Review your Explanation of Benefits

Sign in to MySmile and click “My dental activity” to review your Explanation of Benefits (EOB). If
you don’t have a MySmile account, you’ll receive a paper copy via standard mail.

Your EOB tells you how much of your benefits were applied towards your treatment and how

much you have left.

Verify
treatment

Treatments listed here should match
the ones you received and were billed
for. If you notice any inconsistencies,
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Welcome

To Your Explanation of Benefits

THISISNOTABILL

talk to your dentist’s office. If you’re Patient Name Chrissy Teeth
. . . Member ID 123456789
not satisfied that your EOB is correct, Sample A Sample Group 1D 00000.00000
let us know. Anytown, State Zip Code Claim # 201465432109700
Claim Paid Date 09/18/14

Service Provided By

Steve Extractor

Check your maximums
and deductibles
This is helpful if you need more

Visit MySmile® Personal Benefits Center at DeltaDentalWA.com
for more information about this claim, your benefits, and to go
paperless.
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Benefit Period Maximum Remaining: $811.00

3 reasons to save your EOBs

1. ltemized deductions on your taxes

2. Proof of qualified medical expenses
3. HSA, FSA and HRA reimbursement
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