
Individual Dental Plans for Blue Cross and Blue Shield of Minnesota 
Aware CareSM/Personal BlueSM and Options Blue Members  

BRIEF SUMMARY OF EXCLUSIONS AND LIMITATIONS  
Refer to your dental benefit plan summary for complete details  

 
This summary of exclusions and limitations is provided for your convenience and is not intended to be a 
complete description. Only those services and supplies specifically listed in the Dental Benefit Plan 
Summary are covered under the plan, regardless of dental necessity.  
 
The Dental Benefit Plan Summary is your source for complete information, including the specific dental 
treatments that are covered, the frequency with which those treatments are covered, benefit amounts, 
limitations, exclusions, waiting periods, and conditions under which coverage may remain in force.  
 
You will receive the Dental Benefit Plan Summary with your welcome package. If you decide the plan is 
not for you, simply let us know in writing within 30 days of receiving the Summary. We will promptly refund 
your paid premium and enrollment fee, and any claims incurred will not be paid.  
 
Listed below, for your convenience, is a general overview of the plan’s exclusions and limitations. 
 
EXCLUSIONS    

Coverage is NOT provided for: 
 
a) Dental services which a Covered Person would be entitled to receive for a nominal charge or without 

charge if this Contract were not in force under any Worker's Compensation Law, Federal Medicare 
program, or Federal Veteran's Administration program. However, if a Covered Person receives a bill or 
direct charge for dental services under any governmental program, then this exclusion shall not apply. 
Benefits under this Contract will not be reduced or denied because dental services are rendered to a 
subscriber or dependent who is eligible for or receiving Medical Assistance pursuant to Minnesota Statute 
Section 62A.045. 

b) Dental services or health care services not specifically covered under your Dental Plan Contract (including 
any hospital charges, prescription drug charges and dental services or supplies that are medical in 
nature).   

c) New, experimental or investigational dental techniques or services may be denied until there is, to the 
satisfaction of the Plan, an established scientific basis for recommendation. 

d) Dental services performed for cosmetic purposes.  NOTE:  Dental services are subject to post-payment 
review of dental records.  If services are found to be cosmetic, we reserve the right to collect any payment 
and the member is responsible for the full charge. 

e) Dental services completed prior to the date the Covered Person became eligible for coverage. 

f) Services of anesthesiologists.  

g) Anesthesia Services, except by a Dentist or by an employee of the Dentist when the service is performed in 
his or her office and by a dentist or an employee of the dentist who is certified in their profession to 
provide anesthesia services. 

h) Deep sedation/general anesthesia, analgesia, analgesic agents, anxiolysis nitrous oxide, therapeutic drug 
injections, medicines, or drugs for non-surgical or surgical dental care.  NOTE: Intravenous conscious 
sedation is eligible as a separate benefit when performed in conjunction with complex surgical services. 

i) Dental services performed other than by a licensed dentist, licensed physician, his or her employees. 



j) Dental services, appliances or restorations that are necessary to alter, restore or maintain occlusion, 
including but not limited to: increasing vertical dimension, replacing or stabilizing tooth structure lost by 
attrition, realignment of teeth, periodontal splinting and gnathologic recordings. 

k) Artificial material implanted or grafted into or onto bone or soft tissue, including implant services and 
associated fixtures, or surgical removal of implants. 

l) Services or supplies that have the primary purpose of improving the appearance of your teeth.  This 
includes but is not limited to tooth whitening agents or tooth bonding and veneer covering of the teeth. 

m) Orthodontic treatment services, unless specified in this Dental Benefit Plan Summary as a covered dental 
service benefit. 

n) Case presentations, office visits and consultations. 

o) Incomplete, interim or temporary services. 

p) Initial installation of full or partial dentures or fixed bridgework to replace a tooth (teeth) which was 
extracted prior to becoming a Covered Person under this Plan.  EXCEPTION:  This exclusion shall not apply 
for any person who has been continuously covered under this Plan for more 24 months. 

 

q) Corrections of congenital conditions during the first 24 months of continuous coverage under this Plan. 

r) Athletic mouth guards, enamel microabrasion and odontoplasty. 

s) Retreatment or additional treatment necessary to correct or relieve the results of treatment previously 
benefited under the plan. 

t) Procedures designed to enable prosthetic or restorative services to be performed such as a crown 
lengthening. 

u) Bacteriologic tests. 

v) Cytology sample collection. 

w) Separate services billed when they are an inherent component of a Dental Service where the benefit is 
reimbursed at an Allowed Amount. 

x) Pediatric removable or fixed prosthetic appliances (dentures, partials or bridges). 

y) Interim or temporary removable or fixed prosthetic appliances (dentures, partials or bridges). 

z) Services for the replacement of an existing partial denture with a bridge. 

aa) Additional, elective or enhanced prosthodontic procedures including but not limited to, connector bar(s), 
stress breakers and precision attachments. 

bb)  Provisional splinting, temporary procedures or interim stabilization. 

cc)  Placement or removal of sedative filling, base or liner used under a restoration. 

dd)  Services or supplies that are medical in nature, including dental oral surgery services performed in a   
hospital. 

ee)  Oral hygiene instruction.  

ff)  Restorative cast post/core or core build-up, including pins and posts.  
 
gg) Occlusal procedures, including occlusal guard and adjustments. 
  
 
 
 
 



LIMITATIONS   
 

a) Optional Treatment Plans: in all cases in which there are alternative treatment plans carrying different 
costs, the decision as to which course of treatment to be followed shall be solely that of the Covered 
Person and the dentist; however, the benefits payable hereunder will be made only for the applicable 
percentage of the least costly, commonly performed course of treatment, with the balance of the 
treatment cost remaining the payment responsibility of the Covered Person. 

b) Reconstructive Surgery:  benefits shall be provided for reconstructive surgery when such dental procedure 
is incidental to or follows surgery resulting from injury, sickness or other diseases of the involved part, or 
when such dental procedure is performed on a covered dependent child because of congenital disease or 
anomaly which has resulted in a functional defect as determined by the attending physician, to the extent 
as required by MN Statute 62A.25 provided, however, that such services are dental reconstructive surgical 
services. 

c) Benefits for inpatient or outpatient expenses arising from dental services up to age 18, including 
orthodontic and oral surgery services, involved in the management of birth defects known as cleft lip and 
cleft palate as required by Minnesota Statues Section 62A.042.  For Programs without orthodontic 
coverage:  Dental orthodontic services not related to the management of the congenital condition of cleft 
lip and cleft palate is not covered under this dental benefit program.  For Programs with orthodontic 
coverage:  If coverage for the treatment of cleft lip or cleft palate is available under any other policy or 
contract of insurance, this plan shall be primary and the other policy or contract shall be secondary. 

 
This is only an overview. For complete exclusions and limitations, please refer to the Description of 
Coverages section in the Dental Benefit Plan Summary you will receive with your welcome package. 
 


