
UNDERSTANDING YOUR DENTAL BENEFITS: 
 
Dental benefits are designed to help pay for a portion of the costs of dental care. 
Dental plans are designed to share in the cost of y our dental care, not to 
completely pay for those costs. Almost all dental benefit plans are the result of 
a contract between the plan sponsor (usually an employer or a union) and the 
third-party payer (usually an insurance company). The amount your plan pays is 
determined by the agreement negotiated by the sponsor and the insurer. Your 
dental coverage is determined not  by your dental needs – but by how much is 
contributed to the plan.  
 
Annual Maximums 
Most dental programs have an annual dollar maximum. This is the maximum 
dollar amount a dental plan will pay toward the cost of dental care within a 
specific benefit period, usually the plan year. The plan purchaser/employer 
makes the final decision on “maximum levels” of rei mbursement through 
the contract with the insurance company.  The patient is usually responsible 
for paying costs above the annual maximum. Some plans have no payable 
benefits, but offer access to the discounted fee sc hedule. These plans offer 
substantial discounts, are not subject to a maximum  dollar amount per 
year, are not contingent on claim acceptance.  
 
Preferred Providers  
The plan may want you to choose dental care from a list of its preferred 
providers. This is a term that often is applied to dentists who have a contract with 
the dental benefit plan. Whether or not you choose to receive dental care 
from this defined group can affect the level of rei mbursement. 
PARKWOOD DENTAL IS AN IN NETWORK PROVIDER FOR MANY PLANS.   
PARKWOOD DENTAL IS NOT A PARTICIPANT IN ANY HMO/DMO  PLANS. 
 
Pre-existing Conditions/Waiting Periods  
Some plans (ACA- Ind. Plans) have waiting periods for basic, major, and even 
diagnostic procedures. Current/Readable x rays are essential to properly 
diagnose and assess dental health.   Delays in diag nosis/treatment can 
complicate/compromise your health.    
As with medical insurance, a dental plan may not cover conditions that existed 
prior to patient enrollment.  This often includes a missing tooth exclusion. 
Benefits will not be paid for replacing a tooth that was missing/extracted prior to 
the effective date of coverage. Even though your plan may not cover certain 
conditions, treatment may still be necessary.   
 
Treatment Exclusions 
A dental plan may not cover certain procedures or preventive treatments. This 
does not mean that treatment is not needed. Patients should be aware of the 
exclusions/ limitations in their dental plan, yet n ot permit these to 
determine their final treatment decisions.    



 
Coordination of Benefits and Non-duplication of Ben efits 
Even though you may have two or more dental benefit  plans in place, there 
is no guarantee that any of the plans will pay for your services.  Please 
consult with your own plan for further details regarding coordination of benefits 
and non-duplication of benefits.  
 
Plan Frequency Limitations 
Certain procedures may simply not be covered as oft en as necessary for 
optimal oral health.  A common example might be a plan that pays for tooth 
cleaning only twice a year even though the patient requires cleaning every three 
months. Limitations may vary depending on the contract purchased. Limitations 
in coverage are the result of the financial commitment the plan sponsor has 
agreed to make and the benefits the third-party payer will offer for that 
commitment.  
 
Not Dentally Necessary 
The plan provides benefits for those services and material that it considers to be 
dentally necessary and meet generally accepted standards of care. Based on the 
information your dentist submits, the service may not appear to meet plan criteria 
and no benefit may be allowed. This does not mean that the services were 
not necessary.   
 
Cost Control Measures 
To keep the premium costs down, insurance carriers will incorporate cost control 
measures into the plan design. By incorporating cost control measures during the 
claims adjudication process, many times benefits are reduced or not paid at all. 
Some of the more common cost control measures are: 
Bundling - This is the systematic combining of distinct dental procedures by 
third-party payers that result in a reduced benefit for the patient/beneficiary. 
Down coding - This is the practice of third-party payers in which the procedure 
code has been changed to a less complex and/or lower cost procedure than was 
reported except where delineated in contract agreements.  
Least  Expensive Alternative Benefit - The dental plan may only allow benefits 
for the least expensive treatment  for a condition. As in the case of exclusions, 
patients should base treatment decisions on their dental needs, not on their 
dental benefit coverages. In many instances, the least expensive alternative is 
not always the best option. You should consult with  your dentist on the 
best treatment option for you.   
 
   


