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Medford Lakes Board of Education 
Delta Dental  

Exclusions and Limitations 
 
Services not covered: 
 
• To be eligible for coverage, a service must be required for the prevention, diagnosis, or treatment of a dental 

disease, injury, or condition. Services not dentally necessary are not covered benefits. Your dental plan is designed 
to assist you in maintaining dental health. The fact that a procedure is prescribed by you’re your dentist does not 
make it dentally necessary or eligible under this program. We can request proof (such as x-rays, pathology reports, 
or study models) to determine whether services are necessary. Failure to provide this proof may cause adjustment or 
denial of any procedures performed. 

• Services for injuries or conditions which are compensable under Workers’ Compensation or Employers’ Liability 
Laws; services which are provided to the eligible patient by any Federal or State Government Agency or are provided 
without cost to the eligible patient by any municipality, county or other political subdivision. 

• Services with respect to congenital or developmental malformations (including TMJ and replacing congenitally 
missing teeth), cosmetic surgery and dentistry for purely cosmetic reasons (e.g. bleaching, veneers, or crowns to 
improve appearance).  

• Services provided in order to alter occlusion (change the bite); replace tooth structure lost by wear, abrasion, 
attrition, abfraction, or erosion; splint teeth; or treat or diagnose jaw joint and muscle problems (TMJ). 

• Specialized or personalized services (e.g. overdentures and root canals associated with overdentures, gold foils) are 
excluded and a benefit will be allowed for a conventional procedure (e.g. benefiting a conventional denture towards 
the cost of an overdenture and the root canals associated with it. The patient is responsible for additional costs). 

• Minor tooth movement 
• Consultation fees 
• Prescribed drugs, analgesics 
• Experimental procedures 
• Oral hygiene instruction 
• Services performed prior to effective date of coverage 
• Charges for hospitalization, including hospital visits 
• Broken appointments 
• Laboratory tests 
• Services rendered by anyone who does not qualify as a fully licensed dentist.  
• Temporary procedures and appliances, pulp caps, occlusal adjustments, inhalation of nitrous oxide, analgesia, local 

anesthetic, and behavior management. 
• Procedures or preparation which are part of or included in the final restoration (bases, acid etch or micro abrasion) 
• Transplants, implants and procedures directly associated with implants including crowns and bridgework and their 

restoration and their maintenance or repair.  
• Periodontal charting, chemical irrigation, delivery of local chemotherapeutic substances, application of desensitizing 

medicine, synthetic bone grafts, and guided tissue regeneration.  
• Post removal (not in conjunction with root canal therapy). 
• Completion of claim forms, providing documentation, requests for pre=determination, and services submitted for 

payment more than twelve (12) months following completion. 
• Separate fee for infection control and OSHA compliances.  
• Maxillofacial surgery and prosthetic appliances.  
 
 
 

This is a general description of your dental plan to be used as a convenient reference, and some exclusions and limitations 
may not be listed. All benefits are governed by your group contract.  

 
 
 
 
 
 
 


