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HMO

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

with Rx §15/$50,/$80

Coverage Period: 10/01/2020 - 09/30/2021

Coverage for: Individual andfor Family | Plan Type: HMO

a4

The Summary of Benefits and Coverage {SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or o qget a copy of the complete terms of coverage,
www floridablue.com/plancontracts/group. For general definiions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible,

provider, er other underlined terms see the Glossary. You can view the Glossary at www floridablue.com/plancontracts/group or call 1-800-352-2583 to request a

 oopy.
Important Questions

What is the overall
deductible?

Answers
$0

Why This Matters:
See the Common Medical Events chart below for your coste for services this plan covers.

Are there services
covered before you meet
your deductible?

Not Applicable.

This plan does not have a deductble.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit fior this plan?

Yes. In-Network: $1,500 Per
Person/$3.000 Family. Out-Of-
Network: Not Applicable.

The out-of-pocket limit is the mast you could pay in a year for covered services. If you have other
family members in this plan, they have fo meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

What is not included in

Premium, balance-billed sharges,

see a specialist?

the out-of-pocket limit? and health care this plan doesn't Even though you pay these expenses, they don't count foward the out—of—pocket limit.
= ) cover.
Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
Will vou pay less if you httpsffprovidersearch floridablue_c | You will pay the most if you use an out-of-network provider, and you might receive a bill from a
e : P grk roviiler’ om/providersearch/pubfindex.htm | provider for the difference between the provider's charge and what your plan pays [balance
or call 1-800-352-2583 for a list of | billing). Be aware your network provider might use an out-of-network previder for seme services
network providers. (such as lab wark). Check with your provider before you get services.
Dyt x| o No. You can see the specialist you choose without a referral.
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Primary care visit to treat o Physician administered drugs may have higher
an injury or iliness $15 Copay per Visk TERCaR cost shares.
T = Physician administered drugs may have higher

If you visit a heaith Specialist visit $15 Copay per Visit Not Covered et STy

care_Ell'ovider’s office Physician administered drugs may have higher

or clinic Preventive cost shares. You may have to pay for services
care/screening/ No Charge Not Covered that aren't preventive. Ask your provider if the
immunization services needed are preventive. Then check what

| your plan will pay for.
. . | Tests performed in hospitals may have higher cost-

Leoanostic test (x-ray. No Charge Not Covered share. Prior Authorization may be required. Your

If you have a test

blood work)

benefits/services may be denied.

Physician Office: $15

resources/pharmacy/me
dication-quide

Prescription by mail

p Copay per Visit/ Tests performed in hospitals may have higher
:;‘nsg)n g (CIPET scans, Independent Diagnostic Not Covered cost-share. Prior Authorization may be required.
Testing Center: No Your benefitsfservices may be denied.
Charge |
$15 Copay per | Up to 30 day supply for retail, 30 day supply for
) Prescription at retail, $40 mail order. Respensible Rx programs such as Prior
Generic drugs s Not Covered R v .
If you need drugs to Copay per Prescription Authorization may apply. See Medication guide for
treat your illness or by mail more information.
condition $50 Copay per 4
More information about Preferred brand drugs Prescription at retail, N Cove Up_to 30 day supply for retail, 90 day supply for
prescription drug $125 Copay per mail order.
Lo dlns Prescription by mail
www floridablue.comito 80 C—C,'El per — ’
————————==—" | Non-preferred brand Prescription at retail, Up to 30 day supply for retail, 90 day supply for
ols- Not Covered :
= drugs $200 Copay per mail order.

Specialty drugs

Specialty drugs are
subject to the cost share
based on applicable drug
tier.

Specialty drugs are subject

to the cost share based on
the applicable drug tier.

Not covered through Mail Order. Up to 30 day

supply for retail.

For more information about limitations and exceptions, see the plan or policy document at www floridablue_com/plancontracts/group.
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Common What You Will Pay Limitations, Exceptions, & Other Important
- Services You May Need Network Provider Out-of-Network Provider : "
Medical Event — T T Information
{You will pay the least) (You will pay the most)
Facility fee (e.g., . L )
. - Prior Authorization may be required. Your
I: :r:t; rl;ave outpatient 2;!:::?@ry surgery $200 Copay per Visit Not Covered penelilslsenvices may be denied
Physician/surgeon fees | No Charge Mot Covered none
Emergency room care $100 Copay per Visit $100 Copay per Visit nong
:Z:::::r :g;:‘t::ﬁdme traELnrg_cy—grrt]ali ornn LEs No Charge No Charge Out-of-Network only covered for emergencies.
Urgent care 315 Copay per Visit Mot Covered none
. . Inpatient Rehab Services limited to 30 days. Prior
If you have a hospital r'i:(;:r:!lﬂy Al i‘:isrr?l S%L%[ per Mot Covered Authorization may be required. Your
stay ) benefits/services may be denied.
Physician/surgeon fees | No Charge Mot Covered none
If you need mental - : Prior Authorization may be required. Your
health, behavioral losaniis Lok e benefits/services may be denied.
health, or substance . . Prior Authorization may be required. Your
abuse services Inpatient services No Charge Not Covered benefits/services may be denied.
. - Maternity care may include tests and services
Lsrds $15 Copay per Visit LR described elsewhere in the SBC (ie. ultrasound.)
If you are pregnant Ch"d""_”‘“’e""e”.’ No Charge Mot Covered none
professional services
g::ﬁ;::slhfdelwery =] H:osp:a;gﬂ:dn::il:sﬁm Mot Covered Option 2 hospitals may have a higher cost-share.
Home health care No Charge Mot Covered Coverage limited to 60 visits.
Physician Office: $15 Coverage limited to 62 consecutive days per
Caopay per Visit/ member per condition. Services performed in
If vou need hel Rehabilitation services Qutpatient Rehab Mot Covered hospital may have higher cost-share. Prior
you ne hp Center: $5 Copay per Authorization may be required. Your
;eﬂi‘;:z::gi:{ h:;fh Visit benefits/services may be denied.
needs Habilitation services Mot Covered Not Covered Not Covered
Coverage limited to 90 days. Prior Authorization
Skilled nursing care No Charge Mot Covered may be required. Your benefits/services may be
denied.

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontracts/group.

Common
Medical Event

Services You May Need

What You Will Pay
Network Provider

Out-of-Network Provider
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Limitations, Exceptions, & Other Important
Information

(You will pay the least)

(You will pay the most)

Excludes vehicle modifications, home
Durable medical medificaticns, exercise, bathroom equipment and
equipment Mo Charge Mot Covered replaa_erne_nt of DME due t‘f’ uselage. Prior
EQUIpent Authorization may be required. Your
benefits/services may be denied
Hospice services Mo Charge Mot Covered [Fees Autl’x)ri;ation mayjbe reguired. Your
benefits/services may be denied.
Children’s eye exam Mot Covered Mot Covered Not Covered
If your child needs Children’s glasses Mot Covered Mot Covered Not Covered
dental or eye care uGFr'nIdren s dental check- Mot Covered Not Covered Not Covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Acupuncture
Bariatric surgery
Cosmetic surgery
Dental care (Adult)

Hearing aids

Habilitation services

= [Infertility treatment
« Long-term care
= MNon-emergency care when traveling outside the

« Pediatric dental check-up
« Pediatric eye exam

Pediatric glasses

Private-duty nursing

Routine eye care (Adult)

Routine foot care unless for treatment of diabetes
Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

= Chiropractic care - Limited to 30 visits

= Most coverage provided outside the United
States. See www. floridablue.com.

For more information about limitations and exceptions, see the plan or policy document at www_floridablue.com/plancontractsigroup.
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Your Rights to Continue Coverage: There are agencies that can help if you want to confinue your coverage after it ends. The contact information for those
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol. gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www cciio.cms gov. Other coverage opfions may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www HealthCare gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your nghts, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this nofice, or assistance,
contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits
Secunty Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsathealthreform. For group health coverage subject to ERISA contact your employee services
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U 5. Department
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www dol goviebsa/consumer info_health html .

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the

requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

For more information about limitations and exceptions, see the plan or policy document at www floridablue. com/plancontractsigroup.

About these Coverage Examples:
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oy This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow up

hospital delivery)

® The plan’s overall deductible $0
W Specialist Copayment $15
W Hospital (facility) Copayment $450
W Other No Charge $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal cars)
Childbirth/Delivery Professional Semvices
Childbirth/Delivery Facility Services

Diagnostic tests (wlirasounds and blood work)
Specialist visit (anesthesia)

controlled condition)

B The plan’s overall deductible 50
W Specialist Copayment $15
M Hospital (facility) Copayment $450
W Dther No Charge $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
W The plan’s overall deductible $0
W Specialist Copayment $15
W Hospital (facility) Copayment $450
W Dther Copayment $100

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,800 Total Example Cost | $7.400 Total Example Cost | s1.800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Shanng
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $500 Copayments $1,500 Copayments $200
Coinsurance 30 Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $560 The total Joe would pay is $1,560 The total Mia would pay is $200

Note: These numbers assume the patient does not participate in the plan’s weliness program. If you participate in the plan’s weliness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: www floridablue com.
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Section 1557 Notification: Discrimination is Against the Law

Florida Blue, Florida Blue HMO, Florida Blue Preferred HMO (collectively, “Flarida Blue™), Florida Combined Life and the Bloe Cross and Blus
Shield Federal Employee Propram® (FEF) comply with applicable Federal civil mghts laws and do not discriminate on the basis of race, color,
natiomal enigin, age, disabilify, or sex. We do not exclode people or weat them differently becanse of race, color, national erizin, ape, disabilify, ar
5%

Florida Blue, Florida Blus HMO, Florida Blue Preferred HMO, Florida Combined Life and FEP:
= Provide fres aids and services to people with disabiities to compmumnicate efectively with us, soch as:
o (ualified sipn lanpoage interpreters
o Wotien information in other formats (large print, audio, accessible electronic formats, other formats)
= Provide fies lanpoage services fo people whose primary language is not English, such as:
o Cualified inferpreters
o Informarion written in other lanznages
If vou need these services, contact:
» Florida Blue (health and viston coverage): 1-800-352-1583
» Florida Combined Life (dental, life. and dizability coverage): 1-888-123-4892
+ Federal Employee Program: 1-800-333-2227

If you believe that we have failed to provide these services or discrimmated m another way on the basis of race, color, national ongm, age, disabdlity,
or sex, you can file a grisvance with-

Flarida Elue (incloding FEP members): Florida Combined Life:

Section 1357 Coordinator Civil Rights Coordinater

4800 Deerwond Campus Padoway, DCC 1-7 17500 Chenal Parkway
Tacksonville, FL 32244 Little Rock, AR 71213
1-B00-477-3736 =29070 1-800-260-0331

1-800-853-8770 (TTY) 1-200-255-8770(TTY)

Fax: 1-904-301-1580 civilrightscoordinaterjgdfelife com

section]35Teoordinator@floridablue com

Health insurance is offered by Florida Blue. HWO coversge is offersd oy Fiorids Bius HWO, an affiliste of Rorids Blue. Dental insrance is offensd by Aorids Comibined Lite
insurance Company, inc, an affiliste of Blue Cross and Blue Shield of Florids, InC. Thess companies ane Independent Licensses of the Biue Cross and Blue Shisid Azsocistion.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grisvance, the Section 1557 Coordinator is available to help
you You can alse file a civil nights complaint with the 175, Deparmment of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at heips:'ocrportal bhs gov/ocr'portal lobby jsf, by mail or phone at:

U.5. Department of Health and Huoman Services

100 Independence Avenue, SW

Foom 509F, HHH Bailding

Washingron, D.C. 20201

1-800-388-1019

1-800-337-T697 (TDD)

Complaint forms are available at btp:www hhs. zoviocroffice file/ indes himl

ATEMCION: Si habla espaiiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Llame al 1-800-352-2583 (TTY: 1-877-055-8773).
FEP: Llame al 1-800-333-2227

ATANSYON: 51w pale Ereyol ayisyen, ou ka reseviwa von &4 gratis nan lang pa w. Rele 1-800-332-2583 (pou moun ki pa tande byen: 1-800-935-
B770). FEP: Rele 1-800-333-2227

CHU ¥:Neéu ban nai Tigng Viét, co dich vy ty gidp ngdn ngit mitn phi danh cho ban. Hiy goi so 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Goi so 1-800-333-1227

ATENCAO: Se vocé fala parmugués, utilize os servigos linguistices graruites disponiveis. Ligue para 1-B00-351-1583 (TTY: 1-800-055-8770). FEB-
Lipue para 1-BO00-333-2227

HECNRTERERG T SR WSS R - #FE1-200-352-2383 (TTY: 1-800-055-8770). FEP : 3 W1-800-333-

7

ATTENTION: 51 veus parler francais, des services d'aide linguistique vous sont proposes gratuitement. Appelez le 1-800-352-2583 (ATS : 1-B00-
955-8770). FEP - Appelez le 1-8(:-333-2227

PAUNAWA: Eunp nagsazalita ka ng Tagalog. maaari kang pumamit of mza serbisyo ng mlsng sa wika nang walang bayad. Tumawag s 1-800-
352-2583 (TTY: 1-200-955-8770). FEP: Tumawag sa 1-800-333-2227

HeaRh insurance iz offered by Florida Blue. HMD coversge is offered Dy Fiorida Biue HRAD, amaffilizte of Rorida Blue. Dental insurance is offened by Aorida Comiined Life
insurance Company, inc, an affiliste of Blue Cross and Blue Shield of Florids, InC. Thess companies ane Independent Licensses of the Biue Cross and Blue Shisid Azsocistion.
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with Rx $15/$50,/$80

HMO

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Coverage Period: 10/01/2020 - 09/30/2021

Coverage for: Individual andfor Family | Plan Type: HMO

AN

The Summary of Benefits and Coverage {SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage.

www floridablue.com/plancontracts/group. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible,

provider, or other underlined terms see the Glossary. You can wiew the Glossary at www_floridablue.com/plancontractsigroup or call 1-800-352-2583 to request a

copy.
Important Questions

What is the overall
deductible?

Answers

30

Why This Matters:

See the Common Medical Events chart below for your coste for services this plan covers.

Are there services
covered before you meet
your deductible?

Not Applicable.

This plan does not have a deductible.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

Network: Mot Applicable.

Yes. In-Network: $2,500 Per
Person/$7,500 Family. Out-Of-

The out-of-pocket limit is the most you sould pay in a year for eovered services. If you have other
family members in this plan, they have fo meet their own out-of-pocket limits unfil the overall
family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premium, balance-billed charges,
and health care this plan deesn't

Even though you pay these expenses, they don't count toward the out—of—pocket limit.

cover.

Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan’s netwerk.

Will vou pay less if vou hitpsfiprovidersearch.floridablue.c | You will pay the most if you use an out-of-network previder, and you might recerve a bill from a
you pay y om/providersearch/publindex.htm | provider for the difference between the provider's charge and what your plan pays (balance

use a network provider?

or call 1-800-352-2583 for a list of

billing). Be aware your network provider might use an out-of-network provider for seme services

network providers. {such as lab work). Check with your provider before you get services.
Do you need a referral to = =
see 2 specialist? No. You can see the specialist you choose without a referral.
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Primary care visit to treat an

Physician administered drugs may have higher

Specialty drugs

subject o the cost share
based on applicable
drug tier.

Specialty drugs are subject
to the cost share based on

the applicable drug tier.

| injury or illness $25 Lapay peniied NG cost shares.
PR _ ; Physician administered drugs may have higher
If you visit a heaith Specialist visit $60 Copay per Visit Not Covered costshares,
care provider's office Physician administered drugs may have higher
or clinic . - cost shares. You may have to pay for services
Prever{tlve“ EEE - T No Charge Not Covered that aren't preventive. Ask your provider if the
immunization . !
services needed are preventive. Then check
what your plan will pay for.
Tesk performed in hospitals may have higher
Diagnostic test (x-ray, blood No Charge Not Covered cost Vshare Prior Authonzat»_on may be
work) required. Your benefits/services may be
denied.
If h. test
s Tests performed in hospitals may have higher
. - cost-share. Prior Authorization may be
Imaging (CT/PET scans, MRIs) | $60 Copay per Visit Not Covered required. Your benefitsiservices may be
denied.
$15 Copay per Up to 30 day supply for retail, 80 day supply
: Prescription at retail, for mail order. Responsible Rx programs such
Generic drugs Not Covered - A
If you need drugs to $40 Copay per as Prior Authorization may apply. See
treat your iliness or Prescription by mail Medication guide for more information.
condition $50 Copay per ‘
More information about | proferred brand drugs Prescription at refail, Not Covered Up to 1_30 day supply for retail, 30 day supply
prescription drug $125 Copay per for mail order.
coverage is available at Prescription by mel
- $80 Copay per
i floricablue; copii Prescription at retail Up to 30 day supply for retail, 80 day suppl
ols- Non-preferred brand drugs ' Not Covered " Y Y ' ¥ Y
oy $200 Copay per for mail order.
resources/pharmacy/me Prescription by mail
dication-quide Specialty drugs are

Not covered through Mail Order. Up to 30 day
supply for retail.

For more information about limitations and exceptions, see the plan or policy document at www._floridablue_coméplancontracts/group.
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Common
Medical Event

Services You May Need

Facility fee (e.g., ambulatory

What You Will Pay

Network Provider
(You will pay the least)

Qut-of-Network Provider

(You will pay the most)

Limitations, Exceptions, & Other Important

Information

Prior Authorization may be required. Your

I: :a: have outpatient surgery center) $400 Copay per Visit Not Covered benefits/services may be denied.
rgery Physician/surgeon fees No Charge Not Covered none.
Emergency room care $100 Copay per Visit $100 Copay per Visit none
If you need immediate | Emergency medical - - .
medical attention fransporiabon $100 Copay per Visit $100 Copay per Visit Qut-of-Network only covered for emergencies.
Urgent care $60 Copay per Visit Not Covered none
Inpatient Rehab Services limited to 30 days.
If you have a hospital | Facility fee (e.g., hospital room) L T per Lz Not Covered Prior Authorization may be required. Your
$1,750 maximum - h
stay benefits/services may be denied.
Physician/surgeon fees No Charge Not Covered none.
If you need mental : : Prior Authorization may be required. Your
health, behavioral Lo LELEEE SIOETE LILILEE benefits/services may be denied.
£l s_ubstance Inpatient services No Charge Not Covered Prior th”?am" may be regmred. Your
abuse services benefits/services may be denied.
Maternity care may include tests and services
Office visits $60 Copay per Visit Not Covered described elsewhere in the SBC (i.e.
ultrasound.)
If you are pregnant Chllt_ihlrh!dell\rery professional No Charge Not Covered none:
Services
. i e Hospital Option 1: $350 . ) .
(SJ:rl‘I‘::iI;r:!delwery facility Copay per Day /$1.750 | Not Covered SOrE;tlrc;n 2 hospitals may have a higher cost-
maximum :
Home health care No Charge Not Covered Coverage limited to 75 visits.
Physician Office: $60 Coverage limited to 62 consecutive days per
Copay per Visit/ member per condition. Services performed in
If you need help Rehabilitation services Outpatient Rehab Not Covered hospital may have higher cost-share. Prior
recovering or have Center: $25 Copay per Authorization may be required. Your
other special health Visit benefits/services may be denied.
needs Habilitation services Not Covered Not Covered Not Covered
Coverage limited to 90 days. Prior
Skilled nursing care No Charge Not Covered Authorization may be required. Your

benefits/services may be denied.

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontractsigroup.

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider
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Limitations, Exceptions, & Other Important
Information

(You will pay the least)

Motorized Wheelchairs:

(You will pay the most)

Excludes vehicle modifications, home
modifications, exercise, bathroom equipment

Durable medical equipment $500 Copay/ All Other: Not Covered and replacement of DME due to usefage. Prior
MNo Charge Authorization may be required. Your
benefits/services may be denied.
Hospice services Mo Charge Not Covered [T Aulhori?aﬁon gy i2 reguired, Joug
benefits/services may be denied.
It hild . Children's eye exam Not Covered Mot Covered Mot Covered
dg:t:Ir :r :aye"(?:re Ch?ldren's glasses Mot Covered Mot Covered Mot Covered
Children’s dental check-up Mot Covered Mot Covered Mot Covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Acupuncture
Bariatric surgery
Cosmetic surgery
Dental care (Adult)

Hearing aids

Habilitation services

Infertility treatment
Long-term care

MNon-emergency care when traveling outside the

U.S.
Pediatric dental check-up
Pediatric eye exam

Pediatric glasses

Private-duty nursing

Routine eye care (Adult)

Routine foot care unless for treatment of diabetes
‘Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

= Chiropractic care - Limited to 62 visits

Most coverage provided outside the United
States. See www flondablue.com.

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontractsi/group.
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies Is: State Department of Insurance at 1-B77-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www cciio.cms gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal. or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-893-5236 or the Department of Labor's Employee Benefits
Secunty Administration at 1-866-444-EBSA (3272) or www.dol. gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. ¥You may
also contact the state insurance department at 1-877-893-52386. Additiocnally, a consumer assistance program can help you file your appeal Contact ).S. Department
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.goviebsa/consumer_info_health hitml .

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have health coverage for that month_

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical sifuation, see the next section.

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontractsigroup.

About these Coverage Examples:
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o This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan's overall deductible $0
B Specialist Copayment $60
B Hospital (facility) Copayment $350
B Other No Charge $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anssthesia)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)
B The plan's overall deductible 50
B Specialist Copayment $60
B Hospital (facility) Copayment $350
B Other No Charge $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan's overall deductible $0
B Specialist Copayment $60
B Hospital (facility) Copayment §350
B Other Copayment $100

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,800 Total Example Cost | $7.400 Total Example Cost | $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Shanng
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $400 Copayments $2,500 Copayments $500
Coinsurance $0 Coinsurance 50 Coinsurance 80
What isn't covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $460 The total Joe would pay is $2,560 The total Mia would pay is $500

Note: These numbers assume the patient does not participate in the plan’'s wellness program. If you participate in the plan’s weliness program, you may be able fo
reduce your costs. For more information about the wellness program, please contact: www floridablue com.
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Section 1557 Motification: Discrimination is Against the Law

Florida Blue, Florida Blue HMO, Florida Blue Prefermed HMO (collectively, “Flarida Blue™), Florida Combined Life and the Blue Cross and Blue
Shield Federal Employee Program® (FEF) comply with applicable Federal civil nights laws and do not discriminate on the basis of race, color,
natiomal origin, ape, disability, or sex. We do not exclude people or eat them differently becanse of race, color, national orizin, ape, disability, ar
5B,

Florida Blue, Florida Blue HMO, Florida Blue Preferred HMO, Florida Combined Life and FEP:
= Provide fiee aids and services to people with disabilifies to commmumnicate effectvely with us, such as:
o Cmalified sipn lanpoaee interpreters
o Written imformation n other formats (large print, audio, accessible electronic formats, other formats)
= Provide fiee lanpuage services to people whose primary language is not English, such as:
o Cualified inferpraters
o Informartion written in other lanznages
If you need these services, contact:
» Florida Bhae thealth and vision coverage): 1-800-352-2583
» Florida Combined Life (dental, life, and disability coverage): 1-888-123-4892
= Federal Employee Program: 1-B00-333-2227

If you balieve that we have failed to provide these services or discrimimated i another way on the basis of mce, color, national onpn, age, disability,
or sex, you can fle a grisvance with-

Flarida Blue (incloding FEF members): Florida Combined Life:

Section 1357 Coordinator Civil Rights Coordinater

4B00 Deerwond Campus Parkway, DCC 1-7 17500 Chenal Parkway
Tacksonville, FL 322445 Litile Rock, AR 71323
1-800-477-3736 x20070 1-800-260-0331
1-800-853-8770(TTY) 1-200-255-8770 (TTY)

Fax: 1-904-301-1580 civilrightscoordinatorigdr life com

section] 35 Tooordinator@floridablue com

Health insurance is offered by Florda Blue. HMO covernge is offered by Florids SBise HWMO, an affiliste of Aorids Blue. Dental insumnce is offensd by Aorids Comibined Life
nsurance Company, inc, an affiliste of Blue Oross and Blue Shield of Fiorids, Inc. Thess companies ane Independent Licensees of the Biue Cross and Blue Shisid Azsocstion.

You can file a grisvance in person or by mail, fax, or email. If you need help fling a grievance, the Section 1537 Coordinator is available fo help
you. You can also file a civil nights complaint with the U5, Deparmment of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Righis Complaint Portal, available at hrtps:/‘ocrportal bhs. govecr'partal lobby jsf by mail er phons at:

U.5. Department of Health and Homan Services

100 Independence Avenne, SW

Foom 509F, HHH Bailding

Washingron, D.C. 20201

1-800-358-1019

1-800-337-T697 (TDL)

Complaint forms are available at bop:'www bhs zovieo/ofice fle‘indes hml

ATENCION: Si habla espafiol, tiene a su disposicién servirios gramitos de asistencia lingiiistica. Llame al 1-800-352-2583 (TTY: 1-877-055-8773).
FEP: Llame al 1-800-333-2227

ATANSYON: 51 w pale Ereyol ayisven, ou ka resevwa von &d gratis nan lang pa w. Bele 1-800-332-2583 (pou moun ki pa tande byen: 1-800-935-
B770). FEP: Rele 1-800-333-2227

CHU ¥: Néu ban noi Tigng Viét, co dich vy oy giflp ngén ngit mifn phi dinh cho ban. Hiy goi 5o 1-800-351-2583 (TTY: 1-800-955-8770). FEP:
God 50 1-800-333-1227

ATENCAO: Se vocé fala porrugués, utilize 05 servigos linguisticos gramuites disponiveis. Ligue pama 1-B00-352-1583 (TTY: 1-800-055-8770). FEP-
Lipue para 1-800-333-2227

HEC ORTEEERST SR WSS TR - #EE1-200-352-2583 (TTY: 1-800-035-8770). FEP : HEW1-800-333-

37

ATTENTION: Si weus parler francats, des services d'aide linguistigne vous sont proposes pratuitement. Appeles le 1-800-352-2583 (ATS : 1-B00-
955-B770). FEP - Appelez le 1-800-333-1227

PAUNAWA: Kung napsazalita ka ng Tagaleg. maaari kang pumamit ng mga serbisyo oz mlong sa wika nang walang bayad. Tumawag sa 1-800-
352-2583 (TTY: 1-800-955-8770). FEP: Tumawag sa 1-800-333-2227

HeaRh insurance is offened by Flonida Blue. HMO coversze is offered by Florida Biue HRAD, an affilizte of Aorida Blue. Dental insurance is offensd by Aorida Comibined Life
nsurance Company, inc, an affiliste of Blue Oross and Blue Shield of Fiorids, Inc. Thess companies ane Independent Licensees of the Biue Cross and Blue Shisid Azsocstion.



. BlueO ptiOl‘IS 03769 Coverage Period: 10/01/2020 - D9/30/2021
Florida Blue '@'“ with Rx $15/$50,/$80

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Individual and/or Family | Plan Type: PPO

; The Summary of Benefite and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
A share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium] will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage,
www floridablue com/plancontracis/qroup. For general definitions of common terms, such as allowed amount, balance billing, coinsurance . copayment deductible,

provider, ar ather underined terms see the Glossary. You can view the Glossary at www floridablue comiplancontracieiaroup or call 1-800-352-2583 to request a
copy.

Important Questions Why This Matters:
In-Netwerk: $500 Per Generally, you must pay all of the cests from providers up to the deductible amount before this
What is the overall Person’$1,500 Family. Qut-of- plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? Network: Combined with In- ther own individual deductible until the total amount of deductible expenses paid by all family
HNetwork. members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coingurance may apply. For example, this plan covers certain preventive services
without cosl sharing and before you meet your deductible. See a list of covered preventive

Are there services
covered before you meet | Yez. Preventive care.

ible? s =
your deductible? services at www.healhcare_govicoverage/preventive-care-benefits!.
Are there other
deductibles for specific No. You don’t have to meeat deduclibles for specific services.
services?

Yes. In-Network: $3.000 Per
What is the out-of-pocket | Person/$9 000 Family. Out-Of
limit for this plan? Netwark: Combined with In-
Network.
Premium, balance-billed charges,
and health care this plan doesnt | Even though you pay these expenses, they don't count loward the put-of-pocket limit.
COVEL.
Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan's network.
https/providersearch flondablue ¢ | You will pay the most if you use an out-of-network provider, and you might receive a bill from a
R e I e onﬂnrovidemeamh!pub!index:htm Erqvider for the difference between lhe grqvid&r's charge and whal your pl;an pays balance.
Detwol® provicer? | or call 1-B00-352-2583 far a lict of | billing). Be aware your network provider might use an oul-of-network provider for some services

The out-ol-packet limit i= the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket Emits until the overall
family oul-of-pocket limil has been met.

What is not included in
the out-of-pocket limit?

Will you pay less if you

network providers. {such ag lab work). Check wath your provider before you gel services.
B ymunesl 2 eefoual 1o No. You can see the specialist you choose without a referral.

see a specialist?
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A4, Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common . ; - - { Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider Out-of-Network Provider foreation
{You will pay the least) {You will pay the moast)
Pl_-lmary care visit to treat an $20 Copay per Visit Dequcl ble + 40% Physician administered drugs may have higher
injury or illness Lopay Coinsurance cost shares.
. . - Deductible + 20% Deductible + 40% Physician administered drugs may have higher
If you visit a health Specialist visit Coinsurance Coinsurance cost shares.
care _E.rovider’s office Physician administered drugs may have higher
or clinic Prevenivelcare/serbenin cost shares. You may have to pay for services
——le — No Charge 40% Caoinsurance that aren't preventive. Ask your provider if the
immunization S 3
services needed are preventive. Then check
what your plan will pay for.
Independent Clinical Lab:
Diagnostic test (x-ray, blood | No Charge/ Independent Deductible + 40% Tests performed in hospitals may have higher
work) Diagnostic Testing Center: | Coinsurance cost-share.
$100 Copay per Visit
ol Ll Tests performed in hospitals may have higher
Imaging (CT/PET scans, Deductible + 20% Deductible + 40% cost-share. Prior Authorization may be
MRIs) Coinsurance Coinsurance required. Your benefits/services may be
denied.
— Up to 30 day supply for retail, 80 day supply
$15 Copay per Prescription " -
If you need drugs to Generic drugs at retail, $40 Copay per 50% Coinsurance formalliorder. Responsible/Rx programs such
treat your illness or 9 Prescrif)tion Wr’;ﬁ-\ﬁ P E—— as F’_nor »Auiho_rlzatlon may _apply, S_ee
condition I Medication guide for more information.
More information about $50 Copay per Prescription )
prescription drug Preferred brand drugs at retail, $125 Copay per 50% Coinsurance ::JF: ::a?loot:;grsupply Bonvetap. G dey SRl
coverage is available at Erescuption|byime| —
www floridablue.comiéto 380 Copay per Prescription Up to 30 day supply for retail, 30 day supply
—————————— | Non-preferred brand drugs at retail, $200 Copay per 50% Coinsurance " ’
ols- s : for mail order.
2 Prescription by mail
resources/pharmacy/ime Specialty drugs are subject : s
- = - p ty drug .
dication-guide " to the cost share based on Special drg s are subject |\t covered through Mail Order. Up to 30 day
Specialty drugs g R ey to the cost share based on A e
PP 9 the applicable drug tier. PPly 3

For more information about limitations and exceptions, see the plan or policy document at www _floridablue.com/plancontractsi/group.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Facility fee (e.g., ambulatory

Ambulatory Surgical
Center: $100 Copay per

Deductible + 40%

surgery center) Visit' Hospital: Deductible + | Coinsurance none
. 20% Coinsurance
'::": LRI AT Ambulatory Surgical
rasry Deductible  20% Genter: Deductible + 40%
Physician/surgeon fees W@ Coinsurance/ Hospital: In- none
—_— Network Deductible + 40%
Coinsurance
$100 Copay per Visit+ 20% | $100 Copay per Visit+ 20% N
Emergency room care + Coinsurance + Coinsurance none
If you need immediate | Emergency medical Deductible + 20% In-Network Deductible + none
medical attention transportation Coinsurance 20% Coinsurance -
Uraent care Deductible + 20% In-Network Deductible + none
~Taent care Coinsurance 20% Coinsurance -
Facility fee (e.g., hospital Hospital Option 1: $500 Deductible + 40% . ) o
I you have a hospital | room) Copay per Admission Coinsurance Inpatient Rehab Services limited to 30 days.
stay Physician/ f Deductible + 20% In-Network Deductible + N
ysiclanisurgeon iees Coinsurance 40% Coinsurance none
If you need mental Outpatient services No Charge 40% Coinsurance none
health, behavioral — -
’ Physician Services: No . - i
health, or substance Inpatient services No Charge Charge/ Hospital: 40% Prior Authorization may be required. Your

abuse services

Coinsurance

benefits/services may be denied.

Office visits

Deductible + 20%

Deductible + 40%

Matemity care may include tests and services
described elsewhere in the SBC (i.e.

Coinsurance Coinsurance
ultrasound.)
If you are pregnant Childbirth/delivery Deductible + 20% In-Network Deductible +
: ! - - none:
professional services Coinsurance 40% Coinsurance
Childbirth/delivery facility Hospital Option 1: $500 Deductible + 40%
. . - none:
SErvices Copay per Admission Coinsurance
s nfaed e Home health care 7De_duct|ble +20% 7De_dur,t|ble +40% Coverage limited to 20 visits.
recovering or have Coinsurance Coinsurance

For more information about limitations and exceptions, see the plan or policy document at www floridablue. com/plancontractsigroup.

Common
Medical Event

other special health

Services You May Need

What You Will Pay

(Y
Physician Office:

Out-of-Network Provider
pay the most)
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Limitations, Exceptions, & Other Important

Information
Coverage limited to 35 visits, including 26

needs Deductible + 20% Deductible + 40% manipulations. Services performed in hospital
Rehabilitation services Coinsurance/ Oufpatient mﬁe may have higher cost-share. Prior
Rehab Center: $60 Copay | — Authorization may be required. Your
per Visit benefits/services may be denied.
Habilitation services Not Covered Not Covered Not Covered
Skilled nursing care DEUCIDIC IR DEdUCTRIE Ll Coverage limited to 60 days.
Coinsurance Coinsurance
- - Excludes vehicle modifications, home
Durable medical equipment m +~20% w + 40% modifications, exercise, bathroom equipment
Coinsurance Coinsurance
—_— EEE— and replacement of DME due to usefage.
) . Deductible + 20% Deductible + 40%
Hospice semvices P=re—— e — none
Coinsurance Coinsurance
if hild ds Children's eye exam Not Covered Not Covered Not Covered
dg:t:Ir :r :aye"::re Children’s glasses Not Covered Not Covered Not Covered
Children’s dental check-up Not Covered Not Covered Not Covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

* Acupuncture
Bariatric surgery
Cosmetic surgery
Dental care (Adult)

Habilitation services

Hearing aids

Infertility treatment
Long-term care

Pediatric dental check-up
Pediatric eye exam

Pediatric glasses

Private-duty nursing

Routine eye care (Adult)

Routine foot care unless for treatment of diabetes
'Weight loss programs

For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.
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Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

« Chiroprachic care - Limited to 35 visits

Maost coverage provided outside the United
States. See www.flondablue.com.

+ MNon-emergency care when traveling outside the
U.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: State Department of Insurance at 1-877-693-5236, the Departiment of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www cciio.cms gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your nghts, look at the explanation of benefits you will receive for that medical claim. Your plan documenis also
provide complete information to submit a claim, appeal. or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
confact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-633-5236 or the Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www dol.goviebsathealthreform. For group health coverage subject to ERISA contact your employee services
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact ).S. Department
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www dol goviebsalconsumer_info_health himl

Deoes this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical sifuation, see the next section.

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontractsigroup.

About these Coverage Examples:
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o This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Mia’s Simple Fracture
(in-network emergency room visit and follow up

hospital delivery)
B The plan’s overall deductible $500
W Specialist Coinsurance 20%
B Hospital (facility) Copayment $500
B Other No Charge $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ulfrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)
B The plan’s overall deductible $500
B Specialist Coinsurance 20%
B Hospital (facility) Copayment $500
B Other Coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (hlood work)

Prescription drugs

Durable medical equipment (giicose meter)

care)
B The plan’s overall deductible $500
W Specialist Ceinsurance 20%
B Hospital (facility) Copayment $500
B QOther Copayment $100

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crufches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,300 Total Example Cost | $7.400 Total Example Cost | $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $500 Deductibles $500 Deductibles $500
Copayments $500 Copayments $2,300 Copayments $200
Coinsurance $400 Coinsurance $30 Coinsurance $200
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions 360 Limits or exclusions $0
The total Peg would pay is $1,460 The total Joe would pay is $2,890 The total Mia would pay is $900

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able fo
reduce your costs. For more information about the wellness program, please contact: www floridablue com.
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Sectiom 1557 Motification: Discrimination is Against the Law

Florida Blue. Florida Blws MO, Florida Blue Prefermred HWO (collectively, “Florida Blue™). Florida Combined Life and the Bloe Cross and Blus
Shiald Federal Employves Program™® (FEP) comply with applicable Federal civil mighes laws and do not discriminate on the basis of Tace, color,
nariomal orgZin. age, disability, or sex. We do not exclode people or mwear them diffsrently becaunse of race. color, narional origin, ags. disability, or
SEW.

Florida Blue. Florida Bhee HIMO, Florida Blue Preferred HMO, Florida Combined Life and FEP:
= Provide free aids and services to people with disabilities to compmmicare effectively with ws. soch as:-
o Qualified sipn lanFoage interpreters
= Wnnen information in other formars (large priot, andio, accessible electronic formats, other formars)
= Provide free language services o people whose primary languags is not English, soch as:
o  Cualified interpreters
= Information written in ather languages
If vou peed these services. confaci:
= Florida Bhas (health and vision coverage): 1-800-352-1583
= Florida Combined Life {demtal. life and dizability coverage): 1-888-223-4802
=+ Federal Employee Propram: 1-B0-333-2227

If vou believe that we have failed o provide these services or discriminated in another way on the basis of mce, color, national orgn, age, disabdlicy.
or sex, you can fle a grievance with-

Flarida Blue (inclonding FEF membssrs): Florida Combimed Life:
Section 1557 Coordinator Civil Bights Coondinator
4800 Dearwood Campus Parkway, DCC 1-7 1 7500 Chenal Parkway
Tacksonwille, FL 322445 Little Pk AF 71223

1-800-477-3736 =29070 1-S0<0-260-03351

(TTY) 1-20:0-955-8770 (TTX}
Fax: 1—90—1—301 1580 civilrightscoordinatorg@fclife com
secfdonl 35 Tooordinators@floridablos com

Heakh insursnce is offened by Flonida Blue. HRD coversge is offered oy Florida Bhee HRO. an afTiliste of Aorida Elue. Denial insusmanoe is offered by Aoride Comibimed Lite
msurance Company. i, an aifTiliste of Blue Ornoss and Blue Shield of Flonds, Inc. Thess companies ane Independent Lioenseess of the Slos Cross and Shos Shisid Association.

You can file a grievance in person or by mail, fax_ or email. If you need help filing a grievance. the Section 1557 Coordinator 1s available to help
vou. 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 Complaimt Portal. available at https://ocrportal hhs gov/ocr/portal/lobby jsf, 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

1-800-537-7697 (TDD)

Complaint forms are available at http://www hhs_gov/ocr/office/file/index_html

ATENCION: $i habla espaifiol, tiene a su disposicién servicios gratuitos de asistencia lingfiistica. Llame al 1-800-352-2583 (TTY: 1-877-955-8773).
FEP: Llame al 1-800-333-2227

ATANSYON: Si w pale Kreyol ayisyen. ou ka resevwa yon éd gratis nan lang pa w. Rele 1-800-352-2583 (pou moun ki pa tande byen: 1-800-955-
8770). FEP: Rele 1-800-333-2227

CHU Y: Néu ban néi Tiéng Viét. cé dich vu tre gitip ngdn ngit mién phi danh cho ban. Hiy goi s6 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Got s6 1-800-333-2227

ATENCAO: Se vocé fala portugués, utilize os servicos linguisticos gratuitos disponiveis. Ligue para 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Ligue para 1-800-333-2227

AR RTEARERED . oL e W RS SRS - 9E1E1-800-352-2583 (TTY: 1-800-955-8770), FEP : 555{E1-800-333-
2227

ATTENTION: 51 vous parlez francais. des services d'aide lingwmistique vous sont proposés gratmtement. Appelez le 1-800-352-2583 (ATS : 1-800-
955-8770). FEP : Appelez le 1-800-333-2227

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaan kang gumanut ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-
352-2583 (TTY: 1-800-955-8770). FEP: Tumawag sa 1-800-333-2227

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



Florida Blue

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

L5

y with Rx §15/$50/$80

BlueOptions 03766

Coverage Period: 10/01/2020 - 09/30/2021

Coverage for: Individual andfor Family | Plan Type: PPO

2 Y

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or fo get a copy of the complete terms of coverage,
www floridablue.com/plancontracke/group. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible,

provider, or other underlined terms see the Glossary. You can view the Glossary at www_floridablue.com/plancontractsigroup or call 1-800-352-2583 to request a

 copy.
Important Questions

What is the overall
deductible?

Answers

In-Network: Not Applicable. Out-
of-Network: $500 Per
Person/$1,500 Family.

Why This Matters:

Generally, you must pay all of the coste from providers up fo the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

Are there services
covered before you meet

Yes. Preventive care.

This plan covers some items and services even If you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost sharing and before you meet your deductible. See a list of covered preventive

ible?
e e services at www healthcare.gov/coverage/preventive-care-henefits/.
#Are there other

deductibles for specific | No. You don't have to meet deductibles for specific services.

services?

What is the out-of-pocket
limit for this plan?

Yes. In-Network: $2,500 Per
Person/$5,000 Family. Out-Of-
Network: $5,000 Per
Person/$10,000 Family.

The out-ofpocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

What is not included in

Premium, balance-billed charges,

see a specialist?

the out-of-pocket limit? and health care this plan doesnt | Even though you pay these expenses, they don't count toward the out—of-pocket limit.
3 Cover.

Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
Wil voui ey leas iByon https-fiprevidersearch floridablue.c | You will pay the most if you use an out-of-network provider. and you might receive a bill from a
s z netlgm;grk E wiytljer’? om/providersearch/publfindex him | provider for the difference between the provider's charge and what your plan pays (balance

DEIWOrR PrOVICEr: | 'or call 1-808-352-2583 for a list of billing). Be aware your network prowider might use an out-of-network provider for some services

network providers. {such as lab work). Check with your provider befere you get services.

e No. You can see fhe specialist you chosse without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important

Information

If you visit a health

care provider’s office
or clinic

Primary care visit to treat an $20 Gopay per Visit Deductible + 50% Physician administered drugs may have higher
injury or illness ~=opay p Coinsurance cost shares.
P . Deductible + 50% Physician administered drugs may have higher
Specialist visit $40 Copay per Visit Comsliane cost shares.
Physician administered drugs may have higher
B cost shares. You may have to pay for services
iErevetivetcare/scieening) No Charge 50% Coinsurance that aren't preventive. Ask your provider if the

immunization

services needed are preventive. Then check
what your plan will pay for.

If you have a test

Independent Clinical

Diagnostic test (x-ray, blood
work)

Imaging {(CT/PET scans, MRIs)

Lab: No Charge/
Independent Diagnostic
Testing Center: $50
Copay per Visit

$150 Copay per Visit

Deductible + 50%
Coinsurance

Deductible + 50%
Coinsurance

Test performed in hospitals may have higher
cost-share.

Prior Authorization may be required. Your
benefits/services may be denied. Teste
performed in hospitals may have higher cost-
share.

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www floridablue com/to

ols-
resources/phammacy/me
dication-quide

$15 Copay per Up to 30 day supply for retail, 30 day supply
Generic drugs Prescripfion at retail, 50% Coinsurance for mail order. Responsible Rx programs such
$40 Copay per ——— as Prior Authorization may apply. See
Prescription by mail Medication gquide for more information.
$50 Copay per
Preferred irand drugs ;’:ezsscripﬁon at reftail, 50% Coinsurance Up to 1_30 day supply for retail, 30 day supply
Copay per e for mail order.
Prescription by mail
$80 Copay per
Prescription at refail, 1
Non-preferred brand drugs $200 ngax per 50% Coinsurance Up to 30 day supply for retail. 90 day supply

Prescription by mail

for mail order.

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontracts/group.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Specialty drugs

(You will pay the least)
Specialty drugs are
subject to the cost share
based on applicable
drug tier.

(You will pay the most)

Specialty drugs are subject
to the cost share based on
the applicable drug tier.

Not covered through Mail Order. Up to 30 day
supply for retail.

Facility fee (e.g., ambulatory

Ambulatory Surgical
Center: $100 Copay per

Deductible + 50%

Option 2 hospitals may have a higher cost-

surgery center) Visit/ Hospital Option 1: | Coinsurance share.
If you have outpatient $200 Copay per Visit
surgery Ambulatory Surgical Ambulatory Surgical
- Center: $40 Copay per | Center: Deductible + 50% N
ALEETI R Visit/ Hospital: No Coinsurance/ Hospital: No none
Charge Charge
Emergency room care $100 Copay per Visit $100 Copay per Visit — none
If you need immediate Emegeng{_ medical De_duchble + 20% In—Netwc_Jrk Deductible + none
" . transportation Coinsurance 20% Coinsurance
medical attention =
Urgent care $45 Copay per Visit Deductible + $45 Copay per none

Visit

Inpatient Rehab Services limited to 30 days.

. - . Hospital Option 1: $600 | Deductible + 50% - p - y
I: t:;u have a hospital | Facility fee (e.g., hospital room) Copay per Admission T SOrE;tlrc;n 2 hospitals may have a higher cost
Physician/surgeon fees No Charge No Charge none
If you need mental QOutpatient services Mo Charge 50% Coinsurance none
health, behavioral — S
health, or substance Inpatient B No Ch E: |c|? T_Isewtngzﬂlj}‘: Prior Authorization may be required. Your
abuse services npatient services o Lharge argel rospital: benefits/services may be denied
Coinsurance )
; Matemity care may include tests and services
Office visits $40 Copay per Visit Deductible + 50% described elsewhere in the SBC (ie.
Coinsurance
e ultrasound )
If you are pregnant SC: rl‘l:ii;::;wdell\rery professional No Charge No Charge none
Childbirth/delivery facility Hospital Option 1: $600 | Deductible + 50% Option 2 hospitals may have a higher cost-
Services Copay per Admission Coinsurance share.

For more information about limitations and exceptions, see the plan or policy document at www floridablue. com/plancontractsigroup.

Common
Medical Event

Services You May Need

What You Will Pay
Network Provider

Out-of-Network Provider
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Limitations, Exceptions, & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

(You will pay the least)
Deductible + 20%
Coinsurance

(You will pay the most)
Deductible + 50%
Coinsurance

Coverage limited to 20 visits.

Coverage limited to 35 visits, including 26
manipulations. Services performed in hospital

If your child needs
dental or eye care

Rehabilitation services $40 Copay per Visit %ﬂ; S0 may have higher cost-share. Prior
e Authorization may be required. Your
benefits/services may be denied.
Habilitation services Not Covered Not Covered Not Covered
Skilled nursing care 7[)8#"0””9 +20% 7De_ducllble SEE Coverage limited to 60 days.
Coinsurance Coinsurance
; - Excludes vehicle modifications, home
Durable medical equipment m * 20% M *50% modifications, exercise, bathroom equipment
Coinsurance Coinsurance
I I and replacement of DME due to usefage.
) . Deductible + 20% Deductible + 50%
Hospice services - - none:
Coinsurance Coinsurance
Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not Covered
Children’s dental check-up Not Covered MNot Covered Not Covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

= Acupuncture

= Bariatric surgery

« Cosmetic surgery
=« Dental care (Adult)

Habilitation services

Hearing aids

Infertility treatment
Long-term care

Pediatric dental check-up
Pediatric eye exam

Pediatric glasses

Private-duty nursing

Routine eye care (Adult)

Routine foot care unless for treatment of diabetes
Weight loss programs

For more information about limitations and exceptions, see the plan or policy document at www_floridablue. com/plancontractsigroup.
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Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

» Chiropraciic care - Limited to 35 visits

Most coverage provided outside the United
States. See www floridablue.com.

Non-emergency care when traveling outside the
U.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsalhealthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information fo submit a claim, appeal. or a grievance for any reason to your plan. For more information about your nghts, this notice, or assistance,
contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits
Secunty Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.5. Department
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.goviebsa/consumer_info_health html .

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the

requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontractsigroup.

About these Coverage Examples:
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N

o This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on seli-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

M The plan’s overall deductible $0
B Specialist Copayment $40
W Hospital (facility) Copayment $600
B Other No Charge $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)
M The plan’s overall deductible $0
B Specialist Copayment $40
B Hospital (facility) Copayment $600
W Other Coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests {(blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $0
B Specialist Copayment $40
B Hospital (facility) Copayment $600
B Other Copayment $100

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,800 Total Example Cost | §7.400 Total Example Cost | $1.900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Caost Sharing Cost Shanng
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $600 Copayments $2,500 Copayments $300
Coinsurance $0 Coinsurance $0 Coinsurance $100
What isn't covered What isn’f covered What isn't covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $660 The total Joe would pay is $2,560 The total Mia would pay is $400

Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan’s wellness program, you may be able fo
reduce your costs. For more information about the wellness program, please contact: www floridablue.com.
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Section 1557 Notification: Discrimination is Against the Law

Florida Blue, Florida Blue IIMO, Florida Blue Preferred HMO (collectively. “Florida Blue™). Florida Combined Life and the Blue Cross and Blue
Shield Federal Emplovee Program® (FEP) comply with applicable Federal civil nights laws and do not discriminate on the basis of race, color,
national origin, age. disability. or sex. We do not exclude people or treat them differently because of race. color, national origin, age. disability. or
SEX.

Florida Blue, Florida Blue HMO, Florida Blue Preferred HMO, Florida Combined Life and FEP:
« Provide free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print. audio, accessible electronic formats. other formats)
» Provide free language services to people whose primary language is not English. such as:
o Qualified interpreters
o Information written in other languages

If vou need these services. contact:

« Florida Blue (health and vision coverage): 1-800-352-2583

» Florida Combined Life (dental. life, and disability coverage): 1-888-223-4892
» Federal Employee Program: 1-800-333-2227

If you believe that we have 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:

Florida Blue (including FEP members): Florida Combined Life:

Section 1557 Coordinator Civil Rights Coordinator

4800 Deerwood Campus Parkway, DCC 1-7 17500 Chenal Parkway
Jacksonville, FL 32246 Little Rock, AR 72223
1-800-477-3736 x29070 1-800-260-0331

1-800-955-8770 (TTY) 1-800-955-8770 (TTY)

Fax: 1-904-301-1580 civilrightscoordinator(@felife com

sectionl557coordinator(@floridablue.com

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Flerida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.

You can file a grievance in person or by mail, fax. or email If you need help filing a grievance, the Section 1557 Coordinator 1s available to help
vou. 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/oct/portal/lobby.jsf. by mail or phone at:

TU.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019

1-800-537-7697 (TDD)

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

ATENCION: Si habla espafiol. tiene a su disposicién servicios gratuitos de asistencia lingiifstica. Llame al 1-800-352-2583 (TTY: 1-877-955-8773).
FEP: Llame al 1-800-333-2227

ATANSYON: 51 w pale Kreyol ayisyen, ou ka resevwa yon éd gratis nan lang pa w. Rele 1-800-352-2583 (pou moun ki pa tande byen: 1-800-955-
8770). FEP: Rele 1-800-333-2227

CHU Y: Néu ban néi Tiéng Viét, ¢é dich vu tro gitip ngdn ngit mién phi danh cho ban. Hiy goi sé 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Goi 56 1-800-333-2227

ATENCAO: Se vocé fala portugués, utilize os servicos linguisticos gratuitos disponiveis. Ligue para 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Ligue para 1-800-333-2227

R AREEEERGC . T LIS EEEE SRR - 55T0E1-800-352-2583 (TTY: 1-800-955-8770). FEP : 54F{E1-800-333-
2227

ATTENTION: 51 vous parlez francais. des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-352-2583 (ATS : 1-800-
955-8770). FEP : Appelez le 1-800-333-2227

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaan kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-
352-2583 (TTY: 1-800-955-8770). FEP: Tumawag sa 1-800-333-2227

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



Florida Blue &

A\

) BlueOptions 05168

HSA Comgpatible with Rx 100%% after In-netwock Deductible
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Coverage Period: 10/01/2020 - 09/30/2021

Coverage for: Individual | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage,
www floridablue. com/plancontracte/group. For general definiions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible,

provider, or other underlined terms see the Glossary. You can view the Glossary at www:floridablue.com/plancontractsigroup or call 1-800-352-2583 to request a

copy.
Important Questions

What is the overall
deductible?

Answers

In-Network: $2,500 Per Person.
Out-of-Network: $5,000 Per
Person.

Why This Matters:

Generally, you must pay all of the coste from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the policy, the overall family deductible
must be met before the plan begins to pay.

Are there services
covered before you meet

Yes. Preventive care.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost sharing and before you meet your deductible. See a list of covered preventive

ible?
your deductible? senvices at www.healthcare govicoveragefpreventive-care-benefitsf.
Are there other
deductibles for specific No. You don't have to meet deductibles for specific services.
services?
What is the out-of-pocket ;2;%2%& F;?o 000 The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
limit for this plan? Po————— - family members in this plan, the overall family out-of-pocket limit must be met.

Per Person.

What is not included in

Premium, balance-billed charges,

e and health care this plan doesn't Even though you pay these expenses, they don't count foward the out—of-pocket limit.

the out-of-pocket limit? ey

Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
Wil you pay less if you Mtpi_l/providersearch.ﬂoridablue.c You }Mill pay the most if you use an oui-of—nglwork provider, and you might receive a bill from a
e et e D) omlgrowdersearchf!ubﬂndex__hh'n !fqvlderfot the difference between ’ghe gro_wder’ s charge and what your @ pays balanoe»

Delwork provicer: | or call 1-808-352-2583 for a list of billing). Be aware your network provider might use an out-of-network provider for some services

netwerk providers. {such as lab werk). Check with your provider before you get services.

plogomenni e N No. You can see the specialist you choose without a referral.

see a specialist?
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A% Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Cc_:lmmon Services You May Nmoﬂ_‘ Provider P — Limitations, Exceptions,-& Other Important
Medical Event Need (You will pay the T P TR Information
(You will pay the most)
least)
Primary care visit to - - .
treat an injury or Deductible | Deductible + 20% Coinsurance ::grsézlan SO CHid g B Hawc Rihicr ges
illness )
If you visit a health Specialist visit Deductible Deductible + 20% Coinsurance E: ayrsg;lan ecEpciSeeaicmigs iaytiavelig e HcoN
care provider’'s office - T - - I
AT e Physician administered drugs may have higher cost
Preventive shares. You may have to pay for services that aren't
care/screening/ No Charge 20% Coinsurance preventive. Ask your provider if the services needed are
immunization preventive. Then check what yeur plan will pay fer.
Diagnostic test (x: Deductible Deduclible + 20% Coinsurance Tests performed in hospitals may have higher cost
ray, blood work) e — —— share.
If you have a test . Prior Authorization may be required. Your
Imaging (CT/PET i v . 3 ) ” )
scans, MRIs) Deductible Deductible + 20% Coinsurance benefils/services may be denied. Tests performed in
! hospitals may have higher cost-share.
Up to 30 day supply for retail, 80 day supply for mail
Gendie drugs Deducible In-Network Deductible + 50% order. Responsible Rx programs such as Prior
If you neer:l drugs to 9 — Coinsurance Authorization may apply. See Medication guide for more
treat your iliness or information.
condition In-Network Deductible + 50% . :
More information about dF’referred brand Deductible . e U;(J1 to 30 day supply for retail, 80 day supply for mail
prescription drug ge | @ el
coverage is available at | Non-preferred brand - In-Network Deductible + 50% Up to 30 day supply for retail, 90 day supply for mail
; Deductible -
www floridablue comito | drugs Coinsurance order.
ols- Specialty drugs
resources/phamacy/me are subjectothe | o iy drugs are subject to the :
W on e Specially dugs cost share based | costsharc basedlocibe Not povered through Mail Order. Up to 30 day supply for
deationguice Spesiatydugs on applicable drug ) . retail .
e applicable drug tier.

For more information about limitations and exceptions, see the plan or policy document at www floridablue_com/plancontracts/group.
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Common
Medical Event

Services You May

Need

What You Will Pay

Network Provider

(You will pay the
least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Facility fee (e.g.,

ambulatory surgery Deductible Deductible + 20% Coinsurance —none——
If you have outpatient | center)
surgery . Ambulatory Surgical Center:

;';f'c’a“fs"’ge“" Deductible Deductible + 20% Coinsurance/ none

Hospital: In-N eh_nrork Deductible
. .

EMeraency 100m | peguctible Deductible none

If you need immediate Emeraency medical
. . rgency " .

medical attention transportation Deductible In-Network Deductible none

Urgent care Deductible Deductible none.

e Deductible Deductible + 20% Coinsurance | Inpatient Rehab Services limited to 30 days
If you have a hospital | hospital room) —_— — —_ i
stay ;';f'c'a“fs"’ge“" Deductible In-Network Deductible none
If you need mental Outpatient services Deductible Deductible + 20% Coinsurance none:
health, behavioral — -

' Physician Services: In-Network . - )
health, or substance | |\ o corvices | Deductible Deductible/ Hospital: Deductible | | o" Authorization may be required. Your
abuse services ; ———— | benefits/services may be denied.
+ 20% Coinsurance
_ . N Matemity care may include tests and services described

o L= TR Deductible + 20% Coinsurance | .o nere in the SBC (i e ulirasound )
If you are pregnant Childbirth/delivery Deductible In-Network Deductible none:

professional services

Childbith/delivery | oy, ctible Deductible + 20% Coinsurance none

facility services —_— — e

Home health care | by ctible Deductible + 20% Coinsurance | Coverage limited to 20 visits.
If you need help
recovering or have Coverage limited to 35 visits, including 26 manipulations.
other special health Rehabilitation . ; B Services performed in hospital may have higher cost-
needs SEervices educible! Bedudible U Comsurance share. Prior Authorization may be required. Your

benefits/services may be denied.

For more information about limitations and exceptions,

Common
Medical Event

Services You May
Need

What You Will Pay
Network Provider

(You will pay the
least)

Out-of-Network Provider
(You will pay the most)

see the plan or policy document at www.floridablue.com/plancontracts/group.

Jofé
SBCID: 1656197

Limitations, Exceptions, & Other Important
Information

Not Covered

If your child needs
dental or eye care

Habilitation services | Not Covered Not Covered

Skilled nursing care | Deductible Deduciible + 20% Coinsurance | C°V©r@9¢ imited to 80 days.

Durable medical Excludes vehicle modifications, home modifications,
P rE— Deducfible Deductible + 20% Coinsurance exercise, bathroom equipment and replacement of DME
equipment due to use/age.

Hospice services Deducfible Deductible + 20% Coinsurance none-

Children’s eye exam | Not Covered Not Covered Not Covered

Children’s glasses Not Covered Mot Covered Not Covered

Children's dental Not Covered Not Covered Not Covered

check-up

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

* Acupuncture

+ Bariatric surgery

+ Cosmetic surgery
+ Dental care (Adult)

+ Habilitation services

e Hearing aids

Infertility treatment
Long-term care

Pediatric dental check-up
Pediatric eye exam

o Pediatric glasses

Private-duty nursing

Routine eye care (Adult)

Routine foot care unless for treatment of diabetes
Weight loss programs

For more information about limitations and exceptions, see the plan or policy document at www floridablue. com/plancontractsigroup.
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Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

+ Chiropracfic care - Limited to 35 visits

Most coverage provided outside the United
States. See www.flondablue.com.

Non-emergency care when traveling outside the
U.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsal/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www. HealthCare gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your nghts, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your nghts, this notice, or assistance,
contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may
also contact the state insurance department at 1-877-693-5236_ Additionally, a consumer assistance program can help you file your appeal Contact U 5. Department
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www dol. goviebsalconsumer info _health html .

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the

requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.

About these Coverage Examples:
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- This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
in-network emergency room visit and follow up

B The plan’s overall deductible $2,500
B Specialist No Charge $0
B Hospital (facility) No Charge $0
B Other No Charge $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (wifrasounds and blood work)
Specialist visit (anesthesia)

M The plan’s overall deductible
B Specialist No Charge $0
W Hospital (facility) No Charge $0
B Other No Charge $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
M The plan’s overall deductible $2,500
B Specialist No Charge $0
W Hospital (facility) No Charge $0
B Other No Charge $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,800 Total Example Cost | §7,400 Total Example Cost | $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Shanng
Deductibles $2,500 Deductibles $2,500 Deductibles $1,900
Copayments 50 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn’f covered What isn't covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $2,560 The total Joe would pay is $2,560 The total Mia would pay is $1,900

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able fo
reduce your costs. For more information about the wellness program, please contact: www floridablue com.
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Section 1557 Notification: Discrimination is Against the Law

Florida Blue, Florida Blue HMO, Florida Blue Preferred HMO (collectively. “Florida Blue™). Florida Combined Life and the Blue Cross and Blue
Shield Federal Employee Program® (FEP) comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color,

national origin, age. disability. or sex. We do not exclude people or treat them differently because of race. color, national origin, age. disability. or
sex.

Florida Blue. Florida Blue HMO. Flonida Blue Preferred HMO. Flonda Combined Life and FEP:
* Provide free aids and services to people with disabilities to communicate effectively with us, such as:
= Qualified sign language interpreters
o Written information in other formats (large print. audio. accessible electronic formats. other formats)
* Provide free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services. contact:

+ Florida Blue (health and vision coverage): 1-800-352-2583

= Flonda Combined Life (dental. life, and disability coverage): 1-888-223-43892
= Federal Employee Program: 1-800-333-2227

If you believe that we have failed to provide these services or disciminated in another way on the basis of race, color, national onigin, age, disabality,
or sex, you can file a gnnevance with:

Florida Blue (including FEP members): Florida Combined Life:

Section 1557 Coordinator Civil Rights Coordinator

4800 Deerwood Campus Parkway, DCC 1-7 17500 Chenal Parkway
Jacksonville, FL 32246 Little Rock, AR 72223
1-800-477-3736 x29070 1-800-260-0331

1-800-955-8770 (TTY) 1-800-955-8770 (TTY)

Fax: 1-904-301-1580 civilrightscoordinator@fclife.com

sectionl557coordinator@floridablue.com

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc, an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association

You can file a grievance in person or by mail, fax. or email. If you need help filing a grievance, the Section 1557 Coordinator 1s available to help
vou. 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/oer/portal/lobby jsf, by mail or phone at:

TU.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019

1-800-537-7697 (TDD)

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

ATENCION: Si habla espafiol. tiene a su disposicién servicios gratuitos de asistencia lingiifstica. Llame al 1-800-352-2583 (TTY: 1-877-955-8773).
FEP: Llame al 1-800-333-2227

ATANSYON: S1 w pale Kreyol ayisyen. ou ka resevwa yon &d gratis nan lang pa w. Rele 1-800-352-2583 (pou moun ki pa tande byen: 1-800-955-
8770). FEP: Rele 1-800-333-2227

CHU Y: Néu ban néi Tiéng Viét. cé dich vu tro gitip ngdn ngit mién phi danh cho ban. Hiy goi s6 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Goi 56 1-800-333-2227

ATENCAO: Se vocé fala portugués, utilize os servicos linguisticos gratuitos disponiveis. Ligue para 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Ligue para 1-800-333-2227

R AREEEERGC . T LIS EEEE SRR - 55T0E1-800-352-2583 (TTY: 1-800-955-8770). FEP : 54F{E1-800-333-
2227

ATTENTION: S1 vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-352-2583 (ATS : 1-800-
955-8770). FEP : Appelez le 1-800-333-2227

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaan kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-
352-2583 (TTY: 1-800-955-8770). FEP: Tumawag sa 1-800-333-2227

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



Florida Blue

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

) BlueOptions 05169

Coverage Period: 10/01/2020 - 09/30/2021

HSA Compatible with Rx 100% after In-netwock Deducaible

Coverage for: Family | Plan Type: PPO

A

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage,
www floridablue. com/plancentracie/greup. For general definitions of common temms, such as allowed amount, balance billing, coinsurance, copayment, deductible,

provider, or other underlined terms see the Glossary. You can view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a

copy.
Important Questicns

What is the overall
deductible?

Answers

In-Network: $5,000 Per
Person/$6,000 Family. Out-of-
Network: $10,000 Per
Person/$10,000 Family.

Why This Matters:

Generally, you must pay all of the costs from providers up o the deducbble amount before this
plan begins to pay. If you have other family members on the policy, the overall family deductible
must be met before the plan begins to pay.

Are there services
covered before you meet

Yes. Preventive care.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost sharing and before you meet your deductible. See a list of covered preventive

P ible?
your doductible? services at www.healthcare gow/coveragefpreventive-care-benefits/.
Are there other
deductibles for specific No. You don't have to meet deductibles for specific services.
services?

limit for this plan?

What is the out-of-pocket

Yes. In-Network: $5,000 Per
Person/$5,000 Family. @ut-Of-

The out-ofpocket limit is the most you could pay in a year for eovered services. If you have other

Network: $20,000 Per
Person/$20,000 Family.

family members in this plan, the overall family out-of-pocket limit must be met

What is not included in
the out-of-pocket limit?

Premium, balance-billed charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count foward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See

https/fprovidersearch floridablue ¢

om/providersearch/pubfindex.him
or call 1-800-352-2583 for a list of

This plan uses a provider network. You will pay less if you use a provider in the plan’s netwerk.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’s charge and what your plan pays (balance
billing). Be aware your network provider might use an out-of-network provider for some services

network providers. {such as lab work). Check with your prowider before you get services.
Do you Resd & efsmal & No. You can see the specialist you choose without a referral.

| see a specialist?
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A48, All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event

Services You May Need

Network Provider
(You will pay the least)

What You Will Pay
Out-of-Network Provider
(You will pay the most)

{ Limitations, Exceptions, & Other Important
Informat

' Primary care visit to treat an Deductible Deductible + 20% Physician administered drugs may have higher
injury or illness e Coinsurance cost shares.
I . Deductible + 20% Physician administered drugs may have higher
If you visit a health Specialist visit peduaibie Coinsurance cost shares.
care_grovider’s office Physician administered drugs may have higher
or clinic Prevantive-carefscreenin cost shares. You may have to pay for services
——Qimmunization No Charge 20% Coinsurance that aren't preventive. Ask your provider if the
services needed are preventive. Then check
what your plan will pay for.
Diagnostic test (x-ray, blood Deductible Deductible + 20% Test performed in hospitals may have higher
work) o — Coinsurance cost-share.
Prior Authorization may be required. Your
If you have a test ) N N
. " Deductible + 20% benefits/services may be denied. Tests
Suagoud (CRTETscee. 4] | Dedudi: Coinsurance performed in hospitals may have higher cost-
share.
If you need drugs to _ Up to 30 day supply for retail, 30 day supply
treat your illness or Generic drugs Deductible In-Netwgnt Deductible + for mga|l order. Res_ponsmle Rx programs such
condition — 50% Coinsurance as Prior Authorization may apply. See
More information about _ Medication guide for more |r_|f0rmation.
prescription drug Preferred brand drugs Deductible gg;e&?,zu[:::zgub'e 5 :é‘: rt: a?&?:grwpply Rt B0y =gy
ge i ilable at —— -
—— ? PEIL AR EE ; In-Network Deductible + Up to 30 day supply for retail, 90 day supply
www floridablue comito | Non-preferred brand drugs Deductible 50% Coinsurance for: miail oidior
ols- Specialty drugs are S ) ]
resources/phammacy/me P — subject to the cost share -EJ—Z iza(:os;’;iga%eatrfa :gjzﬁt Not covered through Mail Order. Up to 30 day
dication-quide based on applicable * - supply for retail.
d ] the applicable drug tier.
rug tier.
Facility fee {e.g., ambulatory Deductible Deductible + 20% none
If you have outpatient = surgery center) — Coinsurance
UGSy Physician/surgeon fees Deductible égﬁzlftg?dﬁgﬁ:?l 20% —none

For more information about limitations and exceptions, see the plan or policy document at www_floridablue_com/plancontractsigroup.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the least)

(You will pay the most)
Coinsurance/ Hospital: In-
Network Deductible

~ Emergency room care Deductible Deductible none:
If you need immediate | Emergency medical . ) .
medical attention fransportation Deductible In-Network Deductible none
Urgent care Deductible Deductible none:
If you have a hospital | Facility fee (e.g., hospital room) | Deductible %{; et Inpatient Rehab Services limited to 30 days.
s Physician/surgeon fees Deductible In-Network Deductible none:
. - ' Deductible + 20%
If you need mental e NSt Coinsurance none
health, behavioral Physician Services: In-
health, or substance Inpatient services Deductible Network Deductible/ Prior Authorization may be required. Your
abuse services P —_ Hospital: Deductible + 20% | benefits/services may be denied.
Coinsurance
. Matemnity care may include tests and services
Office visits Deductible Deductible + 20% described elsewhere in the SBC (ie.
Goinsurance e —ilt
If you are pregnant S:;Eg;;me'wew professional Deduclible In-Network Deductible none
GhiIt_ihirﬁ’u’deli\rery,lr facility Deductible De_ductible +20% none
services — Coinsurance
Home health care Deductible Deductible - 20% Coverage limited to 20 visits.
Coinsurance
Coverage limited to 35 wisits, including 26
o manipulations. Services performed in hospital
iz "?P'd heLp Rehabilitation services Deductible %ﬁe e may have higher cost-share. Prior
re;overmg.olr h “;fh - Authorization may be required. Your
:eenzlr:pecla ca benefits/services may be denied.
Habilitation services Mot Covered Not Covered Not Covered
Skilled nursing care Deductible W S Coverage limited to 60 days.
insurance
Durable medical equipment Deductible Deductible + 20% Excludes vehicle modifications, home

For more information about limitations and exceptions, see the plan or policy document at www floridablue. com/plancontractsigroup.

Common
Medical Event

Services You May Need

What You Will Pay

Coinsurance

3ofé6
SBCID: 1656201

Limitations, Exceptions, & Other Important
Information

modifications, exercise, bathroom equipment
and replacement of DME due to usefage.

Deductible + 20%

Hospice services Deductible - none:
Coinsurance
I hild ds Children’s eye exam Not Covered Not Covered Not Covered
d::t:lr :r Lye"::re Ch@ldren's glasses Not Covered Not Covered Not Covered
Children’s dental check-up Not Covered Not Covered Not Covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

« Acupuncture

« Bariatric surgery

= Cosmetic surgery
+« Dental care (Adult)

+ Habilitation services

Hearing aids

Infertility treatment
Long-term care

Pediatric dental check-up
Pediatric eye exam

Pediatric glasses

Private-duty nursing

Routine eye care (Adult)

Routine foot care unless for treatment of diabetes
Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

= Chiropractic care - Limited to 35 visits

Most coverage provided outside the United -
States. See www floridablue com.

Mon-emergency care when traveling outside the
us

Your Rights to Continue Coverage: There are agencies that can help if you want to confinue your coverage after it ends. The contact information for those
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323

x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www HealthCare gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your nghts, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-683-5236 or the Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www dol.gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may
also contact the state insurance department at 1-877-893-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.S. Department
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www_dol.gov/ebsal/consumer_info_health html .

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontractsigroup.
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Dees this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the

requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical sifuation, see the next section.

For more information about limitations and exceptions, see the plan or policy document at www floridablue com/plancontracts/group.

About these Coverage Examples:
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o This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your praviders charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia's Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $5,000
B Specialist No Charge $0
B Hospital (facility) No Charge $0
B Other No Charge $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uffrasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible
u Specialist No Charge $0
B Hospital (facility) No Charge $0
B Other No Charge $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (hlood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $5,000
H Specialist No Charge $0
B Hospital (facility) No Charge $0
B Other No Charge $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,800 Total Example Cost | 7400 Total Example Cost | $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cosf Sharing Cost Sharing
Deductibles $5,000 Deductibles $5,000 Deductibles $1,900
Copaymenis $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn’t covered What isn't covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $5,060 The total Joe would pay is $5,060 The total Mia would pay is $1.900

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able fo
reduce your costs. For more information about the wellness program, please contact: www floridablue.com.
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Section 1557 Notification: Discrimination is Against the Law

Florida Blue, Florida Blue HMO, Florida Blue Preferred HMO (collectively. “Florida Blue™). Florida Combined Life and the Blue Cross and Blue
Shield Federal Employee Program® (FEP) comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color,

national origin, age. disability. or sex. We do not exclude people or treat them differently because of race. color, national origin, age. disability. or
SEX.

Florida Blue. Flonida Blue HMO. Florida Blue Preferred HMO. Flonida Combined Life and FEP:
* Provide free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print. audio, accessible electronic formats. other formats)
* Provide free language services to people whose primary language 1s not English. such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact:

+ Florida Blue (health and vision coverage): 1-800-352-2583

* Florida Combined Life (dental, life, and disability coverage): 1-888-223-4892
+ Federal Emplovee Program: 1-800-333-2227

If you believe that we have 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:

Florida Blue (including FEP members): Florida Combined Life:

Section 1557 Coordinator Civil Rights Coordinator

4800 Deerwood Campus Parkway, DCC 1-7 17500 Chenal Parkway
Jacksonville, FL 32246 Little Rock. AR 72223
1-800-477-3736 x29070 1-800-260-0331

1-800-955-8770 (TTY) 1-800-955-8770 (TTY)

Fax: 1-904-301-1580 civilrightscoordinator(@fclife.com

sectionl557coordinator@floridablue.com

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.

You can file a grievance in person or by mail, fax. or email. If you need help filing a grievance, the Section 1557 Coordinator is available to help
vou. You can also file a civil nights 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, by mail or phone at:

T.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F. HHH Building

Washington, D.C. 20201

1-800-368-1019

1-800-537-7697 (TDD)

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

ATENCION: Si habla espaifiol. tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-800-352-2583 (TTY: 1-877-955-8773).
FEP: Llame al 1-800-333-2227

ATANSYON: S1 w pale Kreyel ayisyen., ou ka resevwa yon &d gratis nan lang pa w. Rele 1-800-352-2583 (pou moun ki pa tande byen: 1-800-955-
8770). FEP: Rele 1-800-333-2227

CHU Y: Néu ban néi Tiéng Viét. cé dich vu tro gitp ngén ngit mién phi danh cho ban. Hiy goi sd 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Goi s6 1-800-333-2227

ATENCAO: Se vocé fala portugués. utilize os servigos linguisticos gratuitos disponiveis. Ligue para 1-800-352-2583 (TTY: 1-800-955-8770). FEP:
Ligue para 1-800-333-2227

EE BT EEE G I L eSS S1RARTE - SYEE1-800-352-2583 (TTY: 1-800-955-8770). FEP : 5%¥{#51-800-333-
2227

ATTENTION: Si vous parlez francgais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-352-2583 (ATS - 1-800-
955-8770). FEP : Appelez le 1-800-333-2227

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-
352-2583 (TTY: 1-800-955-8770). FEP: Tumawag sa 1-800-333-2227

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



Glossary of Health Coverage and Medical Terms

e This glossary has many commonly used terms, but isn’t a full list. These glossary terms and definitions are intended

to be educational and may be different from the terms and definitions in your plan. Some of these terms also

might not have exactly the same meaning when used in your policy or plan, and in any such case, the policy or plan

governs. (See your Summary of Benefits and Coverage for information on how to get a copy of your policy or plan

document.)

e Bold blue text indicates a term defined in this Glossary.

®  See page 4 for an example showing how deductibles, co-insurance and out-of-pocket limits work together in a real

life situation.

Allowed Amount

Maximum amount on which payment is based for
covered health care services. This may be called “eligible
expense,” “payment allowance" or "negotiated rate." If
your provider charges more than the allowed amount, you

may have to pay the difference. (See Balance Billing.)
Appeal

A request for your health insurer or plan to review a
decision or a grievance again.

Balance Billing
When a provider bills you for the difference between the

provider’s charge and the allowed amount. For example,
if the provider’s charge is $100 and the allowed amount
is $70, the provider may bill you for the remaining $30.
A preferred provider may not balance bill you for covered

1G)

Jane pays Her plan pays
You pay co-insurance 20% 80%
plus any deductibles

you owe. For example,

services.

Co-insurance
Your share of the costs

of a covered health care

service, calculated as a

percent (for example,
20%) of the allowed

amount for the service.

(See page 4 for a detailed example.)

if the health insurance or plan’s allowed amount for an
office visit is $100 and you’ve met your deductible, your
co-insurance payment of 20% would be $20. The health

insurance or plan pays the rest of the allowed amount.

Complications of Pregnancy

Conditions due to pregnancy, labor and delivery that
require medical care to prevent serious harm to the health
of the mother or the fetus. Morning sickness and a non-
emergency caesarean section aren't complications of
pregnancy.

Glossary of Health Coverage and Medical Terms

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146

Co-payment

A fixed amount (for example, $15) you pay for a covered
health care service, usually when you receive the service.
The amount can vary by the type of covered health care

service.

Deductible

The amount you owe for

health care services your
health insurance or plan
covers before your health

Jane pays Her plan pays

100% 0%
(See page 4 for a detailed example.)

insurance or plan begins

to pay. For example, if
your deductible is $1000,
your plan won't pay
anything until you’ve met
your $1000 deductible for covered health care services
subject to the deductible. The deductible may not apply

to all services.

Durable Medical Equipment (DME)

Equipment and supplies ordered by a health care provider
for everyday or extended use. Coverage for DME may
include: oxygen equipment, wheelchairs, crutches or
blood testing strips for diabetics.

Emergency Medical Condition

An illness, injury, symptom or condition so serious that a
reasonable person would seek care right away to avoid
severe harm.

Emergency Medical Transportation

Ambulance services for an emergency medical condition.

Emergency Room Care

Emergency services you get in an emergency room.
Emergency Services

Evaluation of an emergency medical condition and
treatment to keep the condition from getting worse.

Page 1 of 4



Excluded Services
Health care services that your health insurance or plan
doesn’t pay for or cover.

Grievance
A complaint that you communicate to your health insurer
or plan.

Habilitation Services

Health care services that help a person keep, learn or
improve skills and functioning for daily living. Examples
include therapy for a child who isn’t walking or talking at
the expected age. These services may include physical and
occupational therapy, speech-language pathology and

other services for people with disabilities in a variety of

inpatient and/or outpatient settings.

Health Insurance

A contract that requires your health insurer to pay some
or all of your health care costs in exchange for a
premium.

Home Health Care

Health care services a person receives at home.

Hospice Services
Services to provide comfort and support for persons in
the last stages of a terminal illness and their families.

Hospitalization

Care in a hospital that requires admission as an inpatient
and usually requires an overnight stay. An overnight stay
for observation could be outpatient care.

Hospital Outpatient Care
Care in a hospital that usually doesn’t require an
overnight stay.

In-network Co-insurance

The percent (for example, 20%) you pay of the allowed
amount for covered health care services to providers who
contract with your health insurance or plan. In-network
co-insurance usually costs you less than out-of-network
co-insurance.

In-network Co-payment

A fixed amount (for example, $15) you pay for covered
health care services to providers who contract with your
health insurance or plan. In-network co-payments usually
are less than out-of-network co-payments.

Medically Necessary

Health care services or supplies needed to prevent,
diagnose or treat an illness, injury, condition, disease or
its symptoms and that meet accepted standards of
medicine.

Network
The facilities, providers and suppliers your health insurer
or plan has contracted with to provide health care

services.

Non-Preferred Provider

A provider who doesn’t have a contract with your health
insurer or plan to provide services to you. You'll pay
more to see a non-preferred provider. Check your policy
to see if you can go to all providers who have contracted
with your health insurance or plan, or if your health
insurance or plan has a “tiered” network and you must
pay extra to see some providers.

Out-of-network Co-insurance

The percent (for example, 40%) you pay of the allowed
amount for covered health care services to providers who
do not contract with your health insurance or plan. Out-
of-network co-insurance usually costs you more than in-
network co-insurance.

Out-of-network Co-payment

A fixed amount (for example, $30) you pay for covered
health care services from providers who do not contract
with your health insurance or plan. Out-of-network co-
payments usually are more than in-network co-payments.

Out-of-Pocket Limit
The most you pay during a
policy period (usually a

year) before your health \

insurance or plan begins to
pay 100% of the allowed

amount. This limit never Tane pays Fler plan pays
includes your premium, 0% 100%
balance-billed charges or
health care your health

insurance or plan doesn’t cover. Some health insurance
P

(See page 4 for a detailed example.)

or plans don’t count all of your co-payments, deductibles,
co-insurance payments, out-of-network payments or
other expenses toward this limit.

Physician Services
Health care services a licensed medical physician (M.D. —
Medical Doctor or D.O. — Doctor of Osteopathic

Medicine) provides or coordinates.

Glossary of Health Coverage and Medical Terms
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Plan

A benefit your employer, union or other group sponsor
provides to you to pay for your health care services.

Preauthorization

A decision by your health insurer or plan that a health
care service, treatment plan, prescription drug or durable
medical equipment is medically necessary. Sometimes
called prior authorization, prior approval or
precertification. Your health insurance or plan may
require preauthorization for certain services before you
receive them, except in an emergency. Preauthorization
isn’t a promise your health insurance or plan will cover
the cost.

Preferred Provider

A provider who has a contract with your health insurer or
plan to provide services to you at a discount. Check your
policy to see if you can see all preferred providers or if
your health insurance or plan has a “tiered” network and
you must pay extra to see some providers. Your health
insurance or plan may have preferred providers who are
also “participating” providers. Participating providers
also contract with your health insurer or plan, but the
discount may not be as great, and you may have to pay

more.

Premium

The amount that must be paid for your health insurance
or plan. You and/or your employer usually pay it
monthly, quarterly or yearly.

Prescription Drug Coverage
Health insurance or plan that helps pay for prescription
drugs and medications.

Prescription Drugs
Drugs and medications that by law require a prescription.

Primary Care Physician
A physician (M.D. — Medical Doctor or D.O. — Doctor
of Osteopathic Medicine) who directly provides or

coordinates a range of health care services for a patient.

Primary Care Provider

A physician (M.D. — Medical Doctor or D.O. — Doctor
of Osteopathic Medicine), nurse practitioner, clinical
nurse specialist or physician assistant, as allowed under
state law, who provides, coordinates or helps a patient
access a range of health care services.

Provider

A physician (M.D. — Medical Doctor or D.O. — Doctor
of Osteopathic Medicine), health care professional or
health care facility licensed, certified or accredited as
required by state law.

Reconstructive Surgery

Surgery and follow-up treatment needed to correct or
improve a part of the body because of birth defects,
accidents, injuries or medical conditions.

Rehabilitation Services

Health care services that help a person keep, get back or
improve skills and functioning for daily living that have
been lost or impaired because a person was sick, hurt or
disabled. These services may include physical and
occupational therapy, speech-language pathology and

psychiatric rehabilitation services in a variety of inpatient

and/or outpatient settings.

Skilled Nutsing Care

Services from licensed nurses in your own home or in a
nursing home. Skilled care services are from technicians
and therapists in your own home or in a nursing home.

Specialist

A physician specialist focuses on a specific area of
medicine or a group of patients to diagnose, manage,
prevent or treat certain types of symptoms and
conditions. A non-physician specialist is a provider who
has more training in a specific area of health care.

UCR (Usual, Customary and Reasonable)

The amount paid for a medical service in a geographic
area based on what providers in the area usually charge
for the same or similar medical service. The UCR
amount sometimes is used to determine the allowed
amount.

Urgent Care

Care for an illness, injury or condition serious enough
that a reasonable person would seek care right away, but
not so severe as to require emergency room care.

Glossary of Health Coverage and Medical Terms
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How You and Your Insurer Share Costs - Example
Out-of-Pocket Limit: $5,000

Jane’s Plan Deductible: $1,500

Co-insurance: 20%

St

°

January 1% December 31
Beginning of Coverage End of Coverage Period
Period

Jane pays Her plan pays
100% 0%

ﬁane hasn’t reached her \

$1,500 deductible yet

Her plan doesn’t pay any of the costs.
Office visit costs: $125
Jane pays: $125
Her plan pays: $0

N /

Jane pays Her plan pays
20% 80%

éne reaches her $1,500 \

deductible, co-insurance begins
Jane has seen a doctor several times and
paid $1,500 in total. Her plan pays some
of the costs for her next visit.

Office visit costs: $75

Jane pays: 20% of $75 = $15

Her plan pays: 80% of $75 = $60

Jane pays
0% 100%

Her plan pays

@ne reaches her $5,000
out-of-pocket limit

for the rest of the year.
Office visit costs: $200

Jane pays: $0O
K Her plan pays: $200

Jane has seen the doctor often and paid
$5,000 in total. Her plan pays the full

cost of her covered health care services

~

/
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