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Insurance Plan FAQ’s 

Insurance coverage can be confusing and complex.  While we are NOT an insurance company and don’t 
pretend to know everything about them, we interact daily with many insurance companies and have 
learned some important questions to ask to evaluate new insurance coverage.  We are sharing what 
we’ve learned in hopes that it helps you ask educated questions when choosing a new insurance plan.  If 
nothing else, you will feel more informed about the plan you purchase after asking some of these 
questions. 

Pediatric Dentistry 

Is this plan in-network or out-of-network with the office I want to visit?   

Most insurance companies should be able to tell you if a certain plan will be in-network or out-
of-network with a certain provider.  Make sure to ask about the specific plan you are considering 
because we have seen certain plans with a given insurance company be out-of-network while 
we are in-network for most plans with that same insurance company.  Unfortunately, our office 
cannot see in-network vs. out-of-network status for a plan until after you have purchased it. 

What is the plan’s deductible?  What does the deductible apply to? 

The deductible is paid by you before the insurance company starts to pay.  This typically ranges 
from $50 to $100 and may apply to all procedures (including preventative care like cleanings, 
exams, x-rays and fluoride) or may apply only to restorative care.  Recently, high-deductible 
plans in medicine have become more popular with Health Savings Accounts (HSAs) being 
available.  We have seen some dental plans with deductibles in the thousands.  We’ve also 
seen plans where medical and dental insurance is combined and use the high deductible. 

What is the plan’s annual maximum benefit?  What does the annual maximum apply to? 

The annual maximum benefit is the maximum that the insurance company will pay before any 
additional costs are your responsibility.  The average we see is $1,000-$2,000.  Often, this 
resets on January 1 of each year, but some plans use a different plan year that does not align 
with the calendar year.  Sometimes all services count toward the annual maximum; sometimes 
preventive services are not counted in the annual maximum.  It may be counter-intuitive but with 
regard to the annual maximum, the more services that don’t count towards the annual 
maximum, the better.  
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Is there a waiting period for any of the coverages? 

Waiting periods are a length of time where some or all coverage does not apply.  The waiting 
period may apply to preventative, basic, major or orthodontic services.  Many plans have no 
waiting period, but some have waiting periods of 6 or 12 months, especially for major or ortho 
services. 

At what frequency are different services covered? (bitewing x-rays, periapical x-rays, panoramic x-
rays, fluoride, cleanings, periodic exams and limited exams)? 

Each plan will cover specific services at certain frequencies.  For instance, bitewing x-rays are 
typically covered either once or twice per year and are recommended by dental guidelines every 
6 or 12 months depending on a patient’s risk of cavities or previous treatment history.   

In our experience, great coverage will pay for bitewing x-rays twice per year, unlimited 
periapical x-rays and panoramic x-rays once every 3 years.  Some plans have odd age limits for 
panoramic x-rays (e.g., not covered before age 12) despite the American Academy of Pediatric 
Dentistry (AAPD) and American Academy of Orthodontics (AAO) recommendations to take the 
first panoramic x-ray at age 7.  Some plans will cover bitewings once per year, leaving any 
additional bitewing x-rays needed as your responsibility.  Some plans will limit the number of 
periapical x-rays to 4 or 6 per year, leaving any additional periapical x-rays as your 
responsibility. 

Great coverage will pay for periodic exams (routine with dental cleanings) twice per year and 
limited exams (used for emergency, problem-focused visits) once or twice per year.  Sometimes 
the count of periodic exams and limited exams will be combined at twice per year.  Other times, 
they don’t count together.  If the plan counts them together, it’s possible that a covered 
emergency visit will leave a future periodic exam as your responsibility. 

Cleanings are typically covered at least twice per year which is considered good coverage but 
may be covered three or four times each year which would be great coverage.  When covered 
more than twice per year, you can have extra professional cleanings each year.  

Fluoride is usually covered once or twice per year and often has an age limit.  The age limit 
usually ranges anywhere from 13 to 18 depending on the plan.  The AAPD’s recommendation is 
to apply fluoride twice per year.  In our experience, great coverage will pay for fluoride 
application twice per year and not apply an age limit. 
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What percentage is covered for preventative (routine cleanings and usually sealants and space 
maintainers)? 

Preventative services are most often covered at 100% and the deductible does not apply.  
However, there are plans that cover 80% or 90% of preventative services and/or apply a 
deductible to some or all of the preventative services.  Sealants and space maintainers are often 
considered preventative, but it’s not guaranteed.  If expecting to use sealants or space 
maintainers, it’s a good idea to ask what category they are. 

What percentage is covered for basic services (usually fillings and sometimes crowns, pulpotomies 
or extractions)? 

Coverage for basic services varies but is often around 80%.  Higher than this may be considered 
good coverage while significantly lower might be a reason to seek another plan.  It’s important 
to understand what is considered a basic service – fillings are usually basic services.  Sometimes 
crowns, pulpotomies and/or extractions are basic, but not always. 

Are fillings downgraded to an amalgam reimbursement rate? 

At smiLee, we offer composite (white) fillings in lieu of amalgam (silver) fillings.  Some plans 
will cover the composite (white) filling as expected.  Other times, they will only cover the cost of 
an amalgam (silver) filling, leaving you with the responsibility for the difference.  Insurance 
companies call this an “amalgam downgrade” when they only cover the cost of the amalgam 
(silver) filling.  The difference that is the patient responsibility varies based on the insurance fee 
for each type of filling and the percent coverage for the filling.  In any case, if we recommend a 
filling, we will help estimate what your portion will be to the best of our ability.  

What percentage is covered for major services (sometimes crowns, pulpotomies or extractions)? 

Coverage for major services varies but is often around 50-60%.  Again, it’s important to 
understand what is considered a major service.  Sometimes crowns, pulpotomies and/or 
extractions are considered major while other times they are included in the basic services 
category. 
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Orthodontics 

Is this plan in-network or out-of-network with the office I want to visit?   

Most insurance companies should be able to tell you if a certain plan will be in-network or out-
of-network with a certain provider.  Make sure to ask about the specific plan you are considering 
because we have seen certain plans with a given insurance company be out-of-network while 
we are in-network for most plans with that same insurance company.  Unfortunately, our office 
cannot see in-network vs. out-of-network status for a plan until after you have purchased it.  In 
most cases, orthodontic benefits are available for both in- and out-of-network orthodontists, 
although the benefit amounts and coverage percentages may vary. 

What is the maximum benefit?  Is this an annual benefit or a lifetime benefit?  Does the maximum 
benefit combine with other treatment? 

The maximum benefit defines how much a plan will pay towards orthodontic treatment.  This is 
most often offered as a lifetime benefit although some plans will renew each year.  The majority 
of plans have lifetime benefits ranging between $1,000 and $2,000. 

Some plans will combine the orthodontic benefit with other treatment such as extractions of 
canines if they consider them to be related to the orthodontic treatment – if so, this will subtract 
from the orthodontic lifetime maximum available.   

Rare plans will combine all dental benefits with orthodontic benefits (typically when there is an 
annual maximum); this can make it very difficult to predict what benefits will be available to you 
because no one knows what dental benefits will be used throughout the course of orthodontic 
treatment. 

What is a good coverage percentage for orthodontic treatment? 

Most commonly, we see plans that cover orthodontic treatment at 50% up to the lifetime (or 
annual) maximum.  We have seen plans that cover 30%, 70% and 100%, but the most common 
coverage percentage is 50%.  This may limit the available benefit if a plan has a high lifetime 
maximum because they’ll only pay 50% of the amount of the orthodontic treatment. 
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What is the age limit for orthodontic treatment?  Does that change if the patient is a full-time 
student? 

Some plans will set an orthodontic age limit of 18 or 19 years, meaning that they’ll cover 
orthodontic treatment until the patient reaches that age.  If you are close to this threshold, it’s 
important to ask the insurance company when they stop – some will stop eligibility at the end of 
the month when the patient turns the ineligible age while others will stop at the end of the year 
when the patient turns the ineligible age.  Some of these plans with age limits will extend the 
coverage if the patient is a full-time student.  Asking how you’d prove student enrollment may 
be something to consider if you plan to take advantage of these benefits.  Some plans have no 
age limit meaning they’ll pay orthodontic benefits for adults. 

Is there a waiting period for orthodontic treatment? 

Waiting periods are a length of time where coverage does not apply.  The waiting period may 
vary for preventative, basic, major or orthodontic services.  Many plans have no waiting period, 
but some have waiting periods of 6 or 12 months. 

Are there medical necessity requirements? 

Medical necessity requirements are sometimes used by an insurance plan to exclude nearly all 
orthodontic treatment as they consider medical necessity to include only severe malocclusions 
or craniofacial anomalies which very few individuals have.  If you are wondering if you’ll meet 
the criteria to be eligible for medically necessary orthodontics, you’ve probably discussed the 
malocclusion or craniofacial anomalies with other doctors and dentists from a very young age.  
The medical necessity requirement is a way for insurance companies to say they provide 
orthodontic coverage without covering 99% of their subscribers. 
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Does the plan cover work-in-progress? 

Work-in-progress coverage is defined as providing orthodontic coverage if a patient is already in 
active orthodontic treatment when enrolling in the new plan.  For instance, if a patient starts 
orthodontic treatment and then changes jobs (and obtains a new insurance policy with 
orthodontic benefits), the new plan will continue to pay orthodontic benefits only if they cover 
work-in-progress treatment.  When work-in-progress is covered, the new plan will often 
prorate the orthodontic benefit based on how much treatment remains and factor in benefits 
paid by the prior insurance, potentially reducing the lifetime maximum of the new plan by 
what’s been paid by a prior plan. 

How are benefits coordinated if multiple insurance companies are eligible? 

In cases where you have multiple active insurance plans (e.g., both parents have a plan through 
work), it’s important to understand how the two plans will coordinate benefits.   

Often, they use a standard coordination of benefits meaning that the two plans may both pay 
benefits to cover up to 100% of the allowed charges.  If they use non-duplicating coordination 
of benefits, the secondary plan will only pay a benefit if its own normal benefit is higher than 
what the primary plan paid.   

Insurance companies usually determine the primary plan to be the one with the policyholder 
who has the earliest birthday in the calendar year.  In the case where the same policyholder has 
both plans, the primary plan is the one which has been active the longest. 

If multiple insurance companies are eligible, will the maximum benefit of the secondary insurance be 
reduced by what the primary insurance company paid? 

In the case of orthodontic coverage, the secondary plan will sometimes reduce the available 
benefit based on what the primary plan pays.  You can ask the secondary insurance company 
how the plan will coordinate benefits with another active plan – specifically, will they reduce 
benefits based on what the primary plan pays. 


