) may apply

	 However,	some	programs	may	not	have	adopted	this	“birthday	rule”.	
When the two COB provisions do not agree on which program is 
primary, the following will be used: if the other program has a rule 
based	on	the	parent’s	gender,	the	program	under	which	the	child	is	a	
dependent of a male is primary.

 d. for children of divorced or separated parents the following rules 
apply:

	 	 i.	 if	 there	 is	a	court	decree	establishing	financial	 responsibility	
for the health care expenses of the child of divorced or sepa-
rated parents, the program that covers the child as a depen-
dent	of	the	parent	with	financial	responsibility	will	be	primary,	
if	the	program	has	actual	knowledge	of	the	court	decree.	If	the	
program has no actual knowledge, the following rules apply.

  ii. if the parents are divorced or separated, the program that cov-
ers the child as a dependent of the parent with custody is pri-
mary; provided, the parent with custody has not remarried.

  iii. if the parents are divorced and the parent with custody of the 
child	has	remarried,	the	primary	program	is	the	first	of	the	fol-
lowing to apply:

  • the program that covers the child as a dependent of a par-
ent with custody;

  • the program that covers the child as a dependent of the 
spouse of the parent with custody; or
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  • the program that covers the child as a dependent of the 
parent without custody.

 e. when the above rules do not determine priority, the program that 
covered the patient for the longest time is primary. The other pro-
gram is secondary, except when:

  i.  the program in which the patient is covered as an employee 
but not as a laid-off or retired employee or the dependent of 
such an employee is primary; the program in which the patient 
is covered as a laid-off or retired employee or the dependent 
of such an employee is secondary; and

  ii.  if both programs do not have a provision like this for laid-off or 
retired employees, then this rule will not apply.

4. How COB affects payments

 a. When the Plan is primary. The Plan will pay for covered services 
as if there were no COB provision, when the Plan is primary.

 b. When the Plan is secondary. The Plan bases its payments, when 
it is secondary, on allowable expenses  during a claim determina-
tion period. Allowable expenses are the necessary, reasonable, 
and customary items of expense for health care that are covered 
at	least	in	part	by	one	or	more	health	benefit	programs.	A	claim	
determination period means a calendar year; it does not include 
any part of a year when you were not covered by this Plan.

 The Plan will pay for covered services after the payment by the pri-
mary	program.	Benefits	may	be	reduced	so	the	total	of	all	benefits	
available to you from the Plan and the primary program is not more 
than the allowable expenses.

 The Plan counts as actually paid by the primary program any items 
of	expense	that	would	have	been	if	you	had	made	the	proper	claim.	If	
the	primary	program	claims	it	is	“excess	only”	or	“always	secondary,”	
information will be requested from that program so they can process 
your	claim.	If	the	primary	program	does	not	respond	within	30	days,	
it	will	be	assumed	that	its	benefits	are	the	same	as	under	the	Plan.	
If	the	primary	program	sends	the	information	after	30	days,	payment	
under the Plan will be adjusted, if necessary, When the Plan is sec-
ondary,	benefit	payment	will	never	be	more	than	the	full	amount	of	
benefits	due	under	the	Plan	had	the	Plan	been	primary.
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5. Right to receive and release necessary information. Without your 
permission and without notice to you, EBS or the Plan Administrator 
may release to, or obtain from, any person, company or organization, 
information that is believed to be necessary to carry out the purposes 
of this section. Neither EBS nor the Plan Administrator will be legally 
responsible to anyone for releasing or obtaining information. You 
must furnish to EBS or the Plan Administrator any information that 
they	request.	If	you	do	not	furnish	the	information	to	them,	benefits	
may be denied under the Plan until you do.

6. Right to recover payment.	In	some	cases,	payment	may	have	been	
made	even	though	you	had	coverage	under	another	program.	If	this	
happens,	you	must	refund	the	amount	of	 the	Plan’s	payment.	EBS	
also has the right to recover the payment from the other program. You 
must sign any document that is needed to help recover payment.

Section Eight
Termination/Resignation

If	 termination	occurs	on	June	30th,	or	at	any	 time	during	 the	months	of	
July or August, and all dental insurance deductions have been made, you 
will receive continued coverage under the BOCES Dental Expense Reim-
bursement	Plan	through	August	31st.	If	your	employment	is	discontinued	
for other than gross misconduct, as of September 1st, you will be eligible 
for continued group insurance coverage under COBRA.

If	you	leave	BOCES	employment	at	any	time	other	than	on	June	30th	or	
during	the	months	of	July	or	August,	your	benefits	will	cease	at	the	end	of	
the month in which your employment terminates.

Section Nine
Miscellaneous

1. General information. This Plan is maintained for the exclusive ben-
efit	of	employees	of	Delaware-Chenango-Madison-Otsego	BOCES.	
Employees’	 rights	 under	 the	Plan	 are	 legally	 enforceable.	 It	 is	 the	
intention of Delaware-Chenango-Madison-Otsego BOCES that this 
Plan	be	maintained	for	an	indefinite	period	of	time.

2. Effective date.
	 If	 you	are	 in	 regular	 full-time	or	part-time	employment	on	 the	Plan	

effective	date,	and	have	satisfied	all	eligibility	requirements,	you	and	
your	dependents	will	be	eligible	for	coverage	on	that	date.	The	Plan’s	
original	 inception	 date	 is	 September	 1,	 1986.	 EBS	 Benefit	 Solu-
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tions’	effective	date	of	claims	administration	on	behalf	of	the	Plan	is	 
September 1, 2003.

3. When a charge is incurred. A charge is incurred on:

 a. the date the service is provided.

Section Ten
Submitting a Claim

When you, your spouse, or an eligible dependent has an appointment with 
a dentist you should proceed as follows:

1.	 Obtain	a	claim	form	from	the	Personnel	Office	at	Delaware-Chenan-
go-Madison-Otsego BOCES. Complete and sign the top portion of 
the claim form indicating the name of the patient who is to be treated 
by	a	dentist	and	the	employee’s	name,	and	fill	 in	other	 information	
requested on the form. You must sign the section authorizing use of 
claim information. Payment will be made directly to you.

2. You must give the claim form to the dentist. The dentist is expected 
to	fill	out	the	form	upon	completion	of	services	and	send	the	form	to	
EBS at the address printed on the bottom of the form. Applicable ben-
efits	will	be	determined	and	payment	will	be	made	by	EBS	on	behalf	
of the Plan Administrator. The amount of coverage will be determined 
by EBS on behalf of the Plan Administrator, in accordance with the 
terms	of	the	Plan.	If	for	any	reason	you	are	unable	to	obtain	a	claim	
form in advance of treatment (for example, if an emergency service is 
required, or service is required while you are on vacation), you should 
attach	a	copy	of	 the	dentist’s	bill	 to	a	claim	form	obtained	as	soon	
afterward as possible. After completing the appropriate portion of the 
claim	form,	YOU	MUST	SUBMIT	IT	TO	EBS.

3.	 EBS	will	 pay	 the	applicable	benefit	amount	 for	all	 completed	work	
directly	to	you.	If	you	are	not	entitled	to	payment,	you	will	receive	an	
explanation	of	the	amount	of	benefits	paid.	Upon	receipt,	the	expla-
nation	of	benefits	should	be	examined	for	accuracy	and	any	ques-
tions directed to EBS or the Plan Administrator.

4. When another dental appointment is scheduled, you should obtain 
another claim form for the dentist to complete.

5. All dental bills submitted from a previous year will be paid at the re-
imbursement rate in effect at the time of service. EBS reserves the 
right to deny payment relative to any claim form received more than 
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90 days following the end of the Plan year (June 30th) or in the event 
of termination, within 90 days from the last date of dental coverage, 
or the claim will be rejected.

6.	 If	a	claim	for	benefits	under	the	Plan	is	denied,	EBS	will	provide	you	
with the reason for denial, in writing, within 15 calendar days follow-
ing receipt of the claim.

 You, or a person on your behalf, may ask for a review of the de-
nied claim in writing within 180 days of receipt of the denial notice. 
This written request for review should state the reason(s) why you 
feel	your	claim	should	not	have	been	denied.	It	should	include	any	
additional documents (medical or dental records, etc.) that you feel 
support your claim. You may ask additional questions or make com-
ments,	and	you	may	review	pertinent	documents.	In	normal	cases,	
you	will	receive	the	final	decision	within	15	days	of	the	date	that	your	
request for review is received by EBS.

 All requests for Plan Administrator review of denied claims should be 
sent to:

	 EBS	Benefit	Solutions
 Attn: Claim Denial Department
 344 South Warren Street
 P.O. Box 4863
 Syracuse, NY 13221-4683

 You have the right to appeal any claim denial to your Plan Administra-
tor. The Plan Administrator has the duty and the authority to conduct 
a	 final	 full	 and	 fair	 review	of	 any	 claim(s)	 denied	 in	 full	 or	 part	 by	
EBS.

 All requests for Plan Administrator review of denied claims appeal 
should be sent to:

	 EBS	Benefits	Solutions
 Attn: Claim Appeals Department
 344 South Warren Street
 P.O. Box 4863
 Syracuse, NY 13221-4863



Section Eleven
COBRA

Under the Federal Consolidated Omnibus Budget Reconciliation Act of 
1985, as amended (COBRA), you and/or your covered family members 
may have a right to continue your coverage under this Plan, when your 
coverage	would	otherwise	end.	If	you	are	eligible	to	continue	your	cover-
age	under	COBRA,	the	Plan	Administrator	should	give	you	notice.	If	you	
do not receive notice, ask the Plan Administrator if you qualify.

Section Twelve
Employee Contributions

Effective July 1, 1989 and thereafter, all employees who are members of 
the Plan will be assessed as per the established schedule. All partial year 
employees, regardless of the date of employment, will also be assessed 
said amount. As stated in the declination, additional surcharges may be 
levied.

All employees on unpaid leave will pay the full premium equivalent of the 
Dental Reimbursement Plan.

Section Thirteen
Program Change

All	program	changes	will	 be	 reviewed	by	 the	Dental	Committee.	 Imple-
mentation of recommendation requires the approval of the District Super-
intendent and will become effective following the approval of the BTA and 
BESPA Executive Boards.
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