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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
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 flondablue com/plancontracts/groug.

For general definitions of common terms, such as allowed amount, balance billing, colnsurance, copayment, deductibie, provider, of other underlined terms see the
Glossary. You can view the Glossary at www . flordablue com/planconiracisigroup or call 1-800-352-2583 to request a copy.

Impertant Questions Answers Why This Matters:
1 . 5 Generally, you must pay all of the costs from providers up to the deductible amount before
What is the overall MM $3,600 Per.Pe ol this plan begins to pay. If you have ofher family members on the plan. each family member
Family, Qut-of-Network: $7,200 Per ;
deductible? j el must meet their own individual deductible until the total amount of deductible expenses paid

Person/§14,400 Family. by all family members meets the overall family deductible.

Ars thers services 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
wuﬁ";m"!’ﬂ';m Yes. Proventive care. preventive services without cost sharing and before you meet your deductible. See a list of
¥o covered preventive services at www healthcare gowcoverage/preventive-care-benefits),
Are there other
deductibles for specific  No. You don't have to meet deductibles for specific services.
services?
What is the out-of- In-Metwork: $6,500 Per Person/$13,000 | The out-of-pocket limit is the mast you could pay in a year for covered services. If you have
pocket limit for this Family. Qut-Of-Network: $13,000 Per | other family members in this plan, they have fo meet their own gut-gf-pocket limits unil the
plan? Person/$26,000 Family. overall family out-of-pocket imit has been met.
What is not included in  Premium, balance-billed charges, and -
the out-of-pocket limit?  health care this plan doesn't cover. Even though you pay these expenses, they don't count toward the out-of-pocket limif.
Yes. Sse This plan uses a provider network. You will pay less if you use a provider in the plan’s
Wil youi sy s i you hitps:providersearch. floridablue comipr | network. You will pay the most if you use an out-of-network provider, and you might receive
—rd ! IN! , | ovidersearchipubindexhim orcall 1- | a bill from a provider for the diflerence between the provider's charge and what your plan
800-352-2583 for a list of network pays (halance billing). Be aware your network provider might use an out-of-network provider
providers. for some services (such as lab work). Check with your provides before you get services.
Do you need a referral to — :
m’:" i T No. You can see the specialist you choose without a referral.
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A4 A 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

HEE Services You May Need Metwork Provider Dut-of-Network Provider .
s {You will pay the least) (You will pay the most) S
Value Choice Provider: No
Charge after i ; - 8
Primary care visit o treatan  Primary Care Visits: Deductible uﬁf‘”' *Fmﬂl w::::‘a”m"ﬁ“mm :a"'ﬂ’ '“1’::;;;‘1“‘9““’
injury or iliness + 20% Coinsurance/ Viriual Visits: Not Covered Iﬁi In-Network WHHEEE L
Vigits: Deductible + 20% . '
Value Choice Specialist N
oice Specialist No
ot g i Charge afier Deduciible/ Deductible + 50% Physician administered drugs may have higher
CARIOVKOUS  pecalstvist Specialist Deducte +20% | Coinsurancel Virtual cost share. Virtual Visit services are only
i Colnsurance! Virtual Visits: ~ Visits: Not Covered covered for In-Network providers.
Deductible + 20% Coinsurance
Physician administered drugs may have higher
i cost share. You may have to pay for services
wa No Charge, Deductible does not 50% Coinsurance that aren’t preventive. Ask your provider if the
nmunization apply senvices needed are preventive. Then check
SRS [ F—— — . 1 L] L —
Value Choice Specialist No
Charge after Deductible/
Diagnostic test {x-ray, blood m; m”“."’; ! %&%ﬁtﬁm oo | Deductble + 50% Tests performed in hospitals may have higher
vk} Independent Diagnosfic Testing | =ilSurance el
If you have a test Center: Deductible + 20%
Caoinsurance

Tests performed in hospitals may have higher
Imaging (CT/PET scans, ; ; Daductible + 50% cost share. Prior Authorization may be
MRis) Deductible + 20% Colnsurance | coy rance roured. You beefsserces maybe
denied.
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Common
Medical Event

Services You May Need

What You Will Pay
Metwork Provider Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

If you need drugs

(You will pay the least) (You will pay the most)
Preventive: No Charge,

S P Deductible does not apply Up to 30 day supply for retail, 50 day supply

s Ly (retailimail order)/ Condition for mail order at 2 times the retail amount.

coaditias Generic drugs Care Rx: 34 Copay per Mot Covered Respansible Rx programs such as Prior

Wors information Prescription (retail)f All Other Autharization may apply. See Medication guide
Generic: Deductible + $10 for more information.

about prescription Copay per Prescription (retail)

drug coverage is Condition Care R $15 Copay

available at per Prescription (retail)l Al "

I
hitps:fwww.floridabl | Prefarred brand drugs Other Preferred Brand: Mot Covered 'fjhp::aﬁmgﬂnzﬁ' rhtsaﬂlda?: :Ijﬂ] "
ue.comimembersio Deductible + 530 Copay per
o w{sﬁ&m Up to 30 day supply for retall, 90 day suppl
= ¥ per pio 3y supply for retail, ay supply
rﬁ,ﬁiﬁff T,ﬁ i, Prescription (retail) maE=— for mail order at 2 times the retail amount.
Rielaruriite ; Dedutible + $150 Copay per Up 1o 30 day supply for retail. Not covered

L Specialy drugs  Prescription (reai) 1 through Mail Order, s o
Facility fee (e.g., ambulatory . . Daductible + 50%
if you have surgery oenter] Deductible + 20% Coinsurance Colnsuran ——pmne———
.. v . = MK MEEEE
outpaient sugery Physician/surgeon fees Deductible + 20% Coinsurance lznu% r * ———none————
3 A — Tt Do Coinswance
Emergency room care Deductible + 20% Coinsurance 0., Coinsurance Y —none——
; ; In-Network Deductible +
:'m“modlcll ransportation Deductibla + 20% Coinsurance 20% Coinsuran ——gne——
m"'”d'!. Value Choice Provider. No
— Charge after Deductiblel Urgent ~ Deductible + 20%
Care Visits: Deductible + 20%  Coinsurance
. Consuance e [— S .
- ¢ i Inpatient Rehab Services limited to 30 days.
If you have a f::r':;* foe (eg. hospital b ibie + 20% Colnsurance mﬂ. + 50% Inpatient Habilitation Services fimited to 30
hospital stay days.
Physician/surgecn fees Deductible + 20% Coinsurance  |n-Network Deductible + | ———none———

For more information about limitations and exceptions, see the plan or policy document at www floridablue. comiplancontracts/aroup.
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Common

Medical Event

Services You May Need

What You Will Pay

Metwork Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Imposa
Infarmation

Virtual Visit services are goly covered for i
Network providers,

Prior Authorization may be required. Your
benefits/services may be denied.

(You will pay the least) :
~ 20% Coinsurance
Specialist Virtual Visits: No
Charge after Deductible/ Deductible + 50%
g £ 5 " QOutpatient services Physician Office: No Charge Cainsurance/ Specialist
m”";' o """I "‘l after Deductible / Hospital Virtual Visits: Not Covered
healicor Deductible + 20% Coinsurance _
substance abuse %m%: LL
Inpatient services Deductible + 20% Coinsurance | 20% Coinsurance/
Hospital: Deductible +
—— — . 20% Coinsurance
Office visits Deductle + 20% Coinsurance | ot - S0%
If you are pregnant = Childbirthidelivery : - In-N ibl
professional services Deductivle + 20% Coinsursnce 20% Coinsurance
Childbirth/delivery facility ) . Deductible + 50%
Sarvieas Deductible + 20% Coinsurance oo
— Dbl 20% Consuarge | D2l + S0%
Rehabilitation senvices Deductible + 20% Coinsurance %ﬁ; %
If you need help S
recovering or have
other special .
health needs bt ; Deductible + 20% Coingar D_ﬂu@;_lzlg+5l}‘>6
Skilled nursing care Deductible + 20% Coinsurance gﬂnﬂﬂ’; 0%
Durable medical equipment | Deductible + 20% Coinsurance  Deduclible + 50%

Maternity care may include tests and seniz
described elsewhere in the SBC (i.e.
ultrasound.)

—_—ONE———
——none———

Coverage limited to 60 visits.

Coverage limited to 35 visits, including 35
manipulations. Services performed in hos:z
may have higher cost share. Prior
Authorization may be required. Your
benefits/services may be denied.
Caoverage limited to 35 visits. Services
performed in hospital may have higher cos
share. Prior Authorization may be required
Your benefits/services may be denied.

Coverage limited to 60 days.
Excludes vehicle modifications, home

For more information about limitations and exceptions, see the plan or policy document at www. floridablue. com/plancantractsigroup.
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What You Will Pay

her Importist
Glo‘mmon Services You May Need Network Provider Out-of-Network Provider ——— E*CFFIIDH% .E b bl ke
Medical Event e G e ey e T S AR AT Information
(You will pay the least) (You will pay the most)
Coinsurance modifications, exercise, bathroom equipmert
and replacement of DME due 1o use/age:
" ; " . Deductible + 50%
DOSPICE Services I
H Deduclible + 20% Coinsurance Coinsurance —None——
Children's eye exam Not Covered Not Covered Not Covered
Mo ;"L':.";::' Children's giasses Not Covered Not Covered Not Covered
Children's dental check-up Mot Covered Not Covered Not Covered
Excluded Servicas & Other Coverad Services:
| Services Your Plan Generally Does NOT Cover (Check your policy o plan document for more information and a list of any other excluded services)
s Acupuncture «  Infertility treatment s Private-duty nursing
| » Bariatric surgery + Long-term care e Routine eye care (Adult)
s Cosmetic surgery s Pediafric dental check-up « Routine foot care unless medically necessan
+ Dental care (Adult) + Pediafric eye exam * \Weight loss programs
| » Hearing aids » Pediafric glasses S N .
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see s your plan document.)
+  Chiropractic care - Limited to 35 visits +  Most coverage provided outside the United » Non-emergency care when traveling outside®s

States. See www floridablue.com. Us.

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 Sacurity Administration at 1-856-444-EBSA (3272)r
www.dol govlagencies/ebsa or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
61565 ar www ccio cms gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Healih Insurance
Marketplace. For more information about the Markefplace, visit www.HealthCare.gov or call 1-800-318-2598.

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 callets
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
pravide complete information to submit a claim, appeal, or a grigvance for any reason to your plan. For more information about your rights, this notice, or assistans,
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 Befs
Security Administration at 1-866-444-EBSA (3272} or www dol govlebsamealthreform. For group health coverage subject to ERISA contact your employes sarvis
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services depariment. You ma

For more information about limitations and exceptions, see the plan or policy document at www flosidablue com/plancontractsigroup.
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also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.S. Depariment
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (B66-487-2365) or www.dol.gov/ebsaealthreform.

Does this plan provide Minimum Essential Coverage? Yes
ini i generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage, If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit

Does this plan meet the 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.

————————— T s@@ examplas of how this pian might cover cosfs for @ sample meviica situation, see the next seclion —MM M —

For more information about limitations and exceptions, see the plan or policy document at www floridablue.com/planconfracts/groug.
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We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disabiliry,
or sex. We do not exclude people or treat them differently because of race, color, national ongin, age, disability, or sex

We provade:
*  Free ands and services to people with disabilities to commumicate effectively with us, such as:
o Qualified sign language interpreters
o Wntten information in other formats (large print, audio, accessible electronic formats, other formats)
*  Free language services to people whose primary language 1s not English, such as:
o Qualified interpreters
o Information written in other languages

If vou need these services, contact:

»  Health and vision coverage: 1-800-352-2583

*  Dental, hfe, and disability coverage: 1-888-223-4892
* Federal Emplovee Program: 1-800-333-2227

If you believe that we have failed 1o provide these services or discriminate on the basis of race, color, national ongin, disabiliry, age,
sex, gender identity or sexual orientation, vou can file a grievance with:

Health and vision coverage (including FEP Dental, life, and disability coverage:
members): Civil Raghts Coordinator

Section 1557 Coordinator 17500 Chenal Parkway

4800 Deerwood Campus Parkway, DCC 1-7 Little Rock, AR 72223

Jacksonville, FL 32246 1-800-260-0331

1-800-477.3736 x29070 1-800-955-8770 (TTY)
1-800-955-8770 (TTY) civilrightsc oordinator @ felife com

Fax: 1-904-301-1580
section] 55 Tecordinator @ flordablue 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 Cress and Blue Shield Association.



