


































































Eff 7.1.2022 Increased 3% to hrly rates rfc

Dues 1.25%

CAP $51.51

Fair share 67.82% 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22
Annual Amount 25869.48 26364.00 26851.50 27358.50 27904.50 28411.50 28957.50 29484.00 28333.50 30693.00 31239.00 31843.50 32487.00 33072.00 33676.50 34378.50 35022.00 35685.00 36387.00 37089.00 37576.50 38551.50

Bi-Weekly 994.98 1014.00 1032.75 1052.25 1073.25 1092.75 1113.75 1134.00 1089.75 1180.50 1201.50 1224.75 1249.50 1272.00 1295.25 1322.25 1347.00 1372.50 1399.50 1426.50 1445.25 1482.75

Hourly 13.27 13.52 13.77 14.03 14.31 14.57 14.85 15.12 14.53 15.74 16.02 16.33 16.66 16.96 17.27 17.63 17.96 18.30 18.66 19.02 19.27 19.77
Dues 12.44 12.68 12.91 13.15 13.42 13.66 13.92 14.18 13.62 14.76 15.02 15.31 15.62 15.90 16.19 16.53 16.84 17.16 17.49 17.83 18.07 18.53 
Fair Share 8.43 8.60 8.76 8.92 9.10 9.26 9.44 9.61 9.24 10.01 10.19 10.38 10.59 10.78 10.98 11.21 11.42 11.64 11.86 12.09 12.25 12.57

Annual Amount 27837.81 28339.94 28882.23 29404.44 30006.99 30589.46 31151.84 31754.39 32377.02 32979.57 33602.21 34265.01 34927.82 35590.62 36273.51 36996.57 37679.46 38442.69 39165.75 39908.90 40692.21 41475.53

Bi-Weekly 1070.69 1090.00 1110.86 1130.94 1154.12 1176.52 1198.15 1221.32 1245.27 1268.45 1292.39 1317.89 1343.38 1368.87 1395.14 1422.95 1449.21 1478.57 1506.38 1534.96 1565.09 1595.21

Hourly 14.28 14.53 14.81 15.08 15.39 15.69 15.98 16.28 16.60 16.91 17.23 17.57 17.91 18.25 18.60 18.97 19.32 19.71 20.09 20.47 20.87 21.27

Dues 13.38 13.62 13.89 14.14 14.43 14.71 14.98 15.27 15.57 15.86 16.15 16.47 16.79 17.11 17.44 17.79 18.12 18.48 18.83 19.19 19.56 19.94 

Fair Share 9.08 9.24 9.42 9.59 9.78 9.97 10.16 10.35 10.56 10.75 10.96 11.17 11.39 11.60 11.83 12.06 12.29 12.53 12.77 13.01 13.27 13.52

Annual Amount 30147.59 30750.14 31332.60 31915.07 32537.70 33160.34 33762.89 34465.86 35128.67 35771.39 36474.36 37177.34 37880.31 38643.54 39386.69 40109.75 40953.32 41716.55 42519.95 43363.52 44166.92 45050.66

Bi-Weekly 1159.52 1182.70 1205.10 1227.50 1251.45 1275.40 1298.57 1325.61 1351.10 1375.82 1402.86 1429.90 1456.94 1486.29 1514.87 1542.68 1575.13 1604.48 1635.38 1667.83 1698.73 1732.72

Hourly 15.46 15.77 16.07 16.37 16.69 17.01 17.31 17.67 18.01 18.34 18.70 19.07 19.43 19.82 20.20 20.57 21.00 21.39 21.81 22.24 22.65 23.10
Dues 14.49 14.78 15.06 15.34 15.64 15.94 16.23 16.57 16.89 17.20 17.54 17.87 18.21 18.58 18.94 19.28 19.69 20.06 20.44 20.85 21.23 21.66 
Fair Share 9.83 10.03 10.22 10.41 10.61 10.81 11.01 11.24 11.45 11.66 11.89 12.12 12.35 12.60 12.84 13.08 13.35 13.60 13.86 14.14 14.40 14.69

Annual Amount 32919.32 33541.95 34204.76 34887.65 35530.37 36213.26 36936.32 37619.21 38362.35 39125.58 39848.64 40631.96 41415.27 42178.50 43042.16 43865.64 44709.21 45572.87 46476.69 47400.60 48284.34 49248.42

Bi-Weekly 1266.13 1290.08 1315.57 1341.83 1366.55 1392.82 1420.63 1446.89 1475.48 1504.83 1532.64 1562.77 1592.90 1622.25 1655.47 1687.14 1719.59 1752.80 1787.57 1823.10 1857.09 1894.17

Hourly 16.88 17.20 17.54 17.89 18.22 18.57 18.94 19.29 19.67 20.06 20.44 20.84 21.24 21.63 22.07 22.50 22.93 23.37 23.83 24.31 24.76 25.26

Dues 15.83 16.13 16.44 16.77 17.08 17.41 17.76 18.09 18.44 18.81 19.16 19.53 19.91 20.28 20.69 21.09 21.49 21.91 22.34 22.79 23.21 23.68 

Fair Share 10.73 10.94 11.15 11.38 11.58 11.81 12.04 12.27 12.51 12.76 12.99 13.25 13.50 13.75 14.03 14.30 14.58 14.86 15.15 15.46 15.74 16.06

Annual Amount 36112.83 36815.81 37498.70 38221.76 39005.07 39728.13 40491.36 41274.68 42057.99 42901.56 43745.13 44568.62 45452.36 46295.93 47239.92 48143.75 49087.74 50031.74 51015.90 52020.15 53004.32 54068.82

Bi-Weekly 1388.96 1415.99 1442.26 1470.07 1500.20 1528.01 1557.36 1587.49 1617.62 1650.06 1682.51 1714.18 1748.17 1780.61 1816.92 1851.68 1887.99 1924.30 1962.15 2000.78 2038.63 2079.57

Hourly 18.52 18.88 19.23 19.60 20.00 20.37 20.76 21.17 21.57 22.00 22.43 22.86 23.31 23.74 24.23 24.69 25.17 25.66 26.16 26.68 27.18 27.73

Dues 17.36 17.70 18.03 18.38 18.75 19.10 19.47 19.84 20.22 20.63 21.03 21.43 21.85 22.26 22.71 23.15 23.60 24.05 24.53 25.01 25.48 25.99 

Fair Share 11.77 12.00 12.23 12.46 12.72 12.95 13.20 13.46 13.71 13.99 14.26 14.53 14.82 15.10 15.40 15.70 16.01 16.31 16.63 16.96 17.28 17.63

Annual Amount 39667.88 40411.02 41214.42 41977.65 42821.22 43664.79 44508.36 45372.02 46215.59 47159.58 48063.41 48967.23 49951.40 50915.48 51939.81 52923.98 53948.31 55012.82 56097.41 57182.00 58306.76 59451.60

Bi-Weekly 1525.69 1554.27 1585.17 1614.53 1646.97 1679.42 1711.86 1745.08 1777.52 1813.83 1848.59 1883.36 1921.21 1958.29 1997.69 2035.54 2074.94 2115.88 2157.59 2199.31 2242.57 2286.60

Hourly 20.34 20.72 21.14 21.53 21.96 22.39 22.82 23.27 23.70 24.18 24.65 25.11 25.62 26.11 26.64 27.14 27.67 28.21 28.77 29.32 29.90 30.49
Dues 19.07 19.43 19.81 20.18 20.59 20.99 21.40 21.81 22.22 22.67 23.11 23.54 24.02 24.48 24.97 25.44 25.94 26.45 26.97 27.49 28.03 28.58 
Fair Share 12.93 13.18 13.44 13.69 13.96 14.24 14.51 14.79 15.07 15.38 15.67 15.97 16.29 16.60 16.94 17.26 17.59 17.94 18.29 18.64 19.01 19.38

Annual Amount 43865.64 44709.21 45572.87 46496.78 47400.60 48284.34 49248.42 50192.42 51196.67 52180.83 53165.00 54229.50 55273.92 56378.60 57463.19 58587.95 59752.88 60917.81 62082.74 63328.01 64573.28 65818.55

Bi-Weekly 1687.14 1719.59 1752.80 1788.34 1823.10 1857.09 1894.17 1930.48 1969.10 2006.96 2044.81 2085.75 2125.92 2168.41 2210.12 2253.38 2298.19 2342.99 2387.80 2435.69 2483.59 2531.48

Hourly 22.50 22.93 23.37 23.84 24.31 24.76 25.26 25.74 26.25 26.76 27.26 27.81 28.35 28.91 29.47 30.05 30.64 31.24 31.84 32.48 33.11 33.75
Dues 21.09 21.49 21.91 22.35 22.79 23.21 23.68 24.13 24.61 25.09 25.56 26.07 26.57 27.11 27.63 28.17 28.73 29.29 29.85 30.45 31.04 31.64 
Fair Share 14.30 14.58 14.86 15.16 15.46 15.74 16.06 16.37 16.69 17.01 17.33 17.68 18.02 18.38 18.74 19.10 19.48 19.86 20.24 20.65 21.05 21.46

Annual Amount 49027.49 49991.57 50975.73 51959.90 52964.15 54008.57 55052.99 56137.58 57202.08 58346.93 59491.77 60636.62 61841.72 63046.82 64292.09 65537.36 66842.88 68148.41 69453.93 70839.80 72225.66 73631.61

Bi-Weekly 1885.67 1922.75 1960.61 1998.46 2037.08 2077.25 2117.42 2159.14 2200.08 2244.11 2288.15 2332.18 2378.53 2424.88 2472.77 2520.67 2570.88 2621.09 2671.31 2724.61 2777.91 2831.99

Hourly 25.14 25.64 26.14 26.65 27.16 27.70 28.23 28.79 29.33 29.92 30.51 31.10 31.71 32.33 32.97 33.61 34.28 34.95 35.62 36.33 37.04 37.76
Dues 23.57 24.03 24.51 24.98 25.46 25.97 26.47 26.99 27.50 28.05 28.60 29.15 29.73 30.31 30.91 31.51 32.14 32.76 33.39 34.06 34.72 35.40 
Fair Share 15.99 16.30 16.62 16.94 17.27 17.61 17.95 18.30 18.65 19.02 19.40 19.77 20.16 20.56 20.96 21.37 21.79 22.22 22.65 23.10 23.55 24.01

Annual Amount 55133.33 56217.92 57302.51 58427.27 59572.11 60737.04 61922.06 63147.24 64392.51 65657.87 66943.31 68248.83 69574.44 70960.31 72326.09 73752.12 75238.41 76704.62 78210.99 79737.45 81304.08 82890.80

Bi-Weekly 2120.51 2162.23 2203.94 2247.20 2291.24 2336.04 2381.62 2428.74 2476.64 2525.30 2574.74 2624.96 2675.94 2729.24 2781.77 2836.62 2893.79 2950.18 3008.12 3066.83 3127.08 3188.11

Hourly 28.27 28.83 29.39 29.96 30.55 31.15 31.75 32.38 33.02 33.67 34.33 35.00 35.68 36.39 37.09 37.82 38.58 39.34 40.11 40.89 41.69 42.51
Dues 26.51 27.03 27.55 28.09 28.64 29.20 29.77 30.36 30.96 31.57 32.18 32.81 33.45 34.12 34.77 35.46 36.17 36.88 37.60 38.34 39.09 39.85 
Fair Share 17.98 18.33 18.68 19.05 19.42 19.80 20.19 20.59 21.00 21.41 21.83 22.25 22.69 23.14 23.58 24.05 24.53 25.01 25.50 26.00 26.51 27.03

Annual Amount 62363.93 63589.11 64834.38 66099.74 67385.18 68710.79 70056.48 71442.35 72848.30 74274.33 75740.54 77206.74 78773.37 80299.83 81866.46 83493.35 85140.32 86807.37 88534.68 90261.99 92049.56 93857.21

Bi-Weekly 2398.61 2445.74 2493.63 2542.30 2591.74 2642.72 2694.48 2747.78 2801.86 2856.71 2913.10 2969.49 3029.75 3088.46 3148.71 3211.28 3274.63 3338.75 3405.18 3471.62 3540.37 3609.89

Hourly 31.98 32.61 33.25 33.90 34.56 35.24 35.93 36.64 37.36 38.09 38.84 39.59 40.40 41.18 41.98 42.82 43.66 44.52 45.40 46.29 47.20 48.13
Dues 29.98 30.57 31.17 31.78 32.40 33.03 33.68 34.35 35.02 35.71 36.41 37.12 37.87 38.61 39.36 40.14 40.93 41.73 42.56 43.40 44.25 45.12 
Fair Share 20.33 20.73 21.14 21.55 21.97 22.40 22.84 23.29 23.75 24.22 24.70 25.17 25.68 26.18 26.69 27.22 27.76 28.30 28.87 29.43 30.01 30.60

Annual Amount 71301.75 72687.62 74113.65 75579.86 77046.06 78552.44 80139.15 81685.70 83312.58 84939.47 86606.52 88333.83 90041.06 91848.71 93636.27 95504.18 97392.17 99320.33 101268.57 103277.07 105305.66 107394.50

Bi-Weekly 2742.38 2795.68 2850.53 2906.92 2963.31 3021.25 3082.28 3141.76 3204.33 3266.90 3331.02 3397.46 3463.12 3532.64 3601.40 3673.24 3745.85 3820.01 3894.95 3972.20 4050.22 4130.56

Hourly 36.57 37.28 38.01 38.76 39.51 40.28 41.10 41.89 42.72 43.56 44.41 45.30 46.17 47.10 48.02 48.98 49.94 50.93 51.93 52.96 54.00 55.07
Dues 34.28 34.95 35.63 36.34 37.04 37.77 38.53 39.27 40.05 40.84 41.64 42.47 43.29 44.16 45.02 45.92 46.82 47.75 48.69 49.65 50.63 51.51 
Fair Share 23.25 23.70 24.17 24.64 25.12 25.61 26.13 26.63 27.16 27.70 28.24 28.80 29.36 29.95 30.53 31.14 31.76 32.38 33.02 33.67 34.34 34.93

Annual Amount 82268.16 83895.05 85521.93 87249.24 88936.38 90703.86 92491.43 94278.99 96166.98 98075.06 100023.30 101951.46 103980.05 106028.72 108137.64 110266.65 112455.92 114665.27 116954.96 119284.82 121614.68 124024.88

Bi-Weekly 3164.16 3226.73 3289.31 3355.74 3420.63 3488.61 3557.36 3626.12 3698.73 3772.12 3847.05 3921.21 3999.23 4078.03 4159.14 4241.03 4325.23 4410.20 4498.27 4587.88 4677.49 4770.19

Hourly 42.19 43.02 43.86 44.74 45.61 46.51 47.43 48.35 49.32 50.29 51.29 52.28 53.32 54.37 55.46 56.55 57.67 58.80 59.98 61.17 62.37 63.60
Dues 39.55 40.33 41.12 41.95 42.76 43.61 44.47 45.33 46.23 47.15 48.09 49.02 49.99 50.98 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 
Fair Share 26.82 27.35 27.89 28.45 29.00 29.57 30.16 30.74 31.36 31.98 32.61 33.24 33.90 34.57 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93

Annual Amount 95524.26 97412.25 99340.41 101288.66 103297.16 105345.83 107434.67 109543.59 111732.86 113922.12 116171.64 118441.25 120811.28 123181.31 125631.68 128102.13 130632.84 133243.89 135895.11 138566.42 141318.06 144129.96

Bi-Weekly 3674.01 3746.63 3820.79 3895.72 3972.97 4051.76 4132.10 4213.22 4297.42 4381.62 4468.14 4555.43 4646.59 4737.74 4831.99 4927.01 5024.34 5124.77 5226.74 5329.48 5435.31 5543.46

Hourly 48.99 49.96 50.94 51.94 52.97 54.02 55.09 56.18 57.30 58.42 59.58 60.74 61.95 63.17 64.43 65.69 66.99 68.33 69.69 71.06 72.47 73.91
Dues 45.93 46.83 47.76 48.70 49.66 50.65 51.51 51.51 51.51 51.51 51.51 51.51 51.77 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 
Fair Share 31.15 31.76 32.39 33.03 33.68 34.35 34.93 34.93 34.93 34.93 34.93 34.93 35.11 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93

Annual Amount 111491.84 113721.27 115970.79 118260.48 120610.43 122960.37 125430.83 127881.20 130411.91 133002.87 135634.01 138325.40 141056.96 143868.86 146720.93 149633.25 152585.75 155618.58 158671.50 161844.93 165038.45 168352.47

Bi-Weekly 4288.15 4373.90 4460.42 4548.48 4638.86 4729.25 4824.26 4918.51 5015.84 5115.50 5216.69 5320.21 5425.27 5533.42 5643.11 5755.13 5868.68 5985.33 6102.75 6224.81 6347.63 6475.10

Hourly 57.18 58.32 59.47 60.65 61.85 63.06 64.32 65.58 66.88 68.21 69.56 70.94 72.34 73.78 75.24 76.74 78.25 79.80 81.37 83.00 84.64 86.33
Dues 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 51.51 

Fair Share 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93 34.93
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State of New Hampshire 
Group Number:  1776 

Outline of Coverage 
Delta Dental PPO plus Premier Network 

Read Your Dental Plan Description Carefully—This Outline of Coverage provides a very brief description of the important features of your dental benefits plan.  This is not the 
insurance contract, and only the actual policy provisions will control.  The Dental Plan Description itself sets forth in detail the rights and obligations of both you and your insurance 
company.  It is therefore important that you READ YOUR Dental Plan Description CAREFULLY!  Not all time limitations and exclusions are shown herein.  Benefit percentages shown 
are based on the actual charges submitted up to the Maximum Allowable Charge for participating dentists, or Delta Dental’s allowance for non-participating dentists. 

Office Visit Copayment: None 

Diagnostic / Preventive 
(Coverage A) 

Basic Restorative 
(Coverage B) 

Major Restorative 
(Coverage C) 

Orthodontics 
(Coverage D) 

No Deductible No Deductible Calendar Year Deductible: $25 per Person* No Deductible 

DIAGNOSTIC: 
Evaluations twice in a calendar year. 

X-rays (complete series or panoramic
film) once in a 3-year period

Bitewing x-rays twice in a calendar year 

X-rays of individual teeth as necessary

Brush biopsy once in a 12-month period 

PREVENTIVE: 
Three cleanings in a calendar year 

Fluoride twice in a calendar year to age 19 

Space maintainers 

Sealant application to permanent molars, 
once in a 3-year period per tooth 

RESTORATIVE: 
Amalgam (silver) fillings; 

Composite (white) fillings (for all teeth) 

ORAL SURGERY: 
Surgical and routine extractions 

ENDODONTICS: 
Root canal therapy 

PERIODONTICS: 
Periodontal maintenance (cleaning) 

Note:  Cleanings are limited to three in a 
calendar year; these may be routine (Coverage 
A) or periodontal (Coverage B), or a
combination of both.

Treatment of gum disease 

Clinical crown lengthening once per tooth per 
lifetime 

DENTURE REPAIR: 
Repair of a removable denture to its original 
condition 

Rebase and reline (dentures) 

EMERGENCY PALLIATIVE TREATMENT 

PROSTHODONTICS: 
Removable and fixed partial dentures 
(bridge); complete dentures 

Crowns 

Onlays 

Implants 

*Any expense incurred during the last 3
months of the calendar year which is
applied against an individual’s deductible
will also reduce the deductible for the next
calendar year.

ORTHODONTICS: 
Correction of malposed (crooked) teeth 
for children and adults 

Delta Dental Pays: 100% 
No Waiting Period 

Delta Dental Pays: 80% 
No Waiting Period 

Delta Dental Pays: 50% 
No Waiting Period 

Delta Dental Pays: 50% 
No Waiting Period 

Calendar Year Maximum: $2000 per Person Lifetime Maximum: 
$1,200 per Person 

Eff. 1/1/2022 

Appendix  D



Delta Dental PPO plus Premier Network 
You will get the best value from your Delta Dental Plan when you receive your dental 
care from one of our PPO (greatest savings) or Premier network participating dentists: 

 No Balance Billing: Because participating dentists accept Northeast Delta Dental’s
allowed fees for services, you will typically pay less when you visit a participating
dentist.

 No Claims Paperwork: Participating dentists will prepare and submit claims for you.

 Direct Payment: Northeast Delta Dental pays participating dentists directly, so you
don’t have to pay the covered amount up front and wait for a reimbursement check.

To find out if your dentist participates in our PPO or Premier network, you can: call your 
dentist, visit our website at nedelta.com, or call Customer Service at 1-800-832-5700.   

Claim Process for Participating Dentists 
Your participating dentist will submit your claim to Northeast Delta Dental (claims for 
any of your covered dependents should be submitted under your Subscriber ID number).  
Northeast Delta Dental will produce an Explanation of Benefits (available through our 
Benefit Lookup site at nedelta.com) detailing what has been processed under your plan’s 
coverage.  You are responsible to pay any outstanding balance directly to the dentist. 

Non-Participating Dentists 
If you visit a non-participating dentist, you may be required to submit your own claim 
and pay for services at the time they are provided.  Claim forms are available by visiting 
nedelta.com or by calling Northeast Delta Dental. Payment will be made to you, the 
Subscriber, unless the state in which the services are rendered requires that assignment 
of benefits be honored and Northeast Delta Dental receives written notice of such 
assignment. Payment for treatment performed by a non-participating dentist will be 
limited to the lesser of the dentist’s actual submitted charge or Delta Dental’s allowance 
for non-participating dentists in the geographic area in which services are provided. It is 
your responsibility to make full payment to the dentist.  

Predetermination of Benefits 
Northeast Delta Dental recommends that you ask your dentist to submit a pre-treatment 
estimate for any dental work involving costly or extensive treatment plans. 
Predeterminations helps avoid any potential confusion and enable us to help you 
estimate any out-of-pocket expenses you may incur. 

Coordination of Benefits 
The State of New Hampshire does not allow dual State of New Hampshire dental 
coverage. 

When an individual covered under this plan has additional group coverage, the 
Coordination of Benefits (COB) provision described in your Dental Plan Description 
booklet will determine the sequence and extent of payment. If you have any questions 
about COB, please contact Customer Service Department at 1-800-832-5700. 

Except for services resulting from an accident, Delta Dental is the primary payor for all 
covered oral surgery procedures for eligible participants in the medical HMO plan. 
Balances may be sent to the medical carrier for consideration.  The medical carrier is the 
primary payor for all covered oral surgery procedures for eligible participants enrolled in 
the medical POS plan.  Delta Dental will not consider balances for payment when the 
medical carrier is the primary payor for oral surgery. 

Identification Cards 
Two identification cards will be produced and distributed shortly after 
your initial enrollment. Both cards are issued in your name but can be 
used by any family member covered under your plan.  Any future 
cards will be issued electronically via our Benefit Lookup site 
accessible through nedelta.com.  You can also use our smartphone 
app and enjoy access to dentist search, claims and coverage, and your 
ID card.  Simply scan the QR code to the right. 

Dental Plan Description Booklet 
You will receive a Dental Plan Description booklet shortly after your enrollment.  This 
benefit booklet describes your dental benefits and explains how to use them.  Please 
read it carefully to understand the benefits and provisions of your Northeast Delta 
Dental plan. 

Who is Eligible? 
You, your spouse, your children up to age 26, regardless of student status, and any 
incapacitated dependent children, regardless of age.  If enrolling one eligible 
dependent, all of your eligible dependents must be enrolled, unless they are covered 
under another dental program. 

Claims Information 
All claims must be submitted within two years. 

Ask your dentist to submit a pre-treatment estimate to Northeast Delta Dental for any 
procedure involving costly or extensive treatment plans, this will enable us to help you 
estimate any out-of-pocket expenses you may incur. 

If a claim is denied, you can request an appeal by writing to Northeast Delta Dental 
within six months of the claim processing.  Send appeals to Northeast Delta Dental, PO 
Box 2002, Concord, NH 03302-2002.  Consult your Dental Plan Description Booklet for 
further details. 

Where to Get More Information 
If you have further questions, please contact the Northeast Delta Dental Customer 
Service department at 800.832.5700 or 603.223.1234.  This information should be 
used only as a guideline for your dental benefits program.  For detailed information on 
your group’s terms, conditions, limitations, exclusions, and guarantees, please refer to 
your Dental Plan Description Booklet. 

THIS INFORMATION SHOULD BE USED ONLY AS A GUIDELINE.  FOR DETAILED 
INFORMATION ON THE TERMS, CONDITIONS, LIMITATIONS AND EXCLUSIONS, 
PLEASE REFER TO THE APPROPRIATE DENTAL PLAN DESCRIPTION. 
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HMO Blue® New England† 
   Network BlueSM New England†

HNE/T7  4912NH QAQR State of New Hampshire – Actives  2022 

State of NH Summary of Benefits 
Active Employees HMO 

Effective January 1, 2022 
This is only a brief summary of your coverage. Benefits apply when care is medically necessary.  Services are covered up to the 
Maximum Allowable Benefit (MAB). Network providers agree to accept the MAB as payment in full. Services must be provided by a 
network provider. 

Service Received Your Share of the Cost 

These services MUST be provided by or referred by your Primary Care Provider (PCP). 
Preventive Care 

 Immunization (including travel), lead screening, PSA (prostate screening)
 Routine physical exam and well-baby care
 Routine hearing screening
 Routine prenatal and postpartum care
 Preventive colonoscopy
 Family planning
See “Other Services” for additional Preventive Care information

No Charge 

Office Visit 

 Medical exam, office surgery $15 PCP /$30 Specialist Copay 

Other Outpatient Care 

 Short term rehabilitative therapy-physical, occupational, cardiac or speech
(unlimited)

 Allergy treatment and injections

$15 Copay 

 Surgery-Outpatient department of a hospital (non-site of service location)
Deductible 

Applies 
 Lab-Outpatient department of a hospital (non-site of service location)
 Imaging, including but not limited to,  CT scan, MRI, X-ray and ultrasound
Site of Service 

 Surgery rendered at independent Ambulatory Surgery Center
(if labs associated with surgery  are sent to a non-site of service location
deductible will apply)

 Lab rendered at an independent facility

No Charge 

Inpatient Care (as a bed patient in an acute care hospital)
 Semi-private room and board
 Physician in-hospital care, surgery, anesthesia, lab, X-ray, CT scan, MRI,

medical supplies, medication and physical, occupational and speech therapy
 Maternity care-Delivery

Deductible 
Applies 

Skilled Nursing Facility and Rehabilitation Facility Care 
(limited to 100 days combined  per member, per calendar year) 
Durable Medical Equipment (DME) and External Prosthetic Devices 
(unlimited) No Charge 

These services DO NOT require a PCP referral as long as you use designated network providers. 
Other Services 

 Routine vision exam  (one exam every calendar year) No Charge 

 Chiropractic visit  (limited to 24 visits per member per calendar year) $15 Copay 
 Infertility office visits (tests, counseling)
 Treatment for surgical and non-surgical TMJ (excluding appliances and

orthodontic treatment)
$30 Copay 

 OB/GYN care-well women exam annually
No Charge 

 Mammogram and pap smear

Appendix  E
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 Hearing aids–birth to age 18; 19 and over hearing aid maximum of  $1500 for
each ear every 60 months

 Nutritional Counseling (if billed as an office visit, services will be subject to an
office visit co-pay, 3 visits per member per calendar year, unlimited for diabetes or
organic disease)

No Charge 

These services DO NOT require a PCP referral for medical emergencies as defined by your Benefit Booklet. 

Hospital Emergency Room (ER)/Urgent Care Facility 

 ER charge (copay waived if admitted)
 Urgent Care
 Walk In Center
 ER/UC physician fee,  lab, medical supplies
 Imaging, including but not limited to,  CT scan, MRI, X-ray and

ultrasound 

$100 Copay 
$50 Copay 
$30 Copay 
No Charge 

Deductible applies 

Ambulance (medically necessary emergency transport only) No Charge 

For these services no PCP referral is required, but All Inpatient care must be authorized in advance by Anthem 
Behavioral Health (ABH) at 1-800-228-5975. 

Mental Health 

 Outpatient services
 Individual Therapy Office Visit

$15 Copay 

 Group Therapy
 Intensive Outpatient Treatment Program (IOP)
 Partial Hospitalization Program (PHP)

No Charge 

 Inpatient services
- Inpatient Deductible Applies 

Substance Use Disorder 
 Outpatient services

- Individual Therapy Office Visit
$15 Copay 

 Group Therapy
 Intensive Outpatient Treatment Program (IOP)
 Partial Hospitalization Program (PHP)

No Charge 

 Inpatient services
- Inpatient (Including medical detoxification & SA

rehabilitation)
Deductible Applies 

Prescription Drugs 
Prescription drug benefits are administered by Express Scripts. For assistance with prescription drug benefit inquiries, call: 
866-544-1798

Deductible 

 $500 per member  no more than $1000 per family per calendar year

Copay Maximums (for covered medical costs) 

 Individual Out-of-Pocket Copay Maximum  $500 per member per calendar year 
 Family Out-of-Pocket Copay Maximum   $1000  per family per calendar year 
Lifetime Dollar Limit 

Network Benefits
 Unlimited

Other 

 Health Education Reimbursement : $150 per family per calendar year*
 Fitness Equipment Reimbursement:  $200 per employee per calendar year OR Health Club Benefit: $450 per employee per

calendar year*
 Eyewear benefits: $100 every two years per family member (Includes eyeglasses (frames and lenses) and contact lenses).
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Exclusions and Limitations 

The services listed below are not covered by this plan.  Please review your Benefit Booklet for complete details on exclusions 
and limitations.  
Services Not Covered 
Any service that is not medically necessary  Any service required by a third party (court ordered services are covered if all of
the other terms of the plan are met)  Claims for services received more than 12 months ago  Complementary and Alternative
Therapies/Medicine  Cosmetic surgery  Custodial or convalescent care  Educational testing and therapy  Experimental
and/or investigational services  Hospitalization for conditions that are not covered  Human organ transplants other than those
listed in the Benefit Booklet as covered benefits   Mental health services which do not usually result in favorable modification
through short-term therapy  Miscellaneous devices, materials, and supplies, including, but not limited to, dentures and support
devices for the feet and corrective shoes  Permanent dental restoration, orthognathic and most oral surgery  Personal comfort
items  Radial keratotomy or other surgery to correct vision  Routine podiatry  Services covered by government programs to
the extent permitted by law  Services for work-related illness or injury
Anthem Blue Cross and Blue Shield has the right to recover its costs for care of: 
 Injuries which are the responsibility of other parties  Services for which another insurance carrier or Medicare is primary 
Services related to illegal conduct

This is only a brief summary of your coverage. 
This summary of benefits is not a contract.  It is a general description of the benefits and exclusions of this plan.  Complete information about all benefits, limitations and exclusions 
is in the Benefit Booklet, which is available upon request. If you need further information, call  Customer Service at 1-800-933-8415. 
† HMO Blue New England and Network Blue New England are administered by Anthem Blue Cross and Blue Shield. 
* This is a taxable benefit. 

An independent licensee of the Blue Cross and Blue Shield Association. 
Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of New Hampshire, Inc. 
® SM Registered marks of the Blue Cross and Blue Shield Association. 
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State of NH Summary of Benefits 
Active Employees POS 

 Effective January 1, 2022 
This is only a brief summary of your coverage. Benefits apply when care is medically necessary.  Services are covered up to the 
Maximum Allowable Benefit (MAB). Network  providers agree to accept the MAB as payment in full.  However, if you receive services 
from a non-network provider, under Self Referred benefits, it is your responsibility to pay the difference between the MAB and the 
provider’s charge. 

Service Received Your Share of the Cost 

Preventive Care 

 Immunization (including travel), lead screening, PSA (prostate
screening)

In-Network Benefits Out-of-Network Benefits 

No Charge Covered up to MAB 

 Routine physical exam and well baby care
 Routine hearing screening
 Routine prenatal and postpartum care
 Preventive colonoscopy
 Family planning
See “Other Services” for additional Preventive Care information

No Charge 

Subject to deductible and 
coinsurance: 

Individual:  
$1,000 deductible per member 
per calendar year and 
20% coinsurance up to 
$2,000 per member 

Family: 
$2,000 per family per calendar 
year and 20% coinsurance up to 
$4,000 per family per calendar 
year 

Some self referred benefits are 
subject to precertification 
requirements. Refer to your 
Benefit Booklet for details. Call 
1-800-531-4450 to precertify.

Office Visit 

 Medical exam, office surgery
$15 PCP/$30  

Specialist Copay 
Other Outpatient Care 

 Allergy treatments and injections
 Short term rehabilitative therapy-physical, occupational, cardiac or

speech  (unlimited)

$15 Copay 

 Surgery-Outpatient department of a hospital (non-site of service
location)

In-Network 
deductible 

applies 

 Lab-Outpatient department of a hospital (non-site of service
location)

 Imaging, including but not limited to,  CT scan, MRI, X-ray and
ultrasound

Site of Service 
- Surgery rendered at independent Ambulatory Surgery Center

(if labs associated with surgery  are sent to a non-site of service 
location deductible will apply) 

- Lab rendered at an independent facility

No Charge 

Inpatient Care (as a bed patient in an acute care hospital) 
 Semi-private room and board
 Physician in-hospital care, surgery, anesthesia, lab, X-ray, CT

scan, MRI,  medical supplies, medication and physical,
occupational and speech therapy

 Maternity care-Delivery

In-Network 
deductible 

applies 
Skilled Nursing Facility and Rehabilitation Facility Care 

 (Limited to 100  days combined maximum per member per
calendar year)
Other Services 

 Routine vision exam (one exam every calendar year) No Charge 

 Chiropractic visit (24 visit maximum per member per calendar
year) $15 Copay 

 Infertility  (tests, counseling)
 Treatment for surgical and non-surgical TMJ (excluding

appliances and orthodontic treatment)
 $30 Copay 

 Hearing aids–birth to age 18; 19 and over hearing aid  maximum
of  $1500 for each ear every 60 months

 Nutritional Counseling (if billed as an office visit, services will be
subject to an office visit co-pay, 3 visits per member per calendar year,
unlimited for diabetes or organic disease) No Charge 

 OB/GYN care-well women exam annually

Appendix  F
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 Mammogram and pap smear
No Charge Covered up to MAB 

Hospital Emergency Room (ER)/Urgent Care Facility 

 ER charge (copay waived if admitted)
 Urgent Care
 Walk In Center

 ER/UC physician fee, lab, medical supplies

 Imaging,  including but not limited to, CT scan, MRI, MRA, CTA,
X-ray and ultrasound

$100  Copay 
$50 Copay 
$30 Copay 

$100 Copay 
$50 Copay 

Deductible and coinsurance 
apply 

No Charge No Charge 
In-Network 
deductible 

applies 

Deductible and coinsurance 
apply 

Ambulance (medically necessary emergency transport only) No Charge No Charge 
Durable Medical Equipment (DME) and External Prosthetic 
Devices (unlimited) No Charge Deductible and coinsurance 

apply 

For these services, All Inpatient care must be authorized in advance by Anthem Behavioral Health (ABH) at 
1-800-228-5975. You will pay less if you utilize a network provider.
Mental Health 

 Outpatient services
- Individual Therapy Office Visit

In-Network Benefits Out-of-Network Benefits 

$15 Copay Individual:  
$1,000 deductible per member 
per calendar year and 
20% coinsurance up to 
$2,000 per member 

Family: 
$2,000 per family per calendar 
year and 20% coinsurance up to 
$4,000 per family per calendar 
year 

Some self referred benefits are 
subject to precertification 
requirements. Refer to your 
Benefit Booklet for details. Call 
1-800-531-4450 to precertify.

 Group Therapy
 Intensive Outpatient Treatment Program (IOP)
 Partial Hospitalization Program (PHP)

No Charge 

 Inpatient services
- Inpatient

In-Network 
deductible 

applies 
Substance Use Disorder 

 Outpatient services
- Individual Therapy Office Visit

$15 Copay 

 Group Therapy
 Intensive Outpatient Treatment Program (IOP)
 Partial Hospitalization Program (PHP)

No Charge 

 Inpatient services
- Inpatient (Including medical detoxification & SA

rehabilitation)

In-Network 
deductible 

applies 

Prescription Drugs 
 Prescription drug benefits are administered by Express Scripts. For assistance with prescription drug benefit inquiries, call: 
866-544-1798
In-Network Deductible 

 $500 per member no more than $1000 per family per calendar year

Copay/Out-of-Network/In-Network Maximums (for covered medical costs) 

 Individual Out-of-Pocket
Maximum

 Family Out-of-Pocket
Maximum

 Life Time Benefit Maximum

Copay Maximum In-Network 
Deductible 
Maximum 

In-Network Out of 
Pocket Maximum 

Out-of-Network Out 
of Pocket Maximum 

$500 per member 
per calendar year 

$500 per member 
per calendar year 

$1000 per member 
per calendar year 

$3000  per member 
per calendar year 

$1000 per family 
per calendar year 

$1000 per family 
for Calendar year 

$2000 per family $6000  per family per 
calendar year 

Unlimited 

Other 
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 Health Education Reimbursement:  $150 per family per calendar year*
 Fitness Equipment Reimbursement or Health Club Benefit:  N/A
 Eyewear benefits: N/A

Exclusions and Limitations 
The services listed below are not covered by this plan.  Please review your Benefit Booklet for complete details on exclusions and 
limitations.  
Services Not Covered 

Any service that is not medically necessary  Any service required by a third party (court ordered services are covered if all of the
other terms of the plan are met)  Claims for services received more than 12 months ago  Complementary and Alternative
Therapies/ Medicine  Cosmetic surgery  Custodial or convalescent care  Educational testing and therapy  Experimental and/or
investigational services  Hospitalization for conditions that are not covered  Human organ transplants other than those listed in
the Benefit Booklet as covered benefits  Mental health services which do not usually result in favorable modification through
short-term therapy  Miscellaneous devices, materials, and supplies, including, but not limited to, dentures and support devices for
the feet and corrective shoes  Permanent dental restoration, orthognathic and most oral surgery  Personal comfort items    Radial
keratotomy or other surgery to correct  vision  Routine podiatry  Services covered by government programs to the extent
permitted by law  Services for work-related illness or injury   Eye glasses and contact lenses (except after cataract surgery)
Anthem Blue Cross and Blue Shield has the right to recover its costs for care of: 
 Injuries which are the responsibility of other parties  Services for which another insurance carrier or Medicare is
primary  Services related to illegal conduct

This is only a brief summary of your coverage. 
This summary of benefits is not a contract.  It is a general description of the benefits and exclusions of this plan.  Complete information about all benefits, limitations and exclusions 
is in the Benefit Booklet, which is available upon request. If you need further information, call  Customer Service at 1-800-933-8415. 
† HMO Blue New England and Network Blue New England are administered by Anthem Blue Cross and Blue Shield. 
* This is a taxable benefit. 

An independent licensee of the Blue Cross and Blue Shield Association. 
Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of New Hampshire, Inc. 
® SM Registered marks of the Blue Cross and Blue Shield Association. 
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New Hampshire Retirement System 
Summary of Benefits 2022 

Health Care 
Full-time employees are provided health insurance at the affordable cost listed below (26 pay periods per 
year) for the employee and their dependents under one of two options: 

1. Point of Service Plan (POS); or
2. Health Maintenance Organization (HMO)

There are three types of memberships offered to employees: 

1. single membership for the individual employee ($20 per pay period);
2. two person membership for the employee and spouse or a single parent and one child ($40 per

pay period);
3. family membership for the employee and all dependents ($60 per pay period).

As a wellness incentive, if you take an online health assessment survey, NHRS will also provide you with 
a $200 health reimbursement arrangement to cover out-of-pocket co-pay expenses each calendar year. 
And if you participate in the Health Rewards program through Anthem you can earn an additional $300 in 
gift cards. 

Both health plan options have a deductible ($500 individual, $1,000 family) that can be mitigated by 
using pre-approved (site of service) facilities, the wellness incentive and Health Rewards program. 

Health insurance coverage starts on the first day of the month following 30 days of employment. 

Dental Insurance 

Full-time employees and their dependents are provided Dental insurance through Delta Dental at no cost 
to the employee. The plan has a $25 deductible and three cleanings a year. 

Dental insurance coverage starts on the first day of the month following 30 days of employment. 

Flexible Spending Accounts 
The flexible benefit plan allows eligible employees to choose from qualified benefits and pay for them 
with pre-tax dollars.  A pre-tax plan means that dollars allocated to qualified plans are subtracted from 
your gross earnings, then your federal taxes are calculated based on the reduced gross.  Currently, NHRS 
offers both a dependent care reimbursement plan and medical care reimbursement plan.   

Term Life Insurance 
Full-time employees are provided with group term life insurance of $50,000 at no cost to the employee. 
Employees may also choose to purchase additional coverage through deductions from their paycheck. 

Retirement Plan 
NHRS provides a qualified, defined benefit retirement plan. All full-time NHRS employees contribute 
7% of gross pay towards building a stable, lifetime pension. Once you are vested, you will have earned 
the right to a future pension, upon meeting eligibility requirements. NHRS is a defined benefit plan, so 
pensions are based on salary and length of service. 
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Deferred Compensation Plan 

NHRS offers a pre-tax savings plan for its full-time employees.  The plan is a voluntary program with 
maximum contribution limits.  Monies are deferred under this plan and are not intended to be or to 
replace a savings program designed to meet day-to-day needs.  This is a pre-tax plan (monies deferred are 
taxed as withdrawals are made) and as such is subject to specific IRS requirements. 
 
In addition to the above benefits, full-time employees also have access to longevity bonuses, state 
employee discounts, leave under the Family and Medical Leave Act, civil leave, military leave, the State 
Employees Association membership, generous educational assistance and more! 

NHRS is closed for the following paid holidays  
 

New Year's Day  
Martin Luther King Jr. /Civil Rights Day  
President’s Day  
Memorial Day  
Independence Day  
Labor Day  
Veterans’ Day  
Thanksgiving Day  
Day after Thanksgiving  
Christmas Day 

 
Annual Leave 
Full-time employees will be entitled to annual leave with full pay based on the formula given below. 
Annual leave shall be computed at the beginning of each calendar month. Annual leave shall be 
cumulative for not more than the prescribed days and shall not lapse. 

 

Continuous 
Years 

Worked 

Days 
Accrued 

per Month 

Time 
Accrued 

per Month 
(Hours) 

Days 
Accrued 
per Year 

Time 
Accrued 
per Year 
(Hours) 

Maximum 
Accrual 
(Days) 

Maximum 
Accrual 
(Hours) 

0 thru 1 1 7.5 12 90 12 90 
2 thru 8 1-1/4 9.38 15 112.5 32 240 
9 thru 15 1-1/2 11.25 18 135 38 285 
16 thru 20 1-3/4 13.13 21 157.5 44 330 

21 plus 2 15 24 180 50 375 
 
Sick Leave 
Full-time employees will be entitled to accrue sick leave in accordance with the formula given below. 
Sick leave shall be computed at the beginning of each calendar month. Sick leave shall be cumulative for 
not more than the prescribed days and shall not lapse. 

Continuous 
Years 

Worked 

Days 
Accrued 

per Month 

Time 
Accrued 

per Month 
(Hours) 

Days 
Accrued 
per Year 

Time 
Accrued 
per Year 
(Hours) 

Maximum 
Accrual 
(Days) 

Maximum 
Accrual 
(Hours) 
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Supplemental Sick Leave 
Supplemental sick leave (in addition to the above sick leave provisions) may be available to full-time 
NHRS employees who have a significant health issue requiring absence from work and who have 
exhausted all of their paid leave. Employees may request supplemental sick leave by utilizing the process 
established by the NHRS Labor Management Committee (LMC).  For requests approved by the LMC, 
donations of sick leave from other NHRS employees would be solicited for use by the requesting 
employee.       
 
Bonus Leave 
Full-time employees shall be entitled to bonus leave accrual based upon the number of sick leave hours 
used per completed fiscal year (July 1 – June 30) in accordance with the following formula: 
 

Sick Leave Used Bonus Leave Earned 
22.5 hours or less 30 hours 
30 hours or less 22.5 hours 
37.5 hours or less 15 hours 
45 hours or less 7.5 hours 
More than 45 hours 0 hours 

 

Earned bonus leave must be used during the fiscal year following the fiscal year for which it was earned 
or it shall be paid to the employee as part of the first full pay period in the next fiscal year. 
 
Floating Holidays 
Full time employees are eligible to accrue three floating holidays as follows: One day on July 1, 
November 1, and March 1 of each fiscal year.  Floating holidays must be requested in whole days and 
must be taken within the fiscal year in which the days accrue or shall be subject to payment as part of the 
first full pay period in the next fiscal year. 

 

Please note that NHRS’ policies with respect to pay, benefits and other matters are revised from time to 
time. Such changes will supersede the provisions of this summary to the extent that there is a conflict.  
 

0 thru 8 1-1/4 9.38 15 112.5 90 675 
9 thru 15 1-1/4 9.38 15 112.5 105 787.5 
16 plus 1-1/4 9.38 15 112.5 120 900 


