
Decoding the Dental Quote: A Student's Guide to Benefits 
Welcome to your technical deep-dive into dental finance. While a dental quote might look like a 
simple list of prices, it is actually a sophisticated financial blueprint. This guide will help you 
deconstruct the  SmartPremium Plus 100/80/50-2000 MAC  plan, transforming you from a 
passive consumer into an empowered benefits expert. 

1. The Anatomy of a Dental Quote 

A dental quote is a roadmap for how costs are shared between the insurance company and the 
member. Before looking at the dollars, we must look at the "shorthand" that defines the plan’s 
DNA.The plan name,  100/80/50-2000 MAC , is a technical code that tells you the story of your 
coverage: 

●​ 100/80/50:  These are the coinsurance percentages for Preventive, Basic, and Major 
tiers. 

●​ 2000:  This is your Annual Maximum—the "ceiling" of coverage. 
●​ MAC:  This indicates the "Maximum Allowable Charge" pricing model used for network 

fees.Beyond the name, three administrative identifiers ensure your policy remains stable: 
●​ Policy Effective Date (2026-01-01):  The official "go-live" date. Any care received 

before this date is out-of-pocket. 
●​ Policy Length (24 Months):  This indicates a rate lock. Your premiums are guaranteed 

not to change for two years, providing long-term financial stability. 
●​ Quote ID (457216):  This is the digital fingerprint of your plan. In a "digital-first" 

ecosystem like Beam’s, this ID connects your policy to the Beam app for instant data 
access.Understanding these administrative headers is essential because they establish 
the legal and temporal boundaries of your coverage. 

2. The Three Pillars of Cost-Sharing 

To calculate what a patient pays, you must master the three fundamental components of dental 
math: Deductibles, Coinsurance, and Annual Maximums.| Component | Simple Definition | The 
Specific Value || ------ | ------ | ------ || Deductible | Your "entry fee." The amount you pay for care 
before insurance starts sharing costs. | $50 (Individual) / ****$  150  (Family) || Coinsurance | 
Your "share." The percentage of the bill the insurance company pays after the deductible is met. 
| 100% / 80% / 50%  (By tier) || Annual Maximum | The "generosity limit." The most the insurer 
will pay in a year. Unlike medical "out-of-pocket maximums," this is a cap on the insurer, not the 
patient. | $2,000 | 
Critical Insight: The Deductible Waiver  On this plan, the deductible is  waived  for 
"Preventive & Diagnostic" services. This means for checkups, cleanings, and X-rays, the 
insurance pays 100% starting at the very first dollar. You do not have to pay the $50 entry fee to 
access preventive care.These fixed dollar amounts provide the framework for your coverage, 
but the real power of the plan lies in how specific procedures are categorized. 



3. Understanding Coverage Tiers and Procedural Shifts 

Standard dental plans typically group procedures into three tiers. However, the  VIP Advantage  
re-engineers this architecture to provide significantly more value to the member.Under a 
standard plan, complex (and expensive) procedures like root canals are often hidden in the 
"Major" tier, where insurance only covers 50%. The VIP Advantage shifts these into the "Basic" 
tier, covering them at 80%.The 30% Coverage "Gain" Comparison:| Procedure | Standard 
Plan Coverage | VIP/Beam Plan Coverage || ------ | ------ | ------ || Endodontics (Root Canals) | 
50% | 80% || Periodontics (Gum Treatment) | 50% | 80% || Oral Surgery (Extractions) | 50% 
| 80% | 
By moving these high-cost items from the 50% tier to the 80% tier, the plan provides a 30% 
coverage boost exactly when members need it most. This procedural shift is the primary engine 
behind the plan's out-of-pocket savings. 

4. The Math in Motion: How a Claim is Calculated 

Let's apply these concepts to a real-world scenario. Imagine you need a filling (a "Basic" 
service). We will assume your provider's fee is $200 and you have already met your $50 
deductible for the year. 

1.​ The Bill:  The provider bills a fee of  $200 . 
2.​ Deductible Applied:  Since you met your deductible earlier in the year, you owe  $0  

toward the deductible. 
3.​ Coinsurance Share:  This is a Basic service covered at 80%. Insurance pays  $160  

(80% of $200). 
4.​ Member Responsibility:  You pay the remaining 20%, which is  $40 . 
5.​ The Ceiling Check:  The  $160  paid by insurance is subtracted from your $2,000 

"generosity limit" (Annual Max). You now have $1,840 left in your "fuel tank" for the rest 
of the year.Remember: The Annual Maximum is a  Benefit Ceiling . It is the absolute 
limit on what the insurance will pay. Once you hit that $2,000 limit, you are responsible 
for 100% of the costs until the next plan year begins. 

5. Networks and Access Points: In-Network vs. Out-of-Network 

Where you go for care determines the "starting price" of the math we just performed. This plan 
offers a national network of 500,000 access points.Technical Insight: The MAC Pricing Model   
MAC  stands for  Maximum Allowable Charge . This is the highest amount the insurance 
company will recognize for a specific service. If an out-of-network dentist charges $300 for a 
procedure but the plan's MAC is only $200, the insurance company will calculate its 80% share 
based on the $200 MAC, not the $300 bill.Staying in-network ensures you benefit from 
pre-negotiated PPO fees. This results in direct savings in both the overall plan cost and your 
personal out-of-pocket expenses because in-network dentists cannot "balance bill" you for the 
difference. 

6. Frequently Asked Questions for the Savvy Learner 

Is pre-authorization mandatory? 



●​ No, it is not mandatory. However, for any service expected to cost  $300 or more , it is 
highly recommended that you request an estimate first to avoid any financial 
surprises.Are prior extractions covered? 

●​ Yes. This plan contains  no "missing tooth clause."  This means if you lost a tooth 
before you were covered by this plan, the replacement of that tooth (via bridge or 
implant) is still eligible for coverage.Is there a waiting period if I'm switching from 
another plan? 

●​ No.  Continuation of service  is covered starting on your effective date. You have full 
access to your benefits from day one without a gap in protection.How long do I have to 
file a claim? 

●​ The  Timely Filing limit  is  12 months  from the date of service, unless otherwise 
specified by state law. 

The "Cheat Sheet" Summary 

The Deductible is your $50 starting cost, though it's waived for preventive care. Coinsurance is 
your percentage of the bill, significantly improved by the 80% VIP Basic tier. The Annual Max is 
the $2,000 hard cap on what the insurance will contribute per year. 
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