
BLUECARE  DENTALSM  
WITH ORTHODONTIA 59 

To  learn more, call Blue Cross and Blue Shield of Montana at 800-447-7828 or your local agent. www.bcbsmt.com 

Outl ine  of  Coverage  |  2022 

Benefit Period Calendar Year (January 1 –  December 31) 

Annual Maximum Benefit Amount $1,500 per Participant, per benefit period  

Orthodontia Lifetime Maximum $1,500 per Participant 

Deductible Individual:    $50 Family:      $150 

Important Information 

Annual Maximum Benefit Amount:  The maximum amount the 
Plan will pay in one benefit period. Any balance owed above this 
amount is the Participant’s responsibility. 

Deductible:  The dollar amount each Participant must pay for 
covered dental expenses incurred during the benefit period 
before BCBSMT will make payment for any covered dental 
expense to which the Deductible applies.   

Coinsurance Amount: The percentage of the allowable fee 
payable by the Participant. 

Rating Factors and Trend:  The following factors are used  
in setting rates:  the income and claims experience for the  
12 months prior to rating calculations for the category of  
product being rated, the benefit difference for the deductible  
and coinsurance relationship for the specific products in a 
product category, the projected claims, income and  
enrollment for the next 12-month rating period, projected 
expenses for the plan of the next rating period, and/or age  
of the application or subscriber, industry, and risk  
characteristics.  The trend of premium increases during the 
preceding five years is:   2017 – 0%, 2018 – 2%,  
2019 - 2%, 2020 - 5%, 2021 - (-2%). 

Your estimated premium will be . 

*A 12-month waiting period applies to these services only.

® R e g i s t e r e d S e r v i c e M a r k s o f  t h e  B l u e C r o s s a n d B l u e S h i e l d A s s o c i a t i o n , a n  A s s o c i a t i o n o f  I n d e p e n d e n t B l u e C r o s s a n d B l u e S h i e l d P l a n s .  B l u e C r o s s a n d B l u e S h i e l d o f  
M o n t a n a , a D i v i s i o n o f  H e a l t h C a r e S e r v i c e C o r p o r a t i o n , a M u t u a l L e g a l R e s e r v e C o m p a n y , a n  I n d e p e n d e n t L i c e n s e e o f  t h e B l u e C r o s s a n d B l u e S h i e l d A s s o c i a t i o n  

MT 2022 DENTAL SG GRP OOC - DMTHM59

Participants Rights: When  requested  by  the  Participant  or  the  Participant’s  agent,   BCBSMT   is  required  to  provide  a  summary  of  a  Participant’s  coverage 

for  a  specific  dental care  service  or  Course  of  Treatment  when  an  actual  charge  or  estimate  of  charges  by  a  dental  care  Provider  exceeds  $500. 

Th i s  i n f o r m a t i o n is o n l y  a s u m m a r y  of b e n e f i t s .  Fo r  m o r e  d e t a i l e d  i n f o r m a t i o n , r e f e r  to y o u r  Certi f icate of Coverage.  B e n e f i t s  a n d  g e n e r a l

p r o  v i s i o n s  d e s c r i b e d  h e r e i n  a r e  s u b j e c t  to th e  t e r m s  of the  Group C o n t r a c t  a n d  C e r t i f i c a t e  o f  C o v e r a g e .  

Covered Services  

The Plan 

will pay 

Contracting 

Dentists 

The Plan will 

pay Non- 

Contracting 

Dentists 

Diagnostic Evaluations (Deductible Waived) 100% 100% 

Preventive Services (Deductible Waived) 100% 100% 

Diagnostic Radiographs (Deductible Waived) 100% 100% 

Miscellaneous Preventive Services (Deductible Waived) 100% 100% 

Basic Restorative Services 100% 100% 

Non-Surgical Extractions 100% 100% 

Non-Surgical Periodontal Services 100% 100% 

Adjunctive Services  100% 100% 

Endodontic Services  100% 100% 

Oral Surgery Services 100% 100% 

Surgical Periodontal Services * 100% 100% 

Major Restorative Services * 60% 60% 

Prosthodontic Services * 60% 60% 

Miscellaneous Restorative and Prosthodontic Services * 60% 60% 

Implants Not a Benefit Not a Benefit 

Orthodontia  (Deductible Waived) Limiting Age: 19 50% 50% 

http://www.bcbsmt.com/
http://www.bcbsmt.com/


bcbsmt.com



Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language
assistance. We do not discriminate on the basis of race, color, national origin, sex, gender identity, age,
sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator
300 E. Randolph St.
35th Floor
Chicago, Illinois 60601

Phone: 855-664-7270 (voicemail)
TTY/TDD: 855-661-6965
Fax: 855-661-6960
Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services
200 Independence Avenue SW
Room 509F, HHH Building 1019
Washington, DC 20201

Phone: 800-368-1019
TTY/TDD: 800-537-7697
Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bcbsmt.com


	MT Dental SG DMTHM59.pdf
	1557 Notice.pdf

