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February 27, 2020 
 
Board of County Commissioners 
Clackamas County 
 

Members of the Board: 
 

Approval of 2020 Agreement with Delta Dental for  
Administrative Services for Clackamas County’s Self-Funded Dental Benefits 

 
 

Purpose/Outcomes Approval of the Clackamas County Delta Dental Benefit Plan Administrative 
Services Agreement for the 2020 plan years. 

Dollar Amount and 
Fiscal Impact 

The estimated fiscal impact for the 2020 plan year is: $4,282,692.00 

Funding Source Department and retiree contributions 

Duration Effective January 1, 2020 – December 31, 2020 

Previous Board 
Action 

This agreement received Board of County Commissioner’s preliminary 
approval at the Board of County Commissioner’s Policy Session on 
December 3, 2019.   

County Counsel 
Review 

This Administrative Services Agreement had been reviewed and approved by 
County Counsel on February 5, 2020. 

Strategic Plan 
Alignment 

Builds public trust through good government. 

Contact Person Kristi Durham, Human Resources, 503.742.5470 

 
BACKGROUND: 
At the Policy Session on December 3, 2019, the Board of County Commissioners approved the 2020 
benefit plan renewals. The Delta Dental plan agreement requires the board’s signature. 
 
County Counsel has reviewed and approved the plan agreement. 
 
RECOMMENDATION: 
Staff recommends the Board approve the 2020 plan agreement for Delta Dental.  
 
Sincerely, 
 
Kristi Durham, Benefits Manager 
Department of Human Resources 



Page 1 of 4 
ASOENDORSDENTAL (1‐17) 

 

ENDORSEMENT NO. 6 
 

GROUP NO. 10000174 
 

CLACKAMAS COUNTY 
 
 
AGREEMENT dated January 1, 2015 between DELTA DENTAL PLAN OF OREGON and CLACKAMAS 
COUNTY is hereby amended effective January 1, 2020 as follows: 
 
 

1. Section 10.3 Entire Agreement, shall be amended and shall read as follows: 
 

10.3  ENTIRE AGREEMENT 
 
This  Agreement  and  its  Exhibits  supersede  and  replace  all  prior  oral  or  written 
agreements, if any, between Plan Sponsor and Delta Dental and is the entire agreement 
between the Parties. 
 
Exhibit means the following when referenced collectively: 

 
a. “Fee Schedule Exhibit” means the document with that title that is attached to this 

Agreement and  that contains  the  list of  fees and other prices  for Delta Dental’s 
services. 

b. “Reports” means the document with that title that is attached to this Agreement 
and  that  contains  the  list  or  reports  to  be  delivered  by  Delta  Dental  to  Plan 
Sponsor. 

c.  “HIPAA  Exhibit”  means  the  document  with  that  title  that  is  attached  to  this 
Agreement and that contains the terms among the Parties that are required to 
comply with HIPAA.  

d. “Designated Contact Person(s)” means the document with that title that is attached 
to  this  Agreement  and  that  contains  the  list  of  designated  persons who  are 
authorized to receive protected health information. 

e. “Certificate of Compliance” means the document with that title that contains the 
terms to comply with HIPAA when Plan Sponsor receives PHI related to the Plan. 

 
 

2. The administrative fees in section 1.1 of Exhibit A shall be amended as follows: 
 

i. $6.55 per employee per month for dental administration, including processing claims 
from January 1, 2020 through December 31, 2020; 

ii. $6.62 per employee per month for dental administration, including processing claims 
from January 1, 2021 through December 31, 2021, if this Agreement is extended for 
a second year; 

iii. $6.69 per employee per month for dental administration, including processing claims 
from January 1, 2022 through December 31, 2022, if this Agreement is extended for 
a third year. 
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3. Exhibit F Certificate of Compliance, shall be added to the Agreement and shall read as 
attached. 

 
 

4. The member handbook(s) shall be deleted and shall be replaced with the attached. 
 
 
Except as specifically provided herein, the terms, conditions, and provisions of said Agreement 
shall be unchanged by this Endorsement. 
 
 

CLACKAMAS COUNTY  DELTA DENTAL PLAN OF OREGON 
(and any of its subsidiaries) 

   
BY:   ________________________________  BY:     
 
NAME: ______________________________  NAME:  Scott Loftin   
 
TITLE:  ______________________________  TITLE:   Senior Vice‐President   
 
DATE:     DATE:   December 5, 2019   
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Exhibit F 
 

CERTIFICATE OF COMPLIANCE 
 

 
This Exhibit  is entered  into between Clackamas County  (“Plan Sponsor”) and Oregon Dental 
Service  dba  Delta  Dental  Plan  of  Oregon  (“Contractor”).  Plan  Sponsor  and  Contractor  are 
sometimes  referred  to  individually  as  the  “Party”  and  collectively  as  the  “Parties.”  This 
Agreement is effective January 1, 2020 (the “Effective Date”). 
 
Plan Sponsor shall comply with all applicable provisions of the Health Insurance Portability and 
Accountability Act of 1996  (HIPAA) and  its  implementing  regulations. To  the extent  that Plan 
Sponsor  receives  any  Protected  Health  Information  (PHI)  from  its  Group  Health  Plan,  Plan 
Sponsor shall, to the extent required by HIPAA, amend the Plan Documents to incorporate the 
following provisions and agree to abide by them: 
 
1.1 Plan Sponsor shall only disclose PHI as permitted by the Plan Documents or as required 

by law. 
 
1.2 Plan Sponsor shall not use or disclose PHI for employment‐related actions or decisions, or 

in connection with any other benefit or employee benefit plan of Plan Sponsor. 
 
1.3 Plan  Sponsor  shall ensure  that PHI  and  the employment  records of Plan  Sponsor  are 

separately maintained. Plan Sponsor shall ensure that unauthorized employees do not 
have access to PHI and that authorized employees maintain the confidentiality of the PHI. 

 
1.4 Plan Sponsor shall ensure that agents and sub‐contractors of Plan Sponsor agree to abide 

by  the  same  restrictions  and  conditions  as  Plan  Sponsor  in  regard  to  the  use  of  PHI 
received  from  the  Group  Health  Plan  prior  to  sharing  PHI  with  the  agent  or  sub‐
contractor. Plan Sponsor shall provide to agents and subcontractors only that information 
required to fulfill the business purpose for which it is provided. 

 
1.5 Plan Sponsor shall report any use or disclosure of PHI that is in violation of this Agreement 

or HIPAA to the Group Health Plan as soon as reasonably possible. 
 
1.6 Plan Sponsor shall allow individuals to inspect and obtain copies of PHI about themselves, 

to the extent required by HIPAA. 
 
1.7 Plan  Sponsor  shall  allow  individuals  to  amend  PHI  about  themselves,  to  the  extent 

required by HIPAA. 
 
1.8  Plan Sponsor shall provide individuals with an accounting of disclosures of PHI made up 

to six years prior to the request for such accounting, to the extent required by HIPAA.  
 
1.9 Plan Sponsor shall make its internal practices, books and records relating to the use and 

disclosure of PHI available to HHS upon request for purposes of auditing the Group Health 
Plan’s compliance with HIPAA. 
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1.10 Plan Sponsor must ensure the separation between the group health plan and the plan 
sponsor. 
 

a. Describe  those employees or classes of employees or other persons under  the 
control of  the group health plan  to be given access  to  the PHI  to be disclosed, 
provided  that  any  employee  or  person who  receives  PHI  relating  to  payment 
under, health care operation of, or other matters pertaining to the group health 
plan in the ordinary course of business must be included in such description; 

b. Restrict  the  access  to  an use by  such employees  and other persons described 
immediately  above  to  the plan  administration  functions  that  the plan  sponsor 
performs for the group health plan; and  

c. Provide  an  effective mechanism  for  resolving  any  issues  of  noncompliance  by 
persons described with the plan document provisions. 

 
For  the  purposes  of  this  Exhibit,  the  terms  “Group  Health  Plan”  and  “Protected  Health 
Information” shall be defined as provided by HIPAA and its implementing regulations. 
 
 
ADOPTED AND AGREED: 
 
Clackamas County 
  Delta Dental Plan of Oregon 
  601 SW 2nd Avenue 
  Portland OR  97204 
 
   
 
 
 
 
______________________________     
Signature  Signature   
 
______________________________  Scott Loftin   
Printed Name  Printed Name 
 
______________________________  Senior Vice‐President   
Title  Title 
 
______________________________  December 5, 2019   
Date  Date 
 
 
 
 
 
 
 
 



 

 

Nondiscrimination notice 

We follow federal civil rights laws. We do not discriminate based 
on race, color, national origin, age, disability, gender identity, 
sex or sexual orientation. 

We provide free services to people with disabilities so that they con communicate with 
us. These include sign language interpreters and other forms of communication. 

If your first language is not English, we wil l g ive you free interpretation 
services ondjor materials in other languages. 

If you need any of the above, 
call Customer Service at: 
888-217-2363 (TDD/TTY 711) 

If you think we did not offer these 
services or discriminated, you 
can file a written complaint. 
Please mail or fax it to: 
Modo Partners, Inc. 
Attention: Appeal Unit 
601 SW Second Ave. 
Portland, OR 97204 
Fox: 503-412-4003 

Dave Nesseler-Cass coordinates 
our nondiscrimination work: 
Dave Nesseler-Cass, 
Chief Compliance Officer 
601 SW Second Ave. 
Portland, OR 97204 
855-232-9111 
compliance@modahealth.com 

Oertel plar 01 gOJ povJc'ed by r < r D ntol Serv ~ dbo Delta D ntol 
PJor o Oregon Dental plor 1n Alosk~ pr VI led by C'elto D :1tul of Alaska 
Health plans provided by Modo Heolt~ Pion Inc lndtvtdual m dJC~I p on 
1r A Insko f''OVJded loy Mod<' A sur once Cor-p:my. 3996'17< 8 (91 19 

If you need help filing a complaint, 
please call Customer Service. 
You con also file a civil rights complaint 
with the U.S. Department of Health and 
Human Services Office for Civil Rights at 
ocrporto l.hhs.govjocrjporto ljlobby.jsf, 
or by mail or phone: 

U.S. Department of Health 
and Human Services 
200 Independence Ave. SW, Room 509F 
HHH Building, Washington, DC 20201 

800-368-1019,800-537-7697 (TDD) 

You con get Office for Civil Rights complaint 
forms at hhs.govjocrjofficejfi lej index.html. 

A 

mod a c) DELTA DENTAL' 

HEALTH Delta Dental of Oregon & Alaska 



 

 

ATENCION: Si habla espanol, hay 
disponibles servicios de ayuda con el 
idioma sin costa alguno para usted. 
Llame al1-877-605-3229 (TTY: 711). 

CHU Y: Neu bC;ln n6i tieng Vi~t, c6 djch 
Vl,J ho trq ngon ngu mien phf cho b(;ln. 
G9i 1-877-605-3229 (TTY:71 1) 

51~ : ~D5J!ffl}~~::X: • IJJ~~~Ij:fk,~~g ;§ !iiltJ~IH~ o 

~~~~~1-877-605-3229 ( V~52A®ffl : 711) 

-'?-2.1: ~~Oj£ ~li ~Oj XI~ A-j t:J[ A ~ 
o [ -§'6'~AI2~~ c~g ~~.Xi£ ~~i5H "?-AI71 
I::I~'E)'L-1 q. ~£~ 1-877-605-3229 (TTY: 711) 

PAUNAWA: Kung nagsasalita ka ng Tagalog, 
ang mga serbisyong tulong sa wika, ay 
wa lang bayad, at magagamit mo. Tumawag 
sa numerong 1-877-605-3229 (TTY: 711) 

wL...b. .!l\..4.9 ,~y..11 6~ ~ ljJ :~ 
• . l ~1 uL=..... ~ 4...:...t:i.o;i.,-~'•~~....u... ~ Y. ~ 0 0 • .Y"" 

(711 :~1 i....G.J~I) 1-877-605-3229 

mf -=-" ;, :-..c)~; (URDU) ju 1 '-'-' Li. 
-r- .:..__,v ) ~ ,L,Y Li: d... L.. --::-"1 ..::;L-F' 
1-877~605-3229 CITY: 7 1D -...cf Jb" ~ 

BHV1MAHV1E! Ec11111 Bbl rosop111re no-pyccKIII, 
BOCn01lb3YVJTeCb 6ecnJlaTHOVJ fl3biKOBOVJ 
nOAAep>KKOVJ. no3BOHIIITe no Tell. 
1-877-605-3229 (TeKCTOBbiVJ TenecpOH: 71 1 ). 

ATTENTION: si vous etes locuteurs 
francophones, le service d'assistance 
linguistique gratuit est disponible. Appelez 
au 1-877-605-3229 (TTY: 711) 

wL...b. '~ 1...5-" ~ L5""" .J\..9 "-! 4.S .) .Jra .J.l :~ _iJ 
\..,J.~I .l.Y."Y' W lG\Y. (.)~\_) w.)y.a "-! ~ji 

-~~ LY'L..:i (TTY: 711) 1-877-605-3229 

~?;:~31T1:f~~~. <i't~~~~q;)"{ 
~~~~ 1 1 -877 -605-32291R~Cfit (TTY: 7 11) 

Achtung: Falls Sie Deutsch sprechen, stehen 
Ihnen kostenlos Sprachassistenzdienste zur 
VerfUgung. Rufen sie 1-877-605-3229 (TTY: 711) 

5±/i : B*~~~L:·~~O);J~c:~J:, B*~~ 
-if- r::·A.~~l¥4 '"fm1#L -crs~Y*9o 
1-877-605-3229 (TYY, 7v-$Z1'7"51'-$Z­
~L:·~Ijffl0)7J~J:711 ) *C'<I3~~i5(tc~C \ o 

modahealth.com 

<991>9758 9/14) 

<>t~L<1.,1t~~: : 61l'l rl.~" (~L4.L.rl.<.__ !s:f~ ~L_4.L " 
:at~l t.m~q).) ~lc-t.l t9l rl.l rl. ~l~~l rl.~L< 
~t2" ('q.-I.L ~ ~I{ <{~lit G'ltC-t.C>ttt t9 . 1-877-
605-3229 CITY: 71 1) 'll< !slC-t." !s<l 

~dQ~~o:~~m~ucS~w~~~~~v.n~u~v 
vcm~6~DW~~~cc.Uummm~D~QVUC~V 
Fh~.1m 1-877-605-3229 (TTY: 7 11) 

YBAfA! .RKLliO Bill rosop111re yKpa'IHCbKOIO, 
Aflfl Bac AOCTynHi 6e3KOWTOBHi KOHCYflbTal.\i'f 
piAHOIO MOBOIO. 3arenecpoHyVIre 
1-877-605-3229 (TIY: 71 1) 

ATENTIE: Daca vorbiti limba romana, va punem 
Ia dispozitie serviciui de asistenta lingvistica In 
mod gratuit. Sunati Ia 1-877-605-3229 (TTY 71 1) 

THOV CEEB TOOM: Yog hais t ias koj hais Ius 
Hmoob, muaj cov kev pab cuam txhais Ius, pub 
dawb rau koj. Hu rau 1-877-605-3229 (TTY: 711) 

L~tuwmi t~tfn ~unwmMt§i tui .. w~~t 
m n ftJil ntrw s w ttl nm t\51 t mwn fm fit~ 

4 lJ ct ,.) 1 

ihfl S w rUw S trtll nHn '1 fUH \H ftJ rl tgiffl StruB n u c:t uu c.. 
1-877-605-3229 (TTY: 711) 

HUBACHIISA: Yoo afaan Kshtik kan 
dubbattan ta'e tajoajiloonni 
gargaarsaa isiniif jira 1-877-605-3229 
(TTY:711) tiin bilbilaa. 

19J<a191'111'ai'U: 'Plln COJ ru~ 19\Jll'l?n 1'111~ COJ hkl 
~~~~<a~b~'U~nl<a~d~b'Pl~~~~~.nl~l 
1~'W~ 1'111-a 1-877-605-3229 (TTY: 711) 

FA'AUTAGIA: Afa i ete tautala i le gagana 
Samoa, o loo avanoa fesoasoani tau 
gagana mo oe e le totogia. Va la'au 
i le 1-877-605-3229 (TTY: 711) 

IPANGAG: Nu agsasaoka iti llocano, sidadaan 
ti tulong it i lengguahe para kenka nga awan 
bayadna. Umawag iti 1-877-605-3229 (TTY: 711) 

UWAGA: Dla os6b m6wiqcych po polsku 
dost~pna jest bezp+atna pomocj~zykowa . 

Zadzwon: 1-877-605-3229 (obs+uga TTY: 711) 

A 

mod a ~ DELTA DENTAL' 

HEALT H Delta Dental of Oregon & Alaska 




