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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $2,500 Per Person/$5,000 
Family. Out-of-Network: $5,000 Per 
Person/$10,000 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: $6,000 Per Person/$12,000 
Family.  Out-Of-Network: $8,000 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-
800-664-5295 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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

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: 
$35 Copay per Visit 

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: $35 
Copay per Visit/ Specialist: $75 
Copay per Visit/ Virtual Visits: 
$75 Copay per Visit 

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. 

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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: $35 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: $50 Copay per Visit 

Deductible + 40% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

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 

Information 
Network Provider 

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

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 

Generic drugs 
$10 Copay per Prescription at 
retail, $20 Copay per 
Prescription by mail 

50% Coinsurance by mail 

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 
$50 Copay per Prescription at 
retail, $100 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 
$80 Copay per Prescription at 
retail, $160 Copay per 
Prescription by mail 

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

Specialty drugs 
$120 Copay per Prescription at 
retail, 

50% Coinsurance 
Up to 30 day supply for retail. Not covered 
through Mail Order. 

If you have 
outpatient surgery 

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

Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees Deductible + 20% Coinsurance 

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

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2; $75 Copay 
per remaining Visit/ Urgent Care 
Visits: $75 Copay per Visit 

$75 Copay per Visit  ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

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 

Information 
Network Provider 

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

Physician/surgeon fees Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services 

Specialist Virtual Visits$75 
Copay per Visit / Physician 
Office: $75 Copay per Visit / 
Hospital: Deductible + 20% 
Coinsurance 

40% Coinsurance/ 
Specialist Virtual Visits: 
Not Covered 

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

Inpatient services Deductible + 20% Coinsurance 

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

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

If you are pregnant 

Office visits $75 Copay on initial Visit 
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–––––––– 

Childbirth/delivery facility 
services 

Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services 
Physician Office: $75 Copay per 
Visit/ Outpatient Rehab Center: 
$65 Copay per Visit 

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. 

Hospice services Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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 
• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 
• 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 1-800-664-5295. 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 

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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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 / No ] 
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.–––––––––––––––––––––– 
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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 $2,500 
◼ Specialist Copayment $75 
◼ 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 $2,500 

Copayments $90 

Coinsurance $1,200 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $3,850 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $2,500 
◼ Specialist Copayment $75 
◼ 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 $1,900 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,920 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $2,500 
◼ Specialist Copayment $75 
◼ 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 $2,000 

Copayments $400 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $2,400 
 

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/


 

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. 

 

 



 

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. 

 

 



 

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 
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

$0 See the Common Medical Events chart below for your costs for services this plan covers.6 

Are there services 
covered before you 
meet your deductible? 

Not Applicable. This plan does not have a deductible. 

Are there other 
deductibles for specific 
services? 

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

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

In-Network: $1,500 Per Person/$3,000 
Family.  Out-Of-Network: Not 
Applicable. 

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-
800-664-5295  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. 

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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

Value Choice Provider: No 
Charge/ Primary Care Visits: 
$10 Copay per Visit/ Virtual 
Visits: $10 Copay per Visit 

Not Covered 
Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers. 

Specialist visit 
$10 Copay per Visit/ Virtual 
Visits: $10 Copay per Visit 

Not Covered 
Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers. 

Preventive care/screening/ 
immunization 

No Charge Not Covered 

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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: No 
Charge / Independent Clinical 
Lab: No Charge/ Independent 
Diagnostic Testing Center: No 
Charge 

Not Covered 

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

Imaging (CT/PET scans, 
MRIs)  

No Charge Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied.  

If you need drugs 
to treat your 
illness or 
condition 
More information 

about prescription 

drug coverage is 

available at 

https://www.floridabl

Generic drugs 
$5 Copay per Prescription at 
retail, $10 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 
$25 Copay per Prescription at 
retail, $50 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 
$25 Copay per Prescription at 
retail, $50 Copay per 
Prescription by mail 

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

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 

Information 
Network Provider 

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

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. 

If you have 
outpatient surgery 

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

$100 Copay per Visit Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

Physician/surgeon fees No Charge Not Covered  ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care 
Physician Services: No Charge/ 
Facility: $50 Copay per Visit 

Physician Services: No 
Charge/ Facility: $50 
Copay per Visit 

 ––––––––none–––––––– 

Emergency medical 
transportation 

No Charge No Charge Out-of-Network only covered for emergencies. 

Urgent care 

Value Choice Provider: No 
Charge - Visits 1-2; $10 Copay 
per remaining Visit/ Urgent Care 
Visits: $10 Copay per Visit 

Not Covered Out-of-Network only covered out-of-state. 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

$250 Copay per Admission Not Covered 
Inpatient Rehab Services limited to 30 days. 
Prior Authorization may be required. Your 
benefits/services may be denied. 

Physician/surgeon fees No Charge Not Covered  ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services $10 Copay per Visit  Not Covered 

Prior Authorization may be required. Your 
benefits/services may be denied. Virtual Visit 
services are only covered for In-Network 
providers. 

Inpatient services 
Physician Services: No Charge / 
Hospital: $250 Copay per 
Admission 

Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

If you are pregnant 

Office visits $10 Copay on initial Visit Not Covered 
Maternity care may include tests and services 
described elsewhere in the SBC (i.e. 
ultrasound.) 

Childbirth/delivery 
professional services 

No Charge Not Covered  ––––––––none–––––––– 

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 

Information 
Network Provider 

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

Childbirth/delivery facility 
services 

$250 Copay per Admission Not Covered  ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care No Charge Not Covered ––––––––none–––––––– 

Rehabilitation services 
Physician Office: $10 Copay per 
Visit/ Outpatient Rehab Center: 
$5 Copay per Visit 

Not Covered 

Coverage limited to 62 visits, including 30 
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 No Charge Not Covered 
Coverage limited to 90 days.  Prior 
Authorization may be required. Your 
benefits/services may be denied. 

Durable medical equipment No Charge Not Covered 

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age. Prior 
Authorization may be required. Your 
benefits/services may be denied.  

Hospice services No Charge Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

 

• Long-term care 
• Non-emergency care when traveling outside the 

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

• Pediatric glasses 
• Private-duty nursing 
• Routine eye care (Adult) 
• Routine foot care unless for treatment of diabetes 
• Weight loss programs 
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)  

• Acupuncture 
• Bariatric surgery 
• Chiropractic care - Limited to 62 visits 

• Hearing aids 

• Infertility treatment 
 

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

  
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 1-800-664-5295. 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 / No ] 
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.–––––––––––––––––––––– 

 

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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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 $0 
◼ Specialist Copayment $10 
◼ Hospital (facility) Copayment $250 
◼ 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 $0 

Copayments $300 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $360 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $0 
◼ Specialist Copayment $10 
◼ Hospital (facility) Copayment $250 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $0 

Copayments $1,000 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,020 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $0 
◼ Specialist Copayment $10 
◼ Hospital (facility) Copayment $250 
◼ Other Copayment $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 $0 

Copayments $100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $100 
 

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/


 

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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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $750 Per Person/$2,250 
Family. Out-of-Network: Combined with 
In-Network. 

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: $3,000 Per Person/$6,000 
Family.  Out-Of-Network: Combined 
with In-Network. 

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-
800-664-5295  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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

Value Choice Provider: No 
Charge, Deductible does not 
apply/ Primary Care Visits: $20 
Copay per Visit/ Virtual Visits: 
$20 Copay per Visit 

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: $20 
Copay per Visit/ Specialist: $35 
Copay per Visit/ Virtual Visits: 
$35 Copay per Visit 

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. 

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. 

If you have a test 

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 + 40% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

Physician Office: $35 Copay per 
Visit/ Independent Diagnostic 
Testing Center: $100 Copay per 
Visit 

Deductible + 40% 
Coinsurance 

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 

Information 
Network Provider 

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

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 

Generic drugs 
$10 Copay per Prescription at 
retail, $20 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 
$25 Copay per Prescription at 
retail, $50 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 
$60 Copay per Prescription at 
retail, $120 Copay per 
Prescription by mail 

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

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

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

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

If you have 
outpatient surgery 

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

Ambulatory Surgical Center: 
$100 Copay per Visit/ Hospital: 
$150 Copay per Visit 

Ambulatory Surgical 
Center: Deductible + 40% 
Coinsurance /Hospital: 
$350 Copay per Visit 

––––––––none–––––––– 

Physician/surgeon fees Deductible + 20% Coinsurance 

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

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care 
Physician Services: Deductible 
+ 20% Coinsurance/ Facility: 
$100 Copay per Visit 

Physician Services: In-
Network Deductible + 
20% Coinsurance/ 
Facility: $100 Copay per 
Visit 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 
 
 
 

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 

Information 
Network Provider 

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

Urgent care 

Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2; $35 Copay 
per remaining Visit/ Urgent Care 
Visits: $35 Copay per Visit 

$35 Copay per Visit  ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

$750 Copay per Admission 
Deductible + 40% 
Coinsurance 

Inpatient Rehab Services limited to 30 days.  

Physician/surgeon fees Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services $35 Copay per Visit 

Physician Office: 
Deductible + 40% 
Coinsurance/ Specialist 
Virtual Visits: Not 
Covered/ Hospital: $350 
Copay per Visit 

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

Inpatient services 
Physician Services: Deductible 
+ 20% Coinsurance / Hospital: 
$750 Copay per Admission 

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

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

If you are pregnant 

Office visits $35 Copay on initial Visit 
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–––––––– 

Childbirth/delivery facility 
services 

$750 Copay per Admission 
Deductible + 40% 
Coinsurance 

––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services $35 Copay per Visit 
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. 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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. 

Hospice services Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Acupuncture 
• Bariatric surgery 

 

• Chiropractic care - Limited to 35 visits 
• Hearing aids 

 

• 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 

https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
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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 1-800-664-5295. 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 / No ] 
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.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 $750 
◼ Specialist Copayment $35 
◼ Hospital (facility) Copayment $750 
◼ 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 $750 

Copayments $800 

Coinsurance $100 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $1,710 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $750 
◼ Specialist Copayment $35 
◼ Hospital (facility) Copayment $750 
◼ 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 $1,200 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,220 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $750 
◼ Specialist Copayment $35 
◼ Hospital (facility) Copayment $750 
◼ Other Copayment $100 

 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Example Cost $2,800 
  

In this example, Mia would pay: 

Cost Sharing 

Deductibles $750 

Copayments $300 

Coinsurance $200 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,250 
 

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/


 

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 
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: Not Applicable. Out-of-
Network: $500 Per Person/$1,500 
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: $1,500 Per Person/$3,000 
Family.  Out-Of-Network: $3,000 Per 
Person/$6,000 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-
800-664-5295 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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

Value Choice Provider: No 
Charge/ Primary Care Visits: 
$10 Copay per Visit/ Virtual 
Visits: No Charge 

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 
$20 Copay per Visit/ Virtual 
Visits: $20 Copay per Visit 

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. 

Preventive care/screening/ 
immunization 

No Charge 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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: $20 
Copay per Visit/ Independent 
Clinical Lab: No Charge/ 
Independent Diagnostic Testing 
Center: $50 Copay per Visit 

Deductible + 40% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

Physician Office: $20 Copay per 
Visit/ Independent Diagnostic 
Testing Center: $50 Copay per 
Visit 

Deductible + 40% 
Coinsurance 

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 

Information 
Network Provider 

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

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 

Generic drugs 
$10 Copay per Prescription at 
retail, $20 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 
$25 Copay per Prescription at 
retail, $50 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 
$60 Copay per Prescription at 
retail, $120 Copay per 
Prescription by mail 

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

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

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

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

If you have 
outpatient surgery 

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

Ambulatory Surgical Center: 
$50 Copay per Visit/ Hospital: 
$100 Copay per Visit 

Ambulatory Surgical 
Center: Deductible + 40% 
Coinsurance/ Hospital: 
$300 Copay per Visit 

––––––––none–––––––– 

Physician/surgeon fees 
Ambulatory Surgical Center: 
$20 Copay per Visit/ Hospital: 
No Charge 

Ambulatory Surgical 
Center: Deductible + 40% 
Coinsurance/ Hospital: No 
Charge, Deductible does 
not apply 

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care 
Physician Services: No Charge/ 
Facility: $50 Copay per Visit 

Physician Services: No 
Charge/ Facility: $50 
Copay per Visit 

 ––––––––none–––––––– 

Emergency medical 
transportation 

No Charge No Charge  ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge - Visits 1-2; $20 Copay 
per remaining Visit/ Urgent Care 
Visits: $20 Copay per Visit 

$20 Copay per Visit  ––––––––none–––––––– 

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 

Information 
Network Provider 

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

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

$250 Copay per Admission 
$750 Copay per 
Admission 

Inpatient Rehab Services limited to 30 days. 

Physician/surgeon fees No Charge 
No Charge, Deductible 
does not apply 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services 

Specialist Virtual Visits: $20 
Copay per Visit / Physician 
Office: $20 Copay per Visit / 
Hospital: $100 Copay per Visit 

Physician Office: 40% 
Coinsurance/ Specialist 
Virtual Visits: Not 
Covered/ Hospital: $300 
Copay per Visit 

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

Inpatient services 
Physician Services: No Charge / 
Hospital: $250 Copay per 
Admission 

Physician Services: No 
Charge, Deductible does 
not apply/ Hospital: $750 
Copay per Admission 

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

If you are pregnant 

Office visits $20 Copay on initial Visit 
Deductible + 40% 
Coinsurance 

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

Childbirth/delivery 
professional services 

No Charge 
No Charge, Deductible 
does not apply 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

$250 Copay per Admission 
$750 Copay per 
Admission 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care No Charge 
Deductible + 40% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services $20 Copay per Visit 
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 No Charge 
Deductible + 40% 
Coinsurance 

Coverage limited to 60 days. 

Durable medical equipment No Charge 
Deductible + 40% 
Coinsurance 

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

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

Hospice services No Charge 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Acupuncture 
• Bariatric surgery 
• Chiropractic care - Limited to 35 visits 

• Hearing aids 
• Infertility treatment 

 

• 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 1-800-664-5295. 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. 

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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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 / No ] 
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.–––––––––––––––––––––– 
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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 $0 
◼ Specialist Copayment $20 
◼ Hospital (facility) Copayment $250 
◼ 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 $0 

Copayments $300 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $360 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $0 
◼ Specialist Copayment $20 
◼ Hospital (facility) Copayment $250 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $0 

Copayments $1,100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,120 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $0 
◼ Specialist Copayment $20 
◼ Hospital (facility) Copayment $250 
◼ Other Copayment $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 $0 

Copayments $200 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $200 
 

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/


 

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. 

 

 



 

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. 

 

 



 

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. 

 



 

 

BlueOptions 03769 Coverage Period: 10/01/2025 - 09/30/2026 

with Rx $5/$35/$35 
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: 3077443 

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.[insert].com.  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.[insert].com or call 1-800-352-2583 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $500 Per Person/$1,500 
Family. Out-of-Network: Combined with 
In-Network. 

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. $300 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: $1,500 Per Person/$4,500 
Family.  Out-Of-Network: Combined 
with In-Network. 

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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

Value Choice Provider: No 
Charge, Deductible does not 
apply/ Primary Care Visits: $15 
Copay per Visit/ Virtual Visits: 
$15 Copay per Visit 

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: $15 
Copay per Visit/ Specialist: $15 
Copay per Visit/ Virtual Visits: 
$15 Copay per Visit 

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. 

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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: No 
Charge, Deductible does not 
apply / Independent Clinical 
Lab: No Charge, Deductible 
does not apply/ Independent 
Diagnostic Testing Center: $15 
Copay per Visit 

Deductible + 40% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

$15 Copay per Visit 
Deductible + 40% 
Coinsurance 

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 

Information 
Network Provider 

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

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 

Generic drugs 
$5 Copay per Prescription at 
retail, $10 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 
$35 Copay per Prescription at 
retail, $70 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 
$35 Copay per Prescription at 
retail, $70 Copay per 
Prescription by mail 

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

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

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

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

If you have 
outpatient surgery 

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

Deductible + 20% Coinsurance 
Per Admission Deductible 
+ Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care Deductible + 20% Coinsurance 

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

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2;$15 Copay per 
remaining Visit/ Urgent Care 
Visits: $15 Copay per Visit 

$15 Copay per Visit  ––––––––none–––––––– 

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 

Information 
Network Provider 

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

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 20% Coinsurance 
Per Admission Deductible 
+ Deductible + 40% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

Physician/surgeon fees Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services 

Specialist Virtual Visits: $15 
Copay per Visit / Physician 
Office: $15 Copay per Visit / 
Hospital: Deductible + 20% 
Coinsurance 

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

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

Inpatient services Deductible + 20% Coinsurance 

Physician Services: 
Deductible + 20% 
Coinsurance/ Hospital: 
Per Admission Deductible 
+ Deductible + 40% 
Coinsurance 

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

If you are pregnant 

Office visits $15 Copay on initial Visit 
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 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

Deductible + 20% Coinsurance 
Per Admission Deductible 
+ Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services 
Physician Office: $15 Copay per 
Visit/ Outpatient Rehab Center: 
Deductible + 20% Coinsurance 

Deductible + 40% 
Coinsurance 

Coverage limited to 54 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. 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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. 

Hospice services Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Acupuncture 
• Bariatric surgery 

• Chiropractic care - Limited to 54 visits 

• Hearing aids 

• Infertility treatment 
• 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 

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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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 / No ] 
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.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 $500 
◼ Specialist Copayment $15 
◼ 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 $500 

Copayments $20 

Coinsurance $1,000 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $1,580 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $500 
◼ Specialist Copayment $15 
◼ 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 $1,200 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,220 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $500 
◼ Specialist Copayment $15 
◼ 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 $500 

Copayments $200 

Coinsurance $100 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $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/
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $1,650 Per Person. Out-of-
Network: $3,000 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.6 

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: $1,650 Per Person. Out-Of-
Network: $6,000 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-
800-664-5295  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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

No Charge after Deductible/ 
Virtual Visits: No Charge after 
Deductible 

Deductible + 20% 
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 
No Charge after Deductible/ 
Virtual Visits: No Charge after 
Deductible 

Deductible + 20% 
Coinsurance/ Virtual 
Visits: Not Covered 

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

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

20% 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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

If you need drugs 
to treat your 
illness or 
condition 
More information 

about prescription 

drug coverage is 

available at 

https://www.floridabl

Generic drugs No Charge after Deductible 
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 No Charge after Deductible 
In-Network Deductible + 
50% Coinsurance 

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

Non-preferred brand drugs No Charge after Deductible 
In-Network Deductible + 
50% Coinsurance 

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

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 

Information 
Network Provider 

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

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. 

If you have 
outpatient surgery 

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

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees No Charge after Deductible 

Ambulatory Surgical 
Center: Deductible + 20% 
Coinsurance/ Hospital: No 
Charge after In-Network 
Deductible 

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Emergency medical 
transportation 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Urgent care No Charge after Deductible 
No Charge after 
Deductible 

 ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

Physician/surgeon fees No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services No Charge after Deductible 
Deductible + 20% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered 

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

Inpatient services No Charge after Deductible 

Physician Services: No 
Charge after In-Network 
Deductible/ Hospital: 
Deductible + 20% 
Coinsurance 

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

If you are pregnant Office visits No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

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 

Information 
Network Provider 

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

Childbirth/delivery 
professional services 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services No Charge after Deductible 
Deductible + 20% 
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 No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Coverage limited to 60 days.  

Durable medical equipment No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

Hospice services No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

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

• Acupuncture 
• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 
•  

• 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 1-800-664-5295. 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 / No ] 
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.–––––––––––––––––––––– 

 

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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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 $1,650 
◼ Specialist No Charge $0 
◼ Hospital (facility) No Charge $0 
◼ 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 $1,650 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $1,710 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $1,650 
◼ Specialist No Charge $0 
◼ Hospital (facility) No Charge $0 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $1,650 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,670 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $1,650 
◼ Specialist No Charge $0 
◼ Hospital (facility) No Charge $0 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Example Cost $2,800 
  

In this example, Mia would pay: 

Cost Sharing 

Deductibles $1,650 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,650 
 

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/
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $3,300 Per Person/$3,300 
Family. Out-of-Network: $6,000 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 policy, the overall family 
deductible must be met before the plan begins to pay.6 

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: $3,300 Per Person/$3,300 
Family.  Out-Of-Network: $12,000 Per 
Person/$12,000 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, 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-
800-664-5295  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.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm


 

  2 of 6 

 SBCID: 2970321 

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

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

No Charge after Deductible/ 
Virtual Visits: No Charge after 
Deductible 

Deductible + 20% 
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 
No Charge after Deductible/ 
Virtual Visits: No Charge after 
Deductible 

Deductible + 20% 
Coinsurance/ Virtual 
Visits: Not Covered 

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

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

20% 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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

If you need drugs 
to treat your 
illness or 
condition 
More information 

about prescription 

drug coverage is 

available at 

https://www.floridabl

Generic drugs No Charge after Deductible 
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 No Charge after Deductible 
In-Network Deductible + 
50% Coinsurance 

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

Non-preferred brand drugs No Charge after Deductible 
In-Network Deductible + 
50% Coinsurance 

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

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 

Information 
Network Provider 

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

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. 

If you have 
outpatient surgery 

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

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees No Charge after Deductible 

Ambulatory Surgical 
Center: Deductible + 20% 
Coinsurance/ Hospital: No 
Charge after In-Network 
Deductible 

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Emergency medical 
transportation 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Urgent care No Charge after Deductible 
No Charge after 
Deductible 

 ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

Physician/surgeon fees No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services No Charge after Deductible 
Deductible + 20% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered 

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

Inpatient services No Charge after Deductible 

Physician Services: No 
Charge after In-Network 
Deductible/ Hospital: 
Deductible + 20% 
Coinsurance 

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

If you are pregnant Office visits No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

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 6 
  For more information about limitations and exceptions, see the plan or policy document at www.[insert].com.  
 
 SBCID: 2970321 
 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

Childbirth/delivery 
professional services 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services No Charge after Deductible 
Deductible + 20% 
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 No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Coverage limited to 60 days.  

Durable medical equipment No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

Hospice services No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

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

• Acupuncture 
• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 
•  

• 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 1-800-664-5295. 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 / No ] 
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.–––––––––––––––––––––– 

 

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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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 $3,300 
◼ Specialist No Charge $0 
◼ Hospital (facility) No Charge $0 
◼ 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 $3,300 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $3,360 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $3,300 
◼ Specialist No Charge $0 
◼ Hospital (facility) No Charge $0 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $3,300 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $3,220 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $3,300 
◼ Specialist No Charge $0 
◼ Hospital (facility) No Charge $0 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Example Cost $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/
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $5,000 Per Person. Out-of-
Network: $10,000 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: $6,550 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-
800-664-5295  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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

Value Choice Provider: No 
Charge after Deductible/ 
Primary Care Visits: Deductible 
+ 10% Coinsurance/ Virtual 
Visits: Deductible + 10% 
Coinsurance 

Deductible + 20% 
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 + 10% 
Coinsurance/ Virtual Visits: 
Deductible + 10% Coinsurance 

Deductible + 20% 
Coinsurance/ Virtual 
Visits: Not Covered 

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

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

20% 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. 

If you have a test 

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 + 10% 
Coinsurance 

Deductible + 20% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

Deductible + 10% Coinsurance 
Deductible + 20% 
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 

Information 
Network Provider 

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

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 

Generic drugs Deductible + 10% Coinsurance 
In-Network Deductible + 
10% 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 + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

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

Non-preferred brand drugs Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

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

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

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

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

If you have 
outpatient surgery 

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

Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees Deductible + 10% Coinsurance 

Ambulatory Surgical 
Center: Deductible + 20% 
Coinsurance / Hospital: 
In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge after Deductible/ Urgent 
Care Visits: Deductible + 10% 
Coinsurance 

In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

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 

Information 
Network Provider 

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

Physician/surgeon fees Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered 

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

Inpatient services Deductible + 10% Coinsurance 

Physician Services: In-
Network Deductible + 
10% Coinsurance/ 
Hospital: Deductible + 
20% Coinsurance 

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

If you are pregnant 

Office visits Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

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

Childbirth/delivery 
professional services 

Deductible + 10% Coinsurance Not Covered  ––––––––none–––––––– 

Childbirth/delivery facility 
services 

Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services Deductible + 10% Coinsurance 
Deductible + 20% 
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 + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

Coverage limited to 60 days.  

Durable medical equipment Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

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

Hospice services Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

Children’s eye exam Not Covered Not Covered Not Covered 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

If your child needs 
dental or eye care 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered Not Covered Not Covered 
 

Excluded Services & Other Covered Services: 
  

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

• Acupuncture 
• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 
• 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 1-800-664-5295. 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. 

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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Does this plan meet the Minimum Value Standards?  [ Yes / No ] 
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.–––––––––––––––––––––– 
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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 Coinsurance 10% 
◼ Hospital (facility) Coinsurance 10% 
◼ 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 $0 

Coinsurance $800 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $5,860 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $5,000 
◼ Specialist Coinsurance 10% 
◼ Hospital (facility) Coinsurance 10% 
◼ Other Coinsurance 10% 

 
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 $5,000 

Copayments $0 

Coinsurance $40 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $5,060 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $5,000 
◼ Specialist Coinsurance 10% 
◼ Hospital (facility) Coinsurance 10% 
◼ Other Coinsurance 10% 

 
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/


 

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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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $10,000 Per Person/$10,000 
Family. Out-of-Network: $20,000 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: $13,100 Per person/$13,100 
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/pro
vidersearch/pub/index.htm or call 1-800-
664-5295  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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

Value Choice Provider: No 
Charge after Deductible/ 
Primary Care Visits: Deductible 
+ 10% Coinsurance/ Virtual 
Visits: Deductible + 10% 
Coinsurance 

Deductible + 20% 
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 + 10% 
Coinsurance/ Virtual Visits: 
Deductible + 10% Coinsurance 

Deductible + 20% 
Coinsurance/ Virtual 
Visits: Not Covered 

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

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

20% 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. 

If you have a test 

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 + 10% 
Coinsurance 

Deductible + 20% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

Deductible + 10% Coinsurance 
Deductible + 20% 
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 

Information 
Network Provider 

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

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 

Generic drugs Deductible + 10% Coinsurance 
In-Network Deductible + 
10% 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 + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

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

Non-preferred brand drugs Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

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

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

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

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

If you have 
outpatient surgery 

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

Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees Deductible + 10% Coinsurance 

Ambulatory Surgical 
Center: Deductible + 20% 
Coinsurance/ Hospital: In-
Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge after Deductible/ Urgent 
Care Visits: Deductible + 10% 
Coinsurance 

In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

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 

Information 
Network Provider 

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

Physician/surgeon fees Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered 

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

Inpatient services Deductible + 10% Coinsurance 

Physician Services: In-
Network Deductible + 
10% Coinsurance/ 
Hospital: Deductible + 
20% Coinsurance 

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

If you are pregnant 

Office visits Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

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

Childbirth/delivery 
professional services 

Deductible + 10% Coinsurance 
In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services Deductible + 10% Coinsurance 
Deductible + 20% 
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 + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

Coverage limited to 60 days.  

Durable medical equipment Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

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

Hospice services Deductible + 10% Coinsurance 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

Children’s eye exam Not Covered Not Covered Not Covered 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

If your child needs 
dental or eye care 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered Not Covered Not Covered 
 

Excluded Services & Other Covered Services: 
  

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

• Acupuncture 
• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 
• 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 1-800-664-5295. 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. 

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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Does this plan meet the Minimum Value Standards?  [ Yes / No ] 
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.–––––––––––––––––––––– 
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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 $10,000 
◼ Specialist Coinsurance 10% 
◼ Hospital (facility) Coinsurance 10% 
◼ 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 $10,000 

Copayments $0 

Coinsurance $800 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $10,860 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $10,000 
◼ Specialist Coinsurance 10% 
◼ Hospital (facility) Coinsurance 10% 
◼ Other Coinsurance 10% 

 
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 $10,600 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $10,000 

Copayments $0 

Coinsurance $40 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $10,060 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $10,000 
◼ Specialist Coinsurance 10% 
◼ Hospital (facility) Coinsurance 10% 
◼ Other Coinsurance 10% 

 
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/
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $2,500 Per Person. Out-of-
Network: $5,000 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: $2,500 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-
800-664-5295  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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

Value Choice Provider: No 
Charge after Deductible/ 
Primary Care Visits: No Charge 
after Deductible / Virtual Visits: 
No Charge after Deductible 

Deductible + 20% 
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: No Charge after 
Deductible / Virtual Visits: No 
Charge after Deductible 

Deductible +20% 
Coinsurance/ Virtual 
Visits: Not Covered 

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

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

20% 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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: No 
Charge after Deductible/ 
Independent Clinical Lab: No 
Charge after Deductible/ 
Independent Diagnostic Testing 
Center: No Charge after 
Deductible 

Deductible + 20% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

No Charge after Deductible 
Deductible + 20% 
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 

Information 
Network Provider 

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

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 

Generic drugs No Charge after Deductible In-Network Deductible 

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 No Charge after Deductible In-Network Deductible 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

Non-preferred brand drugs No Charge after Deductible In-Network Deductible 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

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

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

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

If you have 
outpatient surgery 

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

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

––––––––none–––––––– 

Physician/surgeon fees No Charge after Deductible 

Ambulatory Surgical 
Center: Deductible + 20% 
Coinsurance/ Hospital: No 
Charge after In-Network 
Deductible 

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Emergency medical 
transportation 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Urgent care No Charge after Deductible 
No Charge after 
Deductible 

 ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Inpatient Rehab Services limited to 30 days.  

Physician/surgeon fees No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

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 

Information 
Network Provider 

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

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services No Charge after Deductible 
Deductible + 20% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered 

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

Inpatient services No Charge after Deductible 

Physician Services: No 
Charge after In-Network 
Deductible/ Hospital: 
Deductible + 20% 
Coinsurance 

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

If you are pregnant 

Office visits No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

Childbirth/delivery 
professional services 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services No Charge after Deductible 
Deductible + 20% 
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 No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Coverage limited to 60 days. 

Durable medical equipment No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

Hospice services No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered Not Covered Not Covered 
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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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Acupuncture 

• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 

• 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 1-800-664-5295. 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 / No ] 
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.–––––––––––––––––––––– 

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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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 $2,500 
◼ Specialist Coinsurance 10% 
◼ Hospital (facility) No Charge $0 
◼ 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 $2,500 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $2,560 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $2,500 
◼ Specialist Coinsurance 10% 
◼ Hospital (facility) No Charge $0 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $2,500 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $2,520 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $2,500 
◼ Specialist Coinsurance 10% 
◼ Hospital (facility) No Charge $0 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Example Cost $2,800 
  

In this example, Mia would pay: 

Cost Sharing 

Deductibles $2,500 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $2,500 
 

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.  
 
 

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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $5,000 Per Person/$5,000 
Family. Out-of-Network: $10,000 Per 
Person/$10,000 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 policy, the overall family 
deductible must be met before the plan begins to pay.6 

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/$5,000 
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, 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-
800-664-5295 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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

No Charge after Deductible/ 
Virtual Visits: No Charge after 
Deductible 

Deductible + 20% 
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 
No Charge after Deductible/ 
Virtual Visits: No Charge after 
Deductible 

Deductible + 20% 
Coinsurance/ Virtual 
Visits: Not Covered 

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

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

20% 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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

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-

Generic drugs No Charge after Deductible In-Network Deductible 

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 No Charge after Deductible In-Network Deductible 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

Non-preferred brand drugs No Charge after Deductible In-Network Deductible 

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

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 

Information 
Network Provider 

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

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. 

If you have 
outpatient surgery 

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

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees No Charge after Deductible 

Ambulatory Surgical 
Center: Deductible + 20% 
Coinsurance/ Hospital: No 
Charge after In-Network 
Deductible 

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Emergency medical 
transportation 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Urgent care No Charge after Deductible 
No Charge after 
Deductible 

 ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

Physician/surgeon fees No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services No Charge after Deductible 
Deductible + 20% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered 

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

Inpatient services No Charge after Deductible 

Physician Services: No 
Charge after In-Network 
Deductible/ Hospital: 
Deductible + 20% 
Coinsurance 

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

If you are pregnant Office visits No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

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 

Information 
Network Provider 

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

Childbirth/delivery 
professional services 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services No Charge after Deductible 
Deductible + 20% 
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 No Charge after Deductible 
Deductible + 20% 
Coinsurance 

Coverage limited to 60 days. 

Durable medical equipment No Charge after Deductible 
Deductible + 20% 
Coinsurance 

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

Hospice services No Charge after Deductible 
Deductible + 20% 
Coinsurance 

 ––––––––none–––––––– 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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 

  



    5 of 6 
  For more information about limitations and exceptions, see the plan or policy document at www.[insert].com.  
 
 SBCID: 2972027 
 

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

• Acupuncture 

• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 

• 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 1-800-664-5295. 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 / No ] 
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.–––––––––––––––––––––– 

 

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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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 No Charge $0 
◼ Hospital (facility) No Charge $0 
◼ 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 $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $5,060 

 

 
 
 
 
 
 
 

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

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $5,000 

Copayments $0 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $5,020 

 

 
 
 
 
 
   

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

 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Example Cost $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/
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $1,500 Per Person/$4,500 
Family. Out-of-Network: $3,000 Per 
Person/$9,000 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: $3,000 Per Person/$6,000 
Family.  Out-Of-Network: $5,000 Per 
Person/$10,000 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-
800-664-5295 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.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. 

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

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: 
$25 Copay per Visit 

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: $25 
Copay per Visit/ Specialist: $75 
Copay per Visit/ Virtual Visits: 
$75 Copay per Visit 

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. 

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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: $25 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: Deductible + 20% 
Coinsurance 

Deductible + 40% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

Physician Office: $75 Copay per 
Visit/ Independent Diagnostic 
Testing Center: Deductible + 
20% Coinsurance 

Deductible + 40% 
Coinsurance 

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 

Information 
Network Provider 

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

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 

Generic drugs 
$10 Copay per Prescription at 
retail, $20 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 
$35 Copay per Prescription at 
retail, $70 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 
$70 Copay per Prescription at 
retail, $140 Copay per 
Prescription by mail 

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

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

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

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

If you have 
outpatient surgery 

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

Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees Deductible + 20% Coinsurance 

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

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2; $75 Copay 
per remaining Visit/ Urgent Care 
Visits: $75 Copay per Visit 

$75 Copay per Visit  ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

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 

Information 
Network Provider 

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

Physician/surgeon fees Deductible + 20% Coinsurance 

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

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services 

Specialist Virtual Visits: $75 
Copay per Visit / Physician 
Office: $75 Copay per Visit / 
Hospital: Deductible + 20% 
Coinsurance 

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

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

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. 

If you are pregnant 

Office visits $75 Copay on initial Visit 
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–––––––– 

Childbirth/delivery facility 
services 

Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services 
Physician Office: $75 Copay per 
Visit/ Outpatient Rehab Center: 
$50 Copay per Visit 

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. 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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. 

Hospice services Deductible + 20% Coinsurance 
Deductible + 40% 
Coinsurance 

 ––––––––none–––––––– 

If your child needs 
dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered 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.) 

• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Acupuncture 
• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 

• 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 1-800-664-5295. 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 

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 / No ] 
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.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 $1,500 
◼ Specialist Copayment $75 
◼ 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 $1,500 

Copayments $90 

Coinsurance $1,400 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $3,050 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $1,500 
◼ Specialist Copayment $75 
◼ 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 $1,600 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,620 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $1,500 
◼ Specialist Copayment $75 
◼ 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 $1,500 

Copayments $400 

Coinsurance $90 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,990 
 

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/
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $7,350 Per Person/$14,700 
Family. Out-of-Network: $14,700 Per 
Person/$29,400 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 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: $7,350 Per Person/$14,700 
Family.  Out-Of-Network: $15,700 Per 
Person/$30,400 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-
800-664-5295  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.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm


 

  2 of 7 

 SBCID: 2972061 

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

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

Value Choice Provider: No 
Charge, Deductible does not 
apply/ Primary Care Visits: $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. 

Specialist visit 

Value Choice Specialist: $45 
Copay per Visit/ Specialist: $90 
Copay per Visit/ Virtual Visits: 
$90 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. 

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. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: $45 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: $75 Copay per Visit 

Deductible + 50% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

No Charge after Deductible 
Deductible + 50% 
Coinsurance 

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 

Information 
Network Provider 

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

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 

Generic drugs 
$10 Copay per Prescription at 
retail, $30 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, $180 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 
$100 Copay per Prescription at 
retail, $300 Copay per 
Prescription by mail 

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

Specialty drugs 
$120 Copay per Prescription at 
retail, 

50% Coinsurance 
Up to 30 day supply for retail. Not covered 
through Mail Order. 

If you have 
outpatient surgery 

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

No Charge after Deductible 
Deductible + 50% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees 
No Charge, Deductible does not 
apply 

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

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Emergency medical 
transportation 

No Charge after Deductible 
No Charge after In-
Network Deductible 

 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2; $90 Copay 
per remaining Visit/ Urgent Care 
Visits: $90 Copay per Visit 

$90 Copay per Visit  ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

No Charge after Deductible 
Deductible + 50% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

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 

Information 
Network Provider 

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

Physician/surgeon fees No Charge after Deductible 
In-Network Deductible + 
50% Coinsurance 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services 

Specialist Virtual Visits: $90 
Copay per Visit / Physician 
Office: $90 Copay per Visit / 
Hospital: No Charge after 
Deductible 

50% Coinsurance/ 
Specialist Virtual Visits: 
Not Covered 

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

Inpatient services No Charge after Deductible 

Physician Services No 
Charge after In-Network 
Deductible / Hospital: 
50% Coinsurance 

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

If you are pregnant 

Office visits $90 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 

No Charge after Deductible 
In-Network Deductible + 
50% Coinsurance 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

No Charge after Deductible 
Deductible + 50% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care No Charge after Deductible 
Deductible + 50% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services $90 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 No Charge after Deductible 
Deductible + 50% 
Coinsurance 

Coverage limited to 60 days. 

Durable medical equipment No Charge after Deductible 
Deductible + 50% 
Coinsurance 

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

Hospice services No Charge after Deductible 
Deductible + 50% 
Coinsurance 

 ––––––––none–––––––– 

Children’s eye exam Not Covered Not Covered Not Covered 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

If your child needs 
dental or eye care 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered Not Covered Not Covered 
 

Excluded Services & Other Covered Services: 
  

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

• Acupuncture 
• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 
• 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 1-800-664-5295. 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. 

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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Does this plan meet the Minimum Value Standards?  [ Yes / No ] 
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.–––––––––––––––––––––– 
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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 $7,350 
◼ Specialist Copayment $90 
◼ Hospital (facility) No Charge $0 
◼ 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 $7,300 

Copayments $90 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $7,450 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $7,350 
◼ Specialist Copayment $90 
◼ Hospital (facility) No Charge $0 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $0 

Copayments $2,100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $2,120 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $7,350 
◼ Specialist Copayment $90 
◼ Hospital (facility) No Charge $0 
◼ Other No Charge $0 

 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Example Cost $2,800 
  

In this example, Mia would pay: 

Cost Sharing 

Deductibles $1,300 

Copayments $400 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,700 
 

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/
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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.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $2,000 Per Person. Out-of-
Network: $6,000 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: $6,350 Per Person/$12,800 
Family.  Out-Of-Network: $12,800 Per 
Person/$25,600 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-
800-664-5295 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.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm


 

  2 of 7 

 SBCID: 2972160 

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

 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

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: 
$35 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. 

Specialist visit 

Value Choice Specialist: $20 
Copay per Visit/ Specialist: $75 
Copay per Visit/ Virtual Visits: 
$75 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. 

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. 

If you have a test 

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. 

Imaging (CT/PET scans, 
MRIs)  

Physician Office: Deductible + 
50% Coinsurance/ Independent 
Diagnostic Testing Center: $200 
Copay per Visit 

Deductible + 50% 
Coinsurance 

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 

Information 
Network Provider 

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

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 

Generic drugs 
$10 Copay per Prescription at 
retail, $30 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, $180 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 
$100 Copay per Prescription at 
retail, $300 Copay per 
Prescription by mail 

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

Specialty drugs 
$120 Copay per Prescription at 
retail, 

50% Coinsurance 
Up to 30 day supply for retail. Not covered 
through Mail Order. 

If you have 
outpatient surgery 

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

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

Deductible + 50% 
Coinsurance 

 ––––––––none–––––––– 

Physician/surgeon fees Deductible + 50% Coinsurance 

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

 ––––––––none–––––––– 

If you need 
immediate medical 
attention 

Emergency room care Deductible + 50% Coinsurance 
In-Network Deductible + 
50% Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 50% Coinsurance 
In-Network Deductible + 
50% Coinsurance 

 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge, Deductible does not 
apply - Visits 1-2; $75 Copay 
per Visit / Urgent Care Visits: 
$75 Copay per Visit 

$75 Copay per Visit  ––––––––none–––––––– 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

$2,000 Copay per Admission 
Deductible + 50% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

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 

Information 
Network Provider 

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

Physician/surgeon fees Deductible + 50% Coinsurance 
In-Network Deductible + 
50% Coinsurance 

 ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or 
substance abuse 
services 

Outpatient services 

Specialist Virtual Visits: $75 
Copay per Visit / Physician 
Office: $75 Copay per Visit / 
Hospital: $300 Copay per Visit 

50% Coinsurance/ 
Specialist Virtual Visits: 
Not Covered 

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

Inpatient services 

Physician Services: No Charge, 
Deductible does not apply / 
Hospital: $2,000 Copay per 
Admission 

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

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

If you are pregnant 

Office visits $75 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–––––––– 

Childbirth/delivery facility 
services 

$2,000 Copay per Admission 
Deductible + 50% 
Coinsurance 

 ––––––––none–––––––– 

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 50% Coinsurance 
Deductible + 50% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services $75 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 + 50% Coinsurance 
Deductible + 50% 
Coinsurance 

Coverage limited to 60 days. 

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. 

Hospice services Deductible + 50% Coinsurance 
Deductible + 50% 
Coinsurance 

 ––––––––none–––––––– 

Children’s eye exam Not Covered Not Covered Not Covered 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

If your child needs 
dental or eye care 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-up Not Covered Not Covered Not Covered 
 

Excluded Services & Other Covered Services: 
  

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

• Acupuncture 
• Cosmetic surgery 
• Dental care (Adult) 
• Habilitation services 

• 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.)  

• Bariatric surgery 

• Chiropractic care - Limited to 35 visits 

• Hearing aids 
• 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 1-800-664-5295. 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. 

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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Does this plan meet the Minimum Value Standards?  [ Yes / No ] 
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.–––––––––––––––––––––– 
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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 $75 
◼ Hospital (facility) Copayment $2,000 
◼ 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 $2,100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $3,560 

 

 
 
 
 
 
 
 

◼ The plan’s overall deductible $2,000 
◼ Specialist Copayment $75 
◼ Hospital (facility) Copayment $2,000 
◼ 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 $2,100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $2,120 

 

 
 
 
 
 
   

◼ The plan’s overall deductible $2,000 
◼ Specialist Copayment $75 
◼ Hospital (facility) Copayment $2,000 
◼ 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 $2,000 

Copayments $400 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $2,400 
 

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/


 

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. 

 

 



 

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. 

 

 



 

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. 

 



Oral Health for Overall HealthSM 

When you have medical and dental coverage with Florida Blue, you are 
automatically enrolled in our Oral Health for Overall Health program, if you 
have a qualifying medical condition.3 

There is no extra cost to participate 

Benefits are covered 100%, with no deductibles or coinsurance when visiting 
a participating provider 

Benefits don’t apply to your annual maximum 

There are no waiting periods 

Benefit Summary 
BlueDental ChoiceSM  Plus 
A healthy mouth can have a positive impact on your overall health, especially if you’ve been diagnosed with certain 
medical conditions. Gum disease and tooth decay can even make some health conditions worse. Taking care of 
your teeth and gums now can save time, pain and money later on. A BlueDental Choice plan can help improve your 
overall health. 

Go ahead and smile— 
you can afford to 
Our low cost, flexible BlueDental Choice Plus plan 
stresses preventive care and offers many valuable 
benefits, including major restorative services. 
You can choose any dentist, in or out of network; 
however, using a dentist in our network offers you 
richer benefits. 

To find a dentist in our BlueDental Choice network, visit floridabluedental.com/find-a-dentist and select 
BlueDental Choice from the Plan Type list. 

Questions? 
Our Customer Service Associates can help! Just call 1-888-223-4892, Monday through Friday, 8:00 a.m. to 
8:00 p.m., or visit floridabluedental.com. 

Choice Plus plan benefits 
Access to a large PPO dental network1 in 
Florida and nationwide 

Discounts on braces and cosmetic dental work2 

No claim forms to file when visiting a 
participating dentist 

No referrals or authorizations when you need 
to see a specialist 



BlueDental Choice Plus
Benefit Summary 

Group Name:  Public Risk Management Plan 3 – Economy 

Plan     Group Anniversary Date: 10/1 /25

Deductible 
No Deductible for Preventive Services (or ortho if selected) 
Per Person Per Calendar Year 
Per Family Per Calendar Year 

In-Network 

$ 50 
$   100 

Out-of-Network 

$ 50 
$   100 

Amounts used to satisfy the in-network deductible also satisfy the out-of-network deductible and amounts used to satisfy the out-of-network deductible 
also satisfy the in-network deductible. 

We Pay* You Pay* We Pay* You Pay** 
Preventive Services        100%   0%          70%  30% 
Basic Services          80%  20%          50%  50% 
Major Services          50%  50%          30%  70% 
Periodic Oral Evaluation (0120) Preventive 
Comprehensive Oral Evaluation (0150) Preventive 
Bitewing X-rays, two films (0272)  Preventive 
Cleanings – Adult/Child (1110, 1120) Preventive 
Fluoride Treatment – Child (1206, 1208) Preventive 
Office Visits (9430) Preventive 
Space Maintainers – fixed – unilateral (1510)  Preventive 
X-rays - Intraoral/Complete Series (0210)     Preventive 
Sealant – per tooth (1351)     Preventive 
Amalgam Restorations (Silver Fillings) (2140) Basic 
Resin-Based Restorations – Anterior (2330) Basic 
Extractions – Routine and Surgical (7140) Basic 
Root Canal Molar (3330)      Basic 
Periodontal Scaling & Root Planing – per quad (4341)  Basic 
Osseous Surgery – 4 or more contiguous teeth (4260)  Major 
Crowns – Porcelain fused to noble metal (2752) Major 
Complete Dentures (5110, 5120) Major 
Pontic – Porcelain fused to noble metal (6242) Major 
Partial Dentures (5213, 5214) Major 
Surgical placement of implant body – endosteal implant (6010) Major 
Implant supported porcelain fused to metal crown (titanium,
high noble metal) (6066)

Major 

Orthodontia Services 
BlueDental Coverage      N/A     N/A 

Waiting Periods 
Major Service Benefits 
Orthodontia Benefits 

       None 
 N/A 

Maximum Benefits 
Plan Year (per person) 

Lifetime Orthodontia (per person) 

$1000 

   N/A 

$1000 

   N/A 

The amount of benefits payable is limited to the in-network maximums. In-network maximums apply toward the out-of-network maximums and out-of- 
network maximum apply to the in-network maximums. 
Dental Rollover  No 

The information provided above is a summary of benefits. It is intended to highlight key points of the Dental Plan and is provided to the employee as an 
aid in deciding whether to enroll in the Plan. This summary should in no way be construed as part of the contract. Possession of this summary in no way 
implies coverage nor does it guarantee benefits under the plan. Some limitations and exclusions may apply. 



The Group Dental Benefit Plan established and maintained by the above-named entity is self-insured.  Florida Combined Life Insurance Company, Inc. provides 
administrative claims payment services only and does not assume any financial risk or obligation with respect to claims. 

*Percentage of allowable charge. 
**Payment is based on the 90th percentile of U&C 

***The majority of dentists’ fees are within our allowed charges, however, you will be responsible for any fees in excess of the allowed amount. 
 
Note: Non-Participating Dentists may charge fees in excess of our Fee Schedule and may bill you for the difference. 
Florida Combined Life Insurance Company, Inc. (FCL) is an affiliate of Blue Cross Blue Shield of Florida, Inc. (BCBSF). BCBSF and FCL are 
Independent licensees of the Blue Cross and Blue Shield Association. 

22243-1118 BlueDental Choice Plus 



BlueDental Choice Plus 
Limitations and Exclusions 
Limitations: 
1. Any retreatment of root canals are payable one (1) year after completion 

date of root canal therapy. 
2. Restorations made of amalgam, silicate, acrylic, and composite 

materials to restore diseased teeth are only payable on the same tooth 
surface once every twelve (12) consecutive months. 

3. The gingivectomy or gingivoplasty per quadrant allowance will be paid 
when two or more teeth are billed on the same date of service, same 
quadrant. 

4. Sealants are limited to the first and second molars for primary teeth 
and the bicuspids and molars for the permanent teeth of dependent 
children. 

5. General anesthesia and intravenous sedation is payable only if given in 
connection with covered surgical procedures. 

6. Periodontal services are limited to insureds age eighteen (18) and older. 
7. Services performed outside the United States, its territories and 

possessions are not covered, except for palliative emergency treatment. 
8. Multiple amalgam or composite restorations on one surface will be 

considered one restoration. The allowance includes insulating base and 
local anesthesia. 

9. All fixed prosthetics are billable upon the seat/insertion date. 
10. All removable prosthetics are billable upon final delivery. 

 
Exclusions: 
1. Services or supplies which are not medically necessary according to 

accepted standards of dental practice, as determined by our consulting 
dentists, or which are not recommended or approved by the attending 
dentist. 

2. Charges for services or supplies when billed by other than a dentist. 
3. Benefits for services rendered by a member of an employee’s family, 

(his spouse and the children, brothers, sisters and parents of either the 
employee or his spouse). 

4. Services rendered primarily for cosmetic purposes. 
5. Charges incurred for failure to keep a dental appointment. 
6. Services rendered through a medical department, clinic or similar facility 

provided or maintained by, or on the behalf of, an employer, mutual 
benefit association, labor union, trustee or similar persons or groups. 

7. Medical services related to the treatment of temporomandibular joint 
(TMJ) (temporal bone—lower jaw) dysfunctions (craniomandibular 
disorders, craniofacial disorders). 

8. Experimental or investigational treatment. 
9. Dental services received or rendered: 

a. through or in a veteran’s hospital or government facility due to a 
service connected disability 

b. which are covered and paid under Workers’ Compensation or 
similar law 

c. which are coordinated with another insurance policy providing 
dental benefits for the same charges, to the extent that the total 
amount payable under both plans exceeds 100% of the total 
expenses that are incurred payable under both plans exceeds 
100% of the total 

10. Services for which the insured incurs no charge. 

 
 
 

 
11. Procedures, appliances, or restorations necessary to alter vertical 

dimension and/or restore or maintain the occlusion. Such procedures 
include, but are not limited to, equilibration, periodontal splinting, full 
mouth rehabilitation, restoration of tooth structure lost from attrition 
and restoration for malalignment of teeth. 

12. Local anesthesia when billed separately by a dentist. 
13. Any services paid or payable under the insured’s health insurance 

contract. 
14. Services not listed in the Benefits section of this plan. 
15. Charges for a more expensive service, procedure, or course of 

treatment than is customarily provided by the dental profession, 
consistent with sound professional standards of dental practice for 
the dental condition concerned. Payment for such charges under this 
certificate will be based on the allowance for the least costly service, 
procedure, or course of treatment. 

16. Any additional treatment required due to the insured’s failure to follow 
instructions, or lack of cooperation with the dentist. 

17. Treatment for any illness, injury, or medical conditions arising out of: 
war or act of war (whether declared or undeclared), participation in a 
felony, riot or insurrection, service in the armed forces or auxiliary units, 
and attempted suicide or intentionally self-inflicted injury, whether sane 
or insane. 

18. Services rendered before the effective date of coverage. 
19. Services rendered after termination of coverage, except as provided 

under the plan’s “Extension of Benefits upon Contract Termination.” 
20. Charges for services or supplies for sterilization. Charges for sterilization 

are included in the allowance for other covered dental procedures. 
21. Any denture or bridge replacement made necessary by reason of loss, 

theft, or alteration by an insured. 
22. Services in connection with any crown, inlay or onlay restoration or for 

any denture or bridge if treatment began prior to the insured’s coverage 
under this certificate. 

23. Duplicate or temporary denture, crown, or bridge. 
24. Labial veneer restorations. 
25. General anesthesia and intravenous sedation administered exclusively 

for patient management or comfort. 
26. Charges for nitrous oxide. 
27. Services with respect to congenital (hereditary) or developmental 

malformations or cosmetic reasons, including but not limited to cleft 
palate, maxillary or mandibular (upper or tower) malformations, enamel 
hypoplasia (lack of development), fluorosis (a type of discoloration of 
the teeth), and anodontia (congenitally missing teeth). 

28. Prescribed drugs, premedication or analgesia. 
29. Extra oral grafts (grafting of tissues from outside the mouth to oral 

tissues). 
30. Charges for oral hygiene, plaque control, or diet instruction. 
31. Charges for orthodontia services, unless shown on the Benefit 

Summary. 
32. Charges for biohazardous waste disposal are included in the allowance 

for other covered dental procedures. 
33. Charges associated with accidental injuries to sound natural teeth. 
34. Charges for sterilization are included in the allowance for other covered 

dental procedures. 
 
 

 
1 Networks are comprised of independent contracted dentists. 
2 Orthodontic discounts are only available for plans that do not include orthodontic coverage. Certain dentists have voluntarily agreed to offer a 20% discount off their usual charge for non-covered 
cosmetic or orthodontic services. These dentists are identified by an affiliation to either the Cosmetic Dental Discount Program or Orthodontic Discount Program. Because these dentists are neither 
contractually nor legally bound to offer these discounts, we recommend that you contact the provider to inquire about the continued availability of any discount prior to scheduling an appointment. 
3 These conditions include diabetes, coronary heart disease, stroke, oral cancer, head and neck cancers, Sjogren’s syndrome and pregnancy. 
This benefit summary provides a very brief description of Florida Combined Life’s insurance products. This is not an insurance policy and only the actual provisions of an issued policy control. Florida 
Combined Life’s policies set forth the rights and obligations of covered persons and Florida Combined Life. Please be aware that certain limitations and exclusions apply, and certain coverage may reduce 
or terminate due to age or lack of eligibility. If you enroll for coverage, you will be furnished with a policy or certificate of insurance. Please read your insurance documents carefully. 
Florida Combined Life insurance Company, Inc., DBA Florida Combined Life, is an affiliate of Florida Blue. These companies 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. 
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). 
© 2021 Florida Blue. All rights reserved. 
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Benefit Summary 
BlueDental ChoiceSM  Plus 
A healthy mouth can have a positive impact on your overall health, especially if you’ve been diagnosed with certain 
medical conditions. Gum disease and tooth decay can even make some health conditions worse. Taking care of 
your teeth and gums now can save time, pain and money later on. A BlueDental Choice plan can help improve your 
overall health. 

 
 
 

Go ahead and smile— 
you can afford to 
Our low cost, flexible BlueDental Choice Plus plan 
stresses preventive care and offers many valuable 
benefits, including major restorative services. 
You can choose any dentist, in or out of network; 
however, using a dentist in our network offers you 
richer benefits. 

 
 
 

 

 
To find a dentist in our BlueDental Choice network, visit floridabluedental.com/find-a-dentist and select 
BlueDental Choice from the Plan Type list. 

 

Questions? 
Our Customer Service Associates can help! Just call 1-888-223-4892, Monday through Friday, 8:00 a.m. to 
8:00 p.m., or visit floridabluedental.com. 

Choice Plus plan benefits 
Access to a large PPO dental network1 in 
Florida and nationwide 

Discounts on braces and cosmetic dental work2 

No claim forms to file when visiting a 
participating dentist 

No referrals or authorizations when you need 
to see a specialist 

Oral Health for Overall HealthSM 

When you have medical and dental coverage with Florida Blue, you are 
automatically enrolled in our Oral Health for Overall Health program, if you 
have a qualifying medical condition.3 

There is no extra cost to participate 

Benefits are covered 100%, with no deductibles or coinsurance when visiting 
a participating provider 

Benefits don’t apply to your annual maximum 
 

There are no waiting periods 



BlueDental Choice Plus
Benefit Summary 

Group Name:  Public Risk Management Plan 2 – Low 

Option     Group Anniversary Date:  10/1/2025

Deductible 
No Deductible for Preventive Services (or ortho if selected) 
Per Person Per Calendar Year 
Per Family Per Calendar Year 

In-Network 

$ 50 
$   100 

Out-of-Network 

$ 50 
$   100 

Amounts used to satisfy the in-network deductible also satisfy the out-of-network deductible and amounts used to satisfy the out-of-network deductible 
also satisfy the in-network deductible. 

We Pay* You Pay* We Pay* You Pay** 
Preventive Services         100%         0%         90%    10% 
Basic Services  80%        20%         60%    40% 
Major Services  50%        50%         40%    60% 
Periodic Oral Evaluation (0120) Preventive 
Comprehensive Oral Evaluation (0150) Preventive 
Bitewing X-rays, two films (0272)  Preventive 
Cleanings – Adult/Child (1110, 1120) Preventive 
Fluoride Treatment – Child (1206, 1208) Preventive 
Office Visits (9430) Preventive 
Space Maintainers – fixed – unilateral (1510)  Preventive 
X-rays - Intraoral/Complete Series (0210)     Preventive 
Sealant – per tooth (1351)     Preventive 
Amalgam Restorations (Silver Fillings) (2140) Basic 
Resin-Based Restorations – Anterior (2330) Basic 
Extractions – Routine and Surgical (7140) Basic 
Root Canal Molar (3330)      Basic 
Periodontal Scaling & Root Planing – per quad (4341)  Basic 
Osseous Surgery – 4 or more contiguous teeth (4260)        Major 
Crowns – Porcelain fused to noble metal (2752) Major 
Complete Dentures (5110, 5120) Major 
Pontic – Porcelain fused to noble metal (6242) Major 
Partial Dentures (5213, 5214) Major 
Surgical placement of implant body – endosteal implant (6010) Major 
Implant supported porcelain fused to metal crown (titanium,
high noble metal) (6066)

Major 

Orthodontia Services Child(ren) to age 19 
BlueDental Coverage   50%  50% 

Waiting Periods 
Major Service Benefits 
Orthodontia Benefits 

     None 
      None 

Maximum Benefits 
Plan Year (per person) 

Lifetime Orthodontia (per person) 

$2000 

$1000    

$2000 

$1000 

The amount of benefits payable is limited to the in-network maximums. In-network maximums apply toward the out-of-network maximums and out-of- 
network maximum apply to the in-network maximums. 
Dental Rollover       No 

The information provided above is a summary of benefits. It is intended to highlight key points of the Dental Plan and is provided to the employee as an 
aid in deciding whether to enroll in the Plan. This summary should in no way be construed as part of the contract. Possession of this summary in no way 
implies coverage nor does it guarantee benefits under the plan. Some limitations and exclusions may apply. 



The Group Dental Benefit Plan established and maintained by the above-named entity is self-insured.  Florida Combined Life Insurance Company, Inc. 
provides administrative claims payment services only and does not assume any financial risk or obligation with respect to claims. 

*Percentage of allowable charge. 
**Payment is based on the 90th percentile of U&C. 

***The majority of dentists’ fees are within our allowed charges, however, you will be responsible for any fees in excess of the allowed amount. 
 
Note: Non-Participating Dentists may charge fees in excess of our Fee Schedule and may bill you for the difference. 
Florida Combined Life Insurance Company, Inc. (FCL) is an affiliate of Blue Cross Blue Shield of Florida, Inc. (BCBSF). BCBSF and FCL are 
Independent licensees of the Blue Cross and Blue Shield Association. 

22243-1118 BlueDental Choice Plus 



BlueDental Choice Plus 
Limitations and Exclusions 
Limitations: 
1. Any retreatment of root canals are payable one (1) year after completion 

date of root canal therapy. 
2. Restorations made of amalgam, silicate, acrylic, and composite 

materials to restore diseased teeth are only payable on the same tooth 
surface once every twelve (12) consecutive months. 

3. The gingivectomy or gingivoplasty per quadrant allowance will be paid 
when two or more teeth are billed on the same date of service, same 
quadrant. 

4. Sealants are limited to the first and second molars for primary teeth 
and the bicuspids and molars for the permanent teeth of dependent 
children. 

5. General anesthesia and intravenous sedation is payable only if given in 
connection with covered surgical procedures. 

6. Periodontal services are limited to insureds age eighteen (18) and older. 
7. Services performed outside the United States, its territories and 

possessions are not covered, except for palliative emergency treatment. 
8. Multiple amalgam or composite restorations on one surface will be 

considered one restoration. The allowance includes insulating base and 
local anesthesia. 

9. All fixed prosthetics are billable upon the seat/insertion date. 
10. All removable prosthetics are billable upon final delivery. 

 
Exclusions: 
1. Services or supplies which are not medically necessary according to 

accepted standards of dental practice, as determined by our consulting 
dentists, or which are not recommended or approved by the attending 
dentist. 

2. Charges for services or supplies when billed by other than a dentist. 
3. Benefits for services rendered by a member of an employee’s family, 

(his spouse and the children, brothers, sisters and parents of either the 
employee or his spouse). 

4. Services rendered primarily for cosmetic purposes. 
5. Charges incurred for failure to keep a dental appointment. 
6. Services rendered through a medical department, clinic or similar facility 

provided or maintained by, or on the behalf of, an employer, mutual 
benefit association, labor union, trustee or similar persons or groups. 

7. Medical services related to the treatment of temporomandibular joint 
(TMJ) (temporal bone—lower jaw) dysfunctions (craniomandibular 
disorders, craniofacial disorders). 

8. Experimental or investigational treatment. 
9. Dental services received or rendered: 

a. through or in a veteran’s hospital or government facility due to a 
service connected disability 

b. which are covered and paid under Workers’ Compensation or 
similar law 

c. which are coordinated with another insurance policy providing 
dental benefits for the same charges, to the extent that the total 
amount payable under both plans exceeds 100% of the total 
expenses that are incurred payable under both plans exceeds 
100% of the total 

10. Services for which the insured incurs no charge. 

 
 
 

 
11. Procedures, appliances, or restorations necessary to alter vertical 

dimension and/or restore or maintain the occlusion. Such procedures 
include, but are not limited to, equilibration, periodontal splinting, full 
mouth rehabilitation, restoration of tooth structure lost from attrition 
and restoration for malalignment of teeth. 

12. Local anesthesia when billed separately by a dentist. 
13. Any services paid or payable under the insured’s health insurance 

contract. 
14. Services not listed in the Benefits section of this plan. 
15. Charges for a more expensive service, procedure, or course of 

treatment than is customarily provided by the dental profession, 
consistent with sound professional standards of dental practice for 
the dental condition concerned. Payment for such charges under this 
certificate will be based on the allowance for the least costly service, 
procedure, or course of treatment. 

16. Any additional treatment required due to the insured’s failure to follow 
instructions, or lack of cooperation with the dentist. 

17. Treatment for any illness, injury, or medical conditions arising out of: 
war or act of war (whether declared or undeclared), participation in a 
felony, riot or insurrection, service in the armed forces or auxiliary units, 
and attempted suicide or intentionally self-inflicted injury, whether sane 
or insane. 

18. Services rendered before the effective date of coverage. 
19. Services rendered after termination of coverage, except as provided 

under the plan’s “Extension of Benefits upon Contract Termination.” 
20. Charges for services or supplies for sterilization. Charges for sterilization 

are included in the allowance for other covered dental procedures. 
21. Any denture or bridge replacement made necessary by reason of loss, 

theft, or alteration by an insured. 
22. Services in connection with any crown, inlay or onlay restoration or for 

any denture or bridge if treatment began prior to the insured’s coverage 
under this certificate. 

23. Duplicate or temporary denture, crown, or bridge. 
24. Labial veneer restorations. 
25. General anesthesia and intravenous sedation administered exclusively 

for patient management or comfort. 
26. Charges for nitrous oxide. 
27. Services with respect to congenital (hereditary) or developmental 

malformations or cosmetic reasons, including but not limited to cleft 
palate, maxillary or mandibular (upper or tower) malformations, enamel 
hypoplasia (lack of development), fluorosis (a type of discoloration of 
the teeth), and anodontia (congenitally missing teeth). 

28. Prescribed drugs, premedication or analgesia. 
29. Extra oral grafts (grafting of tissues from outside the mouth to oral 

tissues). 
30. Charges for oral hygiene, plaque control, or diet instruction. 
31. Charges for orthodontia services, unless shown on the Benefit 

Summary. 
32. Charges for biohazardous waste disposal are included in the allowance 

for other covered dental procedures. 
33. Charges associated with accidental injuries to sound natural teeth. 
34. Charges for sterilization are included in the allowance for other covered 

dental procedures. 

 
 

 
1 Networks are comprised of independent contracted dentists. 
2 Orthodontic discounts are only available for plans that do not include orthodontic coverage. Certain dentists have voluntarily agreed to offer a 20% discount off their usual charge for non-covered 
cosmetic or orthodontic services. These dentists are identified by an affiliation to either the Cosmetic Dental Discount Program or Orthodontic Discount Program. Because these dentists are neither 
contractually nor legally bound to offer these discounts, we recommend that you contact the provider to inquire about the continued availability of any discount prior to scheduling an appointment. 
3 These conditions include diabetes, coronary heart disease, stroke, oral cancer, head and neck cancers, Sjogren’s syndrome and pregnancy. 
This benefit summary provides a very brief description of Florida Combined Life’s insurance products. This is not an insurance policy and only the actual provisions of an issued policy control. Florida 
Combined Life’s policies set forth the rights and obligations of covered persons and Florida Combined Life. Please be aware that certain limitations and exclusions apply, and certain coverage may reduce 
or terminate due to age or lack of eligibility. If you enroll for coverage, you will be furnished with a policy or certificate of insurance. Please read your insurance documents carefully. 
Florida Combined Life insurance Company, Inc., DBA Florida Combined Life, is an affiliate of Florida Blue. These companies 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. 
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). 
© 2021 Florida Blue. All rights reserved. 
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Oral Health for Overall HealthSM 

When you have medical and dental coverage with Florida Blue, you are 
automatically enrolled in our Oral Health for Overall Health program, if you 
have a qualifying medical condition.3 

There is no extra cost to participate 

Benefits are covered 100%, with no deductibles or coinsurance when visiting 
a participating provider 

Benefits don’t apply to your annual maximum 
 

There are no waiting periods 

 
 

 

 
 

 
Benefit Summary 
BlueDental ChoiceSM  Plus 
A healthy mouth can have a positive impact on your overall health, especially if you’ve been diagnosed with certain 
medical conditions. Gum disease and tooth decay can even make some health conditions worse. Taking care of 
your teeth and gums now can save time, pain and money later on. A BlueDental Choice plan can help improve your 
overall health. 

 
 
 

Go ahead and smile— 
you can afford to 
Our low cost, flexible BlueDental Choice Plus plan 
stresses preventive care and offers many valuable 
benefits, including major restorative services. 
You can choose any dentist, in or out of network; 
however, using a dentist in our network offers you 
richer benefits. 

 
 
 

 

 
To find a dentist in our BlueDental Choice network, visit floridabluedental.com/find-a-dentist and select 
BlueDental Choice from the Plan Type list. 

 

Questions? 
Our Customer Service Associates can help! Just call 1-888-223-4892, Monday through Friday, 8:00 a.m. to 
8:00 p.m., or visit floridabluedental.com. 

Choice Plus plan benefits 
Access to a large PPO dental network1 in 
Florida and nationwide 

Discounts on braces and cosmetic dental work2 

No claim forms to file when visiting a 
participating dentist 

No referrals or authorizations when you need 
to see a specialist 



BlueDental Choice Plus
Benefit Summary 

Group Name:  Public Risk Management Plan 1 – High 

Option     Group Anniversary Date:  10/1/2025

Deductible 
No Deductible for Preventive Services (or ortho if selected) 
Per Person Per Calendar Year 
Per Family Per Calendar Year 

In-Network 

$ 50 
$  100 

Out-of-Network 

$ 50 
$  100 

Amounts used to satisfy the in-network deductible also satisfy the out-of-network deductible and amounts used to satisfy the out-of-network deductible 
also satisfy the in-network deductible. 

We Pay* You Pay* We Pay* You Pay** 
Preventive Services  100%        0%   100%        0% 
Basic Services   80%       20%  80%              20% 
Major Services   50%       50%  50%              50% 
Periodic Oral Evaluation (0120) Preventive 
Comprehensive Oral Evaluation (0150) Preventive 
Bitewing X-rays, two films (0272)  Preventive 
Cleanings – Adult/Child (1110, 1120) Preventive 
Fluoride Treatment – Child (1206, 1208) Preventive 
Office Visits (9430) Preventive 
Space Maintainers – fixed – unilateral (1510)  Preventive 
X-rays - Intraoral/Complete Series (0210)     Preventive 
Sealant – per tooth (1351)     Preventive 
Amalgam Restorations (Silver Fillings) (2140) Basic 
Resin-Based Restorations – Anterior (2330) Basic 
Extractions – Routine and Surgical (7140) Basic 
Root Canal Molar (3330)       Basic 
Periodontal Scaling & Root Planing – per quad (4341)  Basic 
Osseous Surgery – 4 or more contiguous teeth (4260)   Major 
Crowns – Porcelain fused to noble metal (2752) Major 
Complete Dentures (5110, 5120) Major 
Pontic – Porcelain fused to noble metal (6242) Major 
Partial Dentures (5213, 5214) Major 
Surgical placement of implant body – endosteal implant (6010) Major 
Implant supported porcelain fused to metal crown (titanium,
high noble metal) (6066)

Major 

Orthodontia Services Child and Adult 
BlueDental Coverage    50%     50% 

Waiting Periods 
Major Service Benefits 
Orthodontia Benefits 

     None 
     None 

Maximum Benefits 
Plan Year (per person) 

Lifetime Orthodontia (per person) 

$3000 

$1500  

$3000 

$1500 

The amount of benefits payable is limited to the in-network maximums. In-network maximums apply toward the out-of-network maximums and out-of- 
network maximum apply to the in-network maximums. 
Dental Rollover   No 

The information provided above is a summary of benefits. It is intended to highlight key points of the Dental Plan and is provided to the employee as an 
aid in deciding whether to enroll in the Plan. This summary should in no way be construed as part of the contract. Possession of this summary in no way 
implies coverage nor does it guarantee benefits under the plan. Some limitations and exclusions may apply. 



The Group Dental Benefit Plan established and maintained by the above-named entity is self-insured.  Florida Combined Life Insurance Company, Inc. 
provides administrative claims payment services only and does not assume any financial risk or obligation with respect to claims. 

*Percentage of allowable charge. 
**Payment is based on the 90th percentile of U&C. 

***The majority of dentists’ fees are within our allowed charges, however, you will be responsible for any fees in excess of the allowed amount. 
 
Note: Non-Participating Dentists may charge fees in excess of our Fee Schedule and may bill you for the difference. 
Florida Combined Life Insurance Company, Inc. (FCL) is an affiliate of Blue Cross Blue Shield of Florida, Inc. (BCBSF). BCBSF and FCL are 
Independent licensees of the Blue Cross and Blue Shield Association. 

22243-1118 BlueDental Choice Plus 



BlueDental Choice Plus 
Limitations and Exclusions 
Limitations: 
1. Any retreatment of root canals are payable one (1) year after completion 

date of root canal therapy. 
2. Restorations made of amalgam, silicate, acrylic, and composite 

materials to restore diseased teeth are only payable on the same tooth 
surface once every twelve (12) consecutive months. 

3. The gingivectomy or gingivoplasty per quadrant allowance will be paid 
when two or more teeth are billed on the same date of service, same 
quadrant. 

4. Sealants are limited to the first and second molars for primary teeth 
and the bicuspids and molars for the permanent teeth of dependent 
children. 

5. General anesthesia and intravenous sedation is payable only if given in 
connection with covered surgical procedures. 

6. Periodontal services are limited to insureds age eighteen (18) and older. 
7. Services performed outside the United States, its territories and 

possessions are not covered, except for palliative emergency treatment. 
8. Multiple amalgam or composite restorations on one surface will be 

considered one restoration. The allowance includes insulating base and 
local anesthesia. 

9. All fixed prosthetics are billable upon the seat/insertion date. 
10. All removable prosthetics are billable upon final delivery. 

 
Exclusions: 
1. Services or supplies which are not medically necessary according to 

accepted standards of dental practice, as determined by our consulting 
dentists, or which are not recommended or approved by the attending 
dentist. 

2. Charges for services or supplies when billed by other than a dentist. 
3. Benefits for services rendered by a member of an employee’s family, 

(his spouse and the children, brothers, sisters and parents of either the 
employee or his spouse). 

4. Services rendered primarily for cosmetic purposes. 
5. Charges incurred for failure to keep a dental appointment. 
6. Services rendered through a medical department, clinic or similar facility 

provided or maintained by, or on the behalf of, an employer, mutual 
benefit association, labor union, trustee or similar persons or groups. 

7. Medical services related to the treatment of temporomandibular joint 
(TMJ) (temporal bone—lower jaw) dysfunctions (craniomandibular 
disorders, craniofacial disorders). 

8. Experimental or investigational treatment. 
9. Dental services received or rendered: 

a. through or in a veteran’s hospital or government facility due to a 
service connected disability 

b. which are covered and paid under Workers’ Compensation or 
similar law 

c. which are coordinated with another insurance policy providing 
dental benefits for the same charges, to the extent that the total 
amount payable under both plans exceeds 100% of the total 
expenses that are incurred payable under both plans exceeds 
100% of the total 

10. Services for which the insured incurs no charge. 

 
 
 

 
11. Procedures, appliances, or restorations necessary to alter vertical 

dimension and/or restore or maintain the occlusion. Such procedures 
include, but are not limited to, equilibration, periodontal splinting, full 
mouth rehabilitation, restoration of tooth structure lost from attrition 
and restoration for malalignment of teeth. 

12. Local anesthesia when billed separately by a dentist. 
13. Any services paid or payable under the insured’s health insurance 

contract. 
14. Services not listed in the Benefits section of this plan. 
15. Charges for a more expensive service, procedure, or course of 

treatment than is customarily provided by the dental profession, 
consistent with sound professional standards of dental practice for 
the dental condition concerned. Payment for such charges under this 
certificate will be based on the allowance for the least costly service, 
procedure, or course of treatment. 

16. Any additional treatment required due to the insured’s failure to follow 
instructions, or lack of cooperation with the dentist. 

17. Treatment for any illness, injury, or medical conditions arising out of: 
war or act of war (whether declared or undeclared), participation in a 
felony, riot or insurrection, service in the armed forces or auxiliary units, 
and attempted suicide or intentionally self-inflicted injury, whether sane 
or insane. 

18. Services rendered before the effective date of coverage. 
19. Services rendered after termination of coverage, except as provided 

under the plan’s “Extension of Benefits upon Contract Termination.” 
20. Charges for services or supplies for sterilization. Charges for sterilization 

are included in the allowance for other covered dental procedures. 
21. Any denture or bridge replacement made necessary by reason of loss, 

theft, or alteration by an insured. 
22. Services in connection with any crown, inlay or onlay restoration or for 

any denture or bridge if treatment began prior to the insured’s coverage 
under this certificate. 

23. Duplicate or temporary denture, crown, or bridge. 
24. Labial veneer restorations. 
25. General anesthesia and intravenous sedation administered exclusively 

for patient management or comfort. 
26. Charges for nitrous oxide. 
27. Services with respect to congenital (hereditary) or developmental 

malformations or cosmetic reasons, including but not limited to cleft 
palate, maxillary or mandibular (upper or tower) malformations, enamel 
hypoplasia (lack of development), fluorosis (a type of discoloration of 
the teeth), and anodontia (congenitally missing teeth). 

28. Prescribed drugs, premedication or analgesia. 
29. Extra oral grafts (grafting of tissues from outside the mouth to oral 

tissues). 
30. Charges for oral hygiene, plaque control, or diet instruction. 
31. Charges for orthodontia services, unless shown on the Benefit 

Summary. 
32. Charges for biohazardous waste disposal are included in the allowance 

for other covered dental procedures. 
33. Charges associated with accidental injuries to sound natural teeth. 
34. Charges for sterilization are included in the allowance for other covered 

dental procedures. 
 
 

 
1 Networks are comprised of independent contracted dentists. 
2 Orthodontic discounts are only available for plans that do not include orthodontic coverage. Certain dentists have voluntarily agreed to offer a 20% discount off their usual charge for non-covered 
cosmetic or orthodontic services. These dentists are identified by an affiliation to either the Cosmetic Dental Discount Program or Orthodontic Discount Program. Because these dentists are neither 
contractually nor legally bound to offer these discounts, we recommend that you contact the provider to inquire about the continued availability of any discount prior to scheduling an appointment. 
3 These conditions include diabetes, coronary heart disease, stroke, oral cancer, head and neck cancers, Sjogren’s syndrome and pregnancy. 
This benefit summary provides a very brief description of Florida Combined Life’s insurance products. This is not an insurance policy and only the actual provisions of an issued policy control. Florida 
Combined Life’s policies set forth the rights and obligations of covered persons and Florida Combined Life. Please be aware that certain limitations and exclusions apply, and certain coverage may reduce 
or terminate due to age or lack of eligibility. If you enroll for coverage, you will be furnished with a policy or certificate of insurance. Please read your insurance documents carefully. 
Florida Combined Life insurance Company, Inc., DBA Florida Combined Life, is an affiliate of Florida Blue. These companies 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. 
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). 
© 2021 Florida Blue. All rights reserved. 
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VSP members save
an annual average of

$471*

More Ways to Save
Extra $20 to spend on
Featured Frame Brands†

and more

Up to 40% Savings on
lens enhancements‡

See all brands and offers
at vsp.com/offers.

Enroll through your employer today.
Questions?

vsp.com or 800.877.7195

Scan QR code or visit vsp.com to
learn more.

Routine eye exams have saved lives.
Did you know an eye exam is the only non-invasive way to view
blood vessels in your body? Your VSP® network eye doctor can
detect signs of over 270 health conditions during an eye exam.**

Savings you'll love.
See and look your best without breaking the bank. VSP
members get exclusive savings on popular frame brands and
contact lenses, and they get additional discounts on things like
LASIK, and more.

The choice is yours!
VSP gives you thousands of in-network choices, including
private practice doctors, regional and national optical retail
chains, or online at eyeconic.com®. You’ll get the most out of
your benefits at a VSP Premier EdgeTM location.

Using your benefit is easy!
Create an account on vsp.com to view your in-network
coverage, find the VSP network doctor who’s right for you, and
discover savings with exclusive member extras. At your
appointment, just tell them you have VSP.

*Plan year begins in October
†Only available to VSP members with applicable plan benefits. Frame brands and promotions are subject to change. ‡Savings based on doctor’s retail price and vary by plan and purchase selection; average savings determined
after benefits are applied. Ask your VSP network doctor for more details.
*Based on state and national averages for eye exams and most commonly purchased brands. This represents the average savings for a VSP member with a full-service plan at an in-network provider. Your actual savings will
depend on the eyewear you choose, the plan available to you, the eye doctor you visit, your copays, your premium, and whether it is deducted from your paycheck pre-tax. Source: VSP book-of-business paid claims data for
Aug-Jan of each prior year. **Full Picture of Eye Health, American Optometric Association, 2020. +Coverage with a retail chain may be different or not apply.

VSP guarantees member satisfaction from VSP 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. TruHearing is not available directly
from VSP in the states of California and Washington. Premier EdgeTM is not available for some members in the state of Texas.

To learn about your privacy rights and how your protected health information may be used, see the VSP Notice of Privacy Practices on vsp.com. Visionworks and Eyeconic are VSP-affiliated companies.

©2025 Vision Service Plan. All rights reserved.
VSP, Eyeconic, and WellVision Exam are registered trademarks, and VSP LightCareTM+ and VSP Premier Edge are trademarks of Vision Service Plan. All other brands or marks are the
property of their respective owners. 102898 VCCM Classification: Restricted

Make Eye
Health a Priority
with VSP!

Your health comes first with VSP
and PUBLIC RISK MANAGEMENT
OF FLORIDA HEALTH TRUST. Take
a look at your VSP vision care
coverage.



Your VSP Vision Benefits Summary
Prioritize your health and your budget with a VSP plan through
PUBLIC RISK MANAGEMENT OF FLORIDA HEALTH TRUST.

FREQUENCYCOPAYDESCRIPTIONBENEFIT
YOUR COVERAGE WITH A VSP DOCTOR

Every plan year*$10WELLVISION EXAM Focuses on your eyes and overall wellness
Up to $39Routine retinal screening

Available as neededESSENTIAL MEDICAL
EYE CARE

Retinal imaging for members with diabetes covered-in-full
$20 per examAdditional exams and services beyond routine care to treat

immediate issues from pink eye to sudden changes in vision or
to monitor ongoing conditions such as dry eye, diabetic eye
disease, glaucoma, and more.
Coordination with your medical coverage may apply. Ask your
VSP network doctor for details.

See frame and lenses$15PRESCRIPTION GLASSES

Every other plan year
Included in
Prescription

Glasses
FRAME⁺

$170 Featured Frame Brands allowance
$150 frame allowance
20% savings on the amount over your allowance
$150 Walmart/Sam's Club frame allowance
$80 Costco frame allowance

Every plan year
Included in
Prescription

Glasses
LENSES

Single vision, lined bifocal, and lined trifocal lenses
Impact-resistant lenses for dependent children

Every plan year

$0

LENS ENHANCEMENTS

Standard progressive lenses
$80 - $90Premium progressive lenses

$120 - $160Custom progressive lenses
Average savings of 40% on other lens enhancements

Every plan yearUp to $60CONTACTS (INSTEAD
OF GLASSES)

$120 allowance for contacts; copay does not apply
Contact lens exam (fitting and evaluation)

Glasses and Sunglasses

ADDITIONAL SAVINGS

Discover all current eyewear offers and savings at vsp.com/offers.
30% savings on unlimited additional pairs of prescription or non-prescription glasses/sunglasses, including
lens enhancements, from the same VSP provider on the same day as your WellVision Exam. Or get 20% savings
from a VSP provider within 12 months of your last WellVision Exam.

Laser Vision Correction
Average of 15% off the regular price; discounts available at contracted facilities.
After surgery, use your frame allowance (if eligible) for sunglasses from any VSP doctor

Exclusive Member Extras for VSP Members
Contact lens rebates, lens satisfaction guarantees, and more offers at vsp.com/offers.
Save up to 60% on digital hearing aids with TruHearing®. Visit vsp.com/offers/special-offers/hearing-aids for
details.
Enjoy everyday savings on health, wellness, and more with VSP Simple Values.

COVERAGE WITH AN OUT-OF-NETWORK DOCTOR
With so many in-network choices, VSP makes it easy to maximize your benefits. Choose from our large doctor network including private practice
and retail locations. Plus, you can shop eyewear online at Eyeconic®. Log in to vsp.com to find an in-network doctor. Your plan provides the following
out-of-network reimbursements:
Exam ............................................................ up to $45
Frame ........................................................... up to $70
Single Vision Lenses ............................... up to $45

Lined Bifocal Lenses .............................. up to $65
Lined Trifocal Lenses ............................. up to $85

Progressive Lenses ................................. up to $65
Contacts .................................................... up to $105

Provider Network:
VSP Signature
Effective Date:
10/01/2025

 



                              National Vision Administrators, L.L.C.

VC-12951701

www.e-nva.com Page 1

Your NVA Vision Benefit Summary

Public Risk Management
Revised 10/01/2025
Group Number #51701

Schedule of Vision Benefits                      How Your Vision Care Program Works
Eligible members and dependents are entitled to 
receive a vision examination and one (1) pair of lenses 
once every plan year and a frame once every two plan 
years or contact lenses and contact lens 
evaluation/fitting once every plan year.
At the start of the program, if authorized by your 
employer you may receive identification cards with 
participating providers in your zip code area listed on 
the back.  At the time of your appointment, you must
indicate that your benefit is administered by NVA. The 
provider will contact NVA to verify eligibility.
Be sure to inform the provider of your medical history 
and any prescription or over-the-counter (OTC) 
medications you may be taking.
To verify your benefit eligibility prior to calling or 
visiting your eye care professional, please visit our 
website at www.e-nva.com or download our mobile 
app by searching NVA Vision, or contact NVA’s   
Customer Service Department toll-free at 
1.800.672.7723, TTY: 711 or NVA’s Interactive Voice 
Response (IVR).  Customer Service is available 24 
hours a day, 7 days a week, 365 days a year. Any 
question any time.
If you are not a registered subscriber, you can still 
search our providers online by selecting the “Find a 
Provider” link on our home page.  Enter group 
number 51701000101 or the group number on the 
identification card and enter in your search 
parameters.  It’s that easy!

Diabetic Examination requires pre-approval from 
NVA and consists of the following:
Medical Follow Up Eye Examination; Retinal Imaging 
Examination; Extended Ophthalmoscopy, 
initial/subsequent; Gonioscopy; Scanning Laser
*Does not apply to Costco, Wal-Mart / Sam’s Club or 
Lenscrafters locations or for certain proprietary brands.  
**Does not apply to Costco, Wal-Mart/Sam’s Club, 
Lenscrafters, Contact Fill (NVA Mail Order) or certain 
locations at: Target, Sears, Pearle, & K-Mart and may be 
prohibited by some manufacturers.
***Only covered if you choose Contact Lenses. 
****Subject to criteria as defined in the insurance 
policy.

Fixed prices/courtesy discount do not apply at Costco, Walmart/Sam’s Club and LensCrafters locations.
Lens options purchased from a participating NVA provider will be provided to the member at the amounts listed in the fixed option pricing list below:

$75  Polarized $25  Polycarbonate (Single Vision) 19 & over 20% discount AR Coating – Tier 5
$30  Blended Bifocal (Segment) $30  Polycarbonate (Multi-Focal) 19 & over $39  Retinal Screening
$40  Blue Light Blocker (Standard) $10 Scratch-Resistant Coating (Standard) $80  Progressive – Tier 2
$60  Blue Light Blocker (Premium) $65  Transitions Single Vision (Standard) $100 Progressive – Tier 3
$150 Blue Light Blocker (Ultra) $70  Transitions Multi-Focal (Standard) $120 Progressive – Tier 4
$12  Ultraviolet Coating $40  AR Coating – Tier 1 $140 Progressive – Tier 5
$20  Glass Photogrey (Single Vision) $50  AR Coating – Tier 2 $165 Progressive – Tier 6
$30  Glass Photogrey (Multi-Focal) $65  AR Coating – Tier 3 $190 Progressive – Tier 7
$55  High Index $80  AR Coating – Tier 4 20% discount Progressive – Tier 8

For lens options & services purchased from a participating NVA provider, NVA members will only pay the fixed maximum amount or the provider’s Usual and Customary (U&C) 
charge less 20%, whichever is less. Options not listed will be priced by NVA providers at 20% off the Provider’s Retail (U&C) price. Fixed prices are available in-network only.
Discounts are not insured benefits. In certain states, members may be required to pay the full retail amount and not the negotiated discount amount at certain participating 
providers. Some optometrist affiliated with Optical Retail locations (i.e., Costco, LensCrafters, Walmart, Visionworks, etc.) are independent providers and may not participate in the 
NVA program.

Benefit Frequency Participating 
Provider

Non-Participating 
Provider

Examination
Once Every Plan Year

Covered 100%
After $10 copay

Reimbursed Amount
Up to $35

Examination for Type 1 
or Type 2 Diabetes
Once Every Plan Year

Covered 100%
After $20 copay

Up to $13

Lenses
Once Every Plan Year

Single Vision
Bifocal
Trifocal
Lenticular
Polycarbonates (under 
age 19)
Solid Tints
Fashion Gradient Tints
Progressive – Tier 1

Standard Glass or Plastic

Covered 100%
After $15 copay

Covered 100%

Covered 100%
Covered 100%
Covered 100%

Up to $25
Up to $40
Up to $60
Up to $80
Up to $10

Up to $5
Up to $5
Up to $25

Frame
Once Every Two Plan Years

Retail Allowance
Up to $150

(20% discount off balance)*
Up to $50

Contact Lenses
Once Every Plan Year

Elective Contact Lenses

Fit/Follow-Up***
   Standard Daily Wear
   Standard Extended Wear
   Specialty Wear

Medically Necessary****

In lieu of
Lenses 

Up to $140 Retail
(15% discount 

(Conventional) or 10% 
discount (Disposable) off 

balance)**
Covered 100%
Covered 100%
Covered 100%

After $20 Copay
Covered 100%

In lieu of
Lenses 

Up to $130

Up to $20
Up to $30
Up to $30

Up to $210
Low Vision Aids****
Once Every Two Plan Years Up to $999 Up to $500
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Participating providers are not contractually obligated to offer sale prices in addition to outlined coverage.  Regardless of medical or optical necessity, vision 
benefits are not available more frequently than specified in your policy.  

Plan Specific Details Online:  The NVA website is easy to use and provides the most up to date information for program participants:
-Locate a nearby participating provider by name, zip code, or City/State, Verify eligibility for you or a dependent
-View benefit program and specific detail, Review claims, Print ID cards (when applicable), Nominate a non-participating provider to join the 
NVA network
Examinations: The comprehensive exam includes case history, examination for pathology or anomalies, visual acuity (clearness of 
vision), refraction, tonometry (glaucoma test) and dilation (if professionally indicated).
Lenses:  NVA provides coverage in full for standard glass or plastic eyeglass lenses.  
Frames:  Select any frame from the participating provider’s inventory.  Any amount in excess of your plan allowance is the member’s 
responsibility. Frame choices vary from office to office.  (Visit NVA’s website to view the Benefit maximizer Program)
Contact Lenses:  The contact lens benefit includes all types of contact lenses such as hard, soft, gas permeable and disposable lenses.  
Medically necessary contact lenses includes fitting and follow up and may be covered if certain criteria are met.
Non-Participating Providers:  You will be responsible for one hundred percent (100%) of the cost at the time of service at a non-
participating provider.  You can request a claim form from NVA via the website www.e-nva.com or you may submit receipts along with a 
letter containing the member’s full name, patient’s full name, address, ID# and sponsoring organization to NVA, P.O. Box 2187, Clifton, NJ  
07015. 
Laser Eye Surgery:  NVA has chosen The National LASIK Network to serve their members. This network was developed by LCA 
Vision in 1999 and is one of the largest panels of LASIK surgeons in the U.S. Members are entitled to significant discounts and a free 
initial consultation with all in-network providers.
Hearing Discount:  You will receive up to 60% savings at participating provider locations through NationsHearing®
Discounts:  In addition to your funded 
benefit you are eligible to access the 
EyeEssential® Plan discount (in 
Network Only) on additional purchases 
during the plan period.  Please see table 
for more detail regarding NVA’s discount 
plan:

*Discount is not applicable to mail order; 
however, you may get even better pricing on 
contact lenses through Contact Fill.

Lens options purchased from a participating NVA provider will be provided to the member at the amounts listed in the fixed option price list above.
Options not listed will be priced by NVA providers at 20% off the Provider’s Retail (U&C) price.
Costco, Wal-Mart / Sam’s Club and LensCrafters stores do not provide additional discounts.
Some optometrist affiliated with Optical Retail locations (i.e., Costco, LensCrafters, Walmart, Visionworks, etc.) are independent providers and may not 
participate in the NVA program.

At NVA, We Work Only for Our Clients.
The proposed vision insurance program is insured through Fidelity Security Life Insurance Company (FSL) Kansas City, MO. Fidelity Security 
Life Insurance Company brings over 45 years of underwriting experience in the insurance industry since 1969.
Fidelity Security Life Insurance Company has been rated A (Excellent), based on an analysis of financial position and operating performance, by 
A.M. Best Company, an independent analyst of the insurance industry, For the latest rating, access www.ambest.com.
Some provisions benefits, exclusions or limitations listed herein may vary depending on your state of residence.
Exclusions:  The following benefits are not payable under this Policy for services or materials connected with or charges arising from (unless otherwise indicated in 
the Proposed Schedule of Benefits): Aniseikonic Lenses; Subnormal visual aids; Orthoptics, vision training, and any associated supplemental testing; Broken, lost or 
stolen lenses, contact lenses, or frames will not be replaced except in the next Benefit Frequency when Vision Materials would next become available; Services or 
materials provide as a result of any Workers’ Compensation law, or similar legislation, or required  by any governmental agency or program whether federal, state or 
subdivisions thereof; Services rendered after the date an insured Person ceases to be covered under the policy, except when Vision Materials ordered before 
coverage ended are delivered, and the services rendered to the Insured Person are within 31 days from the date of such order; Corrective eyewear required by an 
employer as a condition of employment, and safety eyewear unless specifically covered under plan; Medical and/or surgical treatment of the eye, eyes or supporting 
structures; Two pair of glasses in lieu of bifocals; Plano (non-prescription) lenses; non-prescription sunglasses
Limitations: Fees charged by a Provider for services other than a covered benefit must be paid in full by the Insured Person to the Provider, such fees or materials are 
not covered under the Policy. For Contact Lenses, any remaining balance may be used within the same Benefit Frequency. Where the Insured Person previously 
utilized an In-Network Provider, the remaining balance must be used with the same or any other In-Network Provider. Where the Insured Person previously utilized an 
Out-of-Network Provider, the remaining balance must be used with the same or any other Out-of-Network Provider.

National Vision Administrators, L.L.C. ▫ PO Box 2187 ▫ Clifton, NJ 07015
Web: www.e-nva.com ▫ Toll-Free: 1.800.672.7723
NVA® and EyeEssential® are registered marks of National Vision Administrators, L.L.C.  

Your NVA EyeEssential® Plan Discount – In Network Only
Service Participating Provider              Lens Options

Eye Examination:

Contact Lens Fitting:

Lenses:
Single Vision
Bifocal
Trifocal or Lenticular

Frame:

Member Cost:
Retail Less $10

Retail Less 10%

Glass or Plastic
$35.00
$55.00
$70.00

Retail Less 35%

$12 Solid Tint/ Gradient Tint
$50 Standard Progressive Lenses
$75 Polarized Lenses
$65 Transitions Single Vision Standard
$70 Transitions Multi-Focal Standard
$15 Standard Scratch Coating
$12 UV Coating
$35 Polycarbonate
$45 Standard Anti-Reflective

Contact Lenses*:
Conventional
Disposable

Member Cost:
Retail Less 15%
Retail Less 10%

This document is intended as a program overview 
only and is not a certified document of the 
individual plan parameters.
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