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Maximum Allowance
Maximum allowance is the lesser of the billed 
charge or the amount established by Blue Cross of 
Idaho as the highest level of payment for a service 
you receive that is covered under this program. 

Maximum allowance for contracting or 
in-network dentists is based on a pre-negotiated 
payment amount. Maximum allowance for 
non-contracting or out-of-network dentists is 
based on a calculation of the average charges of 
Idaho dentists.

Enrollment
To enroll in Dental Blue PPO, you must be an 
Idaho resident under age 65 and who does not 
have other Blue Cross of Idaho dental insurance 
coverage. If you choose to terminate enrollment 
in Dental Blue PPO, enrollment also terminates 
for your eligible dependents. Also, you and your 
dependents are not eligible to apply for Dental 
Blue PPO coverage for 24 months following 
the date of termination. One exception is if 
you terminate your policy and your dependent 
immediately enrolls in his or her own Dental 
Blue PPO policy with no break in coverage.

General Exclusions and Limitations
No benefits are available for services that are:

•	 Not specifically included in the Closed 
List  of Dental Covered Services;

•	 Considered to be not medically necessary 
or experimental in nature;

•	 Rendered prior to your effective date of 
coverage; or

•	 Not prescribed by a dental care provider.
For a complete list of exclusions and 
limitations, please see the policy.

Form No. 15-009 (05-06)

Policy Form # 3-390-1000-08/03
3-390-1500-08/03

This brochure describes the general features of the 
Dental Blue PPO program; it is not a contract. Policy 
#3-390-1000-08/03 or Policy #3-390-1500-08/03 
is the actual contract. All of the provisions of the 
Policy apply. The benefits of the Policy are governed 
primarily by the laws of the State of Idaho.

Dental Blue® PPO
An Individual Stand-alone 

Dental Program
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e or m

y dependents (persons w
ho are listed for benefits 

coverage on the enrollm
ent form

) from
 tim

e to tim
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re all questions regarding other coverage inform
ation com
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ork to add special dependents, including the Judge’s signature in the case of adoptions, attached to the application?
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❒
	�Is the A

uthorization A
greem

ent for B
ank W

ithdraw
al section filled out and signed, and a voided check attached, if m

onthly autom
atic 

bank w
ithdraw

al is requested in the Paym
ent O

ption section?
❒
	�A

re all paym
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❒
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ade any representations about benefits, conditions, or lim

itations of the policy except through w
ritten 

m
aterial furnished by B

lue C
ross of Idaho. I hereby certify that the inform

ation supplied to m
e by the applicant has been com

pletely and accurately recorded.

	
_______________________________________________

	
______________________________________________

	
____________________

	
____________________________

	
Independent P

roducer’s P
rinted N

am
e	

Independent P
roducer’s S

ignature	
D

ate	
B

lue C
ross of Idaho N

o.

	
Type of C

om
pany A

ppointm
ent   ❐

 P
ersonal   ❐

 A
gency (N

am
e) _________________________________________________________________________________

..
..

Transit       A
B

A
❐

 C
hecking         ❐

  Savings

Please recycle



Covered Services In-Network Out-of-Network 
Deductible $50 per insured per benefit period 

Benefit Period Maximum $1,000 or $1,500 per benefit period

Preventive Care Services $20 per visit copayment 70% of the maximum allowance3

Basic Care Services1 80% of the maximum allowance3 60% of the maximum allowance3

Major Care Services2 50% of the maximum allowance3 40% of the maximum allowance3

We know you are concerned about the cost 
of dental care for you and your family. We 
are excited to offer Dental Blue PPO, an 
individual dental plan that is flexible and 
affordable.

The PPO Advantage
You have the flexibility of choosing your own 
provider. Dental Blue PPO is a Preferred 
Provider Organization (PPO) policy, which 
means that in order to save money, you should 
choose providers from our PPO contracting 
network. Blue Cross of Idaho has PPO 
agreements with dentists throughout Idaho so 
that you are not billed more than an amount 
Blue Cross of Idaho has determined to be the 
maximum allowance for a covered service.

When dental services are provided by a 
contracting (in-network) dentist, you will be 
responsible only for the deductible, coinsurance, 
copayment, and noncovered amounts.

When covered dental services are provided by 
a noncontracting (out-of-network) dentist, 
you will be responsible for any deductible, 
coinsurance, copayment, noncovered amounts, 
and amounts that exceed our maximum 
allowance.

Deductible
There is a benefit period deductible of $50 per 
person, with a maximum of three benefit period 
deductibles per family. The deductible does not 
apply to in-network preventive covered services.

Benefit Period Maximum Amount
Dental Blue PPO provides coverage up to the 
$1,000 or $1,500 benefit period maximum, 
depending upon the option you feel is right 

for your family. The maximum benefit amount 
you choose is per insured per benefit period. 
Your benefit period is the twelve months 
following your effective date.

Preventive Dental Benefits
Dental Blue PPO pays 100% of the maximum 
allowance for in-network services after a $20 
copayment. Out-of-network services are paid 
at 70% of the maximum allowance after 
you meet your deductible. Available benefits 
include one oral exam every six months, x-rays, 
cleanings, and fluoride treatments. Certain 
benefits are only available to dependent 
children with age maximums. In-network 
preventive care services are not subject to 
deductible. 

Basic Care Benefits
Basic care benefits cover frequently used 
services such as fillings and extractions. Basic 
care services are eligible for payment after the 
benefit period deductible and a six-month 
waiting period are met.

Dental Blue PPO pays 80% of the maximum 
allowance for in-network services and 60% of the 
maximum allowance for out-of-network services.

Major Care Benefits
Major care benefits of Dental Blue PPO 
include crowns, bridgework and root canal 
therapy. Major care services are eligible for 
payment after the benefit period deductible 
and a 12-month waiting period are met.

For major care services, Dental Blue PPO 
pays 50% of the maximum allowance for 
in-network services and 40% of the maximum 
allowance for out-of-network services.

Predetermination of Benefits
When a recommended Dental Treatment 
Plan includes crowns, full or partial dentures, 
inlays/onlays, periodontal surgery, bridgework, 
or surgical removal of impacted teeth, the 
Dental Treatment Plan must be submitted to 
Blue Cross of Idaho for a predetermination of 
benefits before treatment begins.

 Dental Blue® PPO – An Individual Dental Program

(continued)

1Basic care services have a six-month waiting period
2Major care services have a 12-month waiting period
3Deductible applies to out-of-network preventive services, and in- or out-of-network basic and major services

Please note that there is a six-month waiting 
period for basic care benefits and a 12-month 
waiting period for major care benefits.
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