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Month Name Coverage Members Revenue Claims

October, 2018 All 1918  $      10,805.62  $        2,418.93 

November, 2018 All 1934  $      10,902.27  $      11,561.57 

December, 2018 All 1930  $      10,868.10  $        8,780.53 

January, 2019 All 1930  $      10,874.63  $      10,532.95 

February, 2019 All 1931  $      10,868.10  $        5,146.91 

March, 2019 All 1933  $      10,892.92  $        6,725.06 

April, 2019 All 1939  $      10,924.27  $      10,656.79 

May, 2019 All 1932  $      10,885.81  $        6,656.20 

June, 2019 All 1937  $      10,924.05  $        6,304.30 

July, 2019 All 1927  $      10,866.58  $      13,902.87 

August, 2019 All 1927  $      10,866.58  $      11,155.29 

September, 2019 All 1925  $      10,866.58  $        2,149.00 

October, 2019 All 2443  $      13,714.52  $      13,669.29 

November, 2019 All 2433  $      13,656.69  $      11,308.09 

December, 2019 All 2444  $      13,734.11  $        9,637.12 

January, 2020 All 2451  $      13,778.52  $      13,133.79 

February, 2020 All 2437  $      13,736.79  $        5,899.92 

March, 2020 All 2418  $      13,647.97  $        6,311.40 

April, 2020 All 2427  $      13,692.16  $        6,767.98 

May, 2020 All 2426  $      13,686.93  $        3,991.00 

June, 2020 All 2421  $      13,654.64  $        8,328.56 

July, 2020 All 2419  $      13,641.94  $      12,592.90 

August, 2020 All 2410  $      13,583.89  $      15,479.25 

September, 2020 All 2424  $      13,688.01  $        8,699.93 

October, 2020 All 2494  $      14,071.24  $        8,114.92 

November, 2020 All 2463  $      13,928.71  $      12,124.37 

December, 2020 All 2434  $      13,761.67  $      11,637.77 

10/31/2020 1463

11/30/2020 1457

12/31/2020 1438

07/31/2020 1428

08/31/2020 1421

09/30/2020 1436

04/30/2020 1431

05/31/2020 1433

06/30/2020 1429

01/31/2020 1434

02/29/2020 1435

03/31/2020 1427

10/31/2019 1427

11/30/2019 1420

12/31/2019 1430

07/31/2019 1127

08/31/2019 1127

09/30/2019 1127

04/30/2019 1133

05/31/2019 1129

06/30/2019 1133

01/31/2019 1131

02/28/2019 1130

03/31/2019 1131

10/31/2018 1126

11/30/2018 1138

12/31/2018 1130

Leon County Schools 30790-1886

Utilization from 10/1/2018 through 9/30/2021

Month Cardholders
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January, 2021 All 2427  $      13,723.21  $      11,202.47 

February, 2021 All 2422  $      13,692.44  $        9,446.93 

March, 2021 All 2411  $      13,634.97  $      10,607.37 

April, 2021 All 2393  $      13,526.78  $        6,911.32 

May, 2021 All 2396  $      13,544.49  $        6,110.14 

June, 2021 All 2379  $      13,456.03  $      10,456.56 

July, 2021 All 2363  $      13,359.02  $      12,831.81 

August, 2021 All 2355  $      13,320.78  $        8,972.38 

September, 2021 All 2352  $      13,301.55  $        7,363.44 

 $    458,082.57  $    327,589.11 Total All Groups

07/31/2021 1395

08/31/2021 1391

09/30/2021 1389

04/30/2021 1416

05/31/2021 1415

06/30/2021 1408

01/31/2021 1434

02/28/2021 1433

03/31/2021 1427
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Premium

Paid Year 
Month

Contracts Members Premium PCP Specialty Total 
Capitation

Value Based
Programs

Inpatient Outpatient Physician Other Total Medical Pharmacy Grand Total MLR

201810 70 93 $54,942.35 $0.00 $78.85 $78.85 $0.00 $4,815.00 $21,793.71 $17,792.38 $3,464.37 $47,865.46 $11,881.72 $59,826.03 108.89%

201811 70 93 $64,494.51 $0.00 $84.73 $84.73 $0.00 $59,260.44 $17,846.94 $12,720.48 $7,598.27 $97,426.13 $15,705.48 $113,216.34 175.54%

201812 67 90 $58,201.14 $0.00 $80.51 $80.51 $0.00 $0.00 $7,704.11 $7,845.14 $6,118.19 $21,667.44 $13,527.09 $35,275.04 60.61%

201901 67 90 $58,237.98 $0.00 $86.85 $86.85 $0.00 $0.00 $8,031.20 $6,502.21 $2,221.33 $16,754.74 $16,099.00 $32,940.59 56.56%

201902 66 89 $57,454.08 $0.00 $79.64 $79.64 $0.00 $0.00 $3,928.31 $8,759.63 $1,525.06 $14,213.00 $17,541.03 $31,833.67 55.41%

201903 63 86 $55,045.65 $0.00 $81.30 $81.30 $1.21 $47,939.03 $22,524.92 $10,382.26 $1,412.47 $82,258.68 $18,569.51 $100,910.70 183.32%

201904 63 86 $54,877.56 $0.00 $73.80 $73.80 $0.00 $40,282.41 $5,783.12 $15,654.63 $6,640.32 $68,360.48 $20,977.78 $89,412.06 162.93%

201905 63 86 $54,877.44 $0.00 $73.32 $73.32 $0.00 $46,014.71 $3,354.51 $9,101.83 $2,039.95 $60,511.00 $18,508.70 $79,093.02 144.13%

201906 64 87 $54,877.57 $0.00 $76.44 $76.44 $3.63 $20,796.68 $8,563.48 $9,916.38 $10,822.48 $50,099.02 $15,966.15 $66,145.24 120.53%

201907 64 87 $56,165.69 $0.00 $75.12 $75.12 $1.21 $99,620.55 $31,209.36 $17,841.86 $9,089.35 $157,761.12 $17,998.93 $175,836.38 313.07%

201908 63 86 $52,829.84 $0.00 $76.44 $76.44 $1.21 $69,937.44 $37,737.71 $24,171.66 $5,336.87 $137,183.68 $19,149.19 $156,410.52 296.06%

201909 63 86 $55,058.08 $0.00 $75.12 $75.12 $78.72 $1,364.00 $14,034.44 $5,278.10 $4,724.90 $25,401.44 $15,255.50 $40,810.78 74.12%

201910 100 128 $107,902.94 $0.00 $120.75 $120.75 $1.21 $18,837.53 $27,623.28 $20,383.97 $4,676.84 $71,521.62 $20,353.71 $91,997.29 85.26%

201911 96 122 $87,292.35 $0.00 $115.17 $115.17 $146.12 $170.50 $14,802.92 $18,099.34 $7,848.17 $40,920.93 $10,095.51 $51,277.73 58.74%

201912 96 122 $85,502.48 $0.00 $108.69 $108.69 $64.03 $4,433.00 $29,776.21 $23,006.68 $2,096.67 $59,312.56 $7,489.89 $66,975.17 78.33%

202001 95 121 $88,947.70 $0.00 $112.64 $112.64 $32.00 $1,364.00 $25,247.75 $4,862.67 $3,453.03 $34,927.45 $10,410.69 $45,482.78 51.13%

202002 96 122 $92,477.51 $0.00 $111.12 $111.12 $25.21 ($17,976.53) $3,644.77 $7,749.84 $4,109.67 ($2,472.25) $10,243.08 $7,907.16 8.55%

202003 95 121 $97,578.69 $0.00 $118.89 $118.89 $28.41 ($1,860.18) $1,756.75 $6,513.28 $1,796.81 $8,206.66 $11,772.40 $20,126.36 20.63%

202004 94 120 $89,173.37 $0.00 $115.70 $115.70 $31.46 $0.00 $1,666.86 $3,653.47 $3,368.37 $8,688.70 $13,684.25 $22,520.11 25.25%

202005 94 120 $96,667.99 $0.00 $110.22 $110.22 $36.52 ($19,032.53) ($1,011.21) $1,491.57 $496.77 ($18,055.40) $7,727.58 ($10,181.08) -10.53%

202006 94 120 $95,915.88 $0.00 $114.33 $114.33 $38.64 $0.00 $809.85 $8,284.62 $4,307.77 $13,402.24 $9,516.94 $23,072.15 24.05%

202007 93 119 $78,102.73 $0.00 $114.33 $114.33 $32.26 $71,642.46 $14,680.26 $13,279.01 $5,826.42 $105,428.15 $10,815.25 $116,389.99 149.02%

202008 94 122 $91,885.40 $0.00 $118.44 $118.44 $33.56 $0.00 $10,144.28 $8,820.15 $4,280.76 $23,245.19 $8,022.88 $31,420.07 34.19%

202009 97 124 $96,129.36 $0.00 $118.44 $118.44 $59.31 $0.00 $334.66 $7,399.90 $2,074.64 $9,809.20 $10,664.97 $20,651.92 21.48%

202010 80 98 $71,786.37 $0.00 $84.21 $84.21 $54.65 $13,903.82 ($2,879.00) $6,478.52 $3,501.86 $21,005.20 $9,116.11 $30,260.17 42.15%

202011 80 99 $74,738.41 $0.00 $91.06 $91.06 $54.65 $9,841.39 $19,222.90 $22,285.66 $4,002.64 $55,352.59 $8,685.18 $64,183.48 85.88%

202012 77 96 $71,624.30 $0.00 $83.74 $83.74 $62.81 $14,573.70 $12,599.44 $26,266.27 $5,939.54 $59,378.95 $8,315.88 $67,841.38 94.72%

202101 74 90 $69,161.21 $0.00 $81.88 $81.88 $60.34 $62,131.87 $14,078.62 $26,690.70 $3,523.61 $106,424.80 $6,268.29 $112,835.31 163.15%

202102 73 89 $68,352.38 $0.00 $78.63 $78.63 $43.05 $6,442.41 $11,205.03 $28,790.43 $2,637.49 $49,075.36 $5,991.24 $55,188.28 80.74%

202103 73 89 $66,238.49 $0.00 $76.83 $76.83 $85.78 $27,010.69 $5,852.79 $30,011.01 $12,154.45 $75,028.94 $9,235.00 $84,426.55 127.46%

202104 75 91 $70,732.59 $0.00 $80.06 $80.06 $85.78 $0.00 $16,269.14 $11,377.30 $2,927.51 $30,573.95 $7,522.92 $38,262.71 54.09%

202105 75 91 $66,830.61 $0.00 $80.06 $80.06 $25.62 $0.00 $21,563.73 $29,756.01 $3,911.91 $55,231.65 $7,351.10 $62,688.43 93.80%

Monitoring by Utilization and Enrollment
Company: COUNTY OF LEON BOARD
Group: 78116
Current Paid Period:   From 10/2018 to 09/2021

Enrollment Capitation Fee for Service Claims
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202106 74 85 $64,959.67 $0.00 $71.23 $71.23 $10.71 $2,915.41 $55,552.67 $21,507.21 $4,319.08 $84,294.37 $10,796.80 $95,173.11 146.51%

202107 74 90 $62,796.19 $0.00 $70.33 $70.33 $18.36 $0.00 $10,852.33 $6,565.62 $2,603.79 $20,021.74 $8,622.59 $28,733.02 45.76%

202108 75 91 $68,612.02 $0.00 $83.25 $83.25 $19.92 $0.00 $7,954.13 $21,648.38 $3,313.41 $32,915.92 $5,911.47 $38,930.56 56.74%

202109 79 97 $71,295.09 $0.00 $87.91 $87.91 $29.39 $5,222.05 $70,930.34 $12,465.36 $2,133.59 $90,751.34 $12,545.43 $103,414.07 145.05%

Total 2,836 3,626 $2,611,765.62 $0.00 $3,290.03 $3,290.03 $1,165.77 $589,649.85 $555,190.31 $513,353.53 $156,298.36 $1,814,492.05 $432,339.24 $2,251,287.09 86.20%

Grouping Avg 79 101 $72,549.05 $0.00 $91.39 $91.39 $32.38 $16,379.16 $15,421.95 $14,259.82 $4,341.62 $50,402.56 $12,009.42 $62,535.75 86.20%

Monthly Avg 79 101 $72,549.05 $0.00 $91.39 $91.39 $32.38 $16,379.16 $15,421.95 $14,259.82 $4,341.62 $50,402.56 $12,009.42 $62,535.75 86.20%

Notes:
- Grand Total includes Medical FFS, Pharmacy FFS, Incentives and Capitation.
- Grouping Avg – Average of the distinct groupings chosen by the user.
- Monthly Avg – Average of a measure over Service/Paid time period.
- Enrollment is recast to reflect retroactive adjustments.
- FFS = Fee For Service.
- MLR = Medical Loss Ratio.

Addendum #001 Page 14 of 74 ITN 486-2022



AMMS CONTRACTS MEMBERS CLAIMS
PAID

PREMIUM
PAID

25Y017303 41 105 $0.00 $1,365.35
25E067902 8 16 $1,043.60 $1,483.22
25Y017302 1 1 $0.00 $124.22
25E068002 3 3 $0.00 $612.59
25E067903 48 148 $0.00 $3,013.12
25E068003 23 57 $0.00 $2,203.14
25Y017300 501 918 $26,035.71 $8,511.67
25E068001 109 159 $2,422.24 $1,134.71
25E067901 291 405 $9,295.62 $11,519.65
25E068000 804 1457 $10,063.70 $65,274.72
25Y017301 306 443 $11,201.24 $16,783.57
25E067900 1232 2454 $35,331.72 $49,536.96
25Y017300 500 914 $23,964.03 $0.00
25E067902 7 15 $409.20 $0.00
25E067900 1242 2463 $41,729.60 $0.00
25E068000 817 1479 $15,488.24 $0.00
25E067901 290 404 $8,023.70 $0.00
25E068001 109 159 $2,103.07 $0.00
25E068002 2 2 $0.00 $0.00
25Y017302 1 1 $0.00 $0.00
25Y017301 307 445 $14,749.24 $0.00
25E068003 23 57 $0.00 $0.00
25E067903 48 148 $0.00 $0.00
25Y017303 42 106 $0.00 $0.00
25E067903 48 148 $0.00 $4,115.80
25Y017301 306 443 $10,359.88 $16,379.11
25E068003 23 57 $0.00 $941.17
25Y017303 42 106 $0.00 $4,375.85
25E068000 817 1489 $16,797.95 $26,187.99
25Y017302 1 1 $0.00 $37.24
25E068001 109 159 $2,201.38 $2,375.11
25E068002 2 2 $0.00 $15.13
25E067901 290 405 $5,328.80 $10,747.46

LEON COUNTY SCHOOL DISTRICT

PLAN MONTH/
YEAR

PREMIUM
BILLED

Choice Plus October 2018 $9,573.58

Choice October 2018 $2,070.69
Choice Plus October 2018 $81,756.54

Choice October 2018 $76.28
Choice October 2018 $9,055.18

Choice October 2018 $1,138.34
Choice Plus October 2018 $98.32

Choice October 2018 $168,705.81
Choice Plus November 2018 $30,516.85

Choice October 2018 $57,288.50
Choice Plus October 2018 $42,663.14

Choice October 2018 $6,158.96
Choice October 2018 $28,850.16

Choice November 2018 $2,871.89
Choice November 2018 $36.32

Choice November 2018 $22,547.10
Choice November 2018 $12,980.35

Choice November 2018 $645.03
Choice November 2018 $75,622.75

Choice Plus November 2018 $3,509.79
Choice December 2018 $4,115.94

Choice November 2018 $770.72
Choice November 2018 $4,115.94

Choice Plus November 2018 $35.75
Choice Plus November 2018 $16,127.32

Choice Plus December 2018 $44.69
Choice December 2018 $2,908.21

Choice Plus December 2018 $4,376.02
Choice December 2018 $26,605.39

Choice Plus December 2018 $19,567.56
Choice December 2018 $941.17

Choice December 2018 $36.32
Choice December 2018 $13,019.55
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LEON COUNTY SCHOOL DISTRICT
25E067900 1231 2444 $47,296.41 $76,416.83
25E067902 8 20 $871.00 $702.96
25Y017300 499 916 $27,199.73 $37,998.49
25Y017300 500 918 $24,613.21 $37,875.64
25E067902 7 13 $334.00 $0.00
25E067900 1236 2454 $54,461.87 $75,736.45
25E068000 817 1485 $18,598.40 $26,314.39
25E067901 290 405 $13,613.50 $10,754.55
25E068001 109 159 $2,534.62 $2,473.52
25E068002 2 2 $0.00 $0.00
25Y017302 1 1 $47.70 $0.00
25Y017301 306 440 $12,930.69 $16,479.90
25E068003 23 57 $0.00 $941.17
25Y017303 42 106 $0.00 $4,375.85
25E067903 48 148 $0.00 $4,115.80
25E067903 48 148 $0.00 $4,446.56
25Y017303 42 106 $0.00 $4,705.51
25E068003 23 57 $0.00 $1,012.44
25E067900 1228 2441 $38,048.94 $82,603.89
25Y017301 308 442 $15,207.78 $35,025.50
25E068000 814 1485 $13,572.61 $28,172.62
25Y017300 498 913 $23,749.39 $40,909.21
25E068002 1 1 $96.80 $76.10
25Y017302 2 2 $0.00 $78.89
25E068001 110 160 $1,823.95 $5,075.97
25E067901 293 408 $11,566.20 $22,969.74
25E067902 7 13 $0.00 $575.22
25Y017300 497 910 $29,522.21 $60,162.72
25E067902 6 8 $166.80 $991.11
25E067900 1223 2427 $46,985.64 $136,307.17
25E068000 816 1481 $17,642.53 $49,445.08
25E067901 294 409 $11,030.30 $25,724.73
25E068001 110 160 $2,555.33 $6,097.25
25E068002 1 1 $0.00 $129.23
25Y017302 2 2 $0.00 $165.64
25Y017301 306 439 $11,602.34 $32,752.22

Choice Plus December 2018 $38,600.13
Choice Plus January 2019 $37,401.22

Choice December 2018 $76,206.64
Choice December 2018 $517.42

Choice January 2019 $2,853.73
Choice January 2019 $36.32

Choice January 2019 $25,914.40
Choice January 2019 $13,122.61

Choice January 2019 $262.20
Choice January 2019 $76,077.89

Choice January 2019 $4,115.94
Choice February 2019 $4,115.94

Choice January 2019 $941.17
Choice Plus January 2019 $4,376.02

Choice Plus January 2019 $44.69
Choice Plus January 2019 $19,493.14

Choice February 2019 $25,939.78
Choice Plus February 2019 $36,392.06

Choice February 2019 $75,816.65
Choice Plus February 2019 $20,024.32

Choice Plus February 2019 $4,376.02
Choice February 2019 $941.17

Choice February 2019 $488.60
Choice Plus March 2019 $37,315.23

Choice February 2019 $2,853.73
Choice February 2019 $13,220.78

Choice February 2019 $36.32
Choice Plus February 2019 $220.25

Choice March 2019 $2,853.73
Choice March 2019 $36.32

Choice March 2019 $26,116.04
Choice March 2019 $13,253.71

Choice March 2019 $422.74
Choice March 2019 $75,821.46

Choice Plus March 2019 $132.47
Choice Plus March 2019 $19,086.47Addendum #001 Page 16 of 74 ITN 486-2022



LEON COUNTY SCHOOL DISTRICT
25E068003 23 57 $0.00 $1,764.23
25Y017303 42 106 $0.00 $6,929.30
25E067903 48 148 $0.00 $7,406.32
25E067903 48 148 $0.00 $4,258.18
25Y017303 42 106 $0.00 $4,780.23
25E067902 3 4 $388.00 $441.52
25E068003 23 57 $0.00 $939.90
25Y017300 495 909 $21,571.94 $40,386.15
25E067900 1227 2434 $55,043.84 $77,641.19
25Y017301 307 440 $14,281.92 $29,607.24
25E068000 816 1479 $16,678.10 $26,695.57
25E068002 1 1 $0.00 $37.68
25E068001 110 160 $2,559.00 $4,367.38
25Y017302 2 2 $0.00 $239.30
25E067901 293 407 $8,521.75 $18,994.81
25Y017300 493 906 $27,785.82 $34,972.44
25E067902 2 3 $0.00 $147.94
25E067900 1221 2430 $46,514.42 $69,627.62
25E068000 815 1480 $15,030.19 $27,685.86
25E067901 292 406 $15,155.20 $13,740.83
25E068001 109 159 $1,983.20 $2,905.74
25E068002 1 1 $0.00 $20.79
25Y017302 2 2 $0.00 $145.82
25Y017301 307 441 $17,112.37 $20,325.87
25E068003 23 57 $0.00 $998.84
25E067903 48 148 $0.00 $3,803.86
25Y017303 42 106 $0.00 $4,092.25
25E067903 48 148 $0.00 $5,077.76
25Y017303 42 106 $0.00 $5,225.86
25E068003 23 57 $0.00 $948.52
25Y017301 307 441 $17,967.30 $77.09
25E068002 1 1 $0.00 $36.13
25Y017302 2 2 $156.03 $0.49
25E068001 109 159 $2,368.40 $2,832.31
25E067901 292 403 $15,239.33 $40.23
25E068000 811 1474 $22,404.11 $26,420.36

Choice March 2019 $4,115.94
Choice April 2019 $4,115.94

Choice March 2019 $941.17
Choice Plus March 2019 $4,376.02

Choice April 2019 $74,891.79
Choice Plus April 2019 $19,582.52

Choice April 2019 $941.17
Choice Plus April 2019 $36,802.00

Choice Plus April 2019 $4,376.02
Choice April 2019 $160.54

Choice April 2019 $13,220.78
Choice Plus May 2019 $37,085.05

Choice April 2019 $2,819.23
Choice Plus April 2019 $132.47

Choice April 2019 $25,929.86
Choice April 2019 $36.32

Choice May 2019 $2,835.54
Choice May 2019 $36.32

Choice May 2019 $25,974.66
Choice May 2019 $13,447.06

Choice May 2019 ($37.67)
Choice May 2019 $75,354.04

Choice Plus May 2019 $4,376.02
Choice June 2019 $4,115.94

Choice May 2019 $941.10
Choice May 2019 $4,115.80

Choice Plus May 2019 $132.47
Choice Plus May 2019 $20,287.13

Choice Plus June 2019 $132.47
Choice June 2019 $2,835.57

Choice Plus June 2019 $19,627.21
Choice June 2019 $36.32

Choice Plus June 2019 $4,376.02
Choice June 2019 $941.17

Choice June 2019 $13,220.78
Choice June 2019 $26,012.66Addendum #001 Page 17 of 74 ITN 486-2022



LEON COUNTY SCHOOL DISTRICT
25E067900 1220 2426 $50,865.88 $92,863.12
25E067902 2 3 $0.00 $0.68
25Y017300 493 905 $29,369.87 $44,250.48
25Y017300 489 901 $25,031.52 $37,781.77
25E067902 2 3 $121.00 $179.75
25E067900 1215 2422 $55,585.55 $77,026.10
25E067901 293 404 $10,390.90 $0.00
25E068001 109 159 $3,108.13 $0.00
25E068000 807 1471 $21,415.40 $23,353.59
25E068002 1 1 $96.80 $0.19
25Y017302 2 2 $0.00 $101.86
25Y017301 306 438 $14,319.04 $0.00
25E068003 23 57 $0.00 $845.13
25Y017303 43 107 $0.00 $4,465.36
25E067903 48 148 $0.00 $4,217.94
25E068003 23 57 $0.00 $1.08
25E067903 48 148 $0.00 $5.58
25Y017303 43 107 $0.00 ($13.91)
25Y017301 305 437 $17,455.90 $34,345.04
25E068001 109 158 $2,470.50 $1,204.90
25E068002 1 1 $0.00 $0.12
25Y017302 2 2 $0.00 $61.95
25E068000 807 1471 $16,815.30 $120.63
25E067901 293 404 $10,610.30 $23,700.42
25E067900 1216 2424 $48,244.94 $287.16
25Y017300 489 901 $23,191.02 $386.18
25E067902 2 3 $0.00 $109.34
25Y017300 489 901 $18,652.86 $161.85
25E067902 1 1 $0.00 $26.91
25E068000 807 1471 $11,432.70 $39.61
25E067900 1215 2423 $35,451.38 $35.14
25E067901 293 404 $10,876.50 $11,008.10
25E068001 108 156 $1,339.95 $2,316.06
25Y017302 2 2 $0.00 $47.71
25E068002 1 1 $0.00 $5.19
25Y017301 305 437 $10,410.57 $16,092.55

Choice Plus June 2019 $36,827.54
Choice Plus July 2019 $0.00

Choice June 2019 $75,487.06
Choice June 2019 $225.78

Choice July 2019 $0.00
Choice July 2019 $0.00

Choice July 2019 $0.00
Choice July 2019 $0.00

Choice July 2019 $0.00
Choice July 2019 $0.00

Choice July 2019 $0.00
Choice August 2019 $0.00

Choice July 2019 $0.00
Choice Plus July 2019 $0.00

Choice Plus July 2019 $0.00
Choice Plus July 2019 $0.00

Choice August 2019 $0.00
Choice Plus August 2019 $0.00

Choice Plus August 2019 $0.00
Choice August 2019 $0.00

Choice August 2019 $0.00
Choice Plus August 2019 $0.00

Choice August 2019 $0.00
Choice Plus September 2019 $0.05

Choice August 2019 $0.00
Choice Plus August 2019 $0.00

Choice August 2019 $0.00
Choice August 2019 $0.00

Choice September 2019 ($10.74)
Choice Plus September 2019 $268.14

Choice September 2019 ($193.84)
Choice September 2019 $521.49

Choice September 2019 ($638.04)
Choice September 2019 ($275.39)

Choice September 2019 ($109.55)
Choice Plus September 2019 ($288.81)Addendum #001 Page 18 of 74 ITN 486-2022



LEON COUNTY SCHOOL DISTRICT
25E068003 23 57 $0.00 $1.22
25E067903 48 148 $0.00 $5.70
25Y017303 43 107 $0.00 $10.15
25Y017303 71 182 $0.00 $304.98
25E067903 73 222 $0.00 $258.49
25E068003 39 98 $0.00 $58.99
25Y017301 325 464 $19,013.43 ($4,914.50)
25E068002 2 2 $0.00 ($78.40)
25Y017302 3 3 $0.00 $362.82
25E068001 108 155 $1,559.05 ($668.39)
25E067901 314 434 $10,732.60 ($2,823.60)
25E068000 884 1564 $18,047.11 $1,402.65
25E067900 1026 2068 $41,288.70 $4,541.77
25E067902 1 1 $0.00 ($421.65)
25Y017300 582 1056 $29,009.18 $2,263.84
25Y017300 585 1061 $27,192.09 $0.00
25E067902 1 1 $0.00 $0.00
25E067900 1030 2074 $35,888.79 $0.00
25E067901 312 431 $10,705.67 $0.00
25E068000 882 1555 $10,483.31 $0.00
25E068001 108 155 $1,506.19 $0.00
25Y017302 3 3 $0.00 $0.00
25E068002 2 2 $0.00 $0.00
25E068003 39 98 $0.00 $0.00
25Y017301 324 463 $7,160.00 $0.00
25Y017303 71 182 $0.00 $0.00
25E067903 74 223 $0.00 $0.00
25E067903 74 223 $0.00 $18,330.61
25Y017303 71 182 $0.00 $22,219.64
25Y017301 324 463 $12,021.74 $51,277.09
25E068003 39 98 $0.00 $4,858.60
25E068002 2 2 $0.00 $86.75
25E068001 108 155 $1,347.79 $6,878.44
25Y017302 4 4 $106.53 $213.50
25E068000 888 1562 $13,979.04 $82,532.41
25E067901 312 431 $10,578.50 $34,909.99

Choice Plus September 2019 $44.69
Choice Plus October 2019 ($1.61)

Choice September 2019 $0.07
Choice September 2019 $0.14

Choice Plus October 2019 ($526.68)
Choice October 2019 $0.00

Choice Plus October 2019 $0.00
Choice October 2019 $0.00

Choice October 2019 ($1.27)
Choice October 2019 ($0.23)

Choice Plus October 2019 ($11.14)
Choice Plus November 2019 ($1,375.71)

Choice October 2019 $11.48
Choice October 2019 $0.00

Choice October 2019 $0.00
Choice October 2019 ($2.10)

Choice November 2019 $0.00
Choice Plus November 2019 $526.68

Choice November 2019 $461.02
Choice November 2019 ($982.41)

Choice November 2019 $0.00
Choice November 2019 ($2,788.07)

Choice November 2019 ($153.64)
Choice December 2019 $24,916.97

Choice Plus November 2019 $0.00
Choice Plus November 2019 ($176.00)

Choice November 2019 $0.00
Choice November 2019 ($35.51)

Choice December 2019 $11,059.85
Choice Plus December 2019 $357.52

Choice December 2019 $6,601.22
Choice December 2019 $145.28

Choice Plus December 2019 $30,159.84
Choice Plus December 2019 $82,381.43

Choice December 2019 $112,033.82
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LEON COUNTY SCHOOL DISTRICT
25E067900 1031 2083 $42,174.63 $193,563.06
25E067902 0 0 $0.00 $78.65
25Y017300 597 1077 $30,203.64 $131,624.60
25Y017300 596 1074 $40,560.69 $44,730.36
25E067902 0 0 $0.00 $0.00
25E067900 1032 2087 $51,486.73 $63,862.40
25E067901 313 433 $13,321.53 $11,741.76
25E068000 885 1559 $21,895.20 $27,536.61
25Y017302 3 3 $156.00 $0.00
25E068001 108 155 $1,589.86 $2,423.76
25E068002 1 1 $0.00 $0.00
25Y017301 322 459 $18,633.34 $17,150.28
25Y017303 71 182 $0.00 $7,464.83
25E067903 74 223 $0.00 $6,172.71
25E068003 39 98 $0.00 $1,633.35
25Y017303 72 184 $0.00 $7,475.46
25E067903 74 223 $0.00 $6,115.75
25Y017301 324 462 $20,042.90 $17,191.84
25E068003 39 98 $0.00 $1,617.66
25E068002 2 5 $251.40 $35.13
25Y017302 3 3 $502.80 $125.35
25E068001 109 156 $2,368.54 $2,399.57
25E067901 314 434 $10,779.00 $11,739.91
25E068000 884 1553 $16,184.50 $27,382.76
25E067902 0 0 $0.00 $46.18
25E067900 1033 2077 $41,753.57 $64,252.67
25Y017300 594 1065 $29,821.43 $44,046.77
25Y017300 588 1057 $34,260.79 $43,814.82
25E067902 0 0 $0.00 ($58.97)
25E067900 1031 2075 $46,038.53 $64,158.38
25E068000 878 1546 $17,713.60 $27,446.61
25E067901 315 436 $8,797.50 $11,740.81
25Y017302 3 3 $0.00 $142.79
25E068002 3 6 $0.00 $55.34
25E068001 110 158 $2,231.50 $2,411.18
25E068003 39 98 $0.00 $1,629.87

Choice Plus December 2019 $179,116.35
Choice Plus January 2020 $44,755.49

Choice December 2019 $263,717.47
Choice December 2019 $131.72

Choice Plus January 2020 $89.38
Choice January 2020 $3,064.94

Choice January 2020 $14,161.28
Choice January 2020 $27,745.02

Choice January 2020 $32.93
Choice January 2020 $63,900.37

Choice January 2020 $1,650.20
Choice Plus February 2020 $7,884.40

Choice Plus January 2020 $7,539.96
Choice January 2020 $6,237.34

Choice January 2020 $0.00
Choice Plus January 2020 $20,597.31

Choice Plus February 2020 $268.14
Choice February 2020 $2,889.20

Choice February 2020 $1,650.20
Choice February 2020 $159.08

Choice February 2020 $6,237.34
Choice Plus February 2020 $20,731.38

Choice Plus February 2020 $44,709.20
Choice Plus March 2020 $43,667.92

Choice February 2020 ($98.79)
Choice February 2020 $65,360.80

Choice February 2020 $14,064.37
Choice February 2020 $27,692.88

Choice Plus March 2020 ($89.38)
Choice March 2020 $88.63

Choice March 2020 $27,255.04
Choice March 2020 $14,030.54

Choice March 2020 $0.00
Choice March 2020 $64,083.60

Choice March 2020 $2,889.24
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LEON COUNTY SCHOOL DISTRICT
25Y017301 325 463 $10,464.15 $17,111.04
25Y017303 73 188 $0.00 $7,681.67
25E067903 74 223 $0.00 $6,159.90
25Y017303 73 188 $0.00 $7,769.19
25E067903 74 223 $0.00 $6,220.50
25Y017301 324 462 $2,220.42 $17,320.06
25E068003 39 98 $0.00 $1,646.09
25E068001 110 158 $275.28 $2,420.72
25E068002 2 5 $0.00 $117.68
25Y017302 2 2 $0.00 $89.39
25E067901 315 436 $1,757.90 $11,829.21
25E068000 873 1536 $3,011.30 $27,201.03
25E067900 1032 2071 $11,434.68 $63,853.91
25Y017300 591 1072 $10,817.51 $43,810.80
25Y017300 592 1073 $18,429.00 $44,267.21
25E067900 1031 2074 $23,252.92 $63,982.48
25E068000 869 1530 $10,024.60 $26,857.60
25E067901 314 435 $6,988.30 $11,410.07
25E068001 110 158 $419.90 $2,210.63
25E068002 2 5 $867.60 $193.79
25Y017302 2 2 $0.00 $102.89
25E068003 39 98 $227.20 $1,615.78
25Y017301 323 460 $6,995.44 $17,101.24
25E067903 75 229 $805.90 $6,220.16
25Y017303 73 188 $4,110.50 $7,618.98
25Y017303 73 189 $7,779.42 $6,559.81
25E067903 76 231 $3,460.33 $5,470.54
25Y017301 323 460 $16,775.77 $17,024.27
25E068003 39 98 $696.40 $1,391.29
25E068001 110 158 $2,846.56 $2,394.14
25E068002 2 5 $0.00 $162.48
25Y017302 2 2 $0.00 $44.59
25E067901 314 435 $11,107.90 $11,971.94
25E067900 1027 2070 $45,431.16 $65,461.55
25E068000 868 1526 $20,672.00 $27,297.56
25Y017300 592 1072 $40,744.14 $44,392.93

Choice March 2020 $6,237.52
Choice Plus April 2020 $0.00

Choice Plus March 2020 $20,463.24
Choice Plus March 2020 $7,796.62

Choice April 2020 $0.00
Choice Plus April 2020 $0.00

Choice April 2020 $0.00
Choice April 2020 $0.00

Choice April 2020 $0.00
Choice Plus April 2020 $0.00

Choice Plus May 2020 $45,172.79
Choice May 2020 $65,263.02

Choice April 2020 $0.00
Choice Plus April 2020 $0.00

Choice April 2020 $0.00
Choice April 2020 $0.00

Choice Plus May 2020 $44.69
Choice May 2020 $1,650.34

Choice May 2020 $2,554.66
Choice May 2020 $143.11

Choice May 2020 $27,404.66
Choice May 2020 $13,428.29

Choice June 2020 $12,860.74
Choice Plus June 2020 $41,120.11

Choice Plus May 2020 $7,796.62
Choice Plus June 2020 $15,505.46

Choice Plus May 2020 $20,167.96
Choice May 2020 $6,365.13

Choice June 2020 $28,898.29
Choice June 2020 $130,838.63

Choice June 2020 $213.58
Choice Plus June 2020 $89.38

Choice June 2020 $3,300.68
Choice June 2020 $5,817.78

Choice June 2020 $54,863.80
Choice Plus June 2020 $89,448.21Addendum #001 Page 21 of 74 ITN 486-2022



LEON COUNTY SCHOOL DISTRICT
25Y017300 590 1068 $47,787.30 $44,544.18
25E067900 1024 2068 $57,167.49 $65,049.71
25E068000 867 1525 $23,505.80 $27,381.67
25E067901 317 438 $10,151.50 $12,213.63
25Y017302 2 2 $147.00 $61.09
25E068002 2 5 $78.00 $145.98
25E068001 111 159 $3,036.87 $2,429.17
25Y017301 325 464 $10,253.78 $17,449.25
25E068003 39 98 $839.60 $1,382.69
25E067903 76 231 $3,679.46 $5,444.96
25Y017303 72 187 $12,913.46 $6,471.37
25E067903 74 227 $2,859.96 $4,633.78
25Y017303 72 187 $4,558.91 $6,021.16
25Y017301 325 464 $12,023.60 $16,979.66
25E068003 38 95 $2,721.40 $1,203.50
25E068002 2 5 $0.00 $87.37
25Y017302 2 2 $10.00 ($19.87)
25E068001 112 160 $1,724.56 $2,363.40
25E067901 316 438 $9,560.04 $11,832.94
25E067900 1023 2067 $42,863.42 $111.73
25E068000 867 1525 $15,316.70 $43.37
25Y017300 589 1067 $28,812.41 $137.99
25Y017300 596 1080 $22,812.72 $3,966.38
25E068000 880 1541 $13,067.81 $2,320.49
25E067901 315 436 $13,428.95 $12,078.53
25E067900 1030 2077 $38,856.18 $5,620.90
25Y017302 2 2 $0.00 $0.00
25E068002 2 5 $0.00 $244.31
25E068001 111 159 $3,990.00 $2,458.31
25Y017301 326 465 $11,473.92 $17,109.78
25Y017303 72 187 $8,468.48 $6.13
25E067903 74 227 $3,990.66 $19.82
25E068003 38 95 $1,566.00 $99.88
25E068003 36 96 $1,062.00 $0.00
25E067903 76 224 $2,046.08 $0.00
25Y017303 74 194 $5,588.83 $0.00

Choice July 2020 $0.00
Choice July 2020 $226.11

Choice Plus July 2020 $0.00
Choice July 2020 $323.10

Choice July 2020 $0.00
Choice July 2020 $0.00

Choice July 2020 $0.00
Choice Plus July 2020 $0.00

Choice Plus July 2020 $0.00
Choice July 2020 $0.00

Choice August 2020 $0.00
Choice August 2020 $0.00

Choice Plus August 2020 $0.00
Choice Plus August 2020 $0.00

Choice Plus July 2020 $0.00
Choice August 2020 $0.00

Choice August 2020 $0.00
Choice Plus August 2020 $0.00

Choice August 2020 $0.00
Choice August 2020 $0.00

Choice Plus August 2020 $0.00
Choice August 2020 $0.00

Choice Plus September 2020 $491.59
Choice September 2020 ($265.89)

Choice September 2020 $14,508.97
Choice September 2020 $64,353.96

Choice Plus September 2020 $43,135.93
Choice September 2020 $27,909.82

Choice September 2020 $1,282.95
Choice October 2020 $1,631.24

Choice Plus September 2020 $7,879.32
Choice September 2020 $6,174.96

Choice September 2020 $2,872.54
Choice Plus September 2020 $20,182.12

Choice October 2020 $6,294.56
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LEON COUNTY SCHOOL DISTRICT
25Y017301 341 486 $11,945.23 $17,551.17
25E068001 117 169 $2,603.38 $2,498.11
25E068002 4 11 $0.00 $0.00
25Y017302 4 4 $0.00 $0.00
25E067901 334 469 $11,720.85 $12,797.75
25E067900 1004 2007 $37,344.32 $658.78
25E068000 850 1504 $16,372.50 $146.59
25Y017300 575 1042 $24,302.74 ($673.49)
25E067902 2 3 $0.00 $0.00
25Y017300 575 1044 $25,519.79 $43,119.30
25E067902 3 7 $0.00 $0.00
25E067900 1010 2008 $34,228.46 $62,930.41
25E068000 855 1513 $13,112.57 $27,457.62
25E067901 337 473 $9,265.65 $12,753.22
25Y017302 4 4 $0.00 $424.87
25E068001 117 169 $3,525.30 $2,517.42
25E068002 4 11 $692.50 ($77.00)
25Y017301 343 490 $9,956.99 $17,892.04
25E068003 36 96 $2,384.70 $993.01
25E067903 76 224 $2,525.71 $5,273.92
25Y017303 74 193 $6,758.78 $6,509.25
25E067903 75 222 $2,852.78 $5,141.12
25E068003 36 96 $1,849.00 $1,314.55
25Y017303 74 193 $3,979.78 $6,491.57
25Y017301 345 494 $21,653.58 $17,951.95
25E068001 120 172 $1,917.50 $2,549.42
25E068002 4 11 $167.20 $64.40
25Y017302 4 4 $0.00 $154.92
25E067901 339 476 $10,389.42 $12,799.97
25E067900 1013 2012 $43,952.17 $63,613.82
25E068000 845 1499 $14,585.95 $27,635.10
25Y017300 571 1039 $27,307.16 $43,992.04
25E067902 3 7 $343.00 $104.80
25E067902 3 7 $211.60 $0.00
25Y017300 571 1040 $33,864.86 $43,002.73
25E067901 340 477 $10,027.45 $54,718.64

Choice October 2020 $159.08
Choice Plus October 2020 $44.69

Choice Plus October 2020 $22,415.48
Choice October 2020 $3,264.98

Choice October 2020 $0.00
Choice Plus November 2020 $43,113.06

Choice October 2020 $28,013.28
Choice Plus October 2020 $44,507.38

Choice October 2020 $16,443.91
Choice October 2020 $63,850.21

Choice Plus November 2020 $312.83
Choice November 2020 $3,086.92

Choice November 2020 $27,145.70
Choice November 2020 $15,728.50

Choice November 2020 $294.48
Choice November 2020 $63,340.40

Choice Plus November 2020 $7,879.32
Choice December 2020 $6,076.80

Choice November 2020 $1,631.22
Choice November 2020 $6,240.19

Choice November 2020 $706.85
Choice Plus November 2020 $22,243.40

Choice December 2020 $247.16
Choice Plus December 2020 $134.07

Choice Plus December 2020 $21,799.70
Choice December 2020 $3,123.24

Choice December 2020 $1,613.06
Choice Plus December 2020 $7,636.02

Choice December 2020 $480.99
Choice January 2021 $225.77

Choice December 2020 $27,290.84
Choice Plus December 2020 $43,850.24

Choice December 2020 $15,565.54
Choice December 2020 $63,963.95

Choice Plus January 2021 $43,116.50
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LEON COUNTY SCHOOL DISTRICT
25E068000 842 1498 $17,407.10 $26,817.11
25E067900 1013 2013 $47,021.73 $62,639.80
25Y017302 4 4 $0.00 $0.00
25E068002 5 11 $251.40 $0.00
25E068001 118 169 $2,177.58 $10,931.05
25Y017301 344 493 $20,505.31 $77,097.58
25Y017303 73 191 $5,553.48 $6,459.04
25E067903 74 221 $2,895.66 $5,167.25
25E068003 35 95 $696.00 $1,364.18
25Y017303 73 191 $7,253.29 $0.00
25E068003 34 93 $723.50 $0.00
25E067903 74 221 $5,817.16 $0.00
25Y017301 345 494 $14,067.93 $17,424.16
25E068001 120 172 $1,451.82 $2,566.62
25E068002 5 11 $0.00 $0.00
25Y017302 5 5 $0.00 $0.00
25E067900 1006 1996 $39,569.94 $0.00
25E068000 839 1495 $14,132.30 $0.00
25E067901 343 483 $11,210.65 $13,410.41
25Y017300 570 1035 $26,740.06 $0.00
25E067902 4 9 $990.00 $0.00
25E067902 4 9 $286.00 $0.00
25Y017300 563 1020 $39,196.23 $86,537.91
25E067901 344 485 $14,787.55 $12,994.79
25E068000 835 1488 $18,205.58 $52,900.28
25E067900 999 1987 $35,377.62 $124,259.42
25Y017302 4 4 $549.00 $0.00
25E068002 5 11 $0.00 $0.00
25E068001 120 172 $1,693.10 $2,481.91
25Y017301 345 493 $18,238.64 $18,073.05
25E067903 73 220 $3,626.36 $10,122.53
25Y017303 73 191 $5,673.36 $12,718.27
25E068003 34 93 $652.80 $2,628.71
25Y017302 3 3 $0.00 $151.57
25E068003 34 93 $1,227.90 $1,317.38
25Y017301 347 495 $16,031.98 $18,081.34

Choice Plus January 2021 $134.07
Choice January 2021 $194.72

Choice January 2021 $27,437.39
Choice January 2021 $63,187.85

Choice January 2021 $1,577.42
Choice Plus February 2021 $7,710.44

Choice Plus January 2021 $7,622.66
Choice January 2021 $6,142.03

Choice January 2021 $3,123.24
Choice Plus January 2021 $21,933.77

Choice February 2021 $176.56
Choice Plus February 2021 $134.07

Choice Plus February 2021 $21,933.77
Choice February 2021 $3,176.36

Choice February 2021 $1,577.42
Choice February 2021 $6,109.10

Choice February 2021 $356.23
Choice March 2021 $291.02

Choice February 2021 $16,348.30
Choice Plus February 2021 $45,130.66

Choice February 2021 $62,766.10
Choice February 2021 $26,763.76

Choice Plus March 2021 $311.39
Choice March 2021 $285.54

Choice March 2021 $26,098.31
Choice March 2021 $61,745.18

Choice Plus March 2021 $42,647.35
Choice March 2021 $15,827.59

Choice March 2021 $1,577.57
Choice Plus April 2021 $89.38

Choice March 2021 $6,109.29
Choice Plus March 2021 $7,541.56

Choice March 2021 $3,052.68
Choice Plus March 2021 $21,981.66

Choice April 2021 $1,432.14
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LEON COUNTY SCHOOL DISTRICT
25Y017303 72 187 $4,159.03 $6,585.82
25E067903 73 220 $4,080.26 $5,464.53
25E068002 5 11 $189.60 $174.25
25E068001 120 172 $1,686.20 $2,595.19
25E067900 992 1979 $42,360.48 $64,368.17
25E068000 830 1477 $13,977.40 $24,970.16
25E067901 344 485 $9,587.76 $13,252.65
25Y017300 560 1015 $29,877.33 $41,038.10
25E067902 4 9 $324.50 $236.08
25E067902 4 9 $62.50 $186.58
25Y017300 559 1013 $30,424.94 $0.00
25E067901 344 484 $7,997.74 $28,007.97
25E068000 827 1470 $14,727.50 $0.00
25E067900 992 1986 $34,898.16 $0.00
25E068002 4 10 $124.80 $137.44
25E068001 121 173 $2,900.20 $5,472.35
25Y017302 3 3 $0.00 $112.27
25E067903 74 223 $4,172.27 $401.84
25Y017303 71 186 $6,618.31 $498.78
25Y017301 347 494 $15,988.21 $38,317.62
25E068003 34 93 $1,546.60 $102.83
25E068003 34 93 $570.40 $1,286.93
25E067903 75 228 $4,641.77 $5,055.03
25Y017303 72 187 $6,925.49 $6,206.77
25Y017301 347 494 $12,353.64 $18,217.29
25Y017302 3 3 $0.00 $170.07
25E068001 120 171 $3,135.41 $2,224.61
25E068002 4 10 $454.80 $214.67
25E067900 988 1978 $42,404.81 $62,464.32
25E067901 346 491 $11,542.80 $13,525.35
25E068000 823 1459 $16,984.50 $26,306.61
25Y017300 557 1008 $26,457.43 $42,140.46
25E067902 3 8 $510.50 $297.03
25E067902 3 8 $366.50 $244.45
25Y017300 553 1003 $31,244.86 $41,686.09
25E068000 818 1448 $21,390.50 $25,967.93

Choice April 2021 $212.88
Choice April 2021 $3,123.24

Choice Plus April 2021 $7,139.35
Choice April 2021 $6,046.72

Choice April 2021 $291.00
Choice May 2021 $291.00

Choice April 2021 $15,924.62
Choice Plus April 2021 $36,390.61

Choice April 2021 $60,496.96
Choice April 2021 $21,967.00

Choice May 2021 $176.56
Choice May 2021 $3,123.92

Choice May 2021 $26,140.81
Choice May 2021 $62,239.84

Choice Plus May 2021 $41,632.16
Choice May 2021 $16,052.23

Choice May 2021 $1,559.26
Choice June 2021 $1,559.26

Choice Plus May 2021 $7,496.87
Choice Plus May 2021 $21,773.17

Choice Plus May 2021 $134.07
Choice May 2021 $6,301.94

Choice June 2021 $2,760.72
Choice June 2021 $194.72

Choice Plus June 2021 $21,855.76
Choice Plus June 2021 $134.07

Choice June 2021 $6,396.62
Choice Plus June 2021 $7,496.87

Choice June 2021 $225.14
Choice July 2021 $0.00

Choice June 2021 $26,071.48
Choice Plus June 2021 $41,861.45

Choice June 2021 $61,698.07
Choice June 2021 $15,918.17

Choice Plus July 2021 $223.44
Choice July 2021 $0.00Addendum #001 Page 25 of 74 ITN 486-2022



LEON COUNTY SCHOOL DISTRICT
25E067900 982 1962 $43,908.61 $62,282.16
25E067901 347 492 $8,183.90 $13,277.42
25E068001 120 171 $2,147.14 $2,554.15
25Y017302 3 3 $0.00 $137.53
25E068002 4 10 $542.70 $178.13
25E067903 73 226 $4,408.57 $5,186.37
25Y017303 72 187 $5,369.99 $6,432.53
25E068003 34 93 $1,771.10 $1,517.52
25Y017301 347 494 $15,143.16 $17,994.56
25Y017301 344 491 $14,198.42 ($39,846.36)
25E068003 31 88 $839.40 $1,309.83
25Y017302 3 3 $0.00 $101.96
25Y017303 72 187 $4,139.26 $6,680.00
25E067903 73 226 $2,969.93 $5,556.81
25Y017300 553 1003 $22,988.74 $34,993.04
25E068002 3 7 $0.00 $132.04
25E068001 121 173 $3,936.73 ($5,640.47)
25E068000 818 1448 $12,181.60 $21,735.20
25E067900 984 1966 $38,401.18 $52,375.13
25E067901 346 491 $14,165.80 ($29,576.25)
25E067902 3 8 $62.50 $181.21
25E067902 3 8 $62.50 $0.00
25Y017300 554 1005 $18,244.19 $35,205.61
25E067901 346 491 $14,870.39 $4,910.80
25E067900 986 1968 $31,943.69 $5,479.46
25E068000 818 1448 $12,473.40 $2,700.59
25E068001 121 173 $2,810.88 $973.77
25E068002 3 7 $0.00 $0.00
25E067903 73 226 $2,410.73 $90,410.48
25Y017303 72 187 $4,694.06 $6,524.47
25Y017302 3 3 $0.00 $0.00
25E068003 31 88 $704.80 $1,489.77
25Y017301 344 491 $12,831.30 $6,888.76

125550 228869 $4,314,658.48 $6,018,807.33

Choice July 2021 $0.00
Choice Plus July 2021 $0.00

Choice July 2021 $1,276.10
Choice July 2021 $0.00

Choice Plus July 2021 $0.00
Choice Plus August 2021 $0.00

Choice Plus July 2021 $0.00
Choice July 2021 $0.00

Choice July 2021 $0.00
Choice July 2021 $0.00

Choice Plus August 2021 $0.00
Choice August 2021 $0.00

Choice Plus August 2021 $0.00
Choice August 2021 $0.00

Choice August 2021 $0.00
Choice Plus August 2021 $446.90

Choice August 2021 $0.00
Choice September 2021 $322.08

Choice August 2021 $255.22
Choice August 2021 ($391.05)

Choice August 2021 $0.00
Choice August 2021 $108.96

Choice September 2021 $3,988.64
Choice September 2021 $110.62

Choice September 2021 $86,286.91
Choice September 2021 $33,129.65

Choice Plus September 2021 $63,586.48
Choice September 2021 $20,598.62

Choice Plus September 2021 $28,472.52
Group Total $5,876,523.48

Choice Plus September 2021 ($49.66)
Choice September 2021 $0.00

Choice September 2021 $126.33
Choice Plus September 2021 ($1,241.90)
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LEON COUNTY SCHOOL DIST 10 – E4428298 
 
 
 
 
  
  

PAID YR  Product  Claims Paid 

2017 Disability 1000 46 $88,286.67 

2018 Disability 1000 61 $99,303.32 

2019 Disability 1000 47 $100,979.97 

Grand Total 154 $288,569.96 
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EXPERIENCE REPORT                                                                 RUN DATE 10/25/2021                                                                                                                         
                                                                                                                                                                                                                              
LEON COUNTY SCHOOL BOARD                                                                                                                                                                                                      
Contract 164520                                                                                                                                                                                                               
                                                                                                                                                                                                                              
Term Life                                                                                                                                                                                                                     
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
From                                01/01/2019     01/01/2020     01/01/2021               10/01/2018                                                                                                                         
To                                  12/31/2019     12/31/2020     09/30/2021               09/30/2021                                                                                                                         
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Earned Premium                         643,464        608,197        456,399                1,857,820                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Incurred Claims                                                                                                                                                                                                               
                                                                                                                                                                                                                              
.Paid Claims                           922,000        872,000        624,500                2,523,500                                                                                                                         
.Change in IBNR Reserves                 1,214         -6,931         -2,677                  126,673                                                                                                                         
.Change in Reported Reserves                 0         71,500        -71,500                        0                                                                                                                         
.Conversion Charges                          0          4,500              0                    4,500                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Incurred Claims                        923,214        941,069        550,323                2,654,673                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Expenses                                                                                                                                                                                                                      
                                                                                                                                                                                                                              
.Commissions                            67,678         74,808         52,024                  195,874                                                                                                                         
.Fees                                        0              0              0                        0                                                                                                                         
.Premium Tax                            11,261         10,645          7,986                   32,512                                                                                                                         
.Other Expenses                        137,751        125,595         93,511                  502,125                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Total Expenses                         216,690        211,048        153,521                  730,511                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Result                                -496,440       -543,920       -247,445               -1,527,364                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
YOUR PRODUCER MAY RECEIVE CONTINGENT COMPENSATION BASED ON THE AMOUNT OF PREMIUM YOU PAID.  THE                                                                                                                               
CONTINGENT COMPENSATION, IF ANY, IS NOT INCLUDED IN THIS REPORT BECAUSE THE STANDARD DOES NOT CHARGE                                                                                                                          
TO YOUR EXPERIENCE THE AMOUNT PAID ON YOUR BEHALF.  CONTINGENT COMPENSATION INFORMATION IS AVAILABLE                                                                                                                          
UPON REQUEST.                                                                                                                                                                                                                 
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Standard Insurance Company                                                                        TMP                                                                                                                         
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EXPERIENCE REPORT                                                                 RUN DATE 10/25/2021                                                                                                                         
                                                                                                                                                                                                                              
LEON COUNTY SCHOOL BOARD                                                                                                                                                                                                      
Contract 164520                                                                                                                                                                                                               
                                                                                                                                                                                                                              
Dependent Life                                                                                                                                                                                                                
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
From                                01/01/2019     01/01/2020     01/01/2021               10/01/2018                                                                                                                         
To                                  12/31/2019     12/31/2020     09/30/2021               09/30/2021                                                                                                                         
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Earned Premium                          58,138         62,199         42,273                  176,242                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Incurred Claims                                                                                                                                                                                                               
                                                                                                                                                                                                                              
.Paid Claims                                 0         25,000        115,000                  150,000                                                                                                                         
.Change in IBNR Reserves                    -4              5           -286                    3,188                                                                                                                         
.Change in Reported Reserves                 0              0              0                        0                                                                                                                         
.Conversion Charges                          0              0            250                      250                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Incurred Claims                             -4         25,005        114,964                  153,438                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Expenses                                                                                                                                                                                                                      
                                                                                                                                                                                                                              
.Commissions                             8,613         10,976          6,809                   26,533                                                                                                                         
.Fees                                        0              0              0                        0                                                                                                                         
.Premium Tax                             1,018          1,087            742                    3,085                                                                                                                         
.Other Expenses                         11,150         11,882          9,519                   45,781                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Total Expenses                          20,781         23,945         17,070                   75,399                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Result                                  37,361         13,249        -89,761                  -52,595                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
YOUR PRODUCER MAY RECEIVE CONTINGENT COMPENSATION BASED ON THE AMOUNT OF PREMIUM YOU PAID.  THE                                                                                                                               
CONTINGENT COMPENSATION, IF ANY, IS NOT INCLUDED IN THIS REPORT BECAUSE THE STANDARD DOES NOT CHARGE                                                                                                                          
TO YOUR EXPERIENCE THE AMOUNT PAID ON YOUR BEHALF.  CONTINGENT COMPENSATION INFORMATION IS AVAILABLE                                                                                                                          
UPON REQUEST.                                                                                                                                                                                                                 
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Standard Insurance Company                                                                        TMP                                                                                                                         
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EXPERIENCE REPORT                                                                 RUN DATE 10/25/2021                                                                                                                         
                                                                                                                                                                                                                              
LEON COUNTY SCHOOL BOARD                                                                                                                                                                                                      
Contract 164520                                                                                                                                                                                                               
                                                                                                                                                                                                                              
Accidental Death and Dismemberment                                                                                                                                                                                            
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
From                                01/01/2019     01/01/2020     01/01/2021               10/01/2018                                                                                                                         
To                                  12/31/2019     12/31/2020     09/30/2021               09/30/2021                                                                                                                         
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Earned Premium                          46,201         60,907         51,819                  168,537                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Incurred Claims                                                                                                                                                                                                               
                                                                                                                                                                                                                              
.Paid Claims                            50,000         60,000              0                  110,000                                                                                                                         
.Change in IBNR Reserves                   137           -415            112                    3,155                                                                                                                         
.Change in Reported Reserves                 0              0              0                        0                                                                                                                         
.Conversion Charges                          0              0              0                        0                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Incurred Claims                         50,137         59,585            112                  113,155                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Expenses                                                                                                                                                                                                                      
                                                                                                                                                                                                                              
.Commissions                             4,831          8,124          6,594                   19,611                                                                                                                         
.Fees                                        0              0              0                        0                                                                                                                         
.Premium Tax                               808          1,066            906                    2,948                                                                                                                         
.Other Expenses                         10,939         12,734          9,422                   42,292                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Total Expenses                          16,578         21,924         16,922                   64,851                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Result                                 -20,514        -20,602         34,785                   -9,469                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
YOUR PRODUCER MAY RECEIVE CONTINGENT COMPENSATION BASED ON THE AMOUNT OF PREMIUM YOU PAID.  THE                                                                                                                               
CONTINGENT COMPENSATION, IF ANY, IS NOT INCLUDED IN THIS REPORT BECAUSE THE STANDARD DOES NOT CHARGE                                                                                                                          
TO YOUR EXPERIENCE THE AMOUNT PAID ON YOUR BEHALF.  CONTINGENT COMPENSATION INFORMATION IS AVAILABLE                                                                                                                          
UPON REQUEST.                                                                                                                                                                                                                 
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Standard Insurance Company                                                                        TMP                                                                                                                         
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EXPERIENCE REPORT                                                                 RUN DATE 10/25/2021                                                                                                                         
                                                                                                                                                                                                                              
LEON COUNTY SCHOOL BOARD                                                                                                                                                                                                      
Contract 164520                                                                                                                                                                                                               
                                                                                                                                                                                                                              
Short Term Disability                                                                                                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
From                                10/01/2019     01/01/2020     01/01/2021               10/01/2019                                                                                                                         
To                                  12/31/2019     12/31/2020     09/30/2021               09/30/2021                                                                                                                         
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Earned Premium                          65,740        271,581        190,914                  528,235                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Incurred Claims                                                                                                                                                                                                               
                                                                                                                                                                                                                              
.Paid Claims                            20,095        176,426        138,460                  334,981                                                                                                                         
.Change in IBNR Reserves                29,450           -885         -1,489                   27,076                                                                                                                         
.Change in Reported Reserves                 0              0              0                        0                                                                                                                         
.Employer Paid FICA                        346            441              0                      787                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Incurred Claims                         49,891        175,982        136,971                  362,844                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Expenses                                                                                                                                                                                                                      
                                                                                                                                                                                                                              
.Commissions                               220         48,919         30,689                   79,829                                                                                                                         
.Fees                                       95         41,198         13,299                   54,592                                                                                                                         
.Premium Tax                             1,150          4,753          3,341                    9,244                                                                                                                         
.Other Expenses                         72,489         87,536         62,641                  222,666                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Total Expenses                          73,955        182,406        109,970                  366,331                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Result                                 -58,105        -86,807        -56,028                 -200,940                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
YOUR PRODUCER MAY RECEIVE CONTINGENT COMPENSATION BASED ON THE AMOUNT OF PREMIUM YOU PAID.  THE                                                                                                                               
CONTINGENT COMPENSATION, IF ANY, IS NOT INCLUDED IN THIS REPORT BECAUSE THE STANDARD DOES NOT CHARGE                                                                                                                          
TO YOUR EXPERIENCE THE AMOUNT PAID ON YOUR BEHALF.  CONTINGENT COMPENSATION INFORMATION IS AVAILABLE                                                                                                                          
UPON REQUEST.                                                                                                                                                                                                                 
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Standard Insurance Company                                                                        TMP                                                                                                                         
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EXPERIENCE REPORT                                                                 RUN DATE 10/25/2021                                                                                                                         
                                                                                                                                                                                                                              
LEON COUNTY SCHOOL BOARD                                                                                                                                                                                                      
Contract 164520                                                                                                                                                                                                               
                                                                                                                                                                                                                              
Long Term Disability                                                                                                                                                                                                          
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
From                                01/01/2019     01/01/2020     01/01/2021               10/01/2018                                                                                                                         
To                                  12/31/2019     12/31/2020     09/30/2021               09/30/2021                                                                                                                         
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Earned Premium                         127,671        103,663         82,080                  342,717                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Incurred Claims                                                                                                                                                                                                               
                                                                                                                                                                                                                              
.Paid Claims                             5,816         53,887         63,807                  123,510                                                                                                                         
.Change in IBNR Reserves                   614        -23,330           -572                   22,042                                                                                                                         
.Change in Reported Reserves            15,401        265,354        -86,386                  194,369                                                                                                                         
.Employer Paid FICA                          0              0              0                        0                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Incurred Claims                         21,831        295,911        -23,151                  339,921                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Expenses                                                                                                                                                                                                                      
                                                                                                                                                                                                                              
.Commissions                            18,826         19,604         12,845                   51,545                                                                                                                         
.Fees                                        0              0              0                        0                                                                                                                         
.Premium Tax                             2,234          1,815          1,436                    5,998                                                                                                                         
.Other Expenses                         36,486         33,462         28,461                  133,487                                                                                                                         
                                                                                                                                                                                                                              
-------------------------------   ------------   ------------   ------------             ------------                                                                                                                         
                                                                                                                                                                                                                              
Total Expenses                          57,546         54,881         42,742                  191,030                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Result                                  48,293       -247,129         62,489                 -188,234                                                                                                                         
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
YOUR PRODUCER MAY RECEIVE CONTINGENT COMPENSATION BASED ON THE AMOUNT OF PREMIUM YOU PAID.  THE                                                                                                                               
CONTINGENT COMPENSATION, IF ANY, IS NOT INCLUDED IN THIS REPORT BECAUSE THE STANDARD DOES NOT CHARGE                                                                                                                          
TO YOUR EXPERIENCE THE AMOUNT PAID ON YOUR BEHALF.  CONTINGENT COMPENSATION INFORMATION IS AVAILABLE                                                                                                                          
UPON REQUEST.                                                                                                                                                                                                                 
                                                                                                                                                                                                                              
                                                                                                                                                                                                                              
Standard Insurance Company                                                                        TMP                                                                                                                         
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: on or after 10/01/2021 
 
Capital Selection $15/$30/$50                                                                         Coverage for: Employee or Family | Plan Type: HMO 

 

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, at 

www.capitalhealth.com/sbc. 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 https://www.healthcare.gov/sbc-glossary or call 1-850-383-3311 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. 

Are there services 
covered before you meet 
your deductible? 

Yes.  

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 https://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? 

Medical: $2,000 single coverage / 
$4,500 family coverage.  
Pharmacy: $4,600 single coverage / 
$8,700 family coverage.   

 

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? 

Premiums 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 www.capitalhealth.com 
or call 850-383-3311 for a list of 
network providers. 

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? 

Yes. Some specialists require a 
referral. For a list of specialists that 
require a referral go to 
capitalhealth.com/ReferralAndAuth 

This plan will pay some or all of the costs to see a specialist for covered services but only if you 
have a referral before you see the specialist. 
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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 

Office: $15 / visit 

 

Not Covered  

 

Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc.  Telehealth–Services provided by 
network providers through remote access 
technology including web and mobile 
devices. 

Specialist visit 
Office: $40 / visit 

 

Not Covered  

 

Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc. Prior authorization required for certain 
specialist visits. Your benefits/services may 
be denied.  Telehealth–Services provided by 
network providers through remote access 
technology including web and mobile 
devices. 

Preventive care/screening/ 

immunization 

No Charge for covered 
services 

 
Not Covered  

 

You may have to pay for services that aren't 
preventive. Ask your provider if the services 
you need are preventive. Then check what 
your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No Charge 

 
Not Covered  

 

Diagnostic tests other than x-ray or blood 
work may incur a cost share. 

Imaging (CT/PET scans, 
MRIs) 

$100 / visit 

 
Not Covered  

 

Prior authorization required for certain 
imaging services. 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://capitalhealth.com/
members/about-your-

Tier 1 drugs 

$15/30-day supply 
$30/60-day supply 
$45/90-day supply 

(retail & mail order) 

Not Covered  

 
The formulary is a closed formulary. This 
means that all available covered medications 
are shown. Prior authorization and/or 
quantity limits may apply. Your 
benefits/services may be denied. 
  Tier 2 drugs 

$30/30-day supply 
$60/60-day supply 

$90/90-day supply 
(retail & mail order) 

 
Not Covered  
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medications 
 
 
 

Tier 3 drugs  

$50/30-day supply 
$100/60-day supply 

$150/90-day supply 
(retail & mail order) 

 
Not Covered  

 

Prior authorization and/or quantity limits may 
apply. Your benefits/services may be denied. 

Specialty drugs 

 

$50 /30-day supply  

 

 
Not Covered  

 

Limited to 30-day supply and may be limited 
to certain pharmacies. Prior authorization 
and/or quantity limits may apply. Your 
benefits/services may be denied. 

If you have outpatient 
surgery 

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

Ambulatory Surgical 
Center: $100 / visit 

Hospital: $250 / visit 
Not Covered  

Prior authorization may be required. Your 
benefits/services may be denied.  Cost 
share applies to all outpatient services. 

Physician/surgeon fees $40 / provider 
 
Not Covered  
 

If you need immediate 
medical attention 

Emergency room care 
$300 / visit 
$250 / observation 

$300 / visit 
$250 / observation 

Copayment is waived if inpatient admission 
occurs; however, if moved to observation 
status, an additional copayment may apply 
based on services rendered. 

Emergency medical 
transportation 

$100 / transport $100 / transport Covered if medically necessary. 

Urgent care 

Urgent care center:    
$25 / visit 
Telehealth: $25 / visit  
Amwell: $15 / visit 

Urgent care center:      
$25 / visit 

Telehealth: $25 / visit  
Amwell: $15 / visit 

Telehealth – Services are provided by 
network providers through remote access 
technology including the web and mobile 
devices. 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 

$250 / admission 
$250 / observation 

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

Physician/surgeon fees 
No Charge if admitted 
$40 /provider for 
observation  

Not Covered ––––––––none–––––––– 

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

Outpatient services $40 / visit Not Covered 
Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc.   

Inpatient services $250 / admission 

 

 

Not Covered 

 
 

Prior authorization required. Your benefits 
/services may be denied. 
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If you are pregnant 

Office visits $40 / visit Not Covered 
Cost share applies regardless of place of 
service, including office, telehealth, etc. 

Childbirth/delivery 
professional services 

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

Childbirth/delivery facility 
services 

$250 / admission Not Covered 
Prior authorization required. Your benefits 
/services may be denied. 

If you need help 
recovering or have 
other special health 
needs 

Home health care No Charge  Not Covered 
Prior authorization required. Your benefits/ 
services may be denied. 

Rehabilitation services $40 / visit Not Covered 

Limited to the consecutive 62-day period 
immediately following the first service date. 
Cost share applies regardless of place of 
service, including office, telehealth, etc. 

Habilitation services Not Covered Not Covered           ––––––––none–––––––– 

Skilled nursing care No Charge Not Covered 
Covers up to 60 days per admission with 
subsequent admission following 180 days 
from discharge date of previous admission. 

Durable medical equipment No Charge Not Covered 
Prior authorization required for certain 
devices. Your benefits/services may be 
denied. 

Hospice services No Charge  Not Covered 
Prior authorization required for inpatient 
services. Your benefits/services may be 
denied. 

If your child needs 
dental or eye care 

Children’s eye exam $15 / visit  Not Covered ––––––––none–––––––– 

Children’s glasses Not Covered Not Covered ––––––––none–––––––– 

Children’s dental check-up Not Covered Not Covered ––––––––none–––––––– 

Excluded Services & Other Covered Services: 

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

 Acupuncture 

 Bariatric Surgery 

 Cosmetic Surgery 

 Dental care (Adult) 

 Dental care (Child) 

 

 Glasses 

 Habilitation services 

 Hearing aids  

 Infertility treatment 

 Long-term care  

 

 Non-emergency care when traveling outside 
the US  

 Private-duty nursing  

 Routine foot care 

 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.) 

 Chiropractic care  

 
 Routine eye care (Adult )  

 

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/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information on how 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: Capital Health Plan at 1-850-383-3311. 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. 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/consumer_info_health.html and http://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. 

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

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

Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 850-383-3311, 1-877-247-6512 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 850-383-3311, 1-877-247-6512. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 850-383-3311, 1-877-247-6512. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 850-383-3311, 1-877-247-6512.  
 

 

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

 

 The plan’s overall deductible  $0 
 Specialist copayment $40 
 Hospital (facility) copayment $250 
 Other copayment $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 $500 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $560 

 

 The plan’s overall deductible  $0 
 Specialist  copayment $40 
 Hospital (facility) copayment $250 
 Other copayment $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 $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 $40 
 Hospital (facility) copayment $250 
 Other copayment $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 $0 

Copayments $900 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $900 

 

The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

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

controlled condition) 

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

care) 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: on or after 10/01/2021 
                                                                                                                                   
Value Selection HDHP $15/$50/$100 (this plan is not an HSA plan)      Coverage for: Employee or Family | Plan Type: HMO 

 

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, at 

www.capitalhealth.com/sbc. 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 https://www.healthcare.gov/sbc-glossary or call 1-850-383-3311 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

$2,500 single coverage.  

$5,000 family coverage. 

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, they have to meet 

 their  own individual deductible until the overall family deductible amount has been met. 

Are there services 
covered before you meet 
your deductible? 

Yes. Preventive care services are 
covered before you meet your 
deductible. Amwell services and 
Retail pharmacy prescription drugs 
are not subject to the deductible. 

This plan covers some items and services even if you haven't yet met the annual 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 https://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? 

Medical: $4,000 single coverage / 
$8,500 family coverage. 
Pharmacy: $2,850 single coverage / 
$5,200 family coverage.   

 

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? 

Premiums 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 www.capitalhealth.com  

or call 850-383-3311 for a list of 
network providers. 

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 
Yes. Some specialists require a 
referral.  For a list of specialists 

This plan will pay some or all of the costs to see a specialist for covered services but only if you 
have a referral before you see the specialist. 
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Important Questions Answers Why This Matters: 

see a specialist? that require a referral go to 
capitalhealth.com/ReferralAndAuth 

 

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 

Office: $15 / visit 

 

Not Covered  

 

Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc.  Telehealth–Services provided by 
network providers through remote access 
technology including web and mobile 
devices. 

Specialist visit 
Office: $75 / visit 

 

Not Covered  

 

Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc. Prior authorization required for certain 
specialist visits. Your benefits/services may 
be denied.  Telehealth–Services provided by 
network providers through remote access 
technology including web and mobile 
devices. 

Preventive care/screening/ 

immunization 

No Charge for covered 
services 

Not Covered  

 

You may have to pay for services that aren't 
preventive. Ask your provider if the services 
you need are preventive. Then check what 
your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No Charge Not Covered  
Diagnostic tests other than x-ray or blood 
work may incur a cost share. 

Imaging (CT/PET scans, 
MRIs) 

$250 / visit 

 
Not Covered  

 

Prior authorization required for certain 
imaging services. Your benefits/services 
may be denied. 
 

If you need drugs to 
treat your illness or 
condition 

More information about 

Tier 1 drugs 

$15/30-day supply 
$30/60-day supply 
$45/90-day supply 

(retail & mail order) 

 
Not Covered  

 

The formulary is a closed formulary. This 
means that all available covered medications 
are shown. Prior authorization and/or 
quantity limits may apply. Your 
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prescription drug 
coverage is available at 
https://capitalhealth.com/
members/about-your-
medications 

 Tier 2 drugs 

$50/30-day supply 
$100/60-day supply 

$150/90-day supply 
(retail & mail order) 

 
Not Covered  

 

benefits/services may be denied. 

Tier 3 drugs  

$100/30-day supply 
$200/60-day supply 

$300/90-day supply 
(retail & mail order) 

 
Not Covered  

 

Prior authorization and/or quantity limits may 
apply. Your benefits/services may be denied. 

Specialty drugs 

 

$100 /30-day supply  

 

Not Covered  

Limited to 30-day supply and may be limited 
to certain pharmacies. Prior authorization 
and/or quantity limits may apply. Your 
benefits/services may be denied. 

If you have outpatient 
surgery 

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

Ambulatory Surgical 
Center: $250 / visit 

Hospital: $500 / visit 

 
Not Covered  

 Prior authorization may be required. Your 
benefits/services may be denied.  Cost 
share applies to all outpatient services.     

Physician/surgeon fees $75 / provider 

 
Not Covered  

 

If you need immediate 
medical attention 

Emergency room care 
$500 / visit  
$500 / observation  

$500 / visit  
$500 / observation  

Copayment is waived if inpatient admission 
occurs; however if moved to observation 
status an additional copayment may apply 
based on services rendered. . 

Emergency medical 
transportation 

$250 / transport $250 / transport Covered if medically necessary. 

Urgent care 

Urgent care center:    
$50 / visit 
Telehealth: $50 / visit  
Amwell: $15 / visit 

Urgent care center:      
$50 / visit 

Telehealth: $50 / visit  
Amwell: $15 / visit 

Telehealth – Services are provided by 
network providers through remote access 
technology including the web and mobile 
devices. 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 

 
$500 / admission  
$500 / observation  

 

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

 Physician/surgeon fees 

 

 
No Charge if admitted  
$75 /provider for 
observation  
 

Not Covered 

 
––––––––none–––––––– 
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If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient services $75 / visit Not Covered 
Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc.   

Inpatient services $500 / admission 

 
 
Not Covered  
 

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

If you are pregnant 

Office visits $75 / visit Not Covered 
Cost share applies regardless of place of 
service, including office, telehealth, etc. 

Childbirth/delivery 
professional services 

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

Childbirth/delivery facility 
services 

$500 / admission Not Covered 
Prior authorization required. Your benefits 
/services may be denied. 

If you need help 
recovering or have 
other special health 
needs 

Home health care No Charge  Not Covered 
Prior authorization required. Your benefits/ 
services may be denied. 

Rehabilitation services $75 / visit Not Covered 

Limited to the consecutive 62-day period 
immediately following the first service date. 
Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc.  

Habilitation services Not Covered Not Covered           ––––––––none–––––––– 

Skilled nursing care No Charge Not Covered 
Covers up to 60 days per admission with 
subsequent admission following 180 days 
from discharge date of previous admission. 

Durable medical equipment No Charge Not Covered 
Prior authorization required for certain 
devices. Your benefits/services may be 
denied. 

Hospice services No Charge  Not Covered 
Prior authorization required for inpatient 
services. Your benefits/services may be 
denied. 

If your child needs 
dental or eye care 

Children’s eye exam $15 / visit  Not Covered ––––––––none–––––––– 

Children’s glasses Not Covered Not Covered ––––––––none–––––––– 

Children’s dental check-up Not Covered Not Covered ––––––––none–––––––– 
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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.) 

 Acupuncture 

 Bariatric Surgery 

 Cosmetic Surgery 

 Dental care (Adult) 

 Dental care (Child) 

 

 Glasses 

 Habilitation services 

 Hearing aids  

 Infertility treatment 

 Long-term care  

 

 Non-emergency care when traveling outside 
the US  

 Private-duty nursing  

 Routine foot care 

 Weight loss programs  
 

 

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

 Chiropractic care  

 
 Routine eye care (Adult )  

 

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/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information on how 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: Capital Health Plan at 1-850-383-3311. 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. 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/consumer_info_health.html and http://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. 

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

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

Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 850-383-3311, 1-877-247-6512 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 850-383-3311, 1-877-247-6512. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 850-383-3311, 1-877-247-6512. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 850-383-3311, 1-877-247-6512.  

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

 

 The plan’s overall deductible  $2,500 
 Specialist copayment $75 
 Hospital (facility) copayment $500 
 Other copayment $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 $900 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $3,460 

 

 The plan’s overall deductible  $2,500 
 Specialist  copayment $75 
 Hospital (facility) copayment $500 
 Other copayment $100 

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 $800 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $3,320 

 

 The plan’s overall deductible  $2,500 
 Specialist  copayment $75 
 Hospital (facility) copayment $500 
 Other copayment $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 $300 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $2,800 

 

The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

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

controlled condition) 

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

care) 

Addendum #001 Page 44 of 74 ITN 486-2022

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan


 

 

BlueOptions 05172 Coverage Period: 10/01/2021 - 09/30/2022 
HSA Compatible with Rx $10/$50/$80 after In-network Deductible 

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

  1 of 7 

 SBCID: 2289263 

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

www.floridablue.com/plancontracts/group.  For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, 
provider, or other underlined terms see the Glossary.  You can view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a 

copy. 
 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $3,000 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. 

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? 

Yes. 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.c

om/providersearch/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. 
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 SBCID: 2289263 

 
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 

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 designated providers. 

Specialist visit 

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 designated providers. 

Preventive care/screening/ 
immunization 

No Charge 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) 

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

 SBCID: 2289263 
 

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 

www.floridablue.com/to

ols-

resources/pharmacy/me

dication-guide 

Generic drugs 

Deductible + $10 Copay 
per Prescription at retail, 

Deductible + $25 Copay 
per Prescription by mail 

In-Network Deductible + 

50% Coinsurance 

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 

as Prior Authorization may apply. See 
Medication guide for more information. 

Preferred brand drugs 

Deductible + $50 Copay 
per Prescription at retail, 
Deductible + $125 

Copay per Prescription 
by mail 

In-Network Deductible + 
50% Coinsurance 

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

Non-preferred brand drugs 

Deductible + $80 Copay 
per Prescription at retail, 
Deductible + $200 

Copay per Prescription 
by mail 

In-Network Deductible + 
50% Coinsurance 

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

Specialty drugs 

Specialty drugs are 
subject to the cost share 
based on applicable 

drug tier. 

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

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

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 

Deductible + 10% 
Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 10% 
Coinsurance 

In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Urgent care 
Deductible + 10% 
Coinsurance 

Deductible + 10% 
Coinsurance 

 ––––––––none–––––––– 

If you have a hospital Facility fee (e.g., hospital room) Deductible + 10% Deductible + 20% Inpatient Rehab Services limited to 30 days. 
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  For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.  
 

 SBCID: 2289263 
 

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)  

stay Coinsurance Coinsurance 

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/ Specialist 
Virtual Visits: Deductible 
+ 10% Coinsurance 

Deductible + 20% 
Coinsurance/ Specialist 

Virtual Visits: Not Covered 

Virtual Visit services are only covered for In-
Network designated 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. 
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  For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.  
 

 SBCID: 2289263 
 

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 
Deductible + 10% 
Coinsurance 

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.) 

 Acupuncture 

 Bariatric surgery 
 Cosmetic surgery 
 Dental care (Adult) 
 Habilitation services 

 Hearing aids 

 Infertility treatment 
 Long-term care 
 Pediatric dental check-up 
 Pediatric eye exam 

 Pediatric glasses 

 Private-duty nursing 
 Routine eye care (Adult) 
 Routine foot care unless for treatment of diabetes 
 Weight loss programs 

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

 Chiropractic care - Limited to 35 visits  Most coverage provided outside the United 
States.  See www.floridablue.com. 

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

  

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

Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 

contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits 
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services 
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may 
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.S. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/consumer_info_health.html. 
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  For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.  
 

 SBCID: 2289263 
 

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

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

 
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––––––––––––– 
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 SBCID: 2289263 

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 $3,000 
 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 $3,000 

Copayments $10 

Coinsurance $900 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $3,970 

 

 
 

 
 
 
 
 

 The plan’s overall deductible $3,000 
 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 $3,000 

Copayments $600 

Coinsurance $40 

What isn’t covered 

Limits or exclusions $30 

The total Joe would pay is $3,670 

 

 
 

 
 
 
 
  

 The plan’s overall deductible $3,000 
 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.  
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Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association. 
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BlueOptions 05173 Coverage Period: 10/01/2021 - 09/30/2022 
HSA Compatible with Rx $10/$50/$80 after In-network Deductible 

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

  1 of 7 

 SBCID: 2289264 

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

www.floridablue.com/plancontracts/group.  For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, 
provider, or other underlined terms see the Glossary.  You can view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a 

copy. 
 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $5,000 Per 

Person/$10,000 Family. Out-of-
Network: $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. 

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? 

Yes. In-Network: $6,850 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.c
om/providersearch/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. 
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 SBCID: 2289264 

 
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 

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 designated providers. 

Specialist visit 

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 designated providers. 

Preventive care/screening/ 
immunization 

No Charge 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) 

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

 SBCID: 2289264 
 

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 

www.floridablue.com/to

ols-

resources/pharmacy/me

dication-guide 

Generic drugs 

Deductible + $10 Copay 
per Prescription at retail, 

Deductible + $25 Copay 
per Prescription by mail 

In-Network Deductible + 

50% Coinsurance 

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 

as Prior Authorization may apply. See 
Medication guide for more information. 

Preferred brand drugs 

Deductible + $50 Copay 
per Prescription at retail, 
Deductible + $125 

Copay per Prescription 
by mail 

In-Network Deductible + 
50% Coinsurance 

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

Non-preferred brand drugs 

Deductible + $80 Copay 
per Prescription at retail, 
Deductible + $200 

Copay per Prescription 
by mail 

In-Network Deductible + 
50% Coinsurance 

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

Specialty drugs 

Specialty drugs are 
subject to the cost share 
based on applicable 

drug tier. 

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

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

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 

Deductible + 10% 
Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 10% 
Coinsurance 

In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Urgent care 
Deductible + 10% 
Coinsurance 

Deductible + 10% 
Coinsurance 

 ––––––––none–––––––– 

If you have a hospital Facility fee (e.g., hospital room) Deductible + 10% Deductible + 20% Inpatient Rehab Services limited to 30 days. 
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  For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.  
 

 SBCID: 2289264 
 

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)  

stay Coinsurance Coinsurance 

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/ Specialist 
Virtual Visits: Deductible 
+ 10% Coinsurance 

Deductible + 20% 
Coinsurance/ Specialist 

Virtual Visits: Not Covered 

Virtual Visit services are only covered for In-
Network designated 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. 
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  For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.  
 

 SBCID: 2289264 
 

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 
Deductible + 10% 
Coinsurance 

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.) 

 Acupuncture 

 Bariatric surgery 
 Cosmetic surgery 
 Dental care (Adult) 
 Habilitation services 

 Hearing aids 

 Infertility treatment 
 Long-term care 
 Pediatric dental check-up 
 Pediatric eye exam 

 Pediatric glasses 

 Private-duty nursing 
 Routine eye care (Adult) 
 Routine foot care unless for treatment of diabetes 
 Weight loss programs 

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

 Chiropractic care - Limited to 35 visits  Most coverage provided outside the United 
States.  See www.floridablue.com. 

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

  

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

Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 

contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits 
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services 
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may 
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.S. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/consumer_info_health.html. 
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  For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group.  
 

 SBCID: 2289264 
 

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

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

 
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––––––––––––– 
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 SBCID: 2289264 

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 $10 

Coinsurance $800 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $5,870 

 

 
 

 
 
 
 
 

 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 $100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $30 

The total Joe would pay is $5,130 

 

 
 

 
 
 
 
  

 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.  
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Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association. 
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BlueOptions 03559 Coverage Period: 10/01/2021 - 09/30/2022 
with Rx $15/$30/$50 

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: 2289262 

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

www.floridablue.com/plancontracts/group.  For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, 
provider, or other underlined terms see the Glossary.  You can view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a 

copy. 
 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $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. 

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? 

Yes. In-Network: $2,500 Per 
Person/$7,500 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.c
om/providersearch/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. 

Addendum #001 Page 65 of 74 ITN 486-2022

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm


 

  2 of 7 

 SBCID: 2289262 

 
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: $15 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 designated providers. 

Specialist visit 

Value Choice Specialist: 
$20 Copay per Visit/ 
Specialist: $30 Copay 
per Visit/ Virtual Visits: 
$40 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 designated 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: $75 

Copay per Visit 

Deductible + 40% 

Coinsurance 

Tests performed in hospitals may have higher 

cost share. 

Imaging (CT/PET scans, MRIs)  

Physician Office: $30 
Copay per Visit/ 
Independent Diagnostic 
Testing Center: $75 

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 

www.floridablue.com/to

ols-

resources/pharmacy/me

dication-guide 

Generic drugs 

$15 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 

$30 Copay per 
Prescription at retail, 
$60 Copay per 

Prescription by mail 

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

Non-preferred brand drugs 

$50 Copay per 
Prescription at retail, 
$100 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. 

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

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 

surgery center) 

Ambulatory Surgical 
Center: $75 Copay per 

Visit/ Hospital Option 1: 
$100 Copay per Visit 

Ambulatory Surgical 
Center: Deductible + 40% 

Coinsurance/ Hospital: 
$300 Copay per Visit 

Option 2 hospitals may have a higher cost 

share. 

Physician/surgeon fees 
Deductible + 10% 
Coinsurance 

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

Network Deductible + 10% 
Coinsurance 

 ––––––––none–––––––– 

If you need immediate 
medical attention 

Emergency room care 
$100 Copay per Visit + 
10% Coinsurance 

$100 Copay per Visit + 10% 
Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 10% 
Coinsurance 

In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Urgent care 
Value Choice Provider: 
No Charge - Visits 1-2 
$45 Copay for 

Value Choice Provider: Not 
Covered/ Urgent Care 
Visits: Deductible + $30 

 ––––––––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)  

remaining Visits/ Urgent 
Care Visits: $30 Copay 

per Visit 

Copay per Visit 

If you have a hospital 
stay 

Facility fee (e.g., hospital room) 
Hospital Option 1: $400 

Copay per Admission 

Deductible + 40% 

Coinsurance 

Inpatient Rehab Services limited to 30 days. 
Option 2 hospitals may have a higher cost 
share. 

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 
No Charge/ Specialist 

Virtual Visits: No Charge 

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

Virtual Visit services are only covered for In-

Network designated providers. 

Inpatient services No Charge 
Physician Services: No 
Charge/ Hospital: 40% 
Coinsurance 

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

If you are pregnant 

Office visits 
$30 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 + 10% 
Coinsurance 

In-Network Deductible + 
10% Coinsurance 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

Hospital Option 1: $400 
Copay per Admission 

Deductible + 40% 
Coinsurance 

Option 2 hospitals may have a higher cost 
share. 

If you need help 
recovering or have 
other special health 
needs 

Home health care 
Deductible + 10% 
Coinsurance 

Deductible + 40% 
Coinsurance 

Coverage limited to 20 visits. 

Rehabilitation services $30 Copay per Visit 

Physician Office: Deductible 
+ 40% Coinsurance/ 
Outpatient Rehab Center: 
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 + 10% Deductible + 40% 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)  

Coinsurance Coinsurance 

Durable medical equipment 
Deductible + 10% 
Coinsurance 

Deductible + 40% 
Coinsurance 

Excludes vehicle modifications, home 

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

Hospice services 
Deductible + 10% 
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.) 

 Acupuncture 
 Bariatric surgery 

 Cosmetic surgery 
 Dental care (Adult) 
 Habilitation services 

 Hearing aids 
 Infertility treatment 

 Long-term care 
 Pediatric dental check-up 
 Pediatric eye exam 

 Pediatric glasses 
 Private-duty nursing 

 Routine eye care (Adult) 
 Routine foot care unless for treatment of diabetes 
 Weight loss programs 

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

 Chiropractic care - Limited to 35 visits  Most coverage provided outside the United 
States.  See www.floridablue.com. 

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

  
Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 

agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your 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 
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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/consumer_info_health.html. 

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

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

 
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––––––––––––– 
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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 $30 
 Hospital (facility) Copayment $400 
 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 $400 

Coinsurance $400 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $1,360 

 

 
 

 
 
 
 
 

 The plan’s overall deductible $500 
 Specialist Copayment $30 
 Hospital (facility) Copayment $400 
 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 $0 

Copayments $1,100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $30 

The total Joe would pay is $1,130 

 

 
 

 
 
 
 
  

 The plan’s overall deductible $500 
 Specialist Copayment $30 
 Hospital (facility) Copayment $400 
 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 $500 

Copayments $300 

Coinsurance $200 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,000 
 

About these Coverage Examples: 

 

 

 

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

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