
Frequently asked questions 
for Simplicity and North Dakota TRUE plans
for North Dakota participating dental providers

Simplicity and North Dakota TRUE individual & small employer plans sample ID card
(*Member copay may vary depending on plan selected*)

 

What is an Essential Health Benefit?

An “Essential Health Benefit” (EHB) is one of ten benefit categories required to be covered for  
non-grandfathered small group and individual plans sold both through the Marketplace and directly from the 
health plan. The 10 Essential Health Benefit categories are:

• Ambulatory patient services 

• Emergency services 

• Hospitalization 

• Maternity and newborn care 

• Mental health and substance use disorder  
services, including behavioral health treatment 

• Prescription drugs 

• Rehabilitative and habilitative services and devices

• Laboratory services 

• Preventive and wellness services  
and chronic disease management 

• Pediatric services, including oral and vision care

What do pediatric dental benefits include? 

In North Dakota, the definition of Pediatric Dental Services for EHB purposes is based on the State’s CHIP plan, 
as chosen by the North Dakota Insurance Department as the benchmark plan for pediatric dental coverage for 
North Dakota. 

Coverage is provided for emergency, routine and preventive dental care for members through age eighteen 
(18), and will only be covered through the end of the month in which the member turns age nineteen (19). Dental 
coverage is not considered an EHB for adults. Covered pediatric dental services include:

Pediatric Preventive – 100% Covered

Pediatric Diagnostic Services 

• Routine oral evaluations (dental check-up) covered twice during a calendar year. 

• Bitewing x-rays covered once annually except when part of a full mouth survey

• Full mouth survey covered once every three (3) years

• Panoramic film covered once every three (3) years

• Intraoral periapical x-rays 



Pediatric preventive services

• Prophylaxis covered four (4) times during a calendar year

• Topical fluoride applications covered twice during a calendar year

• Sealants on unfilled, undecayed permanent molars and bicuspids.

 - Benefits are limited to a lifetime maximum of two (2) sealants per tooth

• Space maintainers

Pediatric non-preventive and other dental services – coinsurance amounts apply.

Pediatric restorative services

• Fillings

 - Pin-retention, limit two (2)

• Inlays, onlays and crowns (not part of a fixed, partial Denture)

 - Replacement of lost or defective inlays, onlays or crowns is covered once every five (5) years

• Veneers, other than cosmetic, are covered once every five (5) years

Pediatric endodontic services

• Pulpotomy, pulp capping, root canal therapy, apicoectomy, root amputation, hemisection, bleaching  
of endodontically treated anterior permanent teeth

Pediatric periodontics

• Surgical Periodontic evaluation once for each course of treatment

• Gingivectomy, Gingival Curettage, mucogingival surgery, osseous surgery

• Periodontal scaling and root planning

Pediatric prosthodontics (removable & fixed)

• Dentures (complete and partial)

 - Replacement of lost or defective dentures is covered once every five (5) years

• Tissue conditioning twice per treatment sequence for relining, or for new or duplicate dentures

• Relining of immediate dentures once during the year after insertion

• Relining of complete and partial dentures other than as listed above, covered once every three (3) years

• Fixed partial denture

 - Replacement of lost or defective fixed partial dentures is covered once every five (5) years

Pediatric oral and maxillofacial surgery

• Simple extractions

• Surgical extractions

• Oral maxillofacial surgery, including the diagnosis and treatment of fracture; dislocation;  
frenulectomy; cyst; or abscess

Pediatric medically necessary orthodontics

• Orthodontic care that is directly related to, and an integral part of the medical and surgical correction of,  
a functional impairment resulting from a congenital defect anomaly; or required because of injury, accident  
or illness that damages proper alignment of biting or chewing surfaces of upper and lower teeth



Pediatric adjunctive general services

• Palliative (emergency) treatment of dental pain

• Anesthesia services

• Occlusal guard for treatment of Bruxism covered once every three (3) years

Non-covered services

• Dental care for members under age nineteen (19) for implants and maxillofacial prosthetics

• Dental care and treatment (routine or non-routine) for members ages nineteen (19) and older

• Services determined to be cosmetic by the plan

Do I need to request prior authorization?

All inpatient services must receive prior authorization from the health plan. Additionally, prior authorization must be 
obtained if providing medically necessary orthodontics or dental anesthesia tomembers under the age of nine (9)  
or to members with a developmental disability or high-risk medical condition, as determined by a licensed physician, 
which places such a person at serious risk. Failure to get prior authorization will result in either a reduction or denial  
of benefits. To request prior authorization for a procedure, or for more information, contact UtilizationManagement  
at (800) 805-7938.

Is the pediatric dental coverage embedded within the medical plan?

Yes, as required by the ACA, every Simplicity and TRUE plan sold in the small group and individual market (both inside 
and outside of the Marketplace) must include pediatric dental coverage.  We do not offer a stand-alone dental plan in 
either the small group market or individual market. 

Is there a separate deductible for a pediatric dental coverage? 

No. Pediatric preventive dental services are covered at 100%. Non-preventive dental services will be  
covered at the coinsurance level.  

Is orthodontia a covered EHB? 

For members through age eighteen (18), only those orthodontic services that are medically necessary are included as a 
covered benefit. Prior authorization to determine medical necessity is required for orthodontia services. Dentists should 
call our Utilization Management Department at (800) 805-7938 for prior authorizations. 

I’m not a participating provider in the Sanford Health Plan network. Will the  
out-of-pocket costs for pediatric dental services and procedures completed by an  
out-of-network provider be applied toward the annual out-of-pocket (OOP) maximum?

No. With the pediatric dental EHB, the costs for pediatric dental care from a provider outside of the plan’s specific 
network will not apply towards the in-network out-of-pocket maximum. This means the individual will pay more if they 
choose to receive dental care from an out-of-network provider. There are separate out-of-network coinsurance and 
deductible amounts that apply when using out-of-network providers.

I would like to become a participating provider within the Sanford Health Plan network. 
Who should I contact with questions about obtaining a contract, or reviewing the fee 
schedules and credentialing application?

Contact our Provider Relations Department at (701) 234-4210 or by email susan.giesel@sanfordhealth.org. The  
credential application is also available online at www.sanfordhealthplan.com/providers. You can leave a confidential 
voicemail after business hours, and we will return your call in a timely manner.



Who will be doing the credentialing and is there a fee to enroll in the network?

Sanford Central Verification Office will credential the dental practitioner. There is no fee for credentialing or  
participating in our network.

What will the reimbursement be?

The top billed dental codes are sent for your review with every Provider Network Agreement. Once you sign the contract 
and fee schedule, you agree to accept the fee schedule (or your clinic’s billed usual fee if less), as payment in full for 
covered services

How will patients know my office participates in Sanford Health Plan’s provider network?

Your information will be included in our online Provider Directory. If you would like to advertise yourself as a participat-
ing provider, you can email sales@sanfordhealth.org to request a copy of our logo, which you can post on your website.

How do I verify eligibility and benefits?

Contact Sanford Health Plan to verify eligibility and confirm benefits; please call (800) 752-5863 anytime from 8 a.m. to 
5 p.m. CST, Monday through Friday. You will have the ability to view eligibility and benefits through your online account at 
www.sanfordhealthplan.com/providerlogin.

How do I sign up for an online myHealthPlan provider account?

To request a myHealthPlan account, access the following website: www.sanfordhealthplan.com/providerlogin. Follow 
the 5 steps on the webpage to create your own username and password.
myHealthPlan provides these features:

• View deductibles, coinsurance, copayment and out-of-pocket dollar amounts for members

• View member eligibility information

• View check numbers and track posted payments

• Register under multiple Tax IDs

• Contact us through Express Requests for prior-authorization and receive a reply within one business day

Where do I submit claims?

Claims should be submitted to us electronically. Our Payor ID is 91184. For information regarding electronic submis-
sions and claims attachments, please visit www.sanfordhealthplan.comand click on the provider link located at the 
lower right corner of the screen.

Claims should be sent to:
Sanford Health Plan
Payor ID 91184
P.O. Box 91110
Sioux Falls, SD 57109-1110

Can I bill the patient directly?

Yes, patients are responsible for any coinsurance, copayments or deductibles. However, you cannot bill the patient for 
the difference between the Sanford Health Plan Dental Plan fee and your clinic’s billed usual fee, if there is a difference.

Is there a Provider Manual available?

Yes, you can access our provider manual through your myHealthPlan account. Visit our website and at  
www.sanfordhealthplan.com/providerlogin and login or create a username and password in just 5 easy steps.
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What changes require notification?

Any changes to the information on your credentialing application require you to notify us (e.g. address changes, phone 
or fax number changes, hours of operation changes, or Tax ID changes). Fax your changes on letterhead to the Provider 
and Payor Relations Department at (605) 328-7224.

What if I wish to terminate participation?

Our goal is to provide superior service and to offer innovative, competitive plan designs and broad access to dental 
provider arrangements. However, if you choose to leave the Sanford Health Plan provider network, requests must be 
submitted in writing 60 days prior to your requested termination date.


