
 
 

     
 

 

     

                

             

               

   

 

             

                  

             

 

         

 

  
                 

                 

                     
     

 

             

          

 

              

 

  

             

                  

             

 

            

             

      

 

                

            

                  

       

 

                

 

            

 

2024 Pediatric Dental Coverage Requirement 

pediatric dental coverage is an 
Essential Health Benefit. According to the current interpretation of the federal laws and regulations by 
the New York State Department of Financial Services, small employers purchasing medical insurance 
outside of the New York State of Health (NYSOH) marketplace are required to purchase ACA-compliant 
pediatric dental coverage. 

s medical products outside of NYSOH do not include pediatric dental coverage as 
part of the medical plan. However, Independent Health has partnered with Delta Dental of New York to 
offer a low-cost pediatric dental benefit that complies with ACA requirements. 

As a small employer group, you have two options: 

Option 1 
You may choose to offer the Delta Dental PPOsm Pediatric Basic Plan for Children for Small Businesses 
through Independent Health. This plan has 70% actuarial value and a monthly premium of $15.44 per 
person under the age of 19, up to a maximum of $46.32 per family per month. There is no premium for 
members age 19 or older. 

Independent Health medical plan and Delta Dental PPOsm Pediatric Basic Plan have separate member 
liabilities, such as deductibles, copayments, coinsurance and out-of-pocket maximums. 

For additional coverage details, please refer to the attached pediatric dental summary. 

Option 2 
You may choose an ACA-compliant pediatric dental plan offered through another dental carrier 
certified by New York State of Health. To select this option, check the appropriate box on the Pediatric 
Dental Group Application/Election Form AND include the name of the dental insurer. 

The enclosed Pediatric Dental Group Application/Election Form provides further information. You must 
return the Pediatric Dental Group Application/Election Form to Independent Health when you return 
your group medical rate agreement. 

We will automatically enroll your group in the Delta Dental PPOsm Pediatric Basic Plan if: 
• you do not return this form to us; or 
• you have indicated on the form that you have not already obtained this required coverage; or 
• the form is incomplete. 

The required premium will be combined with your medical premium on the invoice. 

If you have any questions, please contact your account manager. 



 

 
 

 

 

 

2024 PPO Basic Summary for Pediatric Dental Benefits 

 
   
  
  

 
  

  
 

  
  
  

  
400  

800 
  
  

  
 

24 15.44 
46.32 

 

  
 

  

  

 

  

  

 
 
  

 
 

©2016 Independent Health Association, Inc. IH23159 REV090523 



    
     

   
 

   

   
   

A healthy mouth starts here. 
Get covered. Save money. Smile bright. 

Why choose 
this plan? 
 
 

 
 

 

 

 

 
 
 

  
         
       
        
       
 

  
          
         
         
        
  

        
           
        
       
           
  

      
   
   

  
 

  
   
   

 
 



   

    

  
     

    

   
     

  
   

   
     

      

     

     

  

Claims are a breeze. 

Dental is important... 
Give employees peace of mind 
with a Delta Dental PPO plan. 
The right coverage can help 
them protect their smiles and 
their wallets. 

More ways to save 
Visit a Delta Dental PPO dentist. 

 
 
 
 
 
 
 

 
 
 
 
 

Easy to use 
No ID card needed. 

 
 
 
 
 
 

 
 
 
 
 
 
 
 

Quick and easy online information 

 
 
 
 
 

Support healthy habits 
Access to the SmileWay® Wellness Program 

 
 
 
 
Grin! 
 

Coverage for peace of mind 

 
 
 
 
 
 
 

              

              

                 
         

                   
               
                
          

           

_OE 



 

  
 
 

 
 

 
 
 

 
 

  
  

 

         

  
 

 

  
 

      

  

     

  

  

  

 
  

  

 

 
 

 
 

 
 

 

  

   
 

  
 

 
 

  

    
  

  
  

  
 

  
  

 
 

  
  

 
  

 
  

 
  

SECTION XVII 

Delta Dental PPO 
Pediatric Basic Plan 

SCHEDULE OF 
BENEFITS 

COST-SHARING Participating 
Provider 
Member 
Responsibility for 
Cost-Sharing 

Non-Participating 
Provider 
Member 
Responsibility for 
Cost-Sharing 

PEDIATRIC DENTAL CARE 
ESSENTIAL HEALTH BENEFIT 

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 or More Members under 
Age 19 

$65 each Plan Year 

$195 each Plan Year 

$400 each plan Year 

$800 each Plan Year 

$65 each Plan Year 

$195 each Plan Year 

Not Applicable 

Not Applicable 

The Deductible 
is a combined 
In-Network and 
Out-of-Network 
Deductible 

PEDIATRIC DENTAL 
ESSENTIAL HEALTH BENEFIT 
& CARE 

Participating 
Provider Member 
Responsibility for 
Cost-Sharing 

Non-Participating 
Provider Member 
Responsibility for 
Cost-Sharing 

Limits 

Pediatric Dental Care 

 Preventive Dental Care 

 Routine Dental Care 

 Endodontics 

0% Coinsurance after 
Deductible 

0%-50% Coinsurance 
after Deductible 

50% Coinsurance 
after Deductible 

0% Coinsurance after 
Deductible 

0%-50% Coinsurance 
after Deductible 

50% Coinsurance 
after Deductible 

Two (2) 
Cleanings per 
Plan Year 
Two (2) Dental 
Exams per 
Plan Year 
Full mouth X-
rays or 
panoramic X-
rays at 36 
month intervals 
and bitewing X-
rays at 6 to 12 
month intervals 

OPGAtAlo-NY-ENT-15R 1 



 

 

   
  

 
  

 

   
  

 
  

 

  
 

 
 

 
  

 
  

 

 
  

 
 

 
 

 
 

 
 

 

    
  

 
  

 
  

  
 

  

   
  

 
  

 

 
  

 

  

 
 

 
 

  

   
   

   
 

 
  

 
  

 

 
  

 

 
  

 

  
  

 
   

 
   

 

 
              
          

             

 Periodontics 

 Prosthodontics 

 Orthodontics 

Orthodontics require 
Preauthorization 

50% Coinsurance 
after Deductible 
50% Coinsurance 
after Deductible 
50% Coinsurance 
after Deductible 

50% Coinsurance 
after Deductible 
50% Coinsurance 
after Deductible 
50% Coinsurance 
after Deductible 

ADDITIONAL PEDIATRIC 
DENTAL CARE 

Participating 
Provider Member 
Responsibility for 
Cost-Sharing 

Non-Participating 
Provider Member 
Responsibility for 
Cost-Sharing 

Limits 

 Dental examinations and 
consultations 

 X-rays, full mouth x-rays or 
panoramic x-rays 

 Visits; Simple extractions 
and other routine dental 
surgery not requiring 
hospitalization; In-office 
conscious sedation; 
Amalgam, composite 
restorations and stainless 
steel crowns; Other 
restorative materials 

 Temporomandibular Joint 
(TMJ) Dysfunction 

0% Coinsurance 
after Deductible 

0% Coinsurance 
after Deductible 

50% Coinsurance 
after Deductible 

50% Coinsurance 
after Deductible 

0% Coinsurance 
after Deductible 

0% Coinsurance 
after Deductible 

50% Coinsurance 
after Deductible 

50% Coinsurance 
after Deductible 

Two (2) Dental 
Exams per 
Plan Year 
Full mouth X-
rays or 
panoramic X-
rays at 36 
month intervals 
and bitewing X-
rays at 6 to 12 

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 Contract, You will be responsible for the full cost of the services. 

OPGAtAlo-NY-ENT-15R 2 



    

                        

            

                   

                  

  

    

                            

                    

  

 

                   

                 

  

                 

               

         

                          

        

                               

               

                        

                

      

                   

           

                   

              

                     

                 

  

   

                  

                

         

                               

                    

                    

                 

  

Can you read this document? If not, we can have somebody help you read it. You may also be able to get this document 
written in your language. For free help, please call 800-471-0275 (TTY: 711). 

¿Puede leer este documento? Si no, podemos hacer que alguien lo lea por usted. También puede obtener este documento 
escrito en su idioma. Para obtener ayuda gratuita, llame al 800-471-0275 (servicio de retransmisión TTY deben llamar al 
711). (Spanish) 

 

 800-471-0275 (TTY: 711)(Chinese) 

Bn có c c tài liu này không? Nu không, chúng tôi s c mt ai ó giúp bn c. Bn cng có th nhn c tài liu 
này vit bng ngôn ng ca bn.  nhn c tr giúp min phí, vui lòng gi 800-471-0275 (TTY: 711). (Vietnamese) 

                
         800-471-0275 (TTY: 711) 

 (Korean) 

Mababasa mo ba ang dokumentong ito? Kung hindi, mayroong makatutulong sa iyo na basahin ito. Maaaring makuha mo rin 
ang dokumentong ito nang nakasulat sa iyong wika. Para sa libreng tulong, pakitawagan ang 800-471-0275 (TTY: 711). 
(Tagalog) 

    ?  ,     -      
  .         .    
,     800-471-0275 (: 711). (Russian) 

         .        ,         .  
(Arabic) .(711 :TTY) 800-471-0275     

Èske w ka li dokiman sa a? Si w pa kapab, nou ka fè yon moun ede w li l. Ou ka gen posiblite pou jwenn dokiman sa a tou ki 
ekri nan lang ou. Pou jwenn èd gratis, tanpri rele 800-471-0275 (TTY: 711). (Haitian Creole) 

Pouvez-vous lire ce document ? Si ce n’est pas le cas, nous pouvons faire en sorte que quelqu’un vous aide à le lire. Vous 
pouvez également obtenir ce document écrit dans votre langue. Pour obtenir de l’assistance gratuitement, veuillez appeler 
le 800-471-0275 (TTY : 711). (French) 

Moesz przeczyta ten dokument? Jeli nie, moemy Ci w tym pomóc. Moesz take otrzyma ten dokument w swoim jzyku 
ojczystym. Po bezpatn pomoc zadzwo pod numer 800-471-0275 (TTY: 711). (Polish) 

Você consegue ler este documento? Se não, podemos pedir para alguém ajudá-lo a ler. Você também pode receber este 
documento escrito em seu idioma. Para obter ajuda gratuita, ligue 800-471-0275 (TTS: 711). (Portuguese) 

Non riesci a leggere questo documento? In tal caso, possiamo chiedere a qualcuno di aiutarti a farlo. Potresti anche essere in 
grado di ricevere questo documento scritto nella tua lingua. Per assistenza gratuita, chiama il numero 800-471-0275 (TTY: 
711). (Italian) 

 

800-471-0275 TTY: 711  (Japanese) 

Können Sie dieses Dokument lesen? Falls nicht, können wir Ihnen einen Mitarbeiter zur Verfügung stellen, der Sie dabei 
unterstützen wird. Möglicherweise können Sie dieses Dokument auch in Ihrer Sprache erhalten. Rufen Sie für kostenlose 
Hilfe bitte folgende Nummer an: 800-471-0275 (Schreibtelefon: 711). (German) 

     .                          
(Persian Farsi) .(711 :TTY) 800-471-0275 :        .       

      .      ,  ?      
:     ) 800-471-0275   ,   .     

(Yiddish) .(711 
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Nondiscrimination statement and language assistance services 

English 
If you, or someone you’re helping, has questions about Independent Health, you have the right to get help and information 

in your language at no cost. To talk to an interpreter, call 18005013439. 

Independent Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability, or sex. 

Spanish 
Si usted, o alguien a quien usted está ayudando, tiene preguntas acerca de Independent Health, tiene derecho a 
obtener ayuda e información en su idioma sin costo alguno. Para hablar con un intérprete, llame al 
18005013439. 

Independent Health cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, 

nacionalidad, edad, discapacidad o sexo. 

Chinese 

[ Independent Health  Independent Health  

 [ 18005013439 

Independent Health  

 

Russian 
    ,   ,     Independent Health,      
       .        
1-800-501-3439. 

Independent Health           
    ,  ,  , ,  
 . 

French Creole 

Si oumenm oswa yon moun w ap ede gen kesyon konsènan Independent Health, se dwa w pou resevwa asistans ak 
enfòmasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avèk yon entèprèt, rele nan 18005013439. 

Independent Health konfòm ak lwa sou dwa sivil Federal ki aplikab yo e li pa fè diskriminasyon sou baz ras, koulè, peyi 
orijin, laj, enfimite oswa sèks. 

Korean 

Independent Health 

. 

18005013439 . 
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Nondiscrrimination statement annd languagee assistance services (coont’d) 

Independent Health 

Ittalian 
SSe tu o qualcunno che stai aiuttando avete doomande su Indeependent Health, hai il dirittoo di ottenere aaiuto e informaazioni 
nnella tua linguaa gratuitamente. Per parlare ccon un interpreete, puoi chiammare 18005013439. 

Independent Health è conforme a tutte le leeggi federali viigenti in materria di diritti civiili e non pone in essere 
ddiscriminazioni sulla base di rrazza, colore, oorigine nazionaale, età, disabilità o sesso. 

YYiddish 
Inddependent Heaalth 

188005013439 

Independdent Health 

BBangala‐Bangaali 
Indepeendent Health, 

18005013439. 

Independent H ealth 

PPolish 
Jeli Ty lub oso magasz ,macie p nie Independe sz prawo do uz ba, której pom pytania odnon nt Health, mas zyskania bezpatnej 
innformacji i pommocy we wasnnym jzyku .Abby porozmawiaa z tumaczemm, zadzwo podd numer 180005013439. 

Independent Health postpujje zgodnie z obbowizujcymi federalnymi pprawami obywatelskimi i nie dopuszcza si 
ddyskryminacji zze wzgldu na ras, kolor skóóry, pochodzennie, wiek, niepeenosprawno bd pe. 

AArabic 
Inde 

.1800501 

ependent Healt 

13439 

th 

Indepeendent Health 

FFrench 
SSi vous, ou queelqu'un que vouus êtes en trainn d’aider, a des questions à ppropos de Indeependent Health,vous avez lee droit 
dd'obtenir de l'aaide et l'information dans vottre langue à aucun coût. Pourr parler à un innterprète, appeelez 180050113439. 
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18005

Ind

5013439
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Nondiscrrimination statement annd languagee assistance services (coont’d) 

Independent Health respectee les lois fédéraales en vigueurr relatives aux droits civiquess et ne pratique aucune 
ddiscrimination basée sur la raace, la couleur de peau, l'origgine nationale, l'âge, le sexe oou un handicapp. 

UUrdu 
dependent Hea 

Independentt Health 

TTagalog 
KKung ikaw, o anng iyong tinutuulangan, ay maay mga katanunngan tungkol ssa Independentt Health, may kkarapatan ka nna 
mmakakuha ng tulong at imporrmasyon sa iyoong wika ng waalang gastos. UUpang makausaap angisang tagasalin, tumawwag sa 
118005013439. 

SSumusunod ang Independentt Health sa mga naaangkop nna Pederal na bbatas sa karapaatang sibil at hhindi nandidiskrimina 
bbatay sa lahi, kulay, bansang pinagmulan, edad, kapansannan o kasarian.. 

GGreek 
           Indepeendent Health,,     
       .     ,  18005013439. 

Independent Health             
      ,  ,   ,  ,     . 

AAlbanian 

NNëse ju, ose dikkush që po ndihmoni, ka pyettje për Indepenndent Health, keni të drejtë ttë merrni ndihmë dhe informmacion 
ff n olur me një përkthyes, telefon 8005013439alas në gjuhën tuaj. Për të fo noni numrin 1 9. 

Inndependent Heealth vepron nëë përputhje mee ligjet e zbatueeshme federalee të të drejtave civile dhe nuk ushtron diskrimminim 
mmbi baza si racaa, ngjyra, prejarrdhja etnike, mosha, aftësia e kufizuar ose gjinia. 
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Nondiscrimination statement and language assistance services (cont’d) 

Discrimination is Against the Law 

Independent Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability, or sex. Independent Health does not exclude people or treat them differently because of 
race, color, national origin, age, disability, or sex. 

Independent Health: 
• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

 Qualied sign language interpreters 
 Wrien informaon in other formats (large print, audio, accessible electronic formats, other formats) 

• Provides free language services to people whose primary language is not English, such as: 
 Qualied interpreters 
 Informaon wrien in other languages 

If you need these services, contact Independent Health’s Member Services Department. 

If you believe that Independent Health has failed to provide these services or discriminated in another way on the basis of 
race, color, national origin, age, disability, or sex, you can file a grievance with: Independent Health’s Member Services 
Department, 511 Farber Lakes Drive, Buffalo, NY 14221, 18005013439, TTY users call 18004321110, fax (716) 635 
3504, memberservice@servicing.independenthealth.com. You can file a grievance in person or by mail, fax, or email. If you 
need help filing a grievance, Independent Health’s Member Services Department is available to help you. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, 
electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201 

18003681019, 8005377697 (TDD) 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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