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DATE OF INCURRED LIABILITY - A service shall be deemed to have been incurred and
the total cost for that service subject to applicable deductible, co-payment percentage,
maximum benefit, and limitations shall be applied to the contract year during which the
service was incurred, irrespective of the contract year during which the service is com-
pleted, according to the following:

PLEASE NOTE: Although the “Start Date” column should indicate the date treatment
was initiated (in accordance with Delta’s definition of “Date of Incurred Liability”), pay-
ment should never be requested until the procedure is completed and that date entered
into the “Completion Date” column.

(@) Restorative Crowns. Total cost for crowns and jackets shall be incurred
on the date that the tooth is prepared to receive said appliance.

(b)  Fixed Bridge (Abutment Crowns and Pontics). Total cost for fixed bridges
shall be incurred on the date that the first tooth is prepared to receive
said appliance.

(c) Removable Bridgework (Removable Dentures). Total cost for removable
bridgework (dentures) shall be incurred on the date that the final impres-
sions are taken for said appliance.

(d) Endodontics. Total cost for endodontic treatment shall be incurred when
the pulp chamber of the tooth is opened for the root canal.

(e) Implants. Total cost for an allowance toward a prosthesis used in con-
junction with an implant shall be incurred on the date that the impression
is taken for said prosthesis.

COMPLETION OF TREATMENT - NEDD does not make payment for incomplete treat-
ment unless terminated due to death of patient. To qualify as a covered service, a serv-
ice must be completed and, if applicable, “delivered” to the patient.





