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Eligibility & Enrollment

Eligibility 

All full-time employees working at least 30 hours per week are eligible for benefits.  As a new hire, all benefits 
begin on the first of the month following 30 days of continuous employment.  Additionally, you may enroll in 
benefits during the annual Open Enrollment period each year for a September 1st effective date. 

You may enroll the following eligible dependents in our group benefit plans: 
• Your legal spouse
• Your natural, adopted or stepchildren up to age 26
• Unmarried children of any age if disabled & claimed as a dependent on your federal income taxes

Open Enrollment 

Remember, other than a qualified life event you may only make changes to your benefit  
elections annually during the open enrollment period.  The following are examples of Qualified Life Events: 

• Change in marital status or number of dependents
• Dependent’s employers open enrollment
• Entitlement to Medicare or Medicaid
• Dependent satisfies or ceased to satisfy eligibility requirements

Important State and Federal Notice 

These notices, along with the Summary Plan Descriptions (SPD), and Summary of Benefits  
and Coverages (SBC) can be found through the online portal at www.employeenavigator.com 

• HIPPA Notice of Special Enrollment
• Women’s Health and Cancer Rights
• Privacy Practice and Rights under HIPAA
• General COBRA Notice of Rights
• CHIPRA Notice
• Medicare Part D Creditable Coverage Notice
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Employee Navigator, your online enrollment portal 

With online enrollment services powered by Employee Navigator, you enjoy convenient online access 
to your benefits coverage 24 hours a day, 7 days a week.  On this site you will be able to make benefit 
elections, change personal information and access important documents.  

https://employeenavigator.com/benefits/account/login 
Your company identifier is:  Bay Haven

Bay Haven Charter Academy

http://www.employeenavigator.com/


Bay Haven Charter Academy Online Enrollment Powered By Employee Navigator & The Clemons Company 
Company

How Do I Enroll? 

 You must enroll online in the benefit portal. Click “Reset a forgotten password” if   
needed  to get started! 

1) Review your current benefits
2) Enroll, waive, or make changes for the plan year
3) Review and update your dependent and beneficiary information

New hires and newly eligible employees must complete an initial 
enrollment even if  you will waive coverage. You will be asked to  
provide a beneficiary for life insurance when you enroll. 

Have social security numbers 
and birth dates for all dependents and 
beneficiaries before logging in.  

Enrolling in Benefits: 
Please review your Benefit Guide to gain an understanding of 
the plans being offered.  After you have registered you may 
return at any time to access important resources and your 
summary of benefits. 

Benefit Portal:  www.employeenavigator.com 
First Time User:  Select Register as a new user 
Enter the following:  

- First Name
- Last Name
- Company Identifier: Bay Haven
- Social Security Number (last 4 digits)
- Birth Date (ex.  01/01/1900)

    Bay Haven Charter Academy4
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Health Insurance through Florida Blue / BCBS of Florida
Bay Haven Charter Academy employees have the option of enrolling in one of five medical plans.   The 
medical plans are PPO (preferred provider organization) plans with in and out of network benefits.  
When looking for a doctor/facility go to www.bcbsfl.com and search for Blue Options providers. 

Please refer to your Summary of Benefits and Coverages for more detailed information (available on 
Employee Navigator) or request copies from your HR Department. 

The in network benefits are listed below: 

BO Plan 
05908

BO Plan 
 03900 

BO Plan 
05772 

BO Plan 
05770 

Annual Deductible $5,000 / $10,000 $1,500 $2,000/$6,000 $1,000 /$3,000 
Annual Out of Pocket 
Maximum 
(Med & RX) 

$8,200 / $16,400 $6,350/$12,700 $5,500/$11,000 $3,500 / $7,000

In Network Coinsurance 20% 50% 20% 20% 
Referrals Required No No No No 
Physician Office 
Visits: PCP/Specialist 

$0  Copay Visits 1-3 then 
$30 Copay/ 
$60 Copay

$35 Copay/ 
$50 Copay

$35 Copay / 
$65 Copay 

$25 Copay / 
$45 Copay 

Preventative Services $0 Copay $0 Copay $0 Copay $0 Copay 

Inpatient 
Hospital Care 

Option #1- 20% after CYD 
Option #2-  20% after CYD

Opt #1 & Opt #2 -

$100  PAD + 20% after CYD 
Opt #1 & Opt #2 
- 20% after CYD

Outpatient Surgery: 
ASC / Hospital

$150 Copay /
Opt 1 & Opt 2 -
20% after CYD

Diagnostic:  
Lab @ Quest, X-Ray, 
Advanced Services

 
 

Emergency Room $350 Copay 50% after CYD $300 Copay $200 Copay 

Urgent Care $100 Copay 50% after CYD $70 Copay $50 Copay 

Mental Health:      
Office Visit/In Patient 

$0 Copay / 
$0 Copay

$0 Copay / 
$0 Copay

$0 Copay /
$0 Copay 

$0 Copay /
$0 Copay 

Retail Prescription 
Drugs:  Tier 1/ Tier 2 / 

Tier 3 

$10 Copay /
20% Coins (limited brand) /

NA

$10 Copay /
$60 Copay /

NA

$10 Copay /
$30 Copay /
$50 Copay

Mail Order Prescriptions:  
Tier 1 / Tier 2 / Tier 3 

$25 Generic Only /
NA /NA 

$25 Generic Only/
N/A / N/A

$25 Copay /
$150 Copay /

NA 

$25 Copay /
$75 Copay / 
$125 Copay 

Specialty Drugs Subject to Cost Share Based 
on Applicable Drug Tier

Subject to Cost Share Based 
on Applicable Drug Tier

Subject to Cost Share Based 
on Applicable Drug Tier

Employee Only 
Employee/Spouse 
Employee/Child 
Family 

Bay Haven Charter Academy5

Prices Per Month

Subject to Cost Share Based 
on Applicable Drug Tier

Option#1-$1,500 Copay / 
Option#2-  $2,500 Copay

$10 Copay /
20% Coins (limited brand) /

NA

Health Insurance through Florida Blue / BCBS of Florida
Bay Haven Charter Academy employees have the option of enrolling in one of five medical plans.   The 
medical plans are PPO (preferred provider organization) plans with in and out of network benefits.  
When looking for a doctor/facility go to www.bcbsfl.com and search for Blue Options providers. 

Please refer to your Summary of Benefits and Coverages for more detailed information (available on 
Employee Navigator) or request copies from your HR Department. 

The in network benefits are listed below: 

$84.62
$832.92
$669.24
$1,370.76

$124.70
$924.33
$749.41
$1,499.04

$274.26

$1,265.33
$1,048.54
$1,977.65

$420.13
$1,597.90

$1,340.26
$2,444.43

$0 Copay/
$50 Copay/
$200 Copay

50% after CYD / 
Opt 1: $300 Copay / 
Opt 2: $400 Copay

$0 Copay /
50% after CYD /

$200 Copay

$250 Copay /
20% after CYD

$0 Copay /
$50 Copay /
$300 Copay

20% after CYD /
Opt 1 & Opt 2:
20% after CYD

$0 Copay /
$60 Copay /

20% after CYD



BO HSA Plan
03160

BO HSA Plan
03161

Annual Deductible $1,500 $3,000 per person / $30,00 per family
Annual Out of Pocket          
Maximum
(Med & RX)

$5,000 $5,000 per person / $5,000 per family

In Network Coinsurance  20% 20%

Referrals Required No No
Physician Office 
Visits:  PCP/Specialist

20% after CYD / 20% after CYD 20 % after CYD / 20% after CYD

Preventative Services

Inpatient
Hospital Care

Option 1 & Option 2: 
20% after CYD

Outpatient Surgery: 
ASC / Hospital

Diagnostic:  
Lab @ Quest, X-Ray, 
Advanced Services

Emergency Room
Urgent Care
Mental Health: Office 
Visit/In Patient
Retail Prescription Drugs: 
Tier 1/Tier 2/Tier 3 CYD + $10/$50/$80 CYD + $10/$50/$80

Mail Order Prescriptions:      
Tier 1/Tier 2/Tier 3

CYD + $25/$125/$200 CYD + $25/$125/$200

Specialty Drugs

Employee Only
Employee/Spouse
Employee/Child
Family 

Health Insurance through Florida Blue / BCBS of Florida (cont.)

Prices Per Month

20% after CYD

20% after CYD /
20% after CYD

Subject to Cost Share Based on Applicable Drug Tier Subject to Cost Share Based on Applicable Drug Tier

20% after CYD /
20% after CYD / 
20% after CYD

20% after CYD /
20% after CYD

$0 Copay, Deductible Waived

20% after CYD

$0 Copay, Deductible Waived

20% after CYD /
20% after CYD
20% after CYD
20% after CYD
20% after CYD

20% after CYD

20% after CYD / 
20% after CYD
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$290.52
NA
NA
NA

$1,302.42
$1,081.06
$2,029.69

NA

The in network benefits are listed below: 

Option 1 & Option 2:  
20% after CYD

frontoffice
Line

frontoffice
Line



Welcome to Florida Blue
Get off to a good start! 

• Sign up for an account at FloridaBlue.com and download the Florida Blue mobile app.  This will
give you 24/7 access to benefit coverage, claims information, id cards and nearby doctors and
hospitals.

• Call Care Consultants to show you how your benefits work, manage costs , help finds doctors
and community services you need to get well @ 888-476-2227.

• Better You Strides, our personal online wellness program, creates a customer made plan based on
your needs, goals and interests to help you meet your health goals.

• Blue 365, an exclusive national member discount program offers savings on gym memberships,
vision care, hearing aids, weight management programs and more.

• Mental Health with Lucent Behavioral Health Program, is a mental health resource to access self
help, screening tools, community resources, care management & Autism Resource Programs @
866-287-9569.

• Use CareCentrix if you need special medical care or equipment.  CareCentrix coordinates home
health care, home infusions and specialized medical equipment called durable medical
equipment.  If you currently use or need to use these supplies or services, please call CareCentrix
directly @ 866-776-4617.

• Save money on prescriptions.  Know what is covered before you fill any prescriptions using your
new plan, log in at FloridaBlue.com to check the list of covered medications.
o Choose a pharmacy in the Preferred Pharmacy Network and pay a lower cost share.
o Use home delivery for regular, non-specialty prescription refills.

Amazon Pharmacy will deliver right to your door.
• Condition Care RX Program!  Through the Condition Care RX Program, medicines to treat

things like high blood pressure, cholesterol, diabetes, depression and respiratory conditions
could cost little to next to nothing.
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The mental health care you deserve.

Lucet Behavioral Health Program
We know prioritizing your mental health is tough—and even tougher to find an available 
provider who’s the right fit. That’s why your Florida Blue health plan has partnered  
with Lucet to guide you to the right provider or behavioral health resources.

We’re your partners in health.
• Understand your behavioral health needs and benefits.

• Locate in-network behavioral health providers, specialty doctors and treatment facilities.

• Connect with those in your community that can support your mental well-being journey.

• Coordinate care with your providers.

Specialty services 
Care Management Program  
Work with a licensed behavioral health clinician who can help you identify  
your needs, create a treatment plan and coordinate with your providers.

Autism Resource Program  
Care managers specially trained in treating autism spectrum disorder can assist 
you through the process of obtaining a diagnosis and authorizing treatment.

Substance Use Disorder Clinical Response Unit 
Licensed clinicians can assess your needs, share information about evidence- 
based treatment options and assist you through the process of obtaining care.

Connect to support
Visit LucetHealth.com/members/resource to access self-help and screening tools 
and find community resources for things like addiction, child abuse, employment,  
food pantries, military families and parenting.

You can reach us at 866-287-9569. Based on the unique needs of each member, 
you may be transferred to one of our specialty service teams below.

Lucet supports 
treatment for:

• Depression

• Anxiety

• Substance Use
Disorder

• Attention Deficit
Hyperactivity
Disorder

• Autism Spectrum
Disorder

• Bipolar Disorder

• Schizophrenia

ND-MAR407-20230403

       Optimize access across your behavioral health ecosystem
Contact us at 866-287-9569 to learn more. 

LucetHealth.com

Bay Haven Charter Academy8



No matter where you are, a doctor, urgent care center, 
or hospital is right at your fingertips.

Need Care and Don’t Know Where to Go?

Florida Blue and Florida Blue HMO are Independent Licensees of the Blue Cross and Blue Shield Association. We comply with applicable Federal civil rights laws and do not discriminate on 
the basis of race, color, national origin, age, disability or sex. Apple and the Apple logo are trademarks of Apple Inc., registered in the U.S. and other countries. App Store is a service mark of 
Apple Inc. Google Play is a trademark of Google Inc. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, 
an association of independent Blue Cross and Blue Shield Plans. ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-800-352-2583 (TTY: 
1-877-955-8773). ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou. Rele 1-800-352-2583 (TTY: 1-800-955-8770).

103723 1020 IU65 | SG

Outside Florida?  
Find Care From Anywhere!
You’re always covered for urgent and emergency 
care outside of Florida. Some plans have  
additional out-of-state benefits.*

1. Log in to bcbs.com/find-a-doctor
or call 800-810-2583.

2.  Click on In the United States.  
3. Enter a Location and Plan to find care

anywhere in the U.S.

Online
Step 1. Log in to floridablue.com.

Step 2. At the top of the screen, click  
Tools and select Find A Doctor & More.

Step 3. In the search form, simply enter the provider’s 
last name, facility, specialty, condition or NPI. You  
can also click the Provider Type dropdown and
choose between:

• Primary Care
• Urgent Care Centers
• Hospitals and more

Step 4. Click the Search Now button. For virtual visits 
covered at $0, look for the Virtual Visit banner and  
click Get Started.



Outside Florida? Find Care From Anywhere!
You’re always covered for urgent and emergency care outside of Florida. 
Some plans have additional out-of-state benefits.*  

1. Open the app and login. Click Find Care on the navigation menu.
2. Click on Doctors & Hospitals (National).
3. Choose a Location and Plan to find care anywhere in the U.S.

On Your Mobile Device

Step 1. Download the 
Florida Blue mobile  
app from the iTunes or 
Google Play app store. 

Step 2. Open the app  
and log in to reach your 
member dashboard. On 
the navigation bar at the 
bottom of the screen,  
click Find Care.

Step 3. At the Find Care 
screen, click Florida  
Doctors and Pharmacies.

Step 4. Select Yes and search by
entering the provider’s last name, 
facility, specialty, condition or NPI.

Select No, then click the Care Type
dropdown button and choose 
between primary care, urgent  
care centers, hospitals and more.

Step 5. Click Get Results.

For virtual visits, click Get Virtual 
Care Now and Get Started!

*Please refer to your policy for information on the specific cost shares applicable to this service
outside of Florida, or call the telephone number on the back of your member ID card.
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OROR

PhoneOnline

3 WAYS TO REGISTER

Mobile App

Once registered, you 
can speak with a licensed 
doctor within minutes. 
Anytime. Anywhere. 

REGISTER 
WITH 
TELADOC 
TODAY!

During registration, you’ll complete 
your medical history so when you 
need Teladoc®, it’ll be fast and easy. 

With your consent, Teladoc is happy to provide information about your Teladoc consult to your primary care physician.

10E-179
0116

Facebook.com/Teladoc Teladoc.com/mobile

© 2017 Teladoc, Inc. All rights reserved. Teladoc and the Teladoc logo are registered trademarks of Teladoc, Inc. and may not be used without written permission. Teladoc does not replace the primary care
physician. Teladoc does not guarantee that a prescription will be written. Teladoc operates subject to state regulation and may not be available in certain states. Teladoc does not prescribe DEA controlled
substances, non therapeutic drugs and certain other drugs which may be harmful because of their potential for abuse. Teladoc physicians reserve the right to deny care for potential misuse of services.

Teladoc is the easy, convenient, and affordable option for quality medical care. Our licensed doctors can treat
cold and flu symptoms, respiratory infections, sinus problems, and more!

Teladoc.com 1-800-Teladoc

Talk to a doctor anytime for free!
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Teladoc is included for employees in the medical 
plan. If not enrolled in medical employees can 

purchase Teladoc for $6.95 per month.



Insurance issued by Principal Life Insurance Company, 711 High Street, Des Moines, IA 50392
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Policyholder: BAY HAVEN CHARTER
ACADEMY INC
Group dental insurance
Benefit summary for
Dental Low Plan
Your coverage renews every September 1

What's available to me?

Dental insurance helps pay for all, or a portion, of the costs associated with dental care, from routine 
cleanings to root canals.

Eligibility

Eligible employees All active, full-time employees

Calendar-year deductible Coinsurance your policy pays

In-network Out-of-network In-network Out-of-network

Preventive $0 $0 100% 100%

Basic $50 $50 80% 80%

Major $50 $50 50% 50%

Additional provisions

Family deductible 3 times the per person deductible amount

Combined deductible Your in-network deductiblesfor basic and major services are combined.
Your out-of-network deductibles for basic and major are combined.
Your services applied to the in-network deductible will apply to the out-of-network
deductible and vice versa.

Combined maximum Your calendar year year maximum for preventive, basic, and major in-network 
services are combined.
Your calendar year year maximum for preventive, basic, and major out-of-network 
services are combined. In-network calendar year year maximums are $1,000 per 
person or out-of-network calendar year year maximums are $1,000 per person. Your 
services applied to the in-network deductible will apply to the out-of-network 
deductible and vice versa.

Maximum
accumulation

Included

Plan type Unscheduled

12 Bay Haven Charter Academy

Dental Low Plan Cost Per Month:
EE Only $8.46
EE/Spouse $42.73
EE/Child $57.85
Family $104.03



Insurance issued by Principal Life Insurance Company, 711 High Street, Des Moines, IA 50392
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Who can buy coverage?

• You may buy coverage if you're an active, full-time employee. Seasonal, temporary, or contract
employees aren't eligible.
o If you’re on regularly scheduled day off, holiday, vacation day, jury duty, funeral leave, or personal time

off, you’re still considered actively at work, as long as you’re fulfilling your regular duties and were
working the day immediately prior to your time off.

o You must enroll within 31 days of being eligible. If you don’t, you’ll have to wait until the next open
enrollment period, or qualifying event.

Additional eligibility requirements may apply.

Which procedures are covered, and how often?

Preventive

Routine exams Twice per calendar year

Routine cleanings Twice per calendar year

Bitewing X-rays Twice per calendar year

Full mouth X-rays Once every 36 months

Fluoride Once per calendar year (covered only for dependent children under age 19)

Sealants Covered only for dependent children under age 19; once per tooth each 36
months

Harmful habit appliance Covered only for dependent children under age 19

Basic

Emergency exams Subject to routine exam frequency limit

Periodontal maintenance If three months have passed since active surgical periodontal treatment;
subject to routine cleaning frequency limit

Fillings Replacement fillings every 24 months

Composite (tooth colored) Covered on posterior teeth

Oral surgery Simple and complex

General anesthesia / IV
sedation

Covered only for specific procedures

Repairs Partial denture, bridge, crown, relines, rebasing, tissue conditioning and
adjustment to bridge/denture, within policy limitations

Major

Simple endodontics Root canal therapy for anterior teeth

Complex endodontics Root canal therapy for molar teeth

Bay Haven Charter Academy13 



Insurance issued by Principal Life Insurance Company, 711 High Street, Des Moines, IA 50392
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Non-surgical periodontics Once per quadrant per 24 months (including scaling and root planing)

Periodontal surgical
procedures

Once per quadrant per 36 months

Crowns Each 60 months per tooth if tooth cannot be restored by a filling

Core buildup Each 60 months per tooth

Bridges 60 months old (initial placement / replacement)

Dentures 60 months old (initial placement / replacement)

Additional benefits

Prevailing charge When you receive care from an out-of-network-provider, benefits will be based 

on the 90th percentile of the usual and customary charges.
Maximum accumulation Some of your unused annual benefit maximum can be carried over to the next

year. To qualify, you must have had a dental service performed within the
calendar year and used less than the maximum threshold. The threshold is
equal to the lesser of 50% of the out-of-network maximum benefit or $1,000. If
the qualification is met, 50% of the threshold is carried over to next year's
maximum benefit. Individuals with fourth quarter effective dates will start
qualifying for rollover at the beginning of the next calendar year. You can
accumulate no more than four times the carry over amount. The entire
accumulation amount will be forfeited if no dental service is submitted within a
calendar year

Periodontal program If you’re pregnant or have diabetes or heart disease, you may receive scaling
and root planing covered at 100% (if dentally necessary), or one additional
cleaning (routine or periodontal) subject to deductible and coinsurance.

Second opinion program You may be eligible for second opinions from dental providers at 100%. This
program makes sure you get the best advice to make an informed decision
about your care.

Cancer treatment oral
health program

If you have cancer and are undergoing chemotherapy or head/neck radiation
therapy, you may receive up to three fluoride treatments every 12 months
covered at 100% plus one additional routine cleaning.

General anesthesia
program

If you have autism, Down syndrome, cerebral palsy, muscular dystrophy, or
spina bifida you may receive general anesthesia or intravenous sedation
coverage. Services must be administered in a dental office. All other
contractual limitations apply.

How do I find a network dentist?

When you receive services from a dentist in our network, your cost may be lower. Network dentists agree to
lower their fees for dental services and not charge you the difference. You’ll have access to the Principal Plan
Dental network, with more than 117,000 dentists nationwide. Visit principal.com/dentist to find a dentist or
call 800-247-4695.

Bay Haven Charter Academy14 
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Insurance issued by Principal Life Insurance Company, 711 High Street, Des Moines, IA 50392
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Policyholder: BAY HAVEN CHARTER
ACADEMY INC
Group dental insurance
Benefit summary for
Dental High Plan
Your coverage renews every September 1
What's available to me?

Dental insurance helps pay for all, or a portion, of the costs associated with dental care, from routine 
cleanings to root canals.

Eligibility

Eligible employees All active, full-time employees

Calendar-year deductible Coinsurance your policy pays

In-network Out-of-network In-network Out-of-network

Preventive $0 $0 100% 100%

Basic $50 $50 80% 80%

Major $50 $50 50% 50%

Orthodontia $0 $0 50% 50%

Additional provisions

Family deductible 3 times the per person deductible amount

Combined deductible Your in-network deductiblesfor basic and major services are combined.
Your out-of-network deductibles for basic and major are combined.
Your services applied to the in-network deductible will apply to the out-of-network
deductible and vice versa.

Combined maximum Your calendar year year maximum for preventive, basic, and major in-network
services are combined.
Your calendar year year maximum for preventive, basic, and major out-of-network
services are combined. In-network calendar year year maximums are $1,500 per
person or out-of-network calendar year year maximums are $1,500 per person.
Your services applied to the in-network deductible will apply to the out-of-network
deductible and vice versa.

Orthodontia lifetime
maximum

$1,000 PPO in-network maximum / $1,000 PPO out-of-network maximum

Maximum
accumulation

Included

Plan type Unscheduled

Bay Haven Charter Academy15 

Dental High Plan Cost Per Month:
EE Only $19.63
EE/Spouse $58.13
EE/Child $72.90
Family $126.05
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Who can buy coverage?

• You may buy coverage if you're an active, full-time employee. Seasonal, temporary, or contract
employees aren't eligible.
o If you’re on regularly scheduled day off, holiday, vacation day, jury duty, funeral leave, or personal time

off, you’re still considered actively at work, as long as you’re fulfilling your regular duties and were
working the day immediately prior to your time off.

o You must enroll within 31 days of being eligible. If you don’t, you’ll have to wait until the next open
enrollment period, or qualifying event.

Additional eligibility requirements may apply.

Which procedures are covered, and how often?

Preventive

Routine exams Twice per calendar year

Routine cleanings Twice per calendar year

Bitewing X-rays Twice per calendar year

Full mouth X-rays Once every 36 months

Fluoride Once per calendar year (covered only for dependent children under age 19)

Sealants Covered only for dependent children under age 19; once per tooth each 36
months

Harmful habit appliance Covered only for dependent children under age 19

Basic

Emergency exams Subject to routine exam frequency limit

Periodontal maintenance If three months have passed since active surgical periodontal treatment;
subject to routine cleaning frequency limit

Fillings Replacement fillings every 24 months

Composite (tooth colored) Covered on posterior teeth

Oral surgery Simple and complex

General anesthesia / IV
sedation

Covered only for specific procedures

Simple endodontics Root canal therapy for anterior teeth

Complex endodontics Root canal therapy for molar teeth

Non-surgical periodontics,
including scaling and root
planing

Once per quadrant per 24 months

Bay Haven Charter Academy16 
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Periodontal surgical
procedures

Once per quadrant per 36 months

Repairs Partial denture, bridge, crown, relines, rebasing, tissue conditioning and
adjustment to bridge/denture, within policy limitations

Major

Crowns Each 60 months per tooth if tooth cannot be restored by a filling. Porcelain
crowns covered on posterior teeth

Core buildup Each 60 months per tooth

Implants Each 60 months per tooth

Bridges 60 months old (initial placement / replacement)

Dentures 60 months old (initial placement / replacement)

Orthodontia

Coverage For you and your dependents.

Additional benefits

Prevailing charge When you receive care from an out-of-network-provider, benefits will be based
on the 95th percentile of the usual and customary charges.

Maximum accumulation Some of your unused annual benefit maximum can be carried over to the next
year. To qualify, you must have had a dental service performed within the
calendar year and used less than the maximum threshold. The threshold is
equal to the lesser of 50% of the out-of-network maximum benefit or $1,000. If
the qualification is met, 50% of the threshold is carried over to next year's
maximum benefit. Individuals with fourth quarter effective dates will start
qualifying for rollover at the beginning of the next calendar year. You can
accumulate no more than four times the carry over amount. The entire
accumulation amount will be forfeited if no dental service is submitted within a
calendar year

Periodontal program If you’re pregnant or have diabetes or heart disease, you may receive scaling
and root planing covered at 100% (if dentally necessary), or one additional
cleaning (routine or periodontal) subject to deductible and coinsurance.

Second opinion program You may be eligible for second opinions from dental providers at 100%. This
program makes sure you get the best advice to make an informed decision
about your care.
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Cancer treatment oral
health program

If you have cancer and are undergoing chemotherapy or head/neck radiation
therapy, you may receive up to three fluoride treatments every 12 months
covered at 100% plus one additional routine cleaning.

General anesthesia
program

If you have autism, Down syndrome, cerebral palsy, muscular dystrophy, or
spina bifida you may receive general anesthesia or intravenous sedation
coverage. Services must be administered in a dental office. All other
contractual limitations apply.

How do I find a network dentist?

When you receive services from a dentist in our network, your cost may be lower. Network dentists agree to
lower their fees for dental services and not charge you the difference. You’ll have access to the Principal Plan
Dental network, with more than 117,000 dentists nationwide. Visit principal.com/dentist to find a dentist or
call 800-247-4695.

What if my dentist isn't in the network?

You can refer your dentist to our network. Please submit the dentist’s name and information by calling
800-247-4695, or submitting a form at principal.com/refer-dental-provider.

What are the limitations and exclusions of my coverage?

• Missing tooth provision –This means the initial placement of bridges, partials, dentures, and implant
services to replace teeth missing before this coverage starts may not be covered. If the policy your
employer purchased replaces coverage with another carrier, continuous coverage under the prior plan
may be applied and you may be eligible for coverage to replace teeth missing before this coverage started.
Your effective date with your current employer, along with the employer's effective date with Principal are
used to determine coverage. MIssing tooth provision doesn’t apply to pediatric essential benefits.

• Frequency limitations for services are calculated to the month and exact date from the last date of service
or placement date.

There are additional limitations to your coverage. Please review your booklet for more information. We
strongly recommend submitting a predetermination to determine benefits.

What are the restrictions of my coverage?

Orthodontia If there is orthodontia (ortho) treatment in progress on the coverage effective date and
you are covered under any prior group coverage for ortho, there will be immediate
coverage for treatment if proof is submitted that shows:
1) The lifetime maximum under any prior group coverage has not been exceeded,
2) Ortho treatment was started and bands or appliances were inserted while insured

under any prior group coverage, and
3) Ortho treatment has been continued while insured under this policy.

Principal Life will credit payments made by the prior carrier toward the Principal Life
lifetime ortho payment limit.

You will not be covered if ortho treatment is in progress prior to the effective date with
Principal Life and you are not covered under any prior group coverage for ortho.

There are additional limitations to your coverage. A complete list is included in your booklet.

Bay Haven Charter Academy
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Policyholder: BAY HAVEN CHARTER
ACADEMY INC
Group voluntary vision
Benefit summary for all members
Your coverage renews every September 1

What's available to me?

Vision insurance is offered through Principal® and VSP® Vision Care. It provides choice, flexibility and savings 
through a VSP doctor.

If you buy this coverage, an established network of VSP doctors will provide quality care for you and your 
dependents.

VSP choice network

Exams Every 12 months, one exam is covered in full after $10 copay

Prescription glasses
Lenses - 1 pair covered every
12 months

Frames - covered up to $130
every 24 months; 20% off
amount over allowance1

$10 copay

• Single lenses
• Lined bifocal lenses
• Lined trifocal lenses
• Lenticular lenses
• Polycarbonate lenses for dependent children under age 18

Lens enhancements Standard progressive lenses covered once every 12 months with a $0 copay¹

Most other popular lens enhancements are covered after a copay, saving our
members an average of 30%¹

Elective contacts Covered up to $130 every 12 months. Contact lenses can be chosen instead
of glasses.

Contact fitting and
evaluation

Up to $60 copay

Necessary contacts Covered in full after $10 copay every 12 months

Contact lenses can be chosen instead of glasses.
1This can vary based on state laws and provider location Savings may not apply at participating retail chains.
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Who can buy coverage?
• You may buy coverage if you’re an active, full-time employee. Seasonal, temporary, or contract employees

can’t purchase.
o If you’re on regularly scheduled day off, holiday, vacation day, jury duty, funeral leave, or personal time

off, you’re still considered actively at work, as long as you’re fulfilling your regular duties and were
working the day immediately prior to your time off.

o You must enroll within 31 days of being eligible. If you don’t, you’ll have to wait until the next open
enrollment period.

• If you’re covered, you may buy coverage for your dependents.

Additional eligibility requirements may apply.

What's the difference between elective and necessary contacts?
• Elective - when vision can be corrected by glasses, but contacts are worn.
• Necessary - when vision can't be corrected with glasses due to extreme vision problems.

Why am I charged an additional copay for contact fitting and evaluation?
• Contact lens wearers require an additional evaluation of the eyes’ measurements, and possible follow-up

appointments, for fitting and training on proper use of contact lenses.
• For these additional services, you won’t pay more than $60 at in-network providers.

Are benefits the same for all VSP doctors?
• Yes, with the exception of Costco®, Walmart®, and Sam’s Club®. The frame allowance at these locations is

$70 which is equivalent to a $130 allowance at other VSP doctor locations. Not all providers at
participating retail chains are in-network for exam services.

• Benefits may also vary by location due to state law.

How do I find a VSP doctor?
• Visit vsp.com to locate VSP doctors close to you -- or to see if your current eye care professional is in the

VSP network.
o You’ll need to choose the “Choice” doctor network to view the VSP doctors for your coverage.

• Call 800-877-7195.

Will I get an ID card?
• Yes, your card will have a unique member ID that your doctor will use to verify benefits.

Will my doctor submit my claim?
• If you’re seeing a VSP doctor, they’ll submit the claim for you.
• If you’re seeing someone outside the VSP network, you’re responsible for submitting your own claim. You

can get that form from vsp.com after logging in as a member using your member ID. Or call 800-877-7195.

Bay Haven Charter Academy
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Are there any additional savings with VSP?
• Glasses and sunglasses - you can save an average of 20-25% off glasses or sunglasses from any VSP doctor

within 12 months of your last covered vision exam.
• Laser vision correction - you pay an average of 15% off the regular price and 5% off the promotional price.

You’ll only receive these discounts from contracted clinics. Go to VSP.com and register using your member
ID to see the laser vision promotions and find a contracted clinic.

These savings can vary based on state laws and provider location.

What benefits do I receive if my doctor is outside VSP's network?

Covered charges Benefit Frequency

Exams Up to $45 Once every 12 months

Single lenses Up to $30 One pair every 12 months

Lined bifocal lenses Up to $50 One pair every 12 months

Lined trifocal lenses Up to $65 One pair every 12 months

Lenticular lenses Up to $100 One pair every 12 months

Frames Up to $70 One set every 24 months

Elective contacts Up to $105 Contacts are instead of frames and lenses

Necessary contacts Up to $210 Contacts are instead of frames and lenses

What are the limitations of my benefits?

• Visual analysis or vision aids that aren't medically necessary aren't covered.
• No benefits will be paid for:

o Non-prescription glasses
o Medical or surgical treatment of the eyes
o Claims submitted by a doctor who is part of your family

Once enrolled, you'll receive a booklet with more details regarding your plan limitations and exclusions.

Bay Haven Charter Academy
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e fo yad lluf eno etelpmoc uoy retfa yad eht litnu evitceff  
a  .eeyolpme elbigile na sa krow evitc

Y egarevoc efiL rof etad evitceffe tnereffid a evah yam uo  
b  .tnuoma eussi eetnaraug eht evoba dna wole

I gnisrun ro latipsoh a ot denfinoc si tnedneped ruoy f  
h ruoy fo etad evitceffe deludehcs eht no emo  
d ecnarusni s'tnedneped ruoy ,ecnarusni s'tnednepe  
w tnedneped eht yad eht litnu evitceffe emoceb ton lli  
i  .desaeler s

C nalp ro evitatneserper secruoser namuh ruoy tcatno  
a elbacilppa eht tuoba noitamrofni rehtruf rof rotartsinimd  
c yna gnidulcni ,ecnarusni ruoy rof etad evitceffe egarevo  
D  .ecnarusni efiL tnednepe

* syad evitucesnoc 03 swollof taht htnom eht fo tsrfi sa denfieD
rebmem a sa

L snoitcudeR egA D&DA dna efi

U 56 ot secuder tnuoma egarevoc ruoy ,nalp siht redn
p 02 ot dna 07 ega ta tnecrep 04 ot ,56 ega ta tnecre
p tnuoma egarevoc s’esuops ruoY .57 ega ta tnecre
r ot ,56 ega ta tnecrep 56 ot :swollof sa ega ruoy yb secude
4 uoy fI .57 ega ta tnecrep 02 ot dna 07 ega ta tnecrep 0
a secruoseR namuH ruoy ksa ,revo ro 56 ega er
r fo tnuoma eht rof rotartsinimda nalp ro evitatneserpe
c .elbaliava egarevo

L muimerP fo reviaW ecnarusnI efi

Y :uoy fi deviaw eb yam smuimerp efiL ruo

 • B ,nalp siht rednu derusni elihw delbasid yllatot emoce

 • A dna ,06 ega rednu er

 • C .syad 081 fo doirep gnitiaw a etelpmo

I egarevoc ecnarusni efiL ruoy ,tem era snoitidnoc eseht f  
m lamroN ytiruceS laicoS litnu tsoc tuohtiw eunitnoc ya  
R su evig uoy dedivorp ,)ARNSS( egA tnemerite  
s esaelP .delbasid yllatot niamer uoy taht foorp yrotcafsita  
c  .sliated erom rof retsinimda stfieneb ruoy tcatno

G  ecnarusnI D&DA dna efiL lanoitiddA puor
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L  ytilibatroP ecnarusnI D&DA dna efi

I tnemyolpme ruoy esuaceb sdne ecnarusni ruoy f  
t puorg elbatrop yub ot elbigile eb yam uoy ,setanimre  
i  .dradnatS ehT morf egarevoc ecnarusn

L  noisrevnoC ecnarusnI efi

I ot elbigile eb yam uoy ,sdne ro secuder ecnarusni ruoy f  
c efil laudividni na ot ecnarusni efiL gnitsixe ruoy trevno  
i  .htlaeh doog fo foorp gnittimbus tuohtiw ycilop ecnarusn

L  snoisulcxE ecnarusnI efi

S ton era esuops ruoy dna uoy ,snoitairav etats ot tcejbu  
c rehto ro edicius morf gnitluser htaed rof derevo  
i ehT .enasni ro enas elihw ,yrujni detciflni-fles yllanoitnetn  
a neeb ton evah taht stnuoma edulcxe lliw elbayap tnuom  
c fo etad eht no sraey owt tsael ta rof tceffe ni ylsuounitno  
d  .htae

A  stfieneB D&D

T tnuoma eht ot lauqe si tfieneb D&DA eht fo tnuoma eh  
p efiL s’)ner(dlihc ro s’esuops ruoy ro ruoy rof elbaya  
b derevoc rehto lla roF .tnedicca eht fo etad eht no tfiene  
l eht fo egatnecrep a sa nwohs si tnuoma eht ,sesso  
a eht fo etad eht no tfieneb eht rof elbayap tnuom  
a tfieneb D&DA eht fo tnecrep 001 naht erom oN .tnedicc  
w  .tnedicca eno morf gnitluser sessol lla rof diap eb lli

A na yb yltcerid dna ylelos desuac eb tsum ssol yn  
a yrotcafsitaS .tnedicca eht fo syad 563 nihtiw tnedicc  
p  .efil fo ssol rof deriuqer si ssol fo foor

A eht ni naicisyhp a yb defiitrec eb tsum sessol rehto ll  
a  .dradnatS ehT yb denimreted ytlaiceps etairporpp

C :ssol derevo   P  D&DA fo egatnecre
 :elbayap tfieneb      

L efi 1  %001 

O toof eno ro dnah en 2  %05 

S  %05  srae htob ni gniraeh ro hceeps ,eye eno ni thgi

T  %001  evoba detsil sessol eht fo erom ro ow

T dnah emas eht fo regnfi xedni dna bmuh 3  %52 

Q  %001       aigelpirdau

T  %57       aigelpir

P  %57       aigelpara

H  %05       aigelpime

U  %52       aigelpin

1  rehtaew esrevda ot erusopxe latnedicca yb desuac efil fo ssol sedulcnI 
 na yb desuac si ecnaraeppasid fi ecnaraeppasid ro snoitidnoc 

 .htaed ruoy ni detluser evah dluoc ylbanosaer taht tnedicca 

2  ro dnah a esol uoy fI .dehcatta-er yllacigrus si trap dereves eht fi nevE 
 ,aigelpirt ,aigelpirdauq rof elbayap si tfieneb D&DA na dna toof 

 ,toof ro dnah emas taht gnivlovni ,aigelpinu ro ,aigelpimeh ,aigelparap 
 .ssol taht rof tfieneb D&DA eht fo rehgih eht eb lliw tfieneb eht 

3  fo ssol eht rof elbayap si tfieneb D&DA na fi elbayap ton si tfieneb sihT 
 .dnah eritne eht 

A  snoisulcxE ecnarusnI D&D

Y desuac tnemrebmemsid ro htaed rof derevoc ton era uo  
o  :gniwollof eht fo yna yb ot detubirtnoc r

 • C ro tluassa na timmoc ot gnitpmetta ro gnittimmo
f ro redrosid tneloiv a ni gnitapicitrap ylevitca ro ,ynole
r toi

 • S elihw ,yrujni detciflni-fles yllanoitnetni rehto ro ediciu
s enasni ro ena

 • W yna dna ,)deralcednu ro deralced( raw fo tca yna ro ra
s fo secrof dezinagro neewteb tciflnoc demra laitnatsbu
a erutan yratilim 

 • V ,gurd ro semuf ,nosiop yna fo noitpmusnoc yratnulo
u fo snoitcerid eht ot gnidrocca demusnoc ro desu sseln
a naicisyhp 

 • A fo ssecxe ni si tnetnoc lohocla doolb ruoy fi – lohocl
t denfied sa elcihev rotom a gnitarepo rof timil lagel eh
b derrucco ssol ro tnedicca eht erehw noitcidsiruj eht y

 • S ta gnitsixe ekorts ro kcatta traeh ,ycnangerp ,ssenkci
t tnedicca eht fo emit eh

 • M evoba eht fo yna rof tnemtaert lacigrus ro lacide

W  sdnE ecnarusnI ruoY neh

Y eht fo yna nehw yllacitamotua sdne ecnarusni ruo  
f  :rucco gniwollo

 • T saw muimerp a hcihw rof sdne doirep tsal eht etad eh
p dia

 • T setanimret tnemyolpme ruoy etad eh

 • T stnemeriuqer ytilibigile eht teem ot esaec uoy etad eh
( rednu sdoirep detimil rof eunitnoc yam ecnarusni
c )secnatsmucric niatre

 • T egarevoc s’reyolpme ruoy ro ,ycilop puorg eht etad eh
u setanimret ,ycilop puorg eht redn

 • F taht etad eht ,egarevoc ecnarusni evitcele hcae ro
c ycilop puorg eht rednu setanimret egarevo

 • T egarevoc D&DA ruoy ,sdne egarevoc efiL ruoy etad eh
w llew sa dne lli

I tnednepeD ruoy ,stnemeriuqer evoba eht ot noitidda n  
L etad eht no yllacitamotua sdne egarevoc D&DA dna efi  
y stnemeriuqer ytilibigile eht teem ot sesaec tnedneped ruo  
f  .tnedneped a ro

F tcatnoc ,sdne ecnarusni ruoy nehw no sliated erom ro  
y nalp ro evitatneserper secruoser namuh ruo  
a  .rotartsinimd

G  ecnarusnI D&DA dna efiL lanoitiddA puor
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S ynapmoCecnarusnIdradnat
1 eunevAhtxiSWS001
P 40279ROdnaltro

S  ynapmoC ecnarusnI dradnat
B  ymedacA retrahC nevaH ya
G  609271# yciloP puor
E  4202 ,1 rebmetpeS etaD evitceff

D  rebmeM a fo noitinfie Y retrahC nevaH yaB fo eeyolpme evitca na era uoy fi rebmem a era uo  
A ro nezitic a dna ,keew rep sruoh 03 tsael ta gnikrow ylraluger dna ,ymedac  
r a era uoy fi rebmem a ton era uoY .adanaC ro setatS detinU eht fo tnedise  
t a ,secrof demra eht fo rebmem emit-lluf a ,eeyolpme lanosaes ro yraropme  
l  .rotcartnoc tnednepedni na ro eeyolpme desae

E  doireP gnitiaW ytilibigil Y a sa syad evitucesnoc 03 swollof taht htnom eht fo tsrfi eht no elbigile era uo  
m  .rebme

W  tfieneB ylkee 6 fo etad eht fo sa sgninrae ytilibasiderp ylkeew fo 714$ tsrfi eht fo tnecrep 0  
d ’srekrow ,sgninrae krow ,.g.e( emocni elbitcuded yb decuder ,ytilibasi  
c  ).cte ,ytilibasid etats ,noitasnepmo

M  tfieneB ylkeeW mumixa $  052

M  tfieneB ylkeeW mumini $  51

B  doireP gnitiaW tfiene Y ylsuounitnoc neeb evah uoy retfa elbayap semoceb tfieneb ylkeew ruo  
d syad 7 retfa dna yrujni latnedicca yb desuac ytilibasid rof syad 7 rof delbasi  
f  .redrosid latnem ro ycnangerp ,esaesid lacisyhp yb desuac ytilibasid ro

D  ytilibasiD fo noitinfie F era stfieneb ytilibasiD mreT trohS eht elihw dna doirep gnitiaw tfieneb eht ro  
p  :uoy fi delbasid deredisnoc era uoy ,elbaya

 • A latnem ro ycnangerp ,yrujni ,esaesid lacisyhp fo tluser a sa – elbanu er
d ruoy fo seitud lairetam eht ytiunitnoc elbanosaer htiw mrofrep ot – redrosi
o ro ,noitapucco nw

 • Y sgninrae ytilibasiderp ruoy fo tnecrep 06 naht erom nrae ot elbanu era uo
w .reyolpme ruoy rof krow uoy neh

M  doireP tfieneB mumixa 9  syad 0

G  ecnarusnI ytilibasiD mreT trohS puor
G derusni rof noitcetorp laicnanfi edivorp spleh ynapmoC ecnarusnI dradnatS morf ecnarusni ytilibasiD mreT trohS puor  
m  .ytilibasid derevoc a fo tneve eht ni tfieneb ylkeew a yap ot gnisimorp yb srebme

T  .ymedacA retrahC nevaH yaB yb diap si ecnarusni siht fo tsoc eh

E  ytilibigil

B  stfiene
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 • T noisivorP yrevoceR yraropme

S  ynapmoC ecnarusnI dradnat
1  eunevA htxiS WS 001
P  40279 RO dnaltro

O  secivreS dna serutaeF reht

T gnillortnoc ehT .ymedacA retrahC nevaH yaB yb derosnops ycilop ecnarusni ytilibasiD mreT trohS puorg eht fo noitpircsed feirb a ylno si noitamrofni sih  
p ,stfieneb ni noitcuder ,snoitatimil eht fo noitpircsed deliated a sniatnoc ycilop puorg ehT .dradnatS ehT yb deussi ycilop puorg eht ni eb lliw snoisivor  
e etacfiitrec puorg A .ycilop eht lecnac ro dnema ,egarevoc fo tsoc eht esaercni yam ymedacA retrahC nevaH yaB dna dradnatS ehT nehw dna snoisulcx  
o erom roF .smret sti ot gnidrocca derusni emoceb ohw esoht rof elbaliava si ycilop puorg eht fo snoitidnoc dna smret eht sebircsed taht ecnarusni f  
c  .evitatneserper secruoser namuh ruoy tcatnoc ,egarevoc fo sliated etelpmo

w  moc.dradnats.ww

S  )42/7( 609271-LF-D-77231 I
7  4137811-629926
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S  ynapmoC ecnarusnI dradnat
B  ymedacA retrahC nevaH ya
G  609271# yciloP puor

T  :sreffo nalp sih
 • C setar puorg evititepmo

 • T noitcuded lloryap fo ecneinevnoc eh

 • B boj eht ffo ro no srucco taht ytilibasid gniyfilauq a rof stfiene

W  sedivorP tfieneB ruoY tah

T fi eviecer dluow uoy htnom rep tnuoma eht si sih  
y elbigilE .ytilibasid gniyfilauq a reffus ot erew uo  
e ytilibasiderp derusni ylhtnom ruoy era sgninra  
e ruoY .ycilop puorg eht yb denfied sa ,sgninra  
m elbitcuded yb decuder eb lliw tfieneb ylhtno  
i noitces sliateD tnatropmI eht ees esaelP .emocn  
f  .secruos emocni elbitcuded fo tsil a ro

6 %0   fo tfieneb mumixam a ot pu ,sgninrae elbigile ruoy fo $ 000,6  rep  
m  :htnom rep muminim nalP .htno $ 001 . 

B  doireP gnitiaW tfiene

I ruoy ,ytilibasid gniyfilauq a ecneirepxe uoy f  
b uoy emit fo htgnel eht si doirep gnitiaw tfiene  
m uoy erofeb delbasid ylsuounitnoc eb tsu  
b  tfieneb ylhtnom ruoy eviecer ot elbigile emoce

9  syad 0

H  tsaL stfieneB ruoY gnoL wo

T eb dluoc uoy emit fo htgnel mumixam eht si sih  
e a rof stfieneb ytilibasid eviecer ot elbigil  
c  .ytilibasid suounitno

U  )ARNSS( egA tnemeriteR lamroN ytiruceS laicoS ruoy litn

D eb yam stfieneb ruoy ,ytilibasid fo emit eht ta ega ruoy no gnidnepe  
s "doireP tfieneB mumixaM" eht ot refeR .eludehcs tnereffid a ot tcejbu  
t  .scfiiceps rof noitces sliateD tnatropmI eht ni elba

G  ecnarusnI ytilibasiD mreT gnoL puor
P  .ytilibasid gnitsal-gnol a htiw gnipoc er’uoy nehw emocni ruoy tcetor

T eud emit fo doirep dednetxe na rof delbasid er’uoy nehw emocni ruoy fo noitrop a ecalper ot dengised si egarevoc sih  
t nac stfieneb ecnarusni ytilibasiD mreT gnoL .ydaer er’uoy nehw krow ot kcab teg uoy pleh dna ytilibasid gniyfilauq a o  
h ro shtnom wef a rof tuo er’uoy rehtehW .krow ot elbanu er’uoy nehw sgnivas ruoy draugefas dna sllib ruoy yap uoy ple  
s  .ti no dneped ohw esoht dna — emocni ruoy tcetorp uoy pleh nac tfieneb siht ,sraey lareve

A  egarevoC sihT tuob
S  .snoitinfied dna snoisulcxe ,stnemeriuqer gnidulcni ,noitamrofni erom rof noitces sliateD tnatropmI eht ee
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H  kroW ot gninruteR htiw ple T ,ecnatsni roF .krow ot kcab teg uoy pleh ot sevitnecni sedivorp nalp sih  
y htiw detaicossa sesnepxe eht fo emos rof gniyap pleh teg ll’uo  
p  .nalp noitatilibaher devorppa na ni gnitapicitra

I eht ,krow ot nruter ot uoy elbane dluow noitacfiidom etiskrow a f  
c  .snoitacfiidom devorppa ekam reyolpme ruoy pleh nac egarevo

Y fo tnecrep 01 fo tfieneb lanoitidda na eviecer ot elbigile eb osla yam uo  
y noitatilibaher devorppa na ni gnitapicitrap rof sgninrae ytilibasiderp ruo  
p  .mumixam nalp eht ot tcejbus ,nal

S  tfieneB srovivru I ot elbigile eb yam rovivrus ruoy ,stfieneb gniviecer elihw eid uoy f  
r  .tnemyap lanoitidda emit-eno a eviece

A  serutaeF lanoitidd
Y  :serutaef dedda emos htiw semoc egarevoc ruo

2 of 5

G  ecnarusnI ytilibasiD mreT gnoL puor

S  ynapmoC ecnarusnI dradnat

00

KCIFNFLFNGMA  

KLFCLGNJGELA  

KMCCGECEOAAA

00

KCIFNFLFNGMA  

KLFCLGNJGELA  

KMCCGECEOAAA

32 Bay Haven Charter Academy



E ylhtnom ruoy retn  
e eb tonnac( sgninra  
m  .)000,01$ naht ero

x 

E eht morf etar ruoy retn  
r  .elbat eta

÷ 1 00   =

T na si tnuoma sih  
e hcum woh fo etamits  
y  .htnom hcae yap d’uo

T ruoy fo esnes a teg o  
s ,muimerp ylhtnomime  
d ylhtnom ruoy edivi  
p  .2 yb tnuoma muimer

U  :tnemyap muimerp ruoy etaluclac ot alumrof siht es

Y  egA ruo
(  )1 rebmetpeS fo sa R  % eta

<  52 0  60.

2  92–5 0  90.

3  43–0 0  61.

3  93–5 0  62.

4  44–0 0  54.

4  94–5 0  95.

5  45–0 0  48.

5  95–5 0  38.

6  46–0 0  65.

6  96–5 0  14.

7  +0 1  80.

A sekam tahw etaulave ,ecnarusni ytilibasiD mreT gnoL redisnoc uoy s  
s  .uoy rof esne

G doirep dednetxe na rof yllaicepse ,ysae t’nsi kcehcyap a tuohtiw yb gnitte  
o revoc uoy pleh ot noitcetorp laicnanfi hguone evah uoy erus ekaM .emit f  
y  .sllib rehto dna seitilitu ,stsoc gnisuoh ruo

T euqinu ruoy redisnoc ot deen ll’uoy ,sdeen ecnarusni ruoy etamitse o  
c  .secnatsmucri
U  ta rotaluclac enilno ruo es w sdeen/ytilibasid/moc.dradnats.ww . 

H  stsoC egarevoC ruoY hcuM wo
B setar puorg evititepmoc ot ssecca evah ll’uoy ,ymedacA retrahC nevaH yaB hguorht dereffo si ecnarusni siht esuace  
t gnivah fo ecneinevnoc eht evah osla ll’uoY .ecnarusni laudividni hguorht elbaliava esoht naht elbadroffa erom eb yam tah  
y ,srotcaf fo rebmun a no sdneped stsoc muimerp ruoy hcum woH .kcehcyap ruoy morf yltcerid detcuded muimerp ruo  
s  .tnuoma tfieneb dna ega ruoy sa hcu
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I  sliateD tnatropm
H  .nalp eht tuoba sliated eht dnfi ll’uoy erehw s’ere

E  stnemeriuqeR ytilibigil

A dna ylppa tsum seeyolpme elbigile fo rebmun muminim  
q nac egarevoc eht erofeb nalp desoporp eht rof yfilau  
b nalp siht ,tem ton si tnemeriuqer siht fI .evitceffe emoce  
w uoy ,egarevoc rof elbigile eb oT .evitceffe emoceb ton lli  
m  :eb tsu

 • A ymedacA retrahC nevaH yaB fo eeyolpme raluger 

 • A keew rep sruoh 03 tsael ta gnikrow ylevitc

 • A adanaC ro setatS detinU eht fo tnediser ro nezitic 

T fo srebmem emit-lluf ,seeyolpme lanosaes dna yraropme  
t tnednepedni dna seeyolpme desael ,secrof demra eh  
c  .elbigile ton era srotcartno

E  etaD evitceffE egarevoC eeyolpm

T  :tsum uoy ,derusni emoceb o

 • M evoba detsil stnemeriuqer ytilibigile eht tee

 • S *doirep gnitiaw ytilibigile na evre

 • A smuimerp yap ot eerga dna egarevoc rof ylpp

 • B fo seitud lamron lla mrofrep ot elba( krow ta ylevitca e
y etad evitceffe deludehcs eht erofeb yad eht no )boj ruo
o ecnarusni f

I eht erofeb yad eht no krow ta ylevitca ton era uoy f  
s lliw ecnarusni ruoy ,ecnarusni fo etad evitceffe deludehc  
n eno etelpmoc uoy retfa yad eht litnu evitceffe emoceb to  
f  .eeyolpme elbigile na sa krow evitca fo yad llu

A gnimoceb retfa syad 13 gniylppa( snoitacilppa etal ll  
e dna sesaercni egarevoc rof stseuqer ,)elbigil  
r gnitirwrednu lacidem ot tcejbus era stnemetatsnie  
a eht rednu derusni ton tub elbigile seeyolpmE .lavorpp  
p ot tcejbus osla era nalp ecnarusni ytilibasid mret gnol roir  
m  .lavorppa gnitirwrednu lacide

V  tisi h 609271/moc.dradnats.ioeym//:sptt  etelpmoc ot  
a  .enilno tnemetats yrotsih lacidem a timbus dn

P ro evitatneserper secruoser namuh ruoy tcatnoc esael  
p eht gnidrager noitamrofni erom rof rotartsinimda nal  
r ot ecnarusni ruoy rof defisitas eb tsum taht stnemeriuqe  
b  .evitceffe emoce

* syad evitucesnoc 03 swollof taht htnom eht fo tsrfi sa denfieD
rebmem a sa

D ytilibasiD fo noitinfie

F taht shtnom 42 tsrfi eht dna doirep gnitiaw tfieneb eht ro
L eb lliw uoy ,elbayap era stfieneb ytilibasiD mreT gno
c ,esaesid lacisyhp fo tluser a sa ,fi delbasid deredisno
i :redrosid latnem ro ycnangerp ,yrujn

 • Y ytiunitnoc elbanosaer htiw mrofrep ot elbanu era uo
t dna ,noitapucco nwo ruoy fo seitud lairetam eh

 • Y ruoy fo tnecrep 02 tsael ta fo ssol a reffus uo
p nwo ruoy ni gnikrow nehw sgninrae ytilibasider
o .noitapucc

Y thgir ruoy esuaceb ylerem delbasid deredisnoc ton era uo  
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A helping hand when 
you need it. 
Rely on the support, guidance and resources 
of your Employee Assistance Program. 

There are times in life when you 

might need a little help coping 
or figuring out what to do. 
Take advantage of the Employee 
Assistance Program,1 which 

includes WorkLife Services and 
is available to you and your family 

in connection with your group 
insurance from Standard Insurance 
Company (The Standard). 

It's confidential - information 

will be released only with your 
permission or as required by law. 

Connection to Resources, 
Support and Guidance 
You, your dependents (including 
children to age 26)2 and all 

household members can contact 
the program's master's-level 
counselors 24/7. Reach out through 
the mobile EAP app or by phone, 

online, live chat, and email. You 
can get referrals to support groups, 
a network counselor, community 
resources or your health plan. If 
necessary, you'll be connected to 
emergency services. 

Your program includes up to three 
counseling sessions per issue. 
Sessions can be done in person, 
on the phone or through video. 

EAP services can help with: 

C -

Depression, grief, loss and 

emotional well-being 

Family, marital and other 

relationship issues 

Life improvement and 

goal-setting 

Addictions such as alcohol 

and drug abuse 

Stress or anxiety with work 
or family 

Financial and legal concerns 

Identity theft and fraud 

resolution 

Online will preparation and 
other legal documents 

-
Contact EAP 

888.293.6948 

(TTY Services: 711) 

24 hours a day, 
seven days a week 

healthadvocate.com/standard3 

NOTE: It's a violation of your 
company's contract to share this 
information with individuals who 
are not eligible for this service. 

With EAP, personal 

assistance is immediate, 

confidential and available 

when you need it. 

Worklife Services Online Resources 

WorkLife Services are included with the Employee Assistance 
Program. Get help with referrals for important needs like 
education, adoption, daily living and care for your pet, 
child or elderly loved one. 

Visit healthadvocate.com/standard3 to explore a 

wealth of information online, including videos, guides, 
articles, webinars, resources, self-assessments 
and calculators. 

1 The EAP service is provided through an arrangement with Health Advocate8M, which is not affiliated with The Standard. Health Advocate8M is solely 
responsible for providing and administering the included service. EAP is not an insurance product and is provided to groups of 10-2,499 lives. 
This service is only available while insured under The Standard's group policy. 

2 Individual EAP counseling sessions are available to eligible participants 16 years and older; family sessions are available for eligible members 
12 years and older, and their parent or guardian. Children under the age of 12 will not receive individual counseling sessions. 

Standard Insurance Company I 1100 SW Sixth Avenue, Portland, OR 97204 I standard.com 

The Standard is a marketing name for StanCorp Financial Group, Inc. and subsidiaries. Insurance products are offered by Standard Insurance Company of 
Portland, Oregon in all states except New York. Product features and availability vary by state and are solely the responsibility of Standard Insurance Company. 

Employee Assistance Program-3 EE 
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Bay Haven Charter Academy

Supplemental Insurance
Your enrollment isn’t complete until you have AFLAC! 

Health Insurance wasn’t designed to cover everything.  That’s why there is AFLAC.  AFLAC  can help 
you take care of what health insurance doesn’t cover, so you and your family can focus on everything 
else in your life. 

AFLAC supplemental benefits: 

• Short Term Disability:  how would you pay your bills if you are disabled and can’t work?  An
AFLAC short term disability policy can help provide you with a source of income while you
concentrate on getting well.

• Accident:  Accidents happen.  When a covered accident happens to you, our accident insurance
policy pays you cash benefits.

• Cancer/Specified Disease:  AFLAC’s cancer/specified disease insurance policy can help you and
your family cope financially if a positive diagnosis of cancer occurs.

• Critical Illness:  An AFLAC specified health event insurance policy is designed to help with the
costs of treatment if you experience a covered health event.

• Whole or Term Life Insurance:  with AFLAC’s whole or term life insurance you can rest easy
knowing that your family can have financial security when they need it most.

To learn more scan the QR code or contact your AFLAC agent, Anna Thompson @ 
919-649-8171 at a2thompson@us.aflac.com or

schedule a meeting at https://a2thompson.youcanbook.me 
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Online Resources & Enrollment

PHONE WEB/EMAIL 
AFLAC  919-649-8171 a2_thompson@us.aflac.com 
BCBS/Florida Blue 866-946-2583 www.floridablue.com 
Dental 
Vision 
Teladoc 800-835-2362 www.TeladocHealth.com 

 
 
 

This benefit summary provides selected highlights of the employee benefits program. It is not a legal document and shall not be construed as a guarantee of 
benefits nor of continued employment. All benefit plans are governed by master policies, contracts and plan documents. Any discrepancies between any 
information provided through this summary and the actual terms of such policies, contracts and plan documents shall be governed by the terms of such 

policies, contracts and plan documents. The company reserves the right to amend, suspend or terminate any benefit plan, in whole or in part, at any time. 
The authority to make such changes rests with the Plan Administrator. 
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Your Benefit Resources 
More details about the benefits offered to you 
can be found by: 

o Logging into Employee
Navigator

o Registering on the insurance
company websites

o Downloading the insurance
company smartphone apps

o Calling the insurance company
directly

OR 
If you have questions or need assistance 
enrolling, reach out to: 

Michelle Matt 
Your Dedicated Client Relations Manager 

michelle@theclemonsco.com 
call 850-763-4451 (Phone) 

850-769-5110 (Fax)
1-800-207-8046 ext. 24

www.principal.com
www.principal.com

800-986-3343
800-986-3343

The Standard www.thestandard.com 888-937-4783

mailto:a2_thompson@us.a%EF%AC%82ac.com
mailto:michelle@theclemonsco.com


Group benefits

Check your 
benefits when, 
where, and how 
you want to.
It’s easy to keep track of 
your benefits from Principal® 
anytime—online or on your 
mobile device.

Start by creating 
your account

1  |  �From your favorite browser, 
go to principal.com and 
select Log In. Or, download 
the Principal® app for 
free from the App Store or 
Google Play.

2  |  �Select Individual, then Create 
an account.

3  |  �Enter personal information, 
such as your first and last 
name, date of birth, and 
phone number. ID number and 
primary zip code are optional.

4  |  �Create a username and 
password, and provide an 
email address.

5  |  �You’ll receive an email within 
a few minutes to confirm 
your account is ready to go. 
You can access your account 
information anytime, 24/7, with 
the username and password 
you’ve just set.

Manage your benefits 
on principal.com and the 
Principal® app

After logging in, you can manage 
your benefits and other Principal 
products you have when, where, 
and how it’s convenient for you. 
Depending on your coverages, 
you can:

•	 �View and manage claims.
•	 �Get a 24-month history of your 

explanation of benefits (EOB).
•	 �Access your summary of 

benefits, as well as benefit 
booklets.

•	 �Find a list of covered 
dependents.

•	 View your dental and/or vision 
ID card, including dependent(s) 
names.

•	 Search for and contact a 
network dentist.

•	 �Find discounts and services.
•	 �Calculate coverage needs 

and more.

Keeping your account 
information safe

Your information is important to 
us. That’s why we use verification 
codes to prevent others from 
accessing your account, even 
if they have your password. 
The first time you log in—on 
principal.com or the mobile app—
you’ll need to choose how you’ll 
receive the codes.

If you log in from an unrecognized 
device, forget your password, 
or we notice anything out of 
the ordinary, the codes help us 
confirm it’s really you accessing 
your account.



Let’s face it, for many of us, visiting the dentist isn’t always our favorite activity. 
That’s why the insurance side of the experience should be simple—and we get that. 

This handy step-by-step guide can help you better understand your dental insurance journey.

Simplify your  
dental care experience

Example 1
One check-up every 6 months

Example 2
Check-ups twice a year

Jan JanDec Dec

April 3
1st check-up

Oct. 3
Next eligible

April 3
1st check-up

Eligible for one more check-up 
anytime until the next Jan. 1

They say an ounce of prevention is worth a pound of cure. Seeing your dentist regularly for routine care 
helps you avoid problems down the line. So, how do you make it happen?

Find a network dentist.  
Your out-of-pocket costs will be lower and you may even qualify for in-network discounts. How?

 

  

Confirm network participation. 
When you schedule your appointment, confirm the provider is still in the network. 

Make sure you’re eligible. 
Depending on your policy, it may be too soon to schedule an appointment. 

Check your ID card  
for your network

Go online to  
principal.com/dentist

Give us a call:  
800-247-4695

and or

Path 1: You need a routine visit

us
August

Path 3Path 2Path 1

You need 
more 
information

You need 
a routine 
visit

You need  
dental  
work



Path 2: You need dental work
When your teeth need special treatment, it’s up  
to you and your dentist to decide what work needs 
to be done. 

What are your next steps? 

Talk to your dentist about  
submitting a pre-determination.

Remind your dentist to provide  
supporting documentation.

Plan for a processing period  
of 10 to 14 business days.

Call us with questions  
at 800-247-4695. 

1

2

3

4

Path 3: You need more information
You’re not in this alone. Have questions? We have answers.

What’s a pre-determination? 
It’s a review of the claim by a licensed  
dentist to determine if the procedure  
is dentally necessary and will be 
covered by your insurance. 

Why do I need one?
•	 Prevents surprises about what  

will be paid

•	 Details the costs we cover  
and what you’re responsible for,  
such as deductible, co-insurance,  
or non-covered services

Dental insurance from Principal® is issued by Principal Life Insurance Company, Des Moines, Iowa 
50392-0002, principal.com.

This is an overview of the benefits dental insurance provides, but there are limitations and exclusions.  
For additional details, contact your employer. This flyer is not approved for use in New Mexico.
Principal, Principal and symbol design and Principal Financial Group are trademarks and service marks  
of Principal Financial Services, Inc., a member of the Principal Financial Group.
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Call us at  
800-247-4695.

Send us a note via 
principal.com/ 
contact us. 

We’ll get back  
to you within  
24-48 hours.

Download the Principal 
Mobile smart phone app!

It’s free and compatible 
with both Android and 
Apple devices. Look for  
it in Google Play or the 
Apple App Store. 

Visit us on the web at 
principal.com/individuals/
insure/get-started.



Vision insurance  

Set your sights on healthy eyes.
Vision coverage that gives you choice of provider options for exams and eyewear

Everyone likes choices—especially when it comes to choosing your eye doctor and eyewear. Managed care vision 
insurance through Principal® and VSP® Vision Care puts you in the driver’s seat.

Whether you’re looking to visit an eye doctor or want to enjoy the convenience of online shopping, we’ve got you 
covered. Through an established network of providers, you’ll get access to a high level of care and low out-of-
pocket costs.1

VSP 

Full-service locations with satisfaction 
guaranteed, offering a WellVision 
Exam® that can help detect signs of 
eye and overall health conditions, 
such as diabetes. Plus, a wide selection 
of eyewear and 24-hour access to 
emergency care.

•	 Early morning, evening, and weekend appointments offered by 
91% of providers

•	 Extra savings and offers on preferred frame brands, contact lens 
services, and sunglasses

•	 Integrated medical management with VSP's Health-Focused Care
•	 Extra $20 to spend on featured frame brands, like bebe®,  

Calvin Klein®, Flexon®, Lacoste®, Nike®, Nine West,® and more2

•	 20% off any amount over the allowance for frames

ONLINE SHOPPING

With Eyeconic®, you get the convenience 
of shopping online plus the personal 
touch from a VSP network doctor.  Visit 
eyeconic.com®. 

•	 Free shipping and returns
•	 Virtual try on tool
•	 Free frame adjustment or contact lens consultation
•	 All-inclusive pricing 
•	 Average savings of $220 (compared to out-of-pocket expenses 

without VSP insurance)

RETAIL CHAINS 

5,500+ retail partner chain locations, 
plus 4,700+ independent chain 
locations nationwide

•	  �No required forms—you pay only copays, costs over coverage 
amounts, and/or for non-covered option

•	 �Retail partners include Walmart, Sam’s Club, Costco® Optical, 
Visionworks®, Wisconsin Vision, Heartland Vision, RxOptical®, 
Cohen’s Fashion Optical®, Pearle Vision, and Shopko.

OUT-OF-NETWORK 

Coverage includes a reimbursement 
schedule for any out-of-network provider.

�Visit vsp.com or call 800-877-7195 to submit claims.

GP61270-07



How to access your vision benefits

It’s as easy as 1-2-3 to look up your benefits, locate VSP in-network eye care providers near you, and use your benefits.

1    �Access your benefits. 
	› Visit vsp.com and click on “Create an account.”
	› Follow the online Member Registration form using your 
member ID found on your vision ID card.

2    Search for providers. 
	› Visit vsp.com or principal.com/vsp. 
	› Enter your ZIP code or address and click Search.

3    Use your benefits. 
	› Schedule your appointment with your provider of choice.
	› At your appointment, present your vision ID card and remind 
the provider to look up your benefits using the member ID on 
your card (not your Social Security number).

Prefer to access your vision ID 
card on your mobile device? 
It’s simple.

1.	 Set up your username and 
password at principal.com.

2.	 Download the Principal® 
app from the App Store® or 
Google Play™.

3.	 Log in to the app using  
your principal.com 
username and password.

Let’s connect 	Contact your employer or call the VSP member services line at 800-877-7195.

1 	 Based on your coverage options and national averages for eye exams and most commonly purchased brands.
2 	 Only available to VSP members with applicable policy benefits. Frame brands and promotions are subject 

to change. Savings based on doctor’s retail price and vary by policy and purchase selection; average savings 
determined after benefits are applied. Ask your VSP network doctor for more details.

Coverage with a retail chain may be different or not apply. Log in to vsp.com to check your benefits for eligibility 
and to confirm in-network locations based on your policy type. VSP guarantees coverage from VSP network 
providers only. Coverage information is subject to change. In the event of a conflict between this information and 
your organization’s contract with VSP, the terms of the contract will prevail. Based on applicable laws, benefits 
may vary by location. In the state of Washington, VSP Vision Care, Inc., is the legal name of the corporation 
through which VSP does business.

principal.com 

Managed care vision insurance is provided through 
Principal Life Insurance Company®, Des Moines, IA 
50392, and is administered by VSP. Principal Life is a 
member of the Principal Financial Group®.  
This policy has limitations and exclusions. For costs and 
complete details coverage details, ask your employer. 
This flyer is not approved for use in Arizona. Oregon 
policy form GC 9000 (1013).
The Principal® app is available for iPhone® and AndroidTM. 
Apple® and iPhone are registered trademarks of Apple 
Inc. Android is a trademark of Google LLC. VSP is not a 
member of the Principal Financial Group®.

VSP, Eyeconic, eyeconic.com and WellVision Exam are 
registered trademarks of Vision Service Plan. Flexon is a 
registered trademark of Marchon Eyewear, Inc. All other 
company names and brands are trademarks or registered 
trademarks of their respective owners.
Principal®, Principal Financial Group®, and Principal and the 
logomark design are registered trademarks of Principal Financial 
Services, Inc., a Principal Financial Group company, in the United 
States and are trademarks and service marks of Principal Financial 
Services, Inc., in various countries around the world.

Spanish SP1882-04  |  09/2022  |  2396430-092022   
©2022 Principal Financial Services, Inc.
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BlueOptions 05908 Coverage Period: 09/01/2024 - 08/31/2025
with Rx ($10/20%/NC) Generic Choices

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

 1 of 7

SBCID: 2941013

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 view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

In-Network: $5,000 Per Person/$10,000 
Family. Out-of-Network: $10,000 Per 
Person/$20,000 Family. 

Generally, you must pay all of the costs from providers up to 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.7

Are there services 
covered before you 
meet your deductible?

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 services at www.healthcare.gov/coverage/preventive-care-benefits/. 

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?

In-Network: $8,200 Per Person/$16,400 
Family.  Out-Of-Network: $16,400 Per 
Person/$32,800 Family.

The out-of-pocket 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
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 toward the out–of–pocket limit.

Will you pay less if you 
use a network provider?

Yes. See
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-352-2583 for a list of network
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. 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 (such as lab work). Check with your provider before you get services.

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral.

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will PayCommon 
Medical Event Services You May Need Network Provider

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

Limitations, Exceptions, & Other Important 
Information

Primary care visit to treat an 
injury or illness

Value Choice Provider: No 
Charge, Deductible does not 
apply/ Primary Care Visits: No 
Charge, Deductible does not 
apply - Visits 1-3;$30 Copay per 
remaining Visit/ Virtual Visits: No 
Charge, Deductible does not 
apply

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered

Virtual Visit services are only covered for In-
Network providers.

Specialist visit
Value Choice Specialist: $20 
Copay per Visit/ Specialist: $60 
Copay per Visit/ Virtual Visits: 
$60 Copay per Visit

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

If you visit a health 
care provider’s 
office or clinic

Preventive care/screening/
immunization

No Charge, Deductible does not 
apply 50% Coinsurance

Physician administered drugs may have higher 
cost share.  You may have to pay for services 
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 
work)

Value Choice Specialist: $20 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: $60 Copay per Visit

Deductible + 50% 
Coinsurance

Tests performed in hospitals may have higher 
cost share.

If you have a test

Imaging (CT/PET scans, 
MRIs) Deductible + 20% Coinsurance Deductible + 50% 

Coinsurance

Tests performed in hospitals may have higher 
cost share. Prior Authorization may be 
required. Your benefits/services may be 
denied.
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Generic drugs
$10 Copay per Prescription at 
retail, $25 Copay per 
Prescription by mail

Not Covered
Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs

20% Coinsurance up to a 
maximum of $200 per 
Prescription at retail, 20% 
Coinsurance up to a maximum 
of $500 per Prescription by mail

Not Covered Up to 30 day supply for retail, 90 day supply 
for mail order.

Non-preferred brand drugs Not Covered Not Covered Not Covered

If you need drugs 
to treat your 
illness or 
condition
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide

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

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

Facility fee (e.g., ambulatory 
surgery center) Deductible + 20% Coinsurance Deductible + 50% 

Coinsurance  ––––––––none––––––––

If you have 
outpatient surgery Physician/surgeon fees Deductible + 20% Coinsurance

Ambulatory Surgical 
Center: Deductible + 50% 
Coinsurance/ Hospital: In-
Network Deductible + 
20% Coinsurance

 ––––––––none––––––––

Emergency room care
Physician Services: Deductible 
+ 20% Coinsurance/ Facility: 
$350 Copay per Visit

Physician Services: In-
Network Deductible + 
20% Coinsurance/ 
Facility: $350 Copay per 
Visit

 ––––––––none––––––––

Emergency medical 
transportation Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––

If you need 
immediate medical 
attention

Urgent care
Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2;$100 Copay 

Deductible + $100 Copay 
per Visit  ––––––––none––––––––

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide


    4 of 7
 For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.

SBCID: 2941013

Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

per remaining Visit/ Urgent Care 
Visits: $100 Copay per Visit

Facility fee (e.g., hospital 
room) Deductible + 20% Coinsurance Deductible + 50% 

Coinsurance Inpatient Rehab Services limited to 30 days.If you have a 
hospital stay Physician/surgeon fees Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––

Outpatient services No Charge, Deductible does not 
apply

50% Coinsurance/ 
Specialist Virtual Visits: 
Not Covered

Virtual Visit services are only covered for In-
Network providers.If you need mental 

health, behavioral 
health, or 
substance abuse 
services Inpatient services No Charge, Deductible does not 

apply

Physician Services: No 
Charge, Deductible does 
not apply/ Hospital: 50% 
Coinsurance

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

Office visits $60 Copay on initial Visit Deductible + 50% 
Coinsurance

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

Childbirth/delivery 
professional services Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––If you are pregnant

Childbirth/delivery facility 
services Deductible + 20% Coinsurance Deductible + 50% 

Coinsurance  ––––––––none––––––––

Home health care Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance Coverage limited to 35 visits.

Rehabilitation services $60 Copay per Visit Deductible + 50% 
Coinsurance

Coverage limited to 35 visits, including 26 
manipulations. Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied.

Habilitation services Not Covered Not Covered Not Covered

Skilled nursing care Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance Coverage limited to 60 days. 

If you need help 
recovering or have 
other special 
health needs

Durable medical equipment Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 

http://www.floridablue.com/plancontracts/group
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

and replacement of DME due to use/age.

Hospice services Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance  ––––––––none––––––––

Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not CoveredIf your child needs 

dental or eye care 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
 Non-preferred brand drugs
 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.
 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/agencies/ebsa 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 1-877-693-5236 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 

http://www.floridablue.com/plancontracts/group
https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
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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. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage?  Yes
Minimum Essential Coverage 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.

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

http://www.floridablue.com/plancontracts/group
http://www.dol.gov/ebsa/healthreform
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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 

care)

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

controlled condition) 

 The plan’s overall deductible $5,000
 Specialist Copayment $60
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $12,700 
In this example, Peg would pay:

Cost Sharing
Deductibles $5,000
Copayments $70
Coinsurance $700

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,830

 The plan’s overall deductible $5,000
 Specialist Copayment $60
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $5,600 
In this example, Joe would pay:

Cost Sharing
Deductibles $0
Copayments $500
Coinsurance $800

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,320

 
 The plan’s overall deductible $5,000
 Specialist Copayment $60
 Hospital (facility) Coinsurance 20%
 Other Copayment $350

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 $2,800 
In this example, Mia would pay:

Cost Sharing
Deductibles $1,700
Copayments $600
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,300

About these Coverage Examples:

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.   

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 to 
reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com. 

http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
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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 
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 view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

In-Network: $1,500 Per Person. Out-of-
Network: $4,500 Per Person.

Generally, you must pay all of the costs 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.7

Are there services 
covered before you 
meet your deductible?

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 services at www.healthcare.gov/coverage/preventive-care-benefits/. 

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?

In-Network: $6,650 Per Person/$13,300 
Family.  Out-Of-Network: $20,000 Per 
Person/$20,000 Family.

The out-of-pocket 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
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 toward the out–of–pocket limit.

Will you pay less if you 
use a network provider?

Yes. See 
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-352-2583 for a list of network 
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. 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 (such as lab work). Check with your provider before you get services.

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral.

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will PayCommon 
Medical Event Services You May Need Network Provider

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

Limitations, Exceptions, & Other Important 
Information

Primary care visit to treat an 
injury or illness

Value Choice Provider: No 
Charge, Deductible does not 
apply/ Primary Care Visits: $35 
Copay per Visit/ Virtual Visits: 
No Charge, Deductible does not 
apply

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

Specialist visit
Value Choice Specialist: $20 
Copay per Visit/ Specialist: $50 
Copay per Visit/ Virtual Visits: 
$50 Copay per Visit

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

If you visit a health 
care provider’s 
office or clinic

Preventive care/screening/
immunization

No Charge, Deductible does not 
apply 50% Coinsurance

Physician administered drugs may have higher 
cost share.  You may have to pay for services 
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 
work)

Value Choice Specialist: $20 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: Deductible + 50% 
Coinsurance

Deductible + 50% 
Coinsurance

Tests performed in hospitals may have higher 
cost share.

If you have a test

Imaging (CT/PET scans, 
MRIs) $200 Copay per Visit Deductible + 50% 

Coinsurance

Tests performed in hospitals may have higher 
cost share. Prior Authorization may be 
required. Your benefits/services may be 
denied.
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Generic drugs
$10 Copay per Prescription at 
retail, $25 Copay per 
Prescription by mail

Not Covered
Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs

20% Coinsurance up to a 
maximum of $200 per 
Prescription at retail, 20% 
Coinsurance up to a maximum 
of $500 per Prescription by mail

Not Covered Up to 30 day supply for retail, 90 day supply 
for mail order.

Non-preferred brand drugs Not Covered Not Covered Not Covered

If you need drugs 
to treat your 
illness or 
condition
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide

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

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

Facility fee (e.g., ambulatory 
surgery center)

Ambulatory Surgical Center: 
Deductible + 50% Coinsurance/ 
Hospital: $300 Copay per Visit

Deductible + 50% 
Coinsurance  ––––––––none––––––––

If you have 
outpatient surgery

Physician/surgeon fees Deductible + 50% Coinsurance

Ambulatory Surgical 
Center: Deductible + 50% 
Coinsurance/ Hospital: In-
Network Deductible + 
50% Coinsurance

 ––––––––none––––––––

Emergency room care Deductible + 50% Coinsurance In-Network Deductible + 
50% Coinsurance  ––––––––none––––––––

Emergency medical 
transportation Deductible + 50% Coinsurance In-Network Deductible + 

50% Coinsurance  ––––––––none––––––––If you need 
immediate medical 
attention

Urgent care

Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2;Deductible + 
50% Coinsurance per remaining 
Visit/ Urgent Care Visits: 

Deductible + 50% 
Coinsurance  ––––––––none––––––––

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Deductible + 50% Coinsurance
Facility fee (e.g., hospital 
room) $1,500 Copay per Admission Deductible + 50% 

Coinsurance Inpatient Rehab Services limited to 30 days.If you have a 
hospital stay Physician/surgeon fees Deductible + 50% Coinsurance In-Network Deductible + 

50% Coinsurance  ––––––––none––––––––

Outpatient services No Charge, Deductible does not 
apply

50% Coinsurance/ 
Specialist Virtual Visits: 
Not Covered

Virtual Visit services are only covered for In-
Network providers.If you need mental 

health, behavioral 
health, or 
substance abuse 
services Inpatient services No Charge, Deductible does not 

apply

Physician Services: No 
Charge, Deductible does 
not apply/ Hospital: 50% 
Coinsurance

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

Office visits $50 Copay on initial Visit Deductible + 50% 
Coinsurance

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

Childbirth/delivery 
professional services Deductible + 50% Coinsurance In-Network Deductible + 

50% Coinsurance  ––––––––none––––––––If you are pregnant

Childbirth/delivery facility 
services $1,500 Copay per Admission Deductible + 50% 

Coinsurance  ––––––––none––––––––

Home health care Deductible + 50% Coinsurance Deductible + 50% 
Coinsurance Coverage limited to 35 visits.

Rehabilitation services $50 Copay per Visit Deductible + 50% 
Coinsurance

Coverage limited to 25 visits, including 26 
manipulations. Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied.

Habilitation services Not Covered Not Covered Not Covered

Skilled nursing care Deductible + 50% Coinsurance Deductible + 50% 
Coinsurance Coverage limited to 60 days. 

If you need help 
recovering or have 
other special 
health needs

Durable medical equipment Deductible + 50% Coinsurance Deductible + 50% 
Coinsurance

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age.

http://www.floridablue.com/plancontracts/group
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Hospice services Deductible + 50% Coinsurance Deductible + 50% 
Coinsurance  ––––––––none––––––––

Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not CoveredIf your child needs 

dental or eye care 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
 Non-preferred brand drugs
 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 25 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/agencies/ebsa 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 1-877-693-5236 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 

http://www.floridablue.com/plancontracts/group
https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
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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. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage?  Yes
Minimum Essential Coverage 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.

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

http://www.floridablue.com/plancontracts/group
http://www.dol.gov/ebsa/healthreform


    7 of 7
SBCID: 2941011

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 

care)

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

controlled condition) 

 The plan’s overall deductible $1,500
 Specialist Copayment $50
 Hospital (facility) Copayment $1,500
 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) 

Total Example Cost $12,700 
In this example, Peg would pay:

Cost Sharing
Deductibles $1,400
Copayments $1,600
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,060

 The plan’s overall deductible $1,500
 Specialist Copayment $50
 Hospital (facility) Copayment $1,500
 Other Coinsurance 50%

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) 

Total Example Cost $5,600 
In this example, Joe would pay:

Cost Sharing
Deductibles $0
Copayments $500
Coinsurance $800

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,320

 
 The plan’s overall deductible $1,500
 Specialist Copayment $50
 Hospital (facility) Copayment $1,500
 Other Coinsurance 50%

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 $2,800 
In this example, Mia would pay:

Cost Sharing
Deductibles $1,500
Copayments $300
Coinsurance $200

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,000

About these Coverage Examples:

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.   

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 to 
reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com. 

http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
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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 
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 view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

In-Network: $2,000 Per Person/$6,000 
Family. Out-of-Network: $6,000 Per 
Person/$18,000 Family. 

Generally, you must pay all of the costs from providers up to 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.7

Are there services 
covered before you 
meet your deductible?

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 services at www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other
deductibles for specific 
services?

Yes. $100 In-Network/ $500 Out-of-
Network Per Admission Deductible. 
There are no other specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before 
this plan begins to pay for these services.

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

In-Network: $5,500 Per Person/$11,000 
Family.  Out-Of-Network: $11,000 Per 
Person/$22,000 Family.

The out-of-pocket 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
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 toward the out–of–pocket limit.

Will you pay less if you 
use a network provider?

Yes. See 
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-352-2583 for a list of network 
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. 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 (such as lab work). Check with your provider before you get services.

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral.

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will PayCommon 
Medical Event Services You May Need Network Provider

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

Limitations, Exceptions, & Other Important 
Information

Primary care visit to treat an 
injury or illness

Value Choice Provider: No 
Charge, Deductible does not 
apply/ Primary Care Visits: $35 
Copay per Visit/ Virtual Visits: 
No Charge, Deductible does not 
apply

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

Specialist visit
Value Choice Specialist: $20 
Copay per Visit/ Specialist: $65 
Copay per Visit/ Virtual Visits: 
$65 Copay per Visit

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

If you visit a health 
care provider’s 
office or clinic

Preventive care/screening/
immunization

No Charge, Deductible does not 
apply 50% Coinsurance

Physician administered drugs may have higher 
cost share.  You may have to pay for services 
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 
work)

Value Choice Specialist: $20 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: $50 Copay per Visit

Deductible + 50% 
Coinsurance

Tests performed in hospitals may have higher 
cost share.

If you have a test

Imaging (CT/PET scans, 
MRIs) $300 Copay per Visit Deductible + 50% 

Coinsurance

Tests performed in hospitals may have higher 
cost share. Prior Authorization may be 
required. Your benefits/services may be 
denied.
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Generic drugs
$10 Copay per Prescription at 
retail, $25 Copay per 
Prescription by mail

50% Coinsurance
Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs
$60 Copay per Prescription at 
retail, $150 Copay per 
Prescription by mail

50% Coinsurance Up to 30 day supply for retail, 90 day supply 
for mail order.

Non-preferred brand drugs Not Covered Not Covered Not Covered

If you need drugs 
to treat your 
illness or 
condition
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide

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.

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

Facility fee (e.g., ambulatory 
surgery center)

Ambulatory Surgical Center: 
$250 Copay per Visit/ Hospital: 
Deductible + 20% Coinsurance

Deductible + 50% 
Coinsurance  ––––––––none––––––––

If you have 
outpatient surgery

Physician/surgeon fees
Ambulatory Surgical Center: 
$65 Copay per Visit/ Hospital: 
Deductible + 20% Coinsurance

Ambulatory Surgical 
Center: Deductible + 50% 
Coinsurance/ Hospital: In-
Network Deductible + 
20% Coinsurance

 ––––––––none––––––––

Emergency room care
Physician Services: Deductible 
+ 20% Coinsurance/ Facility: 
$300 Copay per Visit

Physician Services: In-
Network Deductible + 
20% Coinsurance/ 
Facility: $300 Copay per 
Visit

 ––––––––none––––––––

Emergency medical 
transportation Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––

If you need 
immediate medical 
attention

Urgent care Value Choice Provider: No 
Charge, Deductible does not 

Deductible + $70 Copay 
per Visit  ––––––––none––––––––

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

apply - Visits 1-2;$70 Copay per 
remaining Visit/ Urgent Care 
Visits: $70 Copay per Visit

Facility fee (e.g., hospital 
room)

Per Admission Deductible + 
Deductible + 20% Coinsurance

Per Admission Deductible 
+ Deductible + 50% 
Coinsurance

Inpatient Rehab Services limited to 30 days.If you have a 
hospital stay

Physician/surgeon fees Deductible + 20% Coinsurance In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––

Outpatient services No Charge, Deductible does not 
apply

50% Coinsurance/ 
Specialist Virtual Visits: 
Not Covered

Virtual Visit services are only covered for In-
Network providers.If you need mental 

health, behavioral 
health, or 
substance abuse 
services Inpatient services No Charge, Deductible does not 

apply

Physician Services: No 
Charge, Deductible does 
not apply/ Hospital: 50% 
Coinsurance

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

Office visits $65 Copay on initial Visit Deductible + 50% 
Coinsurance

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

Childbirth/delivery 
professional services Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––If you are pregnant

Childbirth/delivery facility 
services

Per Admission Deductible + 
Deductible + 20% Coinsurance

Per Admission Deductible 
+ Deductible + 50% 
Coinsurance

 ––––––––none––––––––

Home health care Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance Coverage limited to 60 visits.

Rehabilitation services $65 Copay per Visit Deductible + 50% 
Coinsurance

Coverage limited to 35 visits, including 26 
manipulations. Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied.

Habilitation services Not Covered Not Covered Not Covered

If you need help 
recovering or have 
other special 
health needs

Skilled nursing care Deductible + 20% Coinsurance Deductible + 50% Coverage limited to 60 days. 

http://www.floridablue.com/plancontracts/group
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Coinsurance

Durable medical equipment Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age.

Hospice services Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance  ––––––––none––––––––

Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not CoveredIf your child needs 

dental or eye care 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
 Non-preferred brand drugs
 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.
 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/agencies/ebsa 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, 

http://www.floridablue.com/plancontracts/group
https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
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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.S. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage?  Yes
Minimum Essential Coverage 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.

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

http://www.floridablue.com/plancontracts/group
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
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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 

care)

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

controlled condition) 

 The plan’s overall deductible $2,000
 Specialist Copayment $65
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $12,700 
In this example, Peg would pay:

Cost Sharing
Deductibles* $2,100
Copayments $80
Coinsurance $1,300

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,540

 The plan’s overall deductible $2,000
 Specialist Copayment $65
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $5,600 
In this example, Joe would pay:

Cost Sharing
Deductibles $0
Copayments $2,000
Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,020

 
 The plan’s overall deductible $2,000
 Specialist Copayment $65
 Hospital (facility) Coinsurance 20%
 Other Copayment $300

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 $2,800 
In this example, Mia would pay:

Cost Sharing
Deductibles $1,700
Copayments $600
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,300

About these Coverage Examples:

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.   

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 to 
reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com. 
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services  Coverage for: Individual and/or Family | Plan Type: PPO
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SBCID: 2941010

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 view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

In-Network: $1,000 Per Person/$3,000 
Family. Out-of-Network: $3,000 Per 
Person/$6,000 Family. 

Generally, you must pay all of the costs from providers up to 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.7

Are there services 
covered before you 
meet your deductible?

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 services at www.healthcare.gov/coverage/preventive-care-benefits/. 

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?

In-Network: $3,500 Per Person/$7,000 
Family.  Out-Of-Network: $7,000 Per 
Person/$14,000 Family.

The out-of-pocket 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
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 toward the out–of–pocket limit.

Will you pay less if you 
use a network provider?

Yes. See 
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-352-2583 for a list of network 
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. 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 (such as lab work). Check with your provider before you get services.

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral.

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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SBCID: 2941010

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

What You Will PayCommon 
Medical Event Services You May Need Network Provider

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

Limitations, Exceptions, & Other Important 
Information

Primary care visit to treat an 
injury or illness

Value Choice Provider: No 
Charge, Deductible does not 
apply/ Primary Care Visits: $25 
Copay per Visit/ Virtual Visits: 
No Charge, Deductible does not 
apply

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

Specialist visit
Value Choice Specialist: $20 
Copay per Visit/ Specialist: $45 
Copay per Visit/ Virtual Visits: 
$45 Copay per Visit

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

If you visit a health 
care provider’s 
office or clinic

Preventive care/screening/
immunization

No Charge, Deductible does not 
apply 50% Coinsurance

Physician administered drugs may have higher 
cost share.  You may have to pay for services 
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 
work)

Value Choice Specialist: $20 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: $50 Copay per Visit

Deductible + 50% 
Coinsurance

Tests performed in hospitals may have higher 
cost share.

If you have a test

Imaging (CT/PET scans, 
MRIs) $200 Copay per Visit Deductible + 50% 

Coinsurance

Tests performed in hospitals may have higher 
cost share. Prior Authorization may be 
required. Your benefits/services may be 
denied.
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SBCID: 2941010

Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Generic drugs
$10 Copay per Prescription at 
retail, $25 Copay per 
Prescription by mail

50% Coinsurance
Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs
$30 Copay per Prescription at 
retail, $75 Copay per 
Prescription by mail

50% Coinsurance Up to 30 day supply for retail, 90 day supply 
for mail order.

Non-preferred brand drugs
$50 Copay per Prescription at 
retail, $125 Copay per 
Prescription by mail

50% Coinsurance Up to 30 day supply for retail, 90 day supply 
for mail order.

If you need drugs 
to treat your 
illness or 
condition
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide

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.

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

Facility fee (e.g., ambulatory 
surgery center)

Ambulatory Surgical Center: 
$150 Copay per Visit/ Hospital: 
Deductible + 20% Coinsurance

Deductible + 50% 
Coinsurance  ––––––––none––––––––

If you have 
outpatient surgery

Physician/surgeon fees
Ambulatory Surgical Center: 
$45 Copay per Visit/ Hospital: 
$100 Copay per Visit

Ambulatory Surgical 
Center: Deductible + 50% 
Coinsurance/ Hospital: 
$100 Copay per Visit

 ––––––––none––––––––

Emergency room care
Physician Services: $100 Copay 
per Visit/ Facility: $200 Copay 
per Visit

Physician Services: $100 
Copay per Visit/ Facility: 
$200 Copay per Visit

 ––––––––none––––––––

Emergency medical 
transportation Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––If you need 
immediate medical 
attention

Urgent care

Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2;$50 Copay per 
remaining Visit/ Urgent Care 
Visits: $50 Copay per Visit

Deductible + $50 Copay 
per Visit  ––––––––none––––––––

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
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SBCID: 2941010

Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Facility fee (e.g., hospital 
room) Deductible + 20% Coinsurance $3,500 Copay per 

Admission Inpatient Rehab Services limited to 30 days.If you have a 
hospital stay Physician/surgeon fees $100 Copay per Visit $100 Copay per Visit  ––––––––none––––––––

Outpatient services No Charge, Deductible does not 
apply

50% Coinsurance/ 
Specialist Virtual Visits: 
Not Covered

Virtual Visit services are only covered for In-
Network providers.If you need mental 

health, behavioral 
health, or 
substance abuse 
services Inpatient services No Charge, Deductible does not 

apply

Physician Services: No 
Charge, Deductible does 
not apply/ Hospital: $500 
Copay per Admission

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

Office visits $45 Copay on initial Visit Deductible + 50% 
Coinsurance

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

Childbirth/delivery 
professional services $100 Copay per Visit $100 Copay per Visit  ––––––––none––––––––If you are pregnant

Childbirth/delivery facility 
services Deductible + 20% Coinsurance $3,500 Copay per 

Admission  ––––––––none––––––––

Home health care Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance Coverage limited to 60 visits.

Rehabilitation services $45 Copay per Visit Deductible + 50% 
Coinsurance

Coverage limited to 35 visits, including 26 
manipulations. Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied.

Habilitation services Not Covered Not Covered Not Covered

Skilled nursing care Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance Coverage limited to 60 days. 

Durable medical equipment Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age.

If you need help 
recovering or have 
other special 
health needs

Hospice services Deductible + 20% Coinsurance Deductible + 50% 
Coinsurance  ––––––––none––––––––

http://www.floridablue.com/plancontracts/group
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SBCID: 2941010

Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not CoveredIf your child needs 

dental or eye care 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.
 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/agencies/ebsa 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 1-877-693-5236 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.S. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage?  Yes

http://www.floridablue.com/plancontracts/group
https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
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SBCID: 2941010

Minimum Essential Coverage 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.

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

http://www.floridablue.com/plancontracts/group
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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 

care)

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

controlled condition) 

 The plan’s overall deductible $1,000
 Specialist Copayment $45
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $12,700 
In this example, Peg would pay:

Cost Sharing
Deductibles $1,000
Copayments $200
Coinsurance $1,200

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,460

 The plan’s overall deductible $1,000
 Specialist Copayment $45
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $5,600 
In this example, Joe would pay:

Cost Sharing
Deductibles $0
Copayments $1,400
Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,420

 
 The plan’s overall deductible $1,000
 Specialist Copayment $45
 Hospital (facility) Coinsurance 20%
 Other Copayment $200

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 $2,800 
In this example, Mia would pay:

Cost Sharing
Deductibles $900
Copayments $600
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,500

About these Coverage Examples:

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.   

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 to 
reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services  Coverage for: Individual | Plan Type: PPO
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SBCID: 2941014

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 view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

In-Network: $1,600 Per Person. Out-of-
Network: $3,200 Per Person.

Generally, you must pay all of the costs 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.7

Are there services 
covered before you 
meet your deductible?

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 services at www.healthcare.gov/coverage/preventive-care-benefits/. 

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?

In-Network: $5,000 Per Person. Out-Of-
Network: $10,000 Per Person.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have 
other 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 toward the out–of–pocket limit.

Will you pay less if you 
use a network provider?

Yes. See
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-352-2583 for a list of network
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. 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 (such as lab work). Check with your provider before you get services.

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral.

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will PayCommon 
Medical Event Services You May Need Network Provider

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

Limitations, Exceptions, & Other Important 
Information

Primary care visit to treat an 
injury or illness

Value Choice Provider: No 
Charge after Deductible/ 
Primary Care Visits: Deductible 
+ 20% Coinsurance/ Virtual 
Visits: Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

Specialist visit

Value Choice Specialist: No 
Charge after Deductible/ 
Specialist: Deductible + 20% 
Coinsurance/ Virtual Visits: 
Deductible + 20% Coinsurance

Deductible + 40% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

If you visit a health 
care provider’s 
office or clinic

Preventive care/screening/
immunization

No Charge, Deductible does not 
apply 40% Coinsurance

Physician administered drugs may have higher 
cost share.  You may have to pay for services 
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 
work)

Value Choice Specialist: No 
Charge after Deductible/ 
Independent Clinical Lab: No 
Charge after Deductible/ 
Independent Diagnostic Testing 
Center: Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Tests performed in hospitals may have higher 
cost share.

If you have a test

Imaging (CT/PET scans, 
MRIs) Deductible + 20% Coinsurance Deductible + 40% 

Coinsurance

Tests performed in hospitals may have higher 
cost share. Prior Authorization may be 
required. Your benefits/services may be 
denied.
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Generic drugs
Deductible + $10 Copay per 
Prescription at retail, Deductible 
+ $25 Copay per Prescription by 
mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs
Deductible + $50 Copay per 
Prescription at retail, Deductible 
+ $125 Copay per Prescription 
by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order.

Non-preferred brand drugs
Deductible + $80 Copay per 
Prescription at retail, Deductible 
+ $200 Copay per Prescription 
by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order.

If you need drugs 
to treat your 
illness or 
condition
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide 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.

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

Facility fee (e.g., ambulatory 
surgery center) Deductible + 20% Coinsurance Deductible + 40% 

Coinsurance  ––––––––none––––––––

If you have 
outpatient surgery Physician/surgeon fees Deductible + 20% Coinsurance

Ambulatory Surgical 
Center: Deductible + 40% 
Coinsurance/ Hospital: In-
Network Deductible + 
20% Coinsurance

 ––––––––none––––––––

Emergency room care Deductible + 20% Coinsurance In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––

Emergency medical 
transportation Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––If you need 
immediate medical 
attention

Urgent care
Value Choice Provider: No 
Charge after Deductible/ Urgent 
Care Visits: Deductible + 20% 
Coinsurance

Deductible + 20% 
Coinsurance  ––––––––none––––––––

If you have a Facility fee (e.g., hospital Deductible + 20% Coinsurance Deductible + 40% Inpatient Rehab Services limited to 30 days.

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

room) Coinsurancehospital stay

Physician/surgeon fees Deductible + 20% Coinsurance In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––

Outpatient services Deductible + 20% Coinsurance
Deductible + 40% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered

Virtual Visit services are only covered for In-
Network providers.If you need mental 

health, behavioral 
health, or 
substance abuse 
services Inpatient services Deductible + 20% Coinsurance

Physician Services: In-
Network Deductible + 
20% Coinsurance/ 
Hospital: Deductible + 
40% Coinsurance

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

Office visits Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance

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

Childbirth/delivery 
professional services Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––If you are pregnant

Childbirth/delivery facility 
services Deductible + 20% Coinsurance Deductible + 40% 

Coinsurance  ––––––––none––––––––

Home health care Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance Coverage limited to 60 visits.

Rehabilitation services Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance

Coverage limited to 35 visits, including 26 
manipulations. Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied.

Habilitation services Not Covered Not Covered Not Covered

Skilled nursing care Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance Coverage limited to 60 days. 

Durable medical equipment Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age.

If you need help 
recovering or have 
other special 
health needs

Hospice services Deductible + 20% Coinsurance Deductible + 40%  ––––––––none––––––––

http://www.floridablue.com/plancontracts/group
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Coinsurance
Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not CoveredIf your child needs 

dental or eye care 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.
 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/agencies/ebsa 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 1-877-693-5236 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.S. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/healthreform.

http://www.floridablue.com/plancontracts/group
https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
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SBCID: 2941014

Does this plan provide Minimum Essential Coverage?  Yes
Minimum Essential Coverage 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.

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

http://www.floridablue.com/plancontracts/group
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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 

care)

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

controlled condition) 

 The plan’s overall deductible $1,600
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $12,700 
In this example, Peg would pay:

Cost Sharing
Deductibles $1,600
Copayments $10
Coinsurance $2,000

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,670

 The plan’s overall deductible $1,600
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $5,600 
In this example, Joe would pay:

Cost Sharing
Deductibles $1,600
Copayments $1,100
Coinsurance $100

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,820

 
 The plan’s overall deductible $1,600
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 Other Coinsurance 20%

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 $2,800 
In this example, Mia would pay:

Cost Sharing
Deductibles $1,600
Copayments $10
Coinsurance $200

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,810

About these Coverage Examples:

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.   

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 to 
reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com. 

http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
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http://www.floridablue.com/
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http://www.floridablue.com/
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SBCID: 2941016

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 view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

In-Network: $3,200 Per Person/$3,200 
Family. Out-of-Network: $6,400 Per 
Person/$6,400 Family. 

Generally, you must pay all of the costs 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.7

Are there services 
covered before you 
meet your deductible?

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 services at www.healthcare.gov/coverage/preventive-care-benefits/. 

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?

In-Network: $5,400 Per Person/$5,400 
Family.  Out-Of-Network: $10,800 Per 
Person/$10,800 Family.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have 
other 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 toward the out–of–pocket limit.

Will you pay less if you 
use a network provider?

Yes. See 
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-352-2583 for a list of network 
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. 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 (such as lab work). Check with your provider before you get services.

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral.

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will PayCommon 
Medical Event Services You May Need Network Provider

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

Limitations, Exceptions, & Other Important 
Information

Primary care visit to treat an 
injury or illness

Value Choice Provider: No 
Charge after Deductible/ 
Primary Care Visits: Deductible 
+ 20% Coinsurance/ Virtual 
Visits: Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

Specialist visit

Value Choice Specialist: No 
Charge after Deductible/ 
Specialist: Deductible + 20% 
Coinsurance/ Virtual Visits: 
Deductible + 20% Coinsurance

Deductible + 40% 
Coinsurance/ Virtual 
Visits: Not Covered

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers.

If you visit a health 
care provider’s 
office or clinic

Preventive care/screening/
immunization

No Charge, Deductible does not 
apply 40% Coinsurance

Physician administered drugs may have higher 
cost share.  You may have to pay for services 
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 
work)

Value Choice Specialist: No 
Charge after Deductible/ 
Independent Clinical Lab: No 
Charge after Deductible/ 
Independent Diagnostic Testing 
Center: Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Tests performed in hospitals may have higher 
cost share.

If you have a test

Imaging (CT/PET scans, 
MRIs) Deductible + 20% Coinsurance Deductible + 40% 

Coinsurance

Tests performed in hospitals may have higher 
cost share. Prior Authorization may be 
required. Your benefits/services may be 
denied.
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Generic drugs
Deductible + $10 Copay per 
Prescription at retail, Deductible 
+ $25 Copay per Prescription by 
mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs
Deductible + $50 Copay per 
Prescription at retail, Deductible 
+ $125 Copay per Prescription 
by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order.

Non-preferred brand drugs
Deductible + $80 Copay per 
Prescription at retail, Deductible 
+ $200 Copay per Prescription 
by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order.

If you need drugs 
to treat your 
illness or 
condition
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide 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.

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

Facility fee (e.g., ambulatory 
surgery center) Deductible + 20% Coinsurance Deductible + 40% 

Coinsurance  ––––––––none––––––––

If you have 
outpatient surgery Physician/surgeon fees Deductible + 20% Coinsurance

Ambulatory Surgical 
Center: Deductible + 40% 
Coinsurance/ Hospital: In-
Network Deductible + 
20% Coinsurance

 ––––––––none––––––––

Emergency room care Deductible + 20% Coinsurance In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––

Emergency medical 
transportation Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––If you need 
immediate medical 
attention

Urgent care
Value Choice Provider: No 
Charge after Deductible/ Urgent 
Care Visits: Deductible + 20% 
Coinsurance

Deductible + 20% 
Coinsurance  ––––––––none––––––––

If you have a Facility fee (e.g., hospital Deductible + 20% Coinsurance Deductible + 40% Inpatient Rehab Services limited to 30 days.

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

room) Coinsurancehospital stay

Physician/surgeon fees Deductible + 20% Coinsurance In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––

Outpatient services Deductible + 20% Coinsurance
Deductible + 40% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered

Virtual Visit services are only covered for In-
Network providers.If you need mental 

health, behavioral 
health, or 
substance abuse 
services Inpatient services Deductible + 20% Coinsurance

Physician Services: In-
Network Deductible + 
20% Coinsurance/ 
Hospital: Deductible + 
40% Coinsurance

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

Office visits Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance

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

Childbirth/delivery 
professional services Deductible + 20% Coinsurance In-Network Deductible + 

20% Coinsurance  ––––––––none––––––––If you are pregnant

Childbirth/delivery facility 
services Deductible + 20% Coinsurance Deductible + 40% 

Coinsurance  ––––––––none––––––––

Home health care Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance Coverage limited to 60 visits.

Rehabilitation services Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance

Coverage limited to 35 visits, including 26 
manipulations. Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied.

Habilitation services Not Covered Not Covered Not Covered

Skilled nursing care Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance Coverage limited to 60 days. 

Durable medical equipment Deductible + 20% Coinsurance Deductible + 40% 
Coinsurance

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age.

If you need help 
recovering or have 
other special 
health needs

Hospice services Deductible + 20% Coinsurance Deductible + 40%  ––––––––none––––––––

http://www.floridablue.com/plancontracts/group
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

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

Coinsurance
Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not CoveredIf your child needs 

dental or eye care 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.
 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/agencies/ebsa 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 1-877-693-5236 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.S. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/healthreform.

http://www.floridablue.com/plancontracts/group
https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
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 For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.

SBCID: 2941016

Does this plan provide Minimum Essential Coverage?  Yes
Minimum Essential Coverage 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.

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

http://www.floridablue.com/plancontracts/group
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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 

care)

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

controlled condition) 

 The plan’s overall deductible $3,200
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $12,700
In this example, Peg would pay:

Cost Sharing
Deductibles $3,200
Copayments $10
Coinsurance $1,700

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,970

 The plan’s overall deductible $3,200
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 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) 

Total Example Cost $5,600
In this example, Joe would pay:

Cost Sharing
Deductibles $3,200
Copayments $600
Coinsurance $60

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,880

 The plan’s overall deductible $3,200
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 Other Coinsurance 20%

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 $2,800
In this example, Mia would pay:

Cost Sharing
Deductibles $2,800
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,800

About these Coverage Examples:

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.   

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 to 
reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com. 

http://www.floridablue.com/
http://www.floridablue.com/
http://www.floridablue.com/
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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.
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