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

HMO 
Summary of Benefits and Coverage: What this Plan Covers & Whal You Pay For Covered Services Coverage for: Individual andfor Family I Plan Type: HMO 

The Summary of Benefits and Coverage (SBC) document will help you choose a health ru;m. The SBC shows you how yo u  and the J!];m would 
share the cost for covered health care services. NOTE: Information about the cost of this R!.i!!J. (called the premium) will be provided separately. 
This is on'ly a summary. For more infonnation about your coverage, orlo get a copy of the complete ienllS of coverage, 

www.floridablue.com/plancontracis/group. For general definmons of common tenllS, soch as al lowed amount, balance billing. coinsurance, copavmenl, deduciJble, 
provider. or other underlined lenns see the Glossary. You can view the Glossary al www_floridablue_com/plancontracis/group or call 1-800-352-2583 to request a 
copy. 

Important Questions 
What is the overall 
deduc-tible? 
Are there services 
covered before you meet 
your deductible? 
Are th ere other 
deductibles for specific 
services? 

What is the out-of-pocket 
limit for this.?:@!!? 

What ls not included in,
the out-of�ocket limit? 

Will you pay less if you 
use a network provider? 

Do you need a referral to 
see a sceciatist? 

I Answers 

$0 

Nol Appflcal>le. 

No_ 

Yes_ In-Network: $1,500 Per 
Person/$3,000 Family. Out-Of-
Network: Not fiR(llicable_ 
Premium, balance-billed charges, 
and health care this Jlli!!! doesn't 
cover_ 
Yes_See 
htlpsJ/providersearchJloridabl ue_c 
omlprovidersearch/pu:blindex_hlm 
or call 1-800-352-25-83 for a list of 
net.vork providers. 

No_ 

I Why This Matters: 

See hi Common Medical Events char1 below lor your costs for services this .P@D. covers. 

This� does not have a dedootible_ 

You don't have to meet deductibles for specific services_ 

The out-0f-pocket limit  is the most you could pay in a year for covered services. If you have other 
family members in this � they have lo meet their own out-0f-pocket limits until the overall 
family out-0f-pocket llimit has been mel 

Even though you pay lh.ese expenses, they don't count toward the out---of--pockel flmiL 

This� uses a provider network_ You will pay less if you use a provider in the� network_ 
You will pay hi most if you use an out-of-network provider, and you might receive a bill from a 
(lrovider for the difference between the provider's charge and what your P@l'.l pays (balance 
billing). Be aware your netv.'Orl<. provider might use an out-of.,ne�.vork provider lor some services 
(such as lab wo.rk). Check with your provider before you get services. 

You can see the specialist you choose wilhoul a referral. 
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Common I . 
M d. 1 E t Services You May Need 

� ( p y ) ( p y ) � 

Limitations, Exceptions, & Other Important 
lnfonnation 

If you visit a health 
care provider's offic,e 
or clinic 

If you have a test 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
www_fioridablue .com/to 
ols-
resources/(lhannacylme 
dication-guide 

Primary ca re vis it to treat 
an iniurv or illness 

Specialist visit 

Preventive 
care/screening/ 
immunization 

Diagnostic test (x-ray, 
blood work) 

I maging (CT/PET scans, 
MRls) 

Generic drugs 

Preferred brand drugs 

Non-preferred brand 
drugs 

S(lecia!!Y drugs 

$15 Copay per Visit 

$15 Copay per Visit 

No Charge 

No Charge 

Physician Office: S1 5 
Co (lay per Visit/ 
Independent Diagnostic 
Testing Center: No 
Charge 
$15 Copay per 
Prescription at retail, S40 
Co pay per Prescription 
by mail 
$50 Copay per 
Prescription at retail, 
$125 Copay per 
Prescription by mail 
$80 Copay per 
Prescription at retai l, 
$200 Copay per 
Prescription by mail 
Specialty drugs are 
subject to the cost share 
based on applicable drug 
tier. 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

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

Physician administered drugs may have higher 
cost shares. 
Physician administered drugs may have higher 
cost shares. 
Physician administered drugs may have higher 
cost shares. You may have to pay for se,vices 
that aren't preventive. Ask your provider if the 
se,vices needed are preventive. Then check what 
vour olan will oav for. 
Tests performed in hospitals may have higher cost-
share_ Prior Authorization may be required. Your 
benefits/services may be denied. 

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

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. 

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

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

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

For more information about limitations and exceptions, see the .Q]l!!! or policy document at www_floridablue.comlplancontracis/group_ 
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BlueCare 57 
with.Rx $15/$50/$80 

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

Summary of :Ben.efits and Coverage: VVhat this Plan Covers & VVhat You Pay For Covered Services Coverage for: Ind ividual and/or Family I Plan Type: HMO 

The Summary of Benefits and Coverage (SBC) document w:ill help you choose a health Jlli!!l· The SBC shows you how you and the R!ill1 would 
share the cost for covered health care services. NOTE: Information about the cost of this R!ill1 (called the premium) will be provided separatel·y. 
This is only a summary. For more information about your coverage, or lo get a copy of lhe complete ie.nns of coverage, 

www.floridablue.com/plancontracis/qroup. For general definitions of common lerms, su:;h as allowed amount. balance bill ing. coinsurance. copayment, dedocllble , 
provider, or other underlined lerms see the Glossary. You can view the Glossary al www.Ooridablue.com/planconlractsJgroup or cal l  1-800-352-2583 to request a 
copy. 

Important Questions 

What is the eve.rail 
deductible? 
Are th ere services 
covered before you meet 
your deductib,le? 
Are th ere other 
deductibles for specific 
servlices? 

What is the out�of-pocket 
limit for this .P@!l? 

What is not included in 
the out-of:eockeUi mit? 

Will you pay less if you 
use a network provider? 

Do you need a referral to 
see a specialist? 

Common 
Medical Event 

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

If you have a test 

If you need drugs to 
treat your illness or 
condition 
More infom,ation about 
11rescri11tion drug 
coverage is available at 
www.floridablue.com/to 
ols-
resources/pham, a c;,lme 
dication::9uide 

I 

I Answers I Why This Matters: 

$0 See the Common Medical Events chart below for your costs for servioes this .P@!l covers. 

Not Appflcable . This � does not have a deduciible. 

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

Yes. In-Network: $2,500 Per The out-of-pocket llimit is the most you could pay in a year for covered services. If you have other 
Person/$7,500 Family. Oul-0I- family members in this ..P@!!.. they have to meet their own out-of-pocket l imits until the overall 
Network: Not AErnlicable. family out-of:i!Qcket llimit has been mel 
Premium, balance-billed charges, 
and health care this Q!;m doesn't Even though you pay these e:qienses, they don1 count toward the out-of--pocket l'imit. 
cover. 
Yes. See This� uses a provider network. You wil l pay less if you use a provider in the� ne�.vort. 
httpsf /l!rovidersearch.lloridabl ue.c You will pay the most if you use an oul-of,network provider, and you mighl receive a bill from a 
omf11rovidersearch/pub/in dex.h1m provider for the difference be�Neen the provider's charge and what your J!!i!D. ;pays (balance 
or call 1-800-352-2583 for a .list or billing). Be aware your network provider mig'ht use an oul-of,ne�Nork provider fo.r some servioes 
network providers. 

No. 

Services You May Need 

Primary care visit to treat an 
injury or illness 

Specialist visi t 

Preventive carelscreening/ 
immunization 

Diagnostic test (x-ray, blood 
work) 

Imaging (CT/PET scans, MRls) 

Generic drugs 

Preferred brand drugs 

Non-preferred brand drugs 

Specialty drugs 

( such as lab wo.rk). Check with your provider before you get services. 

You can see the specialist you choose •.llilhoul a ,referral. 

�fi
e

py I 

$25 Copay per Visit Nol Covered 

$60 Copay per Visit Nol Covered 

No Charge Not Covered 

No Charge Not Covered 

$60 Copay per Visit Not Covered 

$15 Copay per 
Prescription at retail, Nol Covered $40 Copay per 
Prescription by mail 
$50 Copay per 
Prescription at retail, Nol Covered $125 Copay per 
Prescription by mail 
$80 Copay per 
Prescription at retail, Not Covered $200 Copay per 
Prescription by mail 
Special!)t drugs are Special!)t drugs are subj eel subject to the cost share 
based on applicable to the cost share based on 

drug tier. the applicable drug tier. 
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Limitations, Exceptions, & Other Important 
Information 

Physician administered drugs may have higher 
cost shares. 
Physician administered drugs may have higher 
cost shares. 
Physician administered drugs may have higher 
cost shares. You may have to pay for services 
that aren't preventive. Ask your provider if the 
services needed are preventive. Then check 
what your 2!fil! will pay for. 
Tests performed in hospitals may have higher 
cost-share. Prior Authorization may be 
required. Your benefits/services may be 
denied. 
Tests perfom,ed in hospitals may have higher 
cost-share. Prior Authorization may be 
required. Your benefits/services may be 
denied. 
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. 

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

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

Nol covered through Mail Order. Up to 30 day 
supply for reta ii. 

For more infom,ation about limitations and exceptions, see the 2!fil! or policy document at www.floridablue.com/plancontracts/group. 
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BlueOptions 03769 
with Rx 15/ 50/ 80 

Coverage Period: 10/01/2020 - 0 913012021 

Summary-of Benefits, and Coverage: '.rliat this Plcin Co\'ers & Wnat Y 01.1 Pay For Covered Services Co¥erage for: lndividu:al ancl/or Fam I Plan iype: PPO 

The Summary of Benefits and Coveraye (SBC) document wil l  help you cli.oose a. health Jlliill. The SBC shows you ho,wyou and the RIM!. wou ld 
share the cost for covered health care services. NOlE: Information about the cost of this Rkn (cal led the oremium) wil l  be provided separately. 
This is only a summary. For more informalion about yoUJ coverage, or toge a. copy of frie oomple e .erms of co\'era.ge, 

"'"'"'-florjdai:llue.comJpfancontracislgroup. Far ,general definitions ,of-common, e:ms, sud! as allowed am01.1nl, i:lalanre billing\ coillS'Uranre, oopaymeni, deductible, 
pro\'id.er, o ,a her ndemned e1ms se,e the Gtossar/. Ym1 can \'iew the Gfossary an w,,w.flor idai:llue.comrplancontracis/qroup or call 1-800-352-2583 to request a 
copy. 

Important QuestiortS I Answers I Why This Matters: 

lncNetwork: $5001 P,e;r Generally, you must pay. I of the COSiS from pcJow:lers up to the deduc!li:lle amount before !his 
What iis the overall Personl'$1,500 Family. Out-of- � begins lo pay. H you have a.lher family members ,011 the� eacti famly member 1111.1st me,el 
deductible? Network: Combined with In- !heir own individual clecluciibfe until the total amount of deductible expenses. pard by I family 

Network. members me,els the o\'eiall family deductible. 

A.re there services 
This � cavers some items and services even if you: ha•,en't yet me the deductible amount. But 

covered before you meet Yes. PreveniNe care. 
a copayment or coineuranre may app}y. For,exampfe, this� covers oeillam preventive services 
w itho1.1I oosl sharing and belo e you· meet your deductible. See a lis of covered pre\'enlive 

your dedu.ctillle? 
ser.iices al w,,;w.heaf:lhcare.g:ovfcoverageJ'ereven1ive-care-ber1efits/. 

A.re there other 
deductibles for s,pecific No. Yo1.1 don't have to meet deductibles for specific services. 
services? 

Yes. tn-,Network: $3,000 Per 
The ou1-or-podket limit is frie most you, cou d pay in a year fa covered services. I f you have ofh er 

Wh,at is the 01.1t-0f-pocket Persan/$9,000 Fami ly. Out-Of-
family members in fri]s Pill!!. friey ha\'e o me,el 1heir •O'I\Tl ou1-of.-podkel timits un � fue overall 

limit for this . .mfil!? 

What iis not im::luded in 
the out"of,oocket fimit? 

Wi II you pay less if you 
use a network provider? 

Do you need a re ferral to 
see a. soecialist? 

Neti\•ork: Combined with In-
Neti\•IJ!.k. 
Premium, balance-billed maJges, 
and hea[th care t'hilS .R@!! doesn't 
cover. 

Yes. See 
h!J2sJ/provid:ersearch..ftoridabfue.c 
ornu'providerseardi/p ubfmdex..htrn 
ar call 1-'800-352-2583 f.or a list or 
neiworl,; moviders. 

No. 

family 01.11-of-PQdet fimil has been met. 

&en though you1 pay these e.xpenres, !hey don't ,oount toward the 01Jklf::pocket limit. 

This ID!!!!. uses a p,ovider ne�orl. You, will pay less if yo1.1 use a pro·.iideJ in frie plan's ne�1Jrk. 
Y,OJ.1 wia pay he most ii you: use an out-of-network pro\'ider, and you migh rerel\'e a bill from a 
movider lo !he difference be een the providel's charge and wha� your l212D. pays (balance 
bilringl. Be aware your nelwork pwvider mcgnt use an 01.11-of-nelworll movider for rome sel\'ioes 
(euch as lab work). Cheak w ith your provider before you gel seil\'ices. 

You can see he specia[st you choose withou a refe;rral. 
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All co payment and coinsurance costs shown in this chart are after your deductible has been met. if a deductible applies. 

Common 

Medical Event 

If you visit a health 

care provider's office 
or clinic 

If you have a test 

If you need drugs to 
treat your illness or 
condition 

More information about 
prescri11tion drug 

coverage is available at 
www.fioridablue.com/to 
ols-
resources/pharmacy/me 
dication:9uide 

I Sel\'ices You May Need 

Primary care visit to treat an 
in iurv or iUness 

Specialist visit 

Preventive care/screening/ 
immunization 

Diagnostic test (x-ray, blood 
work) 

Imaging (CT/PET scans. 
MRls) 

Generic drugs 

Preferred brand drugs 

Non-preferred brand drugs 

Specia!!Y drugs 

Limitations, Exceptions, & Other Important 

Information 

$20 Copay per Visit Deductible + 40% Physician administered drugs may have higher 
Coinsurance cost shares. 

Deductible + 20% Deductible + 40% Physician administered drugs may have higher 
Coinsurance Coinsurance cost shares. 

Physician administered drugs may have higher 
cost shares. You may have to pay for services 

No Charge 40% Coinsurance that aren't preventive. Ask your provider if the 
services needed are preventive. Then check 
what vour plan will J:)av for. 

Independent Clinical Lab: 
No Charge/ Independent Deductible + 40% Tests performed in hospitals may have higher 
Diagnostic Testing Center: Coinsurance cost-share. 
$100 Copay per Visit 

Tests performed in hospitals may have higher 
Deductible+ 20% Deductible + 40% cost-share. Prior Authorization may be 
Coinsurance Coinsurance required. Your benefits/services may be 

denied. 

$15 Copay per Prescription Up to 30 day supply for reta�. 90 day supply 

at retail, $40 Copay per 50% Coinsurance for mail order. Responsible Rx programs such 

Prescription by mail as Prior Authorization may apply. See 
Medication Quide for more information. 

$50 Copay per Prescription Up to 30 day supply for retail. 90 day supply at reta ii, $1 25 Copay per 50% Coinsurance for mail order. Prescription by mail 
$80 Copay per Prescription Up to 30 day supply for retail . 90 day supply at retail, $200 Copay oer 50% Coinsurance for mail order. Prescription bv mail 
Special!y drugs are subject 
to the cost share based on Special!Y drugs are subject Not covered through Mail Order. Up to 30 day 
applicable drug tier to the cost share based on supply for reta ii. the applicable drug tier. 

For more information about limitations and exceptions. see the .Pl!!!! or policy document at www.floridablue.com/plancontracts/group. 
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BlueOptions 03766 
with Rx $15/$50/$80 

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

Summary of Benefits and Coverage: What this Plan Covers & Whal You Pay For Covered Services Coverage for: lmividual and/or Fam�y I Plan Type: PPO 

The Summary of Benefits and Coverage (SBC) document will help you choose a health Jlli!!1· The SBC shows you how you and the Jlli!.!1 would 
share the cost for covered health care services. NOTE: Information about the cost oflhis w (called the premium) will be provided separately. 
This is only a summary. For more infonnation about your covera�e. or lo gel a copy of the complete lenTJS of coverage, 

www.floridablue.com!plancontracis/qroup. For general definitions of common lenTJS, such as allowed amount. balance billing. coinsurance, copayment, deducbble. 
provider. or other underlined erms see the Glossary. You can view the Glossary al www.�oridablue.com/plancontraclsJgroup or call 1-800-352-2583 to request a 
copy. 

Important Questions 

What LS the overa II 
deductible? 

Are there services 
covered before you meet 
your d.eductible? 

Are th ere other 
deductibles for specific 
services? 

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

What is not included in 
the out-of:Pocket Ii mit? 

Will you pay less if you 
use a network provider? 

Do you need a referral to 
see a s""cialist? 

j Answers 

ln-Nelworlc Nol Appl'icable. Out-
of-Network: $500 Per 
Person/$1,500 Family. 

Yes. Preventive care. 

No. 

Yes. In-Network: $2,500 Per 
Person/$5,000 Family. Out-Of-
NetNork: $5,000 Per 
Person/$10,000 Family. 
Premium, balance-billed ctiarges, 
and health care this P!§!I. doesn't 
cover. 
Yes.See 
h!!gsl/l!rovidersearch.lloridablue.c 
om!providersearchfpub/index.htm 
or call 1-800-352-2583 for a list of 
nefarork providers. 

No. 

j Why This Matters: 

Generally, you must pay an of the costs from providers u,p lo the deductible amount before this 
P!§!I. begins lo pay. If you have other family members on the� eacti family member must meet 
their own individual deductible until the total amount of deductible expenses paid by all family 
members meets the overan family deductible. 
This .Pl§!!. covers some items and services even if you haven't yet met the deductible amount Bui 
a copayment or coinsurance may apply. For example, this J!IM covers certain preventive services 
without cost sharing and before you meet your deductible. See a list of covered preventive 
services at w.vw.healthcare.govlcoveragelpreventive-care-benelilsl. 

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

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 .Q@!!. they have lo meet their own out-of-pocket limits until the overall 
fami y out-of-oocket limit has been met. 

Even though you pay these ex:penses, they donl count toward the out--0f--pockel limit. 

This .Pl§!!. uses a provider netNo.rk. You will pay less if you use a provider in the� net.vo.rk. 
You will pay the most if you use ari oulc.Qf-net.vork provider and you might receive a bill from a 
provider for the difference between the provider's charqe and what your Plilll pays (balance 
billing}. Be a•.vare your network provider might use an out-of-network provider for some services 
( sucti as lab work}. Ched with your provider before you get services. 

You can see the specialist you ctioose without a refenral. 
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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 

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

If you have a test 

If you need drugs to 
treat your illness or 
condition 
More information about 
l!rescril!tion drug 
coverage is available at 
www.floridablue.com/to 
ols-
resources/�hannac'.!i/me 

dication-guide 

Services You May Need 

Primary care visit to treat an 
iniurv or illness 
Specialist visit 

Preventive care/screening/ 
immunization 

Diagnostic test (x-ray. blood 
work) 

Imaging (CT/PET scans, MRls) 

Generic drugs 

Preferred brand drugs 

Non-preferred brand drugs 

What You Will Pay 
Network Provider 

(You will pay the least) 

$20 Copay per Visit 

$40 Copay per Visit 

No Charge 

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

$150 Copay per Vi sit 

$15 Copay oer 
Prescription at retail. 
$40 Copay per 
Prescriotion bv mail 
$50 Copay per 
Prescription at retail. 
$125 Copay per 
Prescription bv mail 
$80 Copay per 
Prescription at retail. 
$200 Copay per 
Prescription by mail 

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

Deductible + 50% 
Coinsurance 

Deductible + 50% 
Coinsurance 

50% Coinsurance 

Deductible + 50% 
Coinsurance 

Deductible + 50% 
Coinsurance 

50% Coinsurance 

50% Coinsurance 

50% Coinsurance 

Limitations, Exceptions, & Other Important 
Information 

Physician administered drugs may have higher 
cost shares. 
Physician administered drugs may have higher 
cost shares. 
Physician administered drugs may have higher 
cost shares. You may have to pay for services 
that aren't preventive. Ask your provider if the 
services needed are preventive. Then check 
what your olan will pay for. 

Tests performed in hospitals may have higher 
cost-sh a re. 

Prior Authorization may be required. Your 
benefits/services may be denied. Tests 
performed in hospitals may have higher cost-
share. 
Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication auide for more information. 

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

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

For more information about limitations and exceptions, see the.P@!! or policy document at www.floridablue.com/plancontracts/group. 
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BlueOptions 05168 Coverage Period: 10/01/2020 - 09/30/2021 
HSA Compatible with Rx 100% aftei: ln-netwotl: Deductible 

Summary of Benefits and Coverage: VI/hat this Plan Covers & 'Mtat You Pay For Covered SeNices Coverage for: Individual I Plan Type: PPO 

The Summary of Benefits and Coverage (SBC) document will help you choose a health Jlli!!l, The SBC shows you how you and the pJ_;m would 
share the cost f or covered health care services. NOTE: Information about the cost of this £@!l. (called the premium) will be provided separately. 
This is only a summary. For more information about your covera�e. or to gel a oopy of the complete lenns of ooveraqe, 

www.floridablue.com/plancontracts/group. For general definitions of common lenns, such as allowed amount, balance bijlinq. coinsurance, oopaymenl, deductible, 
provider. or other underlined terms see the Glossary. You can view the Glossary at IWm.Horidablue.oomlplancontractsJgroup or call 1-800.352-2583 to request a 
oopy. 

I Important Ques!ions [ Answers [ Why This Matters: 

What is the ove.raJI In-Network: $2,500 Per Person. Generally, you must pay al l of the costs from providers up lo the deductible amount before this 
deductible? 

Out-of-Network: $5,000 Per � begins lo pay. If you have other family members on the pdlicy, the overall fam�y deducli'ble 
Person_ must be met before the R!ll!! begins lo pay. 

Are there services This ..P@!l covers some items and services even if you haven't yet met the deductible amount But 
covered before you meet Yes. Preventive care. a copayment or ooinsurance may apply. For example, this R!ll!! oovers certain preventive services 

without oost sharing and before you meet your deduotible_ See a list of covered preventive your d.eductible? services at www. health care.govlcoverage{preventive-care-benelitsl. 
Are there other 
deductibles for specific No. You don't have to meet deducli'bles for specific services. 
services? 

What is the out-of-pocket Yes_ In-Network: $2,500 Per The out-of-pocket limit is the most you could pay in a year for oovered services. If you have other Person. Out-Of--NetiM:Jrk: $10,000 limit for this .11.@!!.? 

What is not included in 
the out-of::eocket Ii mit? 

Will you pay less if you 
use a network provider? 

Do you need a referral to 
see a scecialist? 

Per Person_ 
Premium, balance-billed charges, 
and health care this Q!fil! doesn't 
cover. 
Yes. See 
hj!Esl/providersearch.floridablue.c 
om/providersearch/publin dex.htm 
or ca.II 1-800-352-2583 for a list of 
network providers. 

No. 

family members in this ..P@!l. the overall family out-of-wcket limit must be met 

Even though you pay lhese e><ipenses, they don't count toward the out�f--pockel limit_ 

This ..P@!l uses a provider networfc You will pay less if you use a provider in ltle � netMlrk. 
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 0fill pays (balance 
billing). Be aware your network provider might use an out-of-net.vork provider for some services 
( such as lab work). Check with your provider before you get services. 

You can see the specialist you choose without a refenral. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been mel. if a deductible applies. 

Common 

Medical Event 

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

If you have a test 

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

coverage is available at 
www.floridablue.com/to 
ols-
resources/pharm a cy_lme 
dication:9uide 

I
Services You May 

Need 

Primary care visit to 
treat an injury or 
illness 

Specialist visit 

Preventive 
care/screening/ 
immunization 

Diagnostic lest (x-
rav, blood work) 

Imaging (CT/PET 
scans. MRls) 

Generic drugs 

Preferred brand 
drugs 

Non-preferred brand 
drugs 

Specia!!Y drugs 

�� 
Deductible 

Deductible 

No Charge 

Deductible 

Deductible 

Deductible 

Deductible 

Deductible 

Special!Y drugs 
are subject to the 
cost share based 
on applicable drug 
tier. 

Deductrble + 20% Coinsurance 

Deductible + 20% Coinsurance 

20% Coinsurance 

Deductible + 20% Coinsurance 

Deductrble + 20% Coinsurance 

In-Network Deductible + 50% 
Cai nsurance 

In-Network Deductible + 50% 
Coinsurance 

In-Network Deductible + 50% 
Cai nsurance 

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

Limitations, Exceptions, & Other Important 

Information 

Physician administered drugs may have higher cost 
shares. 

Physician administered drugs may have higher cost 
shares. 
Physician administered drugs may have higher cost 
shares. You may have to pay for services that aren't 
preventive_ Ask your provider if the services needed are 
preventive. Then check what your P@! will pay for. 

Tests performed in hospitals may have higher cost-
share. 
Pr ior Authorization may be required. Your 
benefits/services may be denied. Tests performed in 
hospitals mav have hiQher cost-share_ 
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_ 

Up to 30 day supply for retail, 90 day supply for mail 
order_ 

Up to 30 day supply for retail, 90 day supply for mail 
order_ 

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

For more information about l imitations and exceptions, see the .P@!! or policy document at www.floridablue.com/plancont racts/group_ 
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Blue01Ptions 05169 Coverage Period: 10/01/2020 - 09/30/2021 

HSA Compabl>le with Rx 100% afte,: In-networl. Deductible 

Summary of Benefits and Coverage: 1A'hat this Plan Covers & Whal You Pay For Covered Services Coverage for : Fam�y I Pl'an Type: PPO 

The Summary of Benefits and Coverage (SBC) document will help you choose a health Jlli!.!1. The SBC shows you how you and the mfil1 would 
share the cost for covered health care services. NOTE: Information about the cost of this Jlli!!1 (called the premium) will be provided separately. 
This is only a summary. For more information about your covera�e. or to get a copy of the complete teITTJS of coverage, 

www.floridablue.com/plancootracis/group. For general definitions of common tenT1S, such as allowed amount, balance billing, coinsurance, oopayment, dedUl;bble, 
provider. or other underlined terms see the Glossary. You can view the Glossary al 1wN1.floridablue.oom/plancontracls/group or call 1-800-.352-2583 to request a 
oopy. 

Important Questions 

What is the overall 
deductible? 

Are there services 
covered before you meet 
your deductible? 

Are there other 
deductibles for specific 
servioes? 

I Answers 

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

Yes. Preventive care. 

No. 

Yes. In-Network: $5,000 Per 

I Why This Matters: 

Generally, you must pay aU of the costs from providers up to the deductible amount before this 
rufill begins to pay. II you have other family members on the pdlicy, ttie overall family deductible 
must be met before the 91.s!!l begins to pay. 

This .ll!fil! oovers some items and services even if you haven't yet met the deductible amount But 
a copayment or ooinsurance may apply. For example, this .P@!l oovers certain preventive services 
without oost sharing and before you meet your deductible. See a list of covered preventive 
services al l'MW.healthcare.gov/ooveragelpreventive-care-benelils/. 

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

What is the out-of•pocket Person/$5,000 Family. Out-Of- The out-of-pocket limit is the most you could pay in a year for oovered services. If you have other 
l imit for this elml? 

What is not included in 
the out-of11ocket limit? 

Wil l you pay less if you 
use a network provider? 

Do you need a referral to 
see a sceciaHst? 

Network: $20,000 Per 
Person/S20,000 Family. 
Premium, balance-billed charges, 
and health care this rufill doesn't 
oover. 

Yes. See 
h!!EJsJ/providersearch.lloridablue.c 
omlprovidersearchlpublindex.htm 
or call 1-800-352-2583 for a list of 
ne1'.110rt. providers. 

No. 

family members in this .Q@[1. lhe overal I family out-of-pocket limit must be mel 

Even though you pay tti.ese e>1;penses, they don't count toward the oul-of-,pocket l'imit. 

This _p)grr uses a provider networt.. You will pay less if you use a provider in the� nerNOrt.. 
You will pay the most if you use an out-of-ner.vork provider, and you might receive a bill from a 
provider for the difference berNeen the provider's charge and what your Rlfil1 pays (balance 
billing\. Be aware your network provider might use an out-of-nerNOrk provider for some services 
(such as lab wort.). Check with your provider before you gel services. 

You can see the specialist you choose without a referral. 
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All co payment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common 

Medical Event 

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

If you have a test 

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

coverage is available at 
www.floridablue.com/to 
olS-
resources/phamiacylme 
dication-quide 

If you have outpatient 
surgery 

Services You May Need 

Primary care visit to treat an 
in iurv or illness 

Specialist visit 

Preventive care/screening/ 
immunization 

Diagnostic test (x-ray, blood 
work) 

Imaging (CT/PET scans. MRls) 

Generic drugs 

Preferred brand drugs 

Non-preferred brand drugs 

Specialty drugs 

Facility fee (e.g., ambulatory 
suraerv center! 

Physician/surgeon lees 

What You Will Pay Limitations, Exceptions, & Other Important 
Network Provider Out-of-Network Provider 

Information 
(You will pay the least) (You will pay the most) 

Deductible Deductible + 20% Physician administered drugs may have higher 
Coinsurance cost shares. 

Deductible Deductible + 20% Physician administered drugs may have higher 
Coinsurance cost shares. 

Physician administered drugs may have higher 
cost shares. You may have to pay for services 

No Charge 20% Coinsurance lhat aren't preventive. Ask your provider if lhe 
services needed are preventive. Then check 
what vour olan will oav for. 

Deductible Deductible + 20% Tests performed in hospitals may have higher 
Coinsurance cost-share. 

Prior Authorization may be required. Your 

Deductible Deductible + 20% benefits/services may be denied. Tests 
Coinsurance performed in hospitals may have higher cost-

share. 
Up to 30 day supply for retail. 90 day supply 

Deductible ln-Netwol1<. Deductible + for mail order. Responsible Rx programs such 
50% Coinsurance as Prior Authorization may apply. See 

Medication auide for more information. 

Deductible ln-Netwol1<. Deductible + Up to 30 day supply for retail. 90 day supply 
50% Coinsurance for mail order. 

Deductible ln-Netwol1<. Deductible + Up to 30 day supply for retail. 90 day supply 
50% Coinsurance for mail order. 

Specialjy drugs are 
subject to the oost share Specialjy drugs are subject Not covered through Mail Order. Up to 30 day 
based on applicable to the cost share based on supply for retail. 
drug tier. lhe applicable drug tier. 

Deductible Deductible + 20% ----none---Coinsurance 

Deductible Ambulatory Surgical ----none---Center: Deductible + 20% 

For more inlomiation about limitations and exceptions, see lhe _Pl!!!! or policy document at www.floridablue.com/plancontracts/group_ 
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 Glossary of Health Coverage and Medical Terms Page 1 of 4 

Glossary of Health Coverage and Medical Terms 
• This glossary has many commonly used terms, but isn’t a full list. These glossary terms and definitions are intended

to be educational and may be different from the terms and definitions in your plan.  Some of these terms also
might not have exactly the same meaning when used in your policy or plan, and in any such case, the policy or plan
governs.  (See your Summary of Benefits and Coverage for information on how to get a copy of your policy or plan
document.)

• Bold blue text indicates a term defined in this Glossary.
• See page 4 for an example showing how deductibles, co-insurance and out-of-pocket limits work together in a real

life situation.

Allowed Amount 
Maximum amount on which payment is based for 
covered health care services.  This may be called “eligible 
expense,” “payment allowance" or "negotiated rate."  If 
your provider charges more than the allowed amount, you 
may have to pay the difference. (See Balance Billing.)  

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

Balance Billing 
When a provider bills you for the difference between the 
provider’s charge and the allowed amount. For example, 
if the provider’s charge is $100 and the allowed amount 
is $70, the provider may bill you for the remaining $30. 
A preferred provider may not balance bill you for covered 
services. 

Co-insurance 
Your share of the costs 
of a covered health care 
service, calculated as a 
percent (for example, 
20%) of the allowed 
amount for the service. 
You pay co-insurance 
plus any deductibles 
you owe. For example, 
if the health insurance or plan’s allowed amount for an 
office visit is $100 and  you’ve met your deductible, your 
co-insurance payment of 20% would be $20. The health 
insurance or plan pays the rest of the allowed amount. 

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

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

Deductible 
The amount you owe for 
health care services your 
health insurance or plan 
covers before your health 
insurance or plan begins 
to pay. For example, if 
your deductible is $1000, 
your plan won’t pay 
anything until you’ve met 
your $1000 deductible for covered health care services 
subject to the deductible. The deductible may not apply 
to all services. 

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

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

Emergency Medical Transportation 
Ambulance services for an emergency medical condition. 

Emergency Room Care 
Emergency services  you get in an emergency room. 

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

(See page 4 for a detailed example.) 

Jane pays 
20% 

Her plan pays 
80% 

(See page 4 for a detailed example.) 

Jane pays 
100% 

Her plan pays 
0% 

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146  
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Excluded Services 
Health care services that your health insurance or plan 
doesn’t pay for or cover. 

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

Habilitation Services 
Health care services that help a person keep, learn or 
improve skills and functioning for daily living. Examples 
include therapy for a child who isn’t walking or talking at 
the expected age. These services may include physical and 
occupational therapy, speech-language pathology and 
other services for people with disabilities in a variety of 
inpatient and/or outpatient settings. 

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

Home Health Care 
Health care services a person receives at home. 

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

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

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

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

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

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

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

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

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

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

Out-of-Pocket Limit 
The most you pay during a 
policy period (usually a 
year) before your health 
insurance or plan begins to 
pay 100% of the allowed 
amount.  This limit never 
includes your premium, 
balance-billed charges or 
health care your health 
insurance or plan doesn’t cover.  Some health insurance 
or plans don’t count all of your co-payments, deductibles, 
co-insurance payments, out-of-network payments or 
other expenses toward this limit.  

Physician Services 
Health care services a licensed medical physician (M.D. – 
Medical Doctor or D.O. – Doctor of Osteopathic 
Medicine) provides or coordinates. 

(See page 4 for a detailed example.) 

Jane pays 
0% 

Her plan pays 
100% 
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Plan 
A benefit your employer, union or other group sponsor 
provides to you to pay for your health care services. 

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

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

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

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

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

Primary Care Physician 
A physician (M.D. – Medical Doctor or D.O. – Doctor 
of Osteopathic Medicine) who directly provides or 
coordinates a range of health care services for a patient. 

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

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

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

Rehabilitation Services 
Health care services that help a person keep, get back or 
improve skills and functioning for daily living that have 
been lost or impaired because a person was sick, hurt or 
disabled. These services may include physical and 
occupational therapy, speech-language pathology and 
psychiatric rehabilitation services in a variety of inpatient 
and/or outpatient settings. 

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

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

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

Urgent Care 
Care for an illness, injury or condition serious enough 
that a reasonable person would seek care right away, but 
not so severe as to require emergency room care. 
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How You and Your Insurer Share Costs - Example 
Jane’s Plan Deductible: $1,500 Co-insurance: 20% Out-of-Pocket Limit: $5,000

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

Office visit costs: $75 
Jane pays: 20% of $75 = $15 
Her plan pays: 80% of $75 = $60 

Jane pays 
20% 

Her plan pays 
80% 

Jane pays 
100% 

Her plan pays 
0% 

Jane hasn’t reached her 
$1,500 deductible yet 
Her plan doesn’t pay any of the costs. 

Office visit costs: $125 
Jane pays: $125 
Her plan pays: $0 

January 1st 
Beginning of Coverage 
Period 

December 31st 
End of Coverage Period 

more 
costs 

more 
costs 

Jane reaches her $5,000 
out-of-pocket limit 
Jane has seen the doctor often and paid 
$5,000 in total. Her plan pays the full 
cost of her covered health care services 
for the rest of the year.  

Office visit costs: $200 
Jane pays: $0 
Her plan pays: $200 

Jane pays 
0% 

Her plan pays 
100% 




