
[bookmark: _Toc5767447][SECTION [XIX]]
{Drafting Note:  Insert the appropriate section number, 
following the order of provisions in the Table of Contents.}

[insert dental plan name] SCHEDULE OF BENEFITS 
[Group Name]


	COST-SHARING 




PEDIATRIC DENTAL CARE ESSENTIAL HEALTH BENEFIT

Deductible
· One (1) Member under age 19
· Two (2) or more Members under age 19

[Benefit Specific Deductible
· One (1) Member under age 19
· Two (2) or more Members under age 19]


Out-of-Pocket Limit
· One (1) Member under age 19
· Two (2) or more Members under age 19


[[Annual; Lifetime; Annual and Lifetime] Maximum on
[Cosmetic Orthodontics]]
{Drafting Note: The maximum out-of-pocket limit for one (1) member under age 19 is $450 and for two (2) or more members under age 19 is $900.}

[Deductibles, Coinsurance and Copayments that make up Your Out-of-Pocket Limit accumulate on a calendar year ending on December 31 of each year.]  
{Drafting Note:  Insert for all individual coverage and for group coverage offered outside the NYSOH that has a calendar plan year.}

{Drafting Note: The pediatric dental essential health benefit cannot have lifetime or annual maximums.}
	[Preferred Provider
Member Responsibility for Cost-Sharing]






[None; [$      ]]

[None; [$      ] [per Member]]




[$   ]

[$   [per Member]]




[$      ] 


[$      ] 


[$   [per Member]]






















	Participating Provider
Member Responsibility for Cost-Sharing






[None; [$      ]]

[None; [$      ] [per Member]]




[$   ]

[$   [per Member]]




[$      ] 


[$      ] 


[$   [per Member]






















	Non-Participating Provider
Member Responsibility for Cost-Sharing







[None; [$      ]]

[None; [$      ] [per Member]]





[$   ]

[$   [per Member]]




[$      ] 


[$      ] 


[$   [per Member]

[The Allowed Amount is [XXX]] [See the Cost-Sharing Expenses and Allowed Amount section of this [Certificate; Contract; Policy] for a description of how We calculate the Allowed Amount.]  [Any charges of a Non-Participating Provider that are in excess of the Allowed Amount do not apply towards the Deductible or Out-of-Pocket Limit.  You must pay the amount of the Non-Participating Provider’s charge that exceeds Our Allowed Amount.]  
[Non-Participating Provider services are not Covered [except as required for Emergency Dental Care described in the Pediatric Dental Care section of this [Certificate; Contract; Policy]].]
	

	[PEDIATRIC DENTAL ESSENTIAL HEALTH BENEFIT & CARE]
	[Preferred Provider Member Responsibility for Cost-Sharing]
	Participating Provider Member Responsibility for Cost-Sharing
	Non-Participating Provider Member Responsibility for Cost-Sharing
	Limits

	Pediatric Dental Care

· Emergency Dental Care



· Preventive Dental Care



· Routine Dental Care




· Endodontics




· Periodontics




· Prosthodontics




· Oral Surgery




· Orthodontics






[Orthodontics and major dental require Preauthorization;]
[Referral]]
	

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 



[Orthodontics and major dental require Preauthorization;]
[Referral]
	


[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 



[Orthodontics and major dental require Preauthorization;]
[Referral]
	

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 


[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 


[[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 


[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 


[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 


[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 


[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 


[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 
[Non-Participating Provider services are not Covered and You pay the full cost] 

[Orthodontics and major dental require Preauthorization;]
[Referral]
	

[One (1) dental exam & cleaning per six (6) month period]

[Full mouth X-rays or panoramic X-rays at 36 month intervals and bitewing X-rays at six month intervals]

	{Drafting Note: The plan must include the section above as a summary of the major pediatric dental essential health benefit categories as listed.  A range of cost-sharing may be included if the services within a category vary in cost-sharing.  After this summary, the plan may include each specific dental code and service, following the general order and categories of benefits listed above.}


	PEDIATRIC DENTAL CARE ESSENTIAL HEALTH BENEFIT
[Dental Code] 
[insert dental service]




[Orthodontics and major dental require Preauthorization;
[Referral]]
	

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 



[Orthodontics and major dental require Preauthorization;
[Referral]]
	

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 



[Orthodontics and major dental require Preauthorization;
[Referral]]
	

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 
[Non-Participating Provider services are not Covered and You pay the full cost] 

[Orthodontics and major dental require Preauthorization;
[Referral]]
	

	ADDITIONAL PEDIATRIC DENTAL CARE



Deductible
· Individual
· Family

[Benefit Specific Deductible
· Individual
· Family]

Out-of-Pocket Limit
· Individual
· Family

[[Annual; Lifetime; Annual and Lifetime] Maximum on
[insert benefits]]

[Deductibles, Coinsurance and Copayments that make up Your Out-of-Pocket Limit accumulate on a calendar year ending on December 31 of each year.]  
{Drafting Note:  Insert for all individual coverage and for group coverage offered outside the NYSOH that has a calendar plan year.}

	[Preferred Provider Member Responsibility for Cost-Sharing]


[None; [$      ]]
[None; [$      ]]


[$     ]
[$     ]


[None; [$      ]]
[None; [$      ]]


[$     ]

	Participating Provider Member Responsibility for Cost-Sharing


[None; [$      ]]
[None; [$      ]]


[$     ]
[$     ]


[None; [$      ]]
[None; [$      ]]


[$     ]


	Non-Participating Provider Member Responsibility for Cost-Sharing



[None; [$      ]]
[None; [$      ]]


[$     ]
[$     ]


[None; [$      ]]
[None; [$      ]]


[$     ]


[The Allowed Amount is [XXX]] [See the Cost-Sharing Expenses and Allowed Amount section of this [Certificate; Contract; Policy] for a description of how We calculate the Allowed Amount.]  [Any charges of a Non-Participating Provider that are in excess of the Allowed Amount do not apply towards the Deductible or Out-of-Pocket Limit.  You must pay the amount of the Non-Participating Provider’s charge that exceeds Our Allowed Amount.]  
[Non-Participating Provider services are not Covered [except as required for Emergency Dental Care as described in the Adult Dental Care sections of this [Certificate; Contract; Policy]].]
	Limits

	ADDITIONAL PEDIATRIC DENTAL CARE 
	[Preferred Provider Member Responsibility for Cost-Sharing]
	Participating Provider Member Responsibility for Cost-Sharing
	Non-Participating Provider Member Responsibility for Cost-Sharing
	Limits

	[Cosmetic Orthodontics]
	[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

	[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

	[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 
[Non-Participating Provider services are not Covered and You pay the full cost] 
	

	[Dental code] 
[insert dental service]

	[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

	[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 

	[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 


[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 
[Non-Participating Provider Services Are Not Covered and You Pay the Full Cost] 
	

	ADULT DENTAL CARE




Deductible
· Individual
· Family

[Benefit Specific Deductible
· Individual
· Family]

Out-of-Pocket Limit
· Individual
· Family

[[Annual; Lifetime; Annual and Lifetime] Maximum on
[insert benefits]]
[Deductibles, Coinsurance and Copayments that make up Your Out-of-Pocket Limit accumulate on a calendar year ending on December 31 of each year.]  
{Drafting Note:  Insert for all individual coverage and for group coverage offered outside the NYSOH that has a calendar plan year.}

{Drafting Note: The pediatric dental essential health benefit cannot have lifetime or annual maximums.}

	[Preferred Provider
Member Responsibility for Cost-Sharing]

[None; [$      ]]
[None; [$      ]]


[$     ]
[$     ]




[None; [$      ]]
[None; [$      ]]


[$     ]

	Participating Provider
Member Responsibility for Cost-Sharing

[None; [$      ]]
[None; [$      ]]


[$     ]
[$     ]




[None; [$      ]]
[None; [$      ]]


[$     ]


	Non-Participating Provider
Member Responsibility for Cost-Sharing


[None; [$      ]]
[None; [$      ]]


[$     ]
[$     ]




[None; [$      ]]
[None; [$      ]]


[The Allowed Amount is [XXX]] [See the Cost-Sharing Expenses and Allowed Amount section of this [Certificate; Contract; Policy] for a description of how We calculate the Allowed Amount.]  [Any charges of a Non-Participating Provider that are in excess of the Allowed Amount do not apply towards the Deductible or Out-of-Pocket Limit.  You must pay the amount of the Non-Participating Provider’s charge that exceeds Our Allowed Amount.]  
[Non-Participating Provider services are not Covered [except as required for Emergency Dental Care as described in the Adult Dental Care sections of this [Certificate; Contract; Policy]].]
	

	ADULT DENTAL CARE
	[Preferred Provider Member Responsibility for Cost-Sharing]
	Participating Provider Member Responsibility for Cost-Sharing
	Non-Participating Provider Member Responsibility for Cost-Sharing
	Limits

	[Dental Code] [insert dental service]





[Orthodontics & Major Dental Require Preauthorization;
[Referral]]
	[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 



[Orthodontics and major dental require Preauthorization;
[Referral]]
	[[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 



[Orthodontics and major dental require Preauthorization;
[Referral]]
	[$ Copayment]   
[% Coinsurance]
[[after; not subject to] Deductible] 
[Non-Participating Provider Services Are Not Covered and You Pay the Full Cost] 

[Orthodontics and major dental require Preauthorization;
[Referral]]]
	



[All in-network Preauthorization requests are the responsibility of Your Participating Provider.  You will not be penalized for a Participating Provider’s failure to obtain a required Preauthorization.  However, if services are not Covered under the [Certificate; Contract; Policy], You will be responsible for the full cost of the services.]
{Drafting Note: Gatekeeper EPO Products may not impose preauthorization requirements on the member for in network coverage.  Only include preauthorization language if applicable.  If plans only require preauthorization for certain services or items, they must list those specific services or items in the schedule.} 

{Drafting Notes:  
1. The column for preferred member responsibility for cost-sharing should be included as applicable.  
2. Insert the Additional Pediatric Dental Care and Adult Dental Care sections if applicable.
3. Plans have the flexibility to decide when a referral is required on a gated product and should include the language.
4. Coinsurance should be expressed as the percentage that represents the insured’s responsibility.  The insured’s coinsurance may not exceed 50%.

5. If the schedule lists procedures by CDT codes, the codes can be bracketed as variable and any changes to the codes can be updated by filing a revised explanation of variability.}
2

