
ManagedCare for Families and Individuals

On the 2025 Health Insurance Exchange –Texas

Procedure - This document is provided for summary purposes only and is not a 
complete description of plan benefits, limitations, and exclusions. Read your plan 
documents for details on plan benefits, limitations, and exclusions.

Your In Network Copay

Diagnosis & Preventive Care
• Exams, cleaning, x-rays, topical fluoride

$0

Restorative Services

• Fillings (Amalgam-One Surface; primary or permanent) $28

• Simple tooth extractions (extraction, erupted tooth or exposed root removal) $35

• Crowns (porcelain/ceramic substrate) $450

Standard Orthodontic Coverage

• Comprehensive Orthodontic Treatment of the Adolescent
The actual copayment in schedule may be higher but is capped by the out-of-pocket 
maximum.

$425

• Comprehensive Orthodontic Treatment of the Adult. $2,800

Office Visit $20

Out Of Pocket Maximum (Individual / Family)
(Applies to the pediatric essential health benefits only.)

1 child -$425
2 or more children - $850

This plan may not be available in all Counties. Please visit the See Plans and Prices section at www.healthcare.gov 
to confirm availability in your area.

The Guardian Life Insurance Company of 
America
New York, NY 10001

Dentalexchange.guardiandirect.com

*Current Dental Terminology (c) 2013 American Dental Association (ADA). All rights reserved. 
Note: Procedures listed above are for sample purposes only and do not encompass all covered 
services. Actual patient charges will vary based on the procedure and are listed on the full co- 
payment schedule. Limitations and exclusions apply. Please see your policy contract for details. 
Plan documents are the final arbiter of coverage. Underwritten by: Managed DentalGuard, Inc., a 
wholly owned subsidiary of The Guardian Life Insurance Co. of America. 
Policy Form #: IP-1- MDG-DHMO-TX-ON-24.
 ©Copyright 2024 The Guardian Life Insurance Company of America, New York, N.Y. 

DHMO plans allow you to choose to receive care from any 
participating dentist in the network and pay set copays 
for your office visit and services. Under this plan, you 
must be assigned to a primary care dentist of your choice 
from our network of contracted providers.  All care must 
be provided or arranged by your primary care dentist.

Covered Services Include:
• Diagnostic and preventive benefits such as oral 

examinations, x-rays, topical fluoride, and dental 
sealants.

• Restorative services such as fillings and crowns.
• Oral Surgery 
• Orthodontics

This plan also includes the pediatric dental Essential 
Health Benefit (EHB) as mandated by the Affordable 
Care Act (ACA), which is a comprehensive set of 
dental services for children under age 19.

Sample Costs
A complete list of covered procedures and copays can 
be found on the Schedule of Benefits. The copays are 
only valid for covered services provided by a network 
dentist. Services provided or arranged  by your primary 
care dentist are covered without waiting periods and 
annual or lifetime limits.

http://www.healthcare.gov/
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