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Welcome to )

Open Enroliment

for your Benefits!

Elections you make during open enrollment will become
effective October 1, 2017

Capital Health Plan (CHP) and Florida Blue will continue to provide
health care coverage to Leon County Schools (LCS) for the 2017-2018 plan
year, which begins October 1, 2017 and ends on September 30, 2018.

What’s New?

Florida Blue will offer a new plan for the 2017-2018 enrollment:
Florida Blue Options 5172/ 5173

« A new Non-Medicare option

« Higher Deductible Plans

« Can be combined with a Medicare 03559 plan

o 10/50/80 RX plan

*See Rate Sheet and Benefit Summary for additional coverage information
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*  Frequently Asked Questions °

If I am not making any changes to my retiree health coverage, do I need to
contact Retiree Benefits?

No action or phone call is necessary if you are not making any changes. Your

current retiree coverage will continue.

What is Open Enrollment for Retirees?

Open enrollment is a period of time when retirees can change healthcare plans or
providers.

As a retiree, how many months out of the year do I pay premiums?

As a retiree, premiums are paid on a 12-month basis.

How do I make plan or provider changes during Open Enrollment?

Contact the LCS Retiree Benefits Office for an appointment during the Open

Enrollment Period. Contact information is located on the last page of this booklet.

If I fail to pay my insurance premiums, will I be able to continue coverage?

No. Failure to pay for any insurance benefit will result in termination of benefits.

Can I add dependents to my retiree coverage during Open Enrollment?

No. Dependents for retirees can only be added within thirty days of a Qualifying
Event.
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What is a Qualifying Event?
A.  The marriage or divorce of the retiree.
The death of the retiree's spouse or a dependent.

The birth or adoption of a child by the retiree

@

Who qualifies as a dependent?
A. 1)  Aretiree’s natural child, step-child, or legally adopted child.
2.)  Retiree’s legal spouse.

3.)  Achild for whom the retiree has established legal guardianship.

Eligibility for a dependent child ceases at the end of the calendar year the child turns 26
years old for Capital Health Plan and 30 years old for Florida Blue. If your child no
longer qualifies as a dependent, it is your responsibility to notify Retiree Benefits
within the 30 calendar day window.

Capital Health Plan provides an option for dependents to continue coverage until age 30 by
completing an application and paying an additional premium. Contact Retiree Benefits for
further details.

The requirements for an overage dependent are different than under 26. At the beginning
of the calendar year the dependent turns 26, the child must be:

1. Unmarried and have no dependents of their own and
2. Aresident of Florida and
3. Has no other coverage and

4. Is not eligible for Medicare.



Capital Health
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Capital Health Plan (CHP) is a Health Maintenance Organization (HMO) and is available
only to those retirees who live in the HMO service area. There is no option to use
non-network physicians or providers. CHP offers the Capital Selection Plan for retirees
under the age of 65 who are not Medicare eligible. CHP also offers the Retiree Advantage
Plan for retirees who are Medicare eligible. Refer to the table below to find the rate
structure that meets your needs: **All Rates are based on 12 months.

NON-MEDICARE PLAN

TYPE OF COVERAGE PREMIUM
Single 583.92

Two Person 1197.12
Family 1693.51
Overage Dependent 642.31

MEDICARE PLANS

TYPE OF COVERAGE PREMIUM
Single—Medicare 268.07
Two Person—One Medicare 851.99
Two Person—Two Medicare 536.14
Family—One Medicare 1377.66
Family—Two Medicare 1377.66

For assistance from Capital Health Plan, call 850-383-3311.



K21 Capital Health () Capital Selection $15/$30/$50 Rx
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

CAPITAL HEALTH PLAN
CAPITAL SELECTION (NON-MEDICARE PLAN)
SUMMARY OF BENEFITS

Coverage Period: Plans beginning on or after 111/2017

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/sbe. 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:/lwww.healthcare.gov/she-glossary! or call 1-850-383-3311 to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0

Why This Matters:

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

Are there services
covered before you meet
your deductible?

Not Applicable

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

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 imit has been met.

What is not included in
the out-of-pocket limit?

Premiums, prescription drug brand
additional 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 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 gef 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 fo
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 refarral before you ses the specialist

2017.016.Capital 15/30/50.5BC

For more information about limitations and exceptions, see plan or policy document at www capitalhealth com/sbc.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Network Provider | Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

Primary care visitto treatan | $15/ visit Not Covered e
injury or illness o
o S . Not Covered Prior authorization required for certain specialist
Ll;guﬂ:zlit daerI::aor:’fr:ce Specialst visi M it visits. Your benefits/services may be denied.
or clinic You may have fo pay for services that aren't
Preventive care/screening/ No Charge for covered Not Covered preventive. Ask your provider if the services you
immunization services need are preventive. Then check what your plan
will pay for.
Diagnostic test (x-ray, blood No Charge Not Covered Diagnostic tests other than x-ray or blood work
I vou have a test work) g may Incur a cost share.
y imaging (CTIPET scans, MRls) | $100 /vist Not Covered Prior authorization required for certain imaging
gng ‘ services. Your benefits/services may be denied.
If a generic drug is available, and a more
expensive brand name drug is dispensed at the
request of the member or the prescriber, the
member must pay the copayment amount for
$15/30-day supply the brand name drug plus pay the pharmacist
: $30/60-day supply Not Covered y
ol s Tier 1 drugs $45/90-day supply 100% of the additional cost for the more
ireat vour illness or (etal & ma order) expensive brand name prescription drug. This
d?;i addifional cost does not count towards your out-
;10" ! ?" fon about of-pocket imit. Prior authorization and or
r[::;:i otrir:: :;: abol quantity limit may apply. Your benefits/services
Prescription drig may be denied.
coverageis avallable at $30730 42y supply
vaww.capitalhealth.com/ . Y
MedCenter Tier2 drugs $60/60-day supply Not Govered Prior authonzation and or quantity limit may
E— $90/90-day supply apply. Your benefits/services may be denied
(retail & mail order)
g?gggajj: SZEPW' Not Coversd Prior authonization and or quantity imit may
Tier 3 drugs $150/90 da;’r SUEE; apply. Your benefits/services may be denied.
(retail & mail order)

2017.016.Capital.15/30/50.5BC

For more information about limitations and exceptions, see plan or policy document at www.capitalhealth.com/sbc.
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Limited to 30 day supply and may be limited to

. Not Govered certain pharmacies. Prior authonzation and or
Specil dugs ARV quantity limit may apply. Your benefits/services
may be denied.
Facilty fee (e.g., ambulatory Anbulalory 5”“9@' Not Govered : L .
Fyou have outpatient | surge cenle.r)l, Genter: $100 / vist Prior authorization may be required. Your
s:rgery o Hosptal: $250 / visit benefitsi/services may be denied. Cost share
T $401 provier Not Govered applies to all outpatient services.
Copayment is waived if inpatient admission
Emeraency oo care 250 st 250 st 0ccurs, howeuenf moved o observation stafus
an additional copayment may apply based on
_ services rendered.
If you need immediate Emerency modica
medical attention SIICIEG) TERE §100/ fransport $100 / transport Covered if medically necessary.
transportation
Urtenf care Urgent care: §25/ visit | Urgent care: §26/ visit 1;':?;&52 32:;{;?”3;3 :Eiasbfhgfwh o
e Telehealth §15/visit | Telehealth §15 / visit : :
telehealth services are permitted.
Faciy fo (e, hosptal o) $250/ admlssm_n Not Covered Prior authon;ahon requrred. ‘four
. §250/ observation benefits/services may be denied
If you have a hospital —
stay B No Charg_e if admitted.
Physician/surgeon fees $40 Jprovider for Not Govered fone
observation
e Qutpatient services §40/ visit Not Govered fone
health, behavioral
health, or s.uhstance Inpaientsenvices 250  admission Not Covered Prior authon;ahon required. Y_our
abuse services benefits/services may be denied
Office visits $40/ visit Not Covered none
|[ Chlldb\rthfdelwery professional No Charge Not Covered e
you are pregnant | services
Chllt_iblrthidelwery facility $250/ adnisson Not Covered Prior autflon;ahon required. Y_our
services benefits/services may be denied
If you need help Home health care No Charge Not Govered E;ﬁ;ﬁg}gg:ﬁ:?nr:que;e;Ig(lj]r
LT e ‘ . Limited to the conse:uﬁve 62—daf period
other special health | Rehabilitation services $40/ visit Not Covered I : .
needs immediately following the first service date.
Habilltation services Not Covered Not Covered fone

2017.016.Capital.15/30/50.58C

For more information about [imitations and exceptions, see plan or policy document at www capitalhealth.com/sbc.
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Covers up o 60 days per admission with

Skilled nursing care No Charge Not Covered subsequent admission following 180 days from
discharge date of previous admission.
Duable medical eqigment | No Charge Not Covered Prior authonzahon.reqmred for oertam devices.
Your benefits/services may be denied.
Prior authorization requrred for inpatient
Hospice services No Charge Not Covered senvices. Your benefits/services may be
denied.
, Children’s eye exam $15/ visit Not Covered none
Fyour chdneeds o, s g Not Cotered Not Covered ¢
e dron glasses ot Covere of Covere 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

o Gosmetic surgery

Dental care (Adult)

Dental care (Child)

o (lasses

Habiltation services

-

o Hearng aids

Infertility treatment

* Long-erm 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.)

s Chiropractic care

* Routine eye care (Adulf

2017.016.Capital 15/30/50.5BC  For more information about imitations and exceptions, see plan or policy document at www.capitalhealth.com/sbc. ~ Page 4 of 6




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 Employes Benefits Security Administration at 1-866-444-EBSA (3272) or

www.dol goviebsalhealthreform or the Department of Health and Human Services, Genter for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61969 or
www.ccio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For mare
information about the Markefplace, visit www.HealthGare.gov or call 1-800-318-259%6.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a clam. This complaintis 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 o your plan. For more information about your rights, this notice, or assistance, contact the Gapital Health
Plan at 1-850-363-3311. You may also contact your State Department of Insurance at 1-877-693-0236 or the Department of Labor's Employes Benefits Securty
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 Securty Administration at 1-866-4-USA-DOL (866-487-2365) or www dol.gov/ebsalconsumer_info_health html.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax refum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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 credi to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 850-383-3311, 1-877-247-6512

Tagalog (Tagalog): Kung kailangan ninyo ang fulong sa Tagalog tumawag sa 830-383-3311, 1-877-247-6512.

Chinese (¥ 3X): MEFEF XML, BRI SH 850-383-3311, 1-877-47-6512

Navajo (Dine): Dinek'shgo shika atohwol ninisingo, kwijigo 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.

2017.016.Capital 15/30/50.5BC  For more information about [imitations and exceptions, see plan or policy document at www capitalhealth.com/sbc. ~ Page 50f 6
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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
diferent depending on the actual care you receive, the prices your prowiders charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this imnformation to compare the portion of

s
|'I 3

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Managing Joe’s type 2 Diabetes

(a year of roufine in-nefwork care of a well-

Peg is Having a Baby
(9 months of n-nefwork pre-natal care and a
hospital delivery)
B The plan's overall deductible §0
W Specialist copayment $40
W Hospital (facility) copayment §250
W Other copayment §0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Chidorth/Delivery Professional Services
Childbrrth/Delivery Facilty Services

Diagnostic tests (ulfrasounds and blood work|
Specialist visit (anesthesia)

controlled condition)
B The plan’s overall deductible §0
W Specialist copayment $40
W Hospital (facility) copayment §250
W Other copayment $15

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescrption drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture
(in-nefwork emergency room visit and follow
up care)

B The plan's overall deductible §0
W Specialist copayment $40
W Hospital (facility) copayment §250
B Other copayment §0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Ourable medical equipment (crutches)
Rehabiltation services (physical therapy)

Total Example Cost §13.400 Total Example Cost §7,500 Total Example Cost §2,200
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Shaning

Deductibles 80 Deductibles §0 Deductibles §0

Copayments §1,000 Copayments §1.100 Copayments §1,100

Coinsrance 80 Coinsurance 80 Coinsurance §0

What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $50 Limits or exclusions §0
The total Peg would pay is $1,060 The total Joe would pay is $1,158 The total Mia would pay is §1,100

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

2017016 Capital 15/30/50.5BC  For more information about [imitations and exceptions, see plan or policy document at www capitalhealth com/sbc.
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AnIndopangent Licansas ofthe Bk Cross and Bua Shckd Awoidation

Nondiscrimination and Accessibility Notice (ACA §1557)

Capital Health Plan complies with apphicable Federal el nights laws and does not discuminate on the basss of race, color, national ongin, age, disability of sex.
Capital Health Plan does not exclude people or treat them dufferently because of race, color, national ongin, age, dlsabﬂitv or sex. Capital Health Plan ptowdcs

free auds and services to people with disablitees to communicate effecttvalv with us, such as;

* Qualified sign lanpuage mterpreters
* Whitten mformation i other formats (large print, audio, accessible electronic formats, other
formats)
* Provides free language services to people whose prmary language 1s not English, such as:
* Qualtfied mterpreters
* Information witten 1 other languages

If you need these services, contact: Member Services 1-830-383-3311 or 1-877-247-6312, TTY/TDD- 830-383-3334 or 1-877-870-8943.

If you beheve that Capital Health Plan has faled to provide these services or discrimnated 1n another way on the basts of race, color, national ongin, age,
disabﬂm or sex, you can file a gnevance with:

Capital Health Plan’s Compliance and Prvacy Officer:

2140 Centerville Place

Tallahassee, F1 52308

Phone: Member Services 830-383-3311, 1-877-247-6312, TTY/TDD 830-383-3534 or 1-877-870-8943, Fax 830-523-7419, Emadl memberservices(@chp.org

You can file  grievance 1n person or by mad, fax o email. If you need help filing a srievance, our Member Services Department 15 avatable to help you.
You can also file 2 emil nights complant with the US. Department of Health and Human Services, Office for Cimil Rights electronseally through the Office for
Covil Rights Complaint Portal, available at https://oceportal hhs zov/ocr/portal /lobbysf, or by mail or phone at

US. Department of Health and Human
Services, 200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
800-868-1019, 800-537-7697 (TDD)
Complant forms are available at http:

Have a disability? Speak a language other than English? Call to get help for free.
850-383-3311, 1-877-247-6512, TTY/TDD 850-383-3534 or 1-877-870-8943

Vous souffrez d'un handicap ? Vous parlez une autre langue que Ianglais ? Appelez pour obtenir une aide gratuite, 850 383 3311, 1 877 247
6512, Téléscripteur/ATME 850 383 3534 ou 1 877 870 8943

Hai una disabilita? Non parli inglese? Chiama uno di questi numeri per chiedere assistenza gratuita: 850-383-3311, 1-877-247-6512, TTY/TOD
850-383-3534 0 1-877-870-8943

od glus pu gl 80 od wopsd Jgb £ IUgs [lupdsiset lood Jg egd £JS [Upule o [Upgluss.
850-383-3311ly 1-877-247- 6512 Iy TTY 1Jelens UuuaxS/&TDD el o ald [Jeloss JJ p0850-383-35345 1-877-870-8943

Haben Sie eine Behinderung? Mdchten Sie mit uns in einer anderen Sprache als Englisch kommunizieren? Rufen Sie an, um kostenlos



Unterstlitzung zu erhalten. 850-383-3311, 1-877-247-6512, TTY/TDD 850-383-3534 oder 1-877-870-8943

¢Tiene una discapacidad? ¢Habla algun otro idioma que no sea inglés? Llame para obtener ayuda gratis. 850-383-3311, 1-877-247-6512, TTY/
TDD 850-383-3534 0 al 1-877-870-8943

uloglos gluas shissS wb julus ugj lLEUS s Lepuw s SO UlS 3;8l80 Sps ISl ul lsw Guslp o wplw wSs)ss.
850 383-3311. 1 877 247- 6512 'I'I'Y/TDD 850- 383 3534 Sl 1 877 870- 8943

Ll 87 Bl el et el et l? AlR)es Hee Aoaal slet 521.850-383-3311, 1-877-247-6512, TTY/TDD 850-383-3534 w&lcll
1-877-870-8943 W2

Ou gen yon andikap? Ou pale yon lang ki pa Anglé? Rele pou jwenn éd pou gratis?
850-383-3311, 1-877-247-6512, TTY/TDD 850-383-3534 oswa 1-877-870-8943

040 AOULITE? SO0t Ot CHE 01 E AFSGHALITR Hatoti AR, REE T EELIC 850-383-3311, 1-877-247-6512, TTY/TDD 850-
383-3534 = 1-877-870-8943

OII

Jestes osoba niepetnosprawng? Méwisz w jezyku innym niz j. angielski? Zadzwon, aby uzyskaé bezplatng pomoc. 850-383-3311, 1-877-247-6512,
TTY/TDD 850-383-3534 lub
1-877-870-8943

Tem algum tipo de incapacidade? Fala outra lingua que nao o inglés? Ligue para obter ajuda gratuitamente. 850-383-3311, 1-877-247-6512, TTY/
TDD 850-383-3534 ou 1-877-870-8943

Baluy BO3MOKHOCTH OrpakyyeHsl N0 COCTORHMIO 340POBLA? Bl He roBopuTe no-aHruiicku? O6paTyTecs 3a Becnnathoil noMolubto Mo TenedoHy:
850-383-3311, 1-877-247-6512, TTY/TDD 850-383-3534 or 1-877-870-8943

PR TRIR A0S Y ORSR SR SEHRAT ik LA B . i SE%. 850-383-3311, 1-877-247-6512; TTY/TDD (Wil AL) . 850-
383-3534 &, 1-877-870-8943

Ikaw ba ay may kapansanan? Ikaw ba ay nakakapagsalita ng ibang wika maliban sa Ingles? Tumawag upang makakuha ng libreng tulong. 850-
383-3311, 1-877-247-6512, TTY/TTD 850-383-3534 0 sa 1-877-870-8943.

CEEREH AL TRa r Emstan? ST EE NG aE) - 8503833311 -
-877-247-6513 + IR &4 71 TTV/TDD 850-383-3534 5 1-677-870-8943

fimsysailan? wanndui lilgneasnqensalan? ’lmsmmam‘mmﬂmaaﬂ‘é
850-383-3311, 1-877-247- 6512, TTY/TDD 850-383-3534 vi3a 1-877-870-8943

Quy vi cd khuyét tat? Quy vi ndi ngén ngif khéc ma khéng phai tiéng Anh? Vui long goi dé dudc trg gip mien phi,850-383-3311, 1-877-247-
6512, TTY/TDD 850-383-3534 hodc 1-877-870-8943

If you have any questions or concerns related to this, please call our Member Services Department \Iondav through Fruday 8 am — 5 pm at 830-383-3311 or 1-877-
2476512 State of Florida members can reach Membet Services at 1-877-392-1332 from 7 am - 7 pm ) \Iondav Priday. Medicare members please call Capital
Health Plan Member Services Department at 850-323-7441 or 1-877-247-6312; October 1 - February 14: 8:00 am. - 8:00 pm., seven days a week; February 15 -
September 30: 8:00 am. - 8:00 p.m., Monday — Fuday TTY/TDD (Teleconm]mncauon Device for the Deaf) users should call 830- 3833534 or 1-877-870:-8943.

Caputal Health Plan contact information 15 Jocated on our website: http: / ,fwww.capita]health.com[Cagital—Hea]dl—P]m['Coﬂtact—Us
Approved by Compliance Committee: 8/23/16
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Capital Selection 15/30/50 Retiree Advantage
(HMO)

Schedule of Copayments

_ _ Your Cost
Covered Service Unit (Copayment)
Physician Services (including maternity care)
Primary Care: Office visit for services provided by your primary Per Visit $15
care physician during regular office hours
Specialty Care: Office visit for services provided by a participating Per Visit $40
provider when authorized by your primary care physician
Urgent Care: Per Visit $25

Office Visit — Urgent care services provided by your primary care
physician, or other Capital Health Plan personnel or participating
providers including after regular office hours Per Visit $15
Telehealth — Urgent care sernvices provided by network physicians
through remote access technology including the web and other
mobile devices

Preventive services covered under Original Medicare Per Visit $0
Chiropractic Care Per Visit $20
Mental health and Substance Use Disorder outpatient care when Per Visit $40
medically necessary and authorized by the primary care physician
Outpatient procedures, surgical services, and other medical care
provided by the primary care physician or by a participating provider Per Visit $40
when authorized by primary care physician

Hospital Services (including matemity care)

Room and board in a semiprivate room, or private when medically

necessary, and all services covered under this agreement Per Admission $250
Qutpatient procedures performed in a hospital Per Visit $250
IMental health inpatient hospital care Per Admission $250
Emergency Services

. $100 (waived
Emergency room visit per Visit it admitted)
Medically necessary ambulance service FPer Transport $100

H5938 RA 320 07012017



e Capital Health ()

_ _ Your Cost
Covered Service Unit (Copayment)
Other Benefits

Per
Home health services Cccurrence 30
Per
Hospice care Occurrence 30
Skilled nursing facility services limited to 100 days of confinement Per $0
per benefit period Confinement
Qutpatient procedures performed in an ambulatory surgical center Per Visit $100
Durable medical equipment Per Device 30
Orthotic and Prosthetic medical appliances Per Appliance $0
Diagnostic Imaging including MRI, PET, CT, and Thallium Scans Per Visit $100
Routing eye exams (one every 12 months) Per Visit 515
Visits for physical therapy, occupational therapy, and speech s
language F,Jm:r apy Py P Py P Per Visit $40
Wisits for cardiac and intensive cardiac rehabilitation services Per Visit $40
Visits for pulmonary rehabilitation services Per Visit 525
Part B Drugs Of the Cost 50
Qutpatient Prescription Drugs
30 day supply 60 day supply 50 day supply

Retail Tier 1 $15 $30 545

Tier 2 $15 $30 $45

Tier 3 $30 $60 530

Tier 4 $50 $100 $150

Tier 5 $50 NiA N/A
Mail Tier 1 $15 $30 $37.50
order Tier 2 $15 $30 $37.50

Tier 3 $30 $60 $75

Tier 4 $50 $100 $125

Tier 5 N/A NIA NIA
Services not specifically listed in the Evidence of Coverage; service, which in our opinion was, or is,
not medically necessary; hearing aids and devices; cosmetic surgery; nonprescription drugs and
vitamins; and custodial care.

= You are responsible for the payment of charges for health care services that are not covered and
for the payment of charges in excess of any maximum benefit limitation set forth in the Evidence of
Coverage or Schedule of Copayments.

= Your maximum out-of-pocket amount for medical services in the calendar year is $3,400 per
member, excluding your costs for covered Part D prescription drugs. After reaching your maximum
out-of-pocket amount you generally pay nothing for covered Medicare Part A and Part B services
for the remainder of the calendar year.

- Covered prescription drugs must be medically necessary, and prescribed by a qualified medical
professional acting within the scope of his/her license, and dispensed by a phamacist. Supplies
other than 30, 60, or 90 days are available.

- See the Capital Health Plan Retiree Advantage Evidence of Coverage or the Capital Health Plan
Retiree Advantage Summary of Benefits for additional information.




Florida Blue

An Independent Licensee of the
Blue Cross and Blue Shield Association

Florida Blue is a Preferred Provider Organization (PPO). A PPO is a managed
care organization of medical doctors, hospitals, and other health care providers who
have agreed with an insurer or a third-party administrator to provide health care at re-
duced rates to the insurer’s administration. PPO plans give you flexibility without re-
quiring a primary care physician. You can go to any health care professional you
want without a referral; inside or outside of your network.

Staying inside your network means smaller copays and full coverage. If you choose to
go outside your network, you will have higher out-of-pocket costs, and not all ser-
vices may be covered.

Blue Medicare is offered to cover retirees and dependents who are Medicare eligible
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Florida Blue

An Independent Licensee of the
Blue Cross and Blue Shield Association

Florida Blue offers 2 plans with Medicare and Non-Medicare plan choices:

Option 1:
Non-Medicare—Blue Options (03559)

Medicare - BlueMedicare (03559)
« BlueMedicare PPO1 RX1 (03559)
o BlueMedicare PPO2 RX2 (03559)

Option 2: DEDUCTIBLE PLANS **NEW=#**
Non-Medicare—Blue Options 5172/ 5173

« Option 2 Non-Medicare plan can be combined with a BlueMedicare (03559) plan
o BlueMedicare PPO1 RX1 (Plan 03559)
o BlueMedicare PPO2 RX2 (Plan 03559)

The Blue Options Plan may be used in conjunction with either BlueMedicare PPO1,
RXT1 or PPO2, RX2 to cover dependents who are not Medicare eligible. Refer to the
table on the next page to find the rate structure that meets your needs.



Florida Blue

OPTION 1 An Independent Licensee of the

Blue Cross and Blue Shield Association

NON-MEDICARE PLANS

FLORIDA BLUE
TYPE OF COVERAGE BLUE OPTIONS 03559
SINGLE 809.19
TWO PERSON 1925.88
FAMILY 2524.66
OVERAGE DEPENDENT N/A

MEDICARE PLANS

BlueMedicare BlueMedicare
PPO1 RX1 PPO2 RX2
TPYE OF COVERAGE Blue Options 03559 Blue Options 03559
SINGLE- Medicare 339.10 289.26
TWO PERSON - One Medicare 1455.79 1405.95
TWO PERSON - Two Medicare 678.20 578.52
FAMILY (Two BlueMedicare/ Single
Blue Options) 1794.89 1695.21
FAMILY - One Medicare 2054.57 2004.73
FAMILY - Two Medicare 2393.67 2293.99




Flovida Blue

An Independent Licensee of the
Blue Cross and Blue Shield Association

OPTION 2
NON-MEDICARE PLANS
FLORIDA BLUE
TYPE OF COVERAGE BLUE OPTIONS 5172/ 5173
SINGLE 489.30
TWO PERSON 1164.55
FAMILY 1526.62
OVERAGE DEPENDENT N/A

MEDICARE PLANS

BlueMedicare BlueMedicare
PPO1 RX1 PPO2 RX2

TPYE OF COVERAGE Blue Options 03559 Blue Options 03559
SINGLE- Medicare 339.10 289.26
TWO PERSON - One Medicare 1014.35 964.51
TWO PERSON - Two Medicare 678.20 578.52

FAMILY (Two BlueMedicare/

Single BlueOptions) 1353.45 1253.77
FAMILY - One Medicare 1376.42 1326.58
FAMILY - Two Medicare 1715.52 1615.84

See benefit summary for additional plan information.
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Florida Blue PO

In the pursuit of health

BLUE OPTIONS 03559
(NON-MEDICARE PLAN)

BlueOptions Florida Blue BT

For Large Groups
Predictable Cost Health Benefit Plan 03559

Amount Member Pays

Summary of Benefits for Covered Services In-Metwark Out-of-Netwark
Financial Features
Deductible (DECY) (PEF) 3500 per perzon $750 per person
(DED is the amount the member is responsible for before Flonda Blus pays) 31,500 per famidy §2 250 per family
Coinsurance 20% of the allowed amount | 40% of the zllowsd amount
[Comsurance i the percentage the member pays for services)
Out-of-Pocket Maximum (FEF) 52 500 per perzon $5,000 per person
{Cut-of-Pocket Maximum inc udels DED, Coinsurancz, Copayments and $5.000 per famiy $10,000 per family

Prescription Drugs
Oifice Services

Physician Office Services

Primary Care Physician 520 Copay 4% after Deductible

Specalist $40 Copay 4% after Deductible

Convenient Care $20 Copay 4% after Deductible

e-Difice Visit $10 Copay 4% after Deductible
Maternity (Cost Shane for mitial visit only)

Primary Care Physician 520 Copay 4% after Deductible

Specialist $40 Copay 4% after Deductible
Allergy Injections (per vieit)

Primary Care Physician $10 Copay 4% after Deductible

Specdalist $10 Copay 4% after Deductible
Adwvanced Imaging Services (AIS) (MR, MEA, PET, CT, Mudear Med ) 3150 Copay 4% after Deductible

Medical Pharmacy - Physician-Administered Medications

(applies to Offce Setting and Specialty Phammacy Vendors)
In-Network Monthly Out-of-Pocket (O0F) Maxdmum? 3200
Prowider 20% 0% after Deductible

Physician-Administered Medications — These medications require the adminkstration to be periormed by a health care prowider. The medications
are ordered by a provider and administersd i an office or outpatient ssting. Physician-Administersd medications are coversd under the medical
beneft Please refer to the Physician-Administered medication list in the Medication Guide for a list of drugs covered under this benefit.

Routine Adult & Child Preventive Services, Wellness Services, and 80 a0

Immunizations

Mammograms 50 $0

Colonoscopy (Routing for age 50+ then freguency schedule applies) 30 $0

Emargency Madical Care

Urgent Care Centers $45 Copay $45 Copay after Deductible

Emergency Room Facility Services (per visit) (copayment waived if admitted) $100 Copay $100 Copay®

Ambulance Services 20% afier Deduchible 20% after In-MNetwork
Deductible

1 DED = Deductible

2 PBP = Per Benefit Period

3 In-Metwork Medical Pharmacy wall be paid at 100% for the remaindzr of the: calendar month once OO0P max is met.

4 |f admitied a2 an Inpatient from the Emergency Room member pays Out-of-Metwork DED and In-Metwork Emergency Room Copay.

Note: Qut-of-Network services may be subject to balance billing.

Flonida Blus is a trade name of Blue Cross and Blue Shield of Flonida, Inc_, an Independent Licensee of the Blue Cross and Blue Shield
Azeociation. Florda Blue does not discriminate on the basie of race, color, national ongin, dizability, age, sex, gender identity, zexual orientation,
or health status in the adminisiration of the plan, including enroliment and benest determinafions.



Florida Blue @V

In the pursuit of health

BlueOptions
For Large Groups
Predictable Cost Health Benefit Plan 03559

Amount Member Pays

Summary of Benefits for Covered Senvices [n-MNetwork Cut-of-Metwark

Independent Diagnostic Testing Facility Services (per vizit)
(e.g. Xrays) {Inchudes Provider Services)

Diagnostic Services (except ARS) $50 Copay 40% after Deductible
Advancsd Imaging Services (AIS) (MBI, MEA, PET, CT, Nuclear Med.) $150 Copay 40% after Deductible
independent Clinical Lab (.., Blood Work) 50 4% after Deductible
Qutpatient Hospital Facility Services (per visif) (e.q., Blood Work and X-rays)
Oiption 1 $200 Copay 4% after Deductible
Cipticn 2 $300 Copa 40% after Deductble
Hospital | Surgical
Ambulatory Surgical Center Facility [ASC) $100 Copay 4% aiter Deductible
Outpatient Hospital Facility Services (per vizif)
Therapy Senices Option 1 $45 Copay 4% after Deductible
Cption 2 $60 Copay 4% after Deducible
All other Services Option 1 $200 Copay 4% after Deductible
Cption 2 $300 Copay 4% aiter Deductible
Inpatient Hospital Facility and Rehabilitation Services (per admif)
Oiption 1 5600 Copay 4% after Deducfiblet
Option 2 51,000 Copay 40% after Deduciblet

Inpatient Hospitalization Facility Services (per admif)

Dption 1 and Oplion 2 30 40%*
Qutpatient Hospitalization Facility Service (per visit)
Dption 1 and Oplion 2 30 40%
Emergency Room Facility Services (per visit) 50 50
Provider Services at Hospital and ER
Primary Care Phyzician | Specialist 50 50
Provider Services at Locations other than Office, Hospital and ER
Primary Care Phyzician | Specialist 50 40%
Outpatient Office Visit
Primary Care Physician | Specialist 50 40%
Other Provider Services
Provider Services at Hospital and ER 20% after Deductiblz 20% affer In-Network
Deductible
Radiology, Pathologqy and Anesthesiology Provider Services at an 20% after Deduchible 20% after In-Network
Ambulatory Surgical Center (ASC) Deductible
Provider Services at Locations other than Office, Hospital and ER
Primary Care Physician 20% after Deduciils 40% after Deductble

Specialist 20% after Deducible 40% affer Deductble
Oither Special Services

Combined Outpatient Cardiac Rehabilitation and Occupational, Physical,
Speech and Massage Therapies and Spinal Manipulations

Dutpatient Rehabiltation Therapy Center $40 Copay 4% after Deductible
DutpaBent Hospital Facility Services (per visit) Option 1 $45 Copay 4% after Deductible
{Opfion 2 560 Copay 4% aiter Deductible

Durahle Madical Equipment, Prosthetics and Orthotics 20% after Deduchible 40% after Deducblz
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Blue Options 5172/ 5173
(NON-MEDICARE PLAN)

BlueOptions
For Large Groups
Health Benefit Plans 05172 and 05173

Summary of Benefits for Covered Services

Financial Features
Deductible (EM DED') (PBP2)
(DED is the amount the member is responsible for
before Florida Blue pays)

Florida Blue &Y

Amount Member Pays
HSA-Compatible

Plan 05172
(Single)
In-Network

$3,000 per person | $3,000 per person
$6,000 per family?

Plan 05173
(Family)

Plan 05172 } Plan 05173
(Single) (Family)
Out-of-Network

$10,000 per person | $20,000 per person
$20,000 per family

Coinsurance
(Coinsurance is the percentage the member pays for
services)

10% of the allowed amount

20% of the allowed amount

Out-of-Pocket Maximum (EM OOP3) (PBP)
(Out-of-Pocket Maximum includes DED, Coinsurance,
Copayments and Prescription Drugs

Office Services
Physician Office Services

$6,850 per person
$13,100 per family3

$6,550 per person

$10,000 per person | $20,000 per person
$20,000 per family

Primary Care Physician 10% after Deductible 20% after Deductible
Specialist 10% after Deductible 20% after Deductible
Convenient Care 10% after Deductible 20% after Deductible
e-Office Visit 10% after Deductible 20% after Deductible
Maternity (Cost Share for initial visit only)
Primary Care Physician 10% after Deductible 20% after Deductible
Specialist 10% after Deductible 20% after Deductible
Allergy Injections (per visit)
Primary Care Physician 10% after Deductible 20% after Deductible
Specialist 10% after Deductible 20% after Deductible
Advanced Imaging Services (AIS) 10% after Deductible 20% after Deductible
(MRI, MRA, PET, CT, Nuclear Med.)
Medical Pharmacy - Physician-Administered
Medications (applies to Office Setting and Speciaty
Pharmacy Vendors)
In-Network Monthly Out-of-Pocket (OOP) Maximum# $200
Provider 10% after Deductible 50% after Deductible

Physician-Administered Medications — These medications require the administration to be performed by a health care provider. The medications
are ordered by a provider and administered in an office or outpatient setting. Physician-Administered medications are covered under the medical
benefit. Please refer to the Physician-Administered medication list in the Medication Guide for a list of drugs covered under this benefit.

Preventive Care

Routine Adult & Child Preventive Services, $0 20%

Wellness Services, and Immunizations

Mammograms $0 $0

* EM DED = Deductible is Embedded: A covered member's family deductible costs are capped at the individual deductible amount on the family
plan.

2 PBP = Per Benefit Period

3 EM OOP = Out-of-Pocket Maximum is Embedded: A covered family member's out-of-pocket costs are capped at the individual out-of-pocket
maximum amount on the family plan.

4 In-Network Medical Pharmacy will be paid at 100% for the remainder of the calendar month once OOP max is met.

Note: Out-of-Network services may be subject to balance billing.

Florida Blue is a trade name of Blue Cross and Blue Shield of Florida, Inc., an Independent Licensee of the Blue Cross and Blue Shield

Association. Florida Blue does not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation,

or health status in the administration of the plan, including enroliment and benefit determinations.
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BlueOptions
For Large Groups
Health Benefit Plans 05172 and 05173

Summary of Benefits for Covered Services

Amount Member Pays

Freve e (are O ed 0 O 0 0
Colonoscopy $0 $0
Routine for age 50+ then frequency schedule applies
Urgent Care Centers 10% after Deductible 20% after Deductible
10% after Deductible 10% after Deductible®

Emergency Room Facility Services (per visit)

Ambulance Services
Outpatient Diagnostic Services

Independent Diagnostic Testing Facility Services
(per visit) (e.g. X-rays) (Includes Provider Services)

10% after Deductible

10% after In-Network Deductible

Services at an Ambulatory Surgical Center (ASC)

Diagnostic Services (except AlS) 10% after Deductible 20% after Deductible
Advanced Imaging Services (AIS) 10% after Deductible 20% after Deductible
(MRI, MRA, PET, CT, Nuclear Med.)
Independent Clinical Lab (e.g., Blood Work) Deductible 20% after Deductible
Outpatient Hospital Facility Services (per visit)
(e.g., Blood Work and X-rays)

Option 1 and Option 2 10% after Deductible 20% after Deductible
Ambulatory Surgical Center Facility (ASC) 10% after Deductible 20% after Deductible
Outpatient Hospital Facility Services (per visit)

Therapy Services (Option 1 and Option 2) 10% after Deductible 20% after Deductible

All other Services (Option 1 and Option 2) 10% after Deductible 20% after Deductible
Inpatient Hospital Facility and Rehabilitation
Services (per admit)

Option 1 and Option 2 10% after Deductible 20% after Deductible’
Mental Health | Substance Dependency
Inpatient Hospitalization Facility Services (per admit)

Option 1 and Option 2 10% after Deductible 20% after Deductible5
Outpatient Hospitalization Facility Service (per visit)

Option 1 and Option 2 10% after Deductible 20% after Deductible
Emergency Room Facility Services (per visit) 10% after Deductible 10% after In-Network Deductible
Provider Services at Hospital and ER

Primary Care Physician / Specialist 10% after Deductible 10% after In-Network Deductible
Provider Services at Locations other than Office,

Hospital and ER

Primary Care Physician / Specialist 10% after Deductible 20% after Deductible
Outpatient Office Visit

Primary Care Physician / Specialist 10% after Deductible 20% after Deductible
Other Provide e
Provider Services at Hospital and ER 10% after Deductible 10% after In-Network Deductible
Radiology, Pathology and Anesthesiology Provider 10% after Deductible 10% after In-Network Deductible

% If admitted as an Inpatient from the Emergency Room member pays Out-of-Network DED and In-Network Emergency Room Coinsurance.

Page 2 of 4
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Florida Blue @9

In the pursuit of health

BlueOptions

For Large Groups
Predictable Cost Health Benefit Plan 03559

Amount Member Pays
Summary of Benefits for Covered Services In-Metwiork Cut-of-Network
Home Health Care 20% after Deduchibls 4% after Deduchible
Skilled Bursing Facility 20% after Deduchibls 40% after Deductible
Hospice 20% after Deduchible 40% after Deductivle

Important: To ensure quality care and to help you get the mest value from your plan benefits, for certain medical services you need to get
an approval from Florida Blue before your service or youll have to pay the entire cost for the sendce. Before an appointment,
visit fiornidablue. comAuthorization or call the foll-free number on your member ID card fo see if a prior approval is needed and your next

Eleps

Homa Health Care 20 Visits PEP

Inpatient Rehabilitation Therapy 30 Days PEP

Qutpatient Therapy 35 Vigits PBP

Spinal Manipulations 26 PEP (accumulates towards the Oulpatient Therapy maximum)
Skilled Nursing Facility &0 Days FBP

Additional Benefits and Features

* We encourage you fo call the care consultants team at 1-888-476-Z227 to find out more about your benefits andior treatment options. This
can help you save Bme and money.

* You have onling access to everything about your health benefit plan 2= well az all of our seli-service tools at flondablue com.

* (50 to floridablue.com, dick on Find a Doctor and follow the on-gcreen directions to easily find a doctor in your plan's network and you
don't need a referral to see a parficipating provider.

BlueScript Prescription Drug Program

In the event your Group has purchased pharmacy coverage: from Florida Blue, you'l find a Pharmacy Program informaton cheet enclosed.
Pleass review it carefully, ac you'll find it containg an owerview of your bensfits and how to ufiize them. Important Mote- Your health plan may
inchuds prescripfion drug coverage that only provides coverage at Exclusive Pharmacies except for emengency situations.

Access to Our Strong Networks

MNetwork Blue™ i the Prefzrred Provider Network designated as “In-Network” for BlusOptions. Whils In-Network providers remain the best
value, members are still protected from balance billing if tey go Out-of-Network tn somecne who is part of our Traditional Provider Network.
You may a0 receive out-of-state coverage through the BlueCard® Program with access to the participating providers of independent Blus
Cross andior Blue Shiekd organizabons across the counfry.

Physician Discount

Many NetworkBlue physicians offer BlueOptions members a rate which i at least 25 percent below the uzual fees charged for services that are
not Covered Services undsr your health plan. By taking advantage of this discount, you get the care you need from the doctor you frust.
However, Flonda Blue does not guarantee that a physician will honor the discount. Since you pay out-of-pocket for any non-covered services,
if's your responsibility to dizcuss the costs and discountsd rates for non-covered senvices with your physician befiore you receive senices.
‘Phiysician Discount’ is not part of your insurance coverage of & discount medical plan. For more information, please refer to the online Provider
Directory at floridablue.com.

This is not an insurance contract or Benafit Booklet. Thiz Benefit Summary iz only a partial dezcripion of the many benefits and services
privided or authorized by Flonda Blus. This doss not consitute & contract. For a complets description of benefits and exclusions, please see
the Florida Blue BlueOptions Benefit Booklet and Schedule of Benefits; its terms prevai.

Pape Jof 3 BATET-D216R.E
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BLUE MEDICARE 03559
PPO1 RX1

Florida Blue

In the pursuit of health’

Leon County School District #78116
2017 B!ueedcare Gfoup PO (mployr PPO) Healt Benefits
| Bluehledicare Group PPO Plan 1

$339.10 for PPO1Rx1

7 ‘éenéfits

Premium (per member, per month)

Annual Deductible $0 In-Network / $1,000 Out-of-Network
Out-of Pocket Maximum (based on plan $1,000 In-Network / $3,000 Qut-of-Network
year) In-Network out-of-pocket maximum accumulates

toward Out-of-Network out-of-pocket maximum

Primary Care (per visit) In-Network $10 Copayment

Out-of-Network Deductible & 20% Coinsurance
Specialist Care (per visit) In-Network $30 Copayment

Out-of-Network Deductible & 20% Coinsurance
e-Visit In-Network $5 Copayment

Out-of-Network Deductible & 20% Coinsurance
Convenient Care Center In-Network / Out-of-Network $30 Copayment
Podiatry Services (per visit) In-Network $30 Copayment
(routine foot care up to 6 visits per year) Out-of-Network Deductible & 20% Coinsurance
Chiropractic Services (per visit) In-Network $20 Copayment
For each Medicare-covered visit (manual Out-of-Network Deductible & 20% Coinsurance

manipulation of the spine to correct
subluxation)

Outpatient Mental Health Care (per visit) In-Network $35 Copayment
For individual or group therapy Out-of-Network Deductible & 20% Coinsurance

(including partial hospitalization)

Outpatient Substance Abuse Care (per visit) In-Network $35 Copayment
Out-of-Network Deductible & 20% Coinsurance

Part B Drugs (including chemotherapy) In-Network 20% Coinsurance
Out-of-Network Deductible & 20% Coinsurance

Allergy Injections In-Network $5 Copayment
Out-of-Network Deductible & 20% Coinsurance

Y0011_31917 0916 EGWP C: 09/2016 1



Florida Blue

In the pursuit of health’

Outpatient Surgery

BlueMedicare Group PPO Plan 1

In-Network
e $150 Copayment for each outpatient
hospital facility visit
s $100 Copayment for each visit to an
ambulatory surgical center
Out-of-Network Deductible & 20% Coinsurance

In-Network / Out-of-Network
+ $0 Copayment for physician services

Diagnostic Tests, X-Rays
Office

IDTF

Outpatient Hospital

Lab Services
Independent Clinical Lab
Outpatient Hospital
All Locations

Advanced Imaging (MRI, MRA, CT Scan,
PET Scan and Nuclear Medicine):

Office

IDTF

Outpatient Hospital

In-Network

e PCP $10 Copayment

e Specialist $30 Copayment
Out-of-Network Deductible & 20% Coinsurance

In-Network $50 Copayment
Out-of-Network Deductible & 20% Coinsurance

In-Network $150 Copayment
Out-of-Network Deductible & 20% Coinsurance

In-Network $0 Copayment
In-Network $15 Copayment
Out-of-Network Deductible & 20% Coinsurance

In-Network $125 Copayment
Out-of-Network Deductible & 20% Coinsurance

In-Network $125 Copayment
Out-of-Network Deductible & 20% Coinsurance

In-Network $150 Copayment
Out-of-Network Deductible & 20% Coinsurance

Y0011_31917 0916 EGWP C: 09/2016
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Florida Blue

In the pursuit of health’

! Benéfit»si
Outpatient Hospital Services (per visit):
Occupational Therapy, Physical Therapy,
Speech & Language Therapy, Cardiac and
Pulmonary Rehab (including intensive
cardiac rehab)

Radiation Therapy

Dialysis

Lab Only

All Other Diagnostic Tests, X-Rays,
Advanced Imaging, efc.

= | BlueMedicare Group PPO Plan 1

In-Network $30 Copayment
Out-of-Network Deductible & 20% Coinsurance

$1,980 Physical and Speech Therapy Annual
Benefit Maximum

$1,980 Occupational Therapy Annual Benefit
Maximum

In-Network $50 Copayment
Out-of-Network Deductible & 20% Coinsurance

In-Network / Out-of-Network 20% Coinsurance

In-Network $15 Copayment
Out-of-Network Deductible & 20% Coinsurance

In-Network $150 Copayment
Out-of-Network Deductible & 20% Coinsurance

Urgently Needed Care

(This is not emergency care, and in most
cases is out-of-the-service area.)

In-Network / Out-of-Network $30 Copayment

Emergency Services (Including Worldwide
Coverage)

In-Network / Out-of-Network $75 Copayment

Dental, Hearing and Vision (Medicare-
Covered)

In-Network $30 Copayment
Out-of-Network Deductible & 20% Coinsurance

Home Health

In-Network / Out-of-Network $0 Copayment

Ambulance

Medicare-covered ambulance services

In-Network / Out-of-Network $150 Copayment for

Y0011_31917 0916 EGWP C: 09/2016
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Florida Blue

In the pursuit of health’

| Benefits

Durable Medical Equipment/Diabetic
Supplies

Diabetic Supplies (glucose meters, test strips
and lancets)

Note: needles, syringes and insulin for self-
infection are covered under your Part D
benefit

Equipment: Plan-Approved Electric
Customized Wheelchairs, Electric Scooters

All Other Medicare-Covered Durable Medical
Equipment

BlueMedicare G

PPO Plan 1

In-Network $0 Copayment
Out-of-Network Deductibie & 20% Coinsurance

In-Network 20% Coinsurance
Out-of-Network Deductible & 20% Coinsurance

In-Network $0 Copayment
Out-of-Network Deductible & 20% Coinsurance

Prosthetic Devices

In-Network $0 Copayment for Medicare-covered
items

Out-of-Network Deductible & 20% Coinsurance

Outpatient Rehabilitation
Occupational Therapy, Physical Therapy,
Speech & Language Therapy, Cardiac and
Pulmonary Rehab (including intensive
cardiac rehab)
Office or Freestanding Facility
Services

Outpatient Hospital Services

$1,980 Physical and Speech Therapy Annual
Benefit Maximum

$1,980 Occupational Therapy Annual Benefit
Maximum

In-Network $30 Copayment for each visit
Out-of-Network Deductible & 20% Coinsurance

In-Network $30 Copayment for each visit
Out-of-Network Deductible & 20% Coinsurance

Dialysis

inpatient Hospital Care
(including substance abuse treatment)

In-Network/Out-of-Network 20% Coinsurance

In-Network

e $150 Copayment each day for day(s) 1-7
for a Medicare-covered stay in a network
hospital

e After the 7" day, the plan pays 100% of
covered expenses per stay

Out-of-Network Deductible & 20% Coinsurance

Y0011_31917 0916 EGWP C: 09/2016
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Florida Blue

In the pursuit of health’

| Benefits

Inpatient Mental Health Care

in-Network

e $200 Copayment each day for day(s) 1-7
for a Medicare-covered stay in a network
hospital

¢ $0 Copayment each day for day(s) 8-90 for
a Medicare-covered stay in a network
hospital

e 190-day lifetime limit in a psychiatric
hospital

Out-of-Network Deductible & 20% Coinsurance

Skilled Nursing Facility

(in a Medicare-certified skilled nursing
facility)

In-Network

¢ $0 Copayment each day for days 1-20 per
benefit period

e $75 Copayment each day for days 21-100
per benefit period

e There is a limit of 100 days for each benefit
period

e 3-day prior hospital stay is not required
Out-of-Network Deductible & 20% Coinsurance

Hospice

Annual Screening Mammograms
(for women with Medicare, age 40 and older)

Member must receive care from a Medicare-
certified hospice

In-Network $0 Copayment for Medicare-covered
screening mammograms

Out-of-Network 20% Coinsurance

Pap Smears and Pelvic Exams
(for women with Medicare)

In-Network
* $0 Copayment per pap smear
e $0 Copayment per pelvic exam
Out-of-Network 20% Coinsurance

Bone Mass Measurement
(for people with Medicare who are at risk)

In-Network $0 Copayment for each Medicare-
covered bone mass measurement

Out-of-Network 20% Coinsurance

Colorectal Screening Exams
(for people with Medicare age 50 and older)

In-Network $0 Copayment for Medicare-covered
colorectal screening exams

Out-of-Network 20% Coinsurance

Prostate Cancer Screening Exams
(for men with Medicare age 50 and older)

In-Network $0 Copayment for Medicare-covered
prostate cancer screening exams

Out-of-Network 20% Coinsurance

Y0011_31917 0916 EGWP C: 09/2016
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Florida Blue

In the pursuit of health’

Benefité ﬁéﬁeMdicaré Vrc‘)up PPO Plan"lr e

Vaccines (Medicare-covered) in-Network
e $0 Copayment for influenza vaccine
e $0 Copayment for pneumococcal vaccine
¢ $0 Copayment for hepatitis B vaccine
Out-of-Network 20% Coinsurance

Fitness Free membership through SilverSneakers

BlueMedicare Group PPO out-of-pocket maximum includes all covered health services member cost
share rendered in/out of network on a Plan Year basis. Supplemental services and Part D costs are
not applied to out-of-pocket maximum.

Medicare Part B - the premium provided under this plan excludes the Medicare Part B premium
payments. (Members must continue to pay the Medicare Part B premium unless paid by Medicaid or
another third party.)

Florida Blue is a PPO Plan with a Medicare contract. Enrollment in Florida Blue depends on contract
renewal.
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Florida Blue

In the pursuit of health’

Leon Coun

ty School District #78116

2017 BlueMedicare Group Rx (Employer PDP)

i
!

Benefits ;

BlueMedicare Group Rx Option 1

Premium Included in PPO1Rx1
Annual Deductible $0 B )
Retail R 31-day Supply
Tier 1 - Preferred Generics B $10 Copayment
Tier 2 - Generics - $10 Copayment
Tier 3 - Preferred Brand $40 Copayment
' Tier 4 - Non-Preferred Brand $70 Copayment

Tier 5 - Specialty Drugs

25% Coinsurance

Mail Order

90-day Supply with PRIME Mail Order

Tier 1 - Preferred Generics

$0 Copayment

Tier 2 - Generics

$0 Copayment

Tier 3 - Preferred Brand

$80 Copayment

Tier 4 - Non-Preferred Brand

$140 Copayment

Tier 5 - Specialty Drugs

25% Coinsurance (31-day supply only)

Gap

31-day Supply

Tier 1 - Preferred Generics

Tier 2 - Generics

$10 Copayment

$10 Copayment

Tier 3 - Preferred Brand

Tier 4 - Non-Preferred Brand

$40 Copayment

$70 Copayment

Tier 5 - Specialty Drugs

25% Coinsurance

Catastrophic

$3.30 Copayment for generic drugs

$8.25 Copayment for brand drugs

Florida Blue is an Rx (PDP) Plan with a Medicare contract. Enroliment in Elori

contract renewal.

Prescription drug copayments do not accumulate towards the health Plan Year out-of-pocket

maximum.

da Blue depends on

Part D Creditable Coverage — The enrolling member may incur late enroliment penalties as defined
and set by CMS in accordance with Part D guidelines if prior creditable coverage cannot be proven.
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BLUE MEDICARE 03559
PPO2 RX2

Florida Blue

In the pursuit of health’

Leon County School District #78116

2017 BlueMedicare Group PPO (Employer PPO) Health Benefits

Benéfits

Premium (per member, per month)

BlueMedicare Group PPO Plan 2

$289.26 for PPO2Rx2

Annual Deductible

$0 In-Network / $2,000 Out-of-Network

Out-of Pocket Maximum (based on plan
year)

Primary Care (per visit)

$2,000 in-Network / $4,000 Out-of-Network

In-Network out-of-pocket maximum accumulates
toward Out-of-Network out-of-pocket maximum

In-Network $35 Copayment
Out-of-Network Deductible & 40% Coinsurance

Specialist Care (per visit)

in-Network $50 Copayment
Out-of-Network Deductible & 40% Coinsurance

e-Visit

In-Network $5 Copayment
Out-of-Network Deductible & 40% Coinsurance

Convenient Care Center

In-Network / Out-of-Network $50 Copayment

Podiatry Services (per visit)
(routine foot care up to 6 visits per year)

In-Network $50 Copayment
Out-of-Network Deductible & 40% Coinsurance

Chiropractic Services (per visit)

For each Medicare-covered visit (manual
manipulation of the spine to correct
subluxation)

In-Network $20 Copayment
Out-of-Network Deductible & 40% Coinsurance

Outpatient Mental Health Care (per visit)
For individual or group therapy
(including partial hospitalization)

In-Network $40 Copayment
Qut-of-Network Deductible & 40% Coinsurance

Outpatient Substance Abuse Care (per visit)

In-Network $40 Copayment
Out-of-Network Deductible & 40% Coinsurance

Part B drugs (including chemotherapy)

In-Network 20% coinsurance
Out-of-Network Deductible & 40% Coinsurance

Allergy Injections

In-Network $10 Copayment
Out-of-Network Deductible & 40% Coinsurance

Y0011_31918 0916 EGWP C: 09/2016
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Florida Blue

In the pursuit of health’

] Benéfrit‘s'

Outpatient Surgery

BiltrléMedicrzaire ivGroup PPOv Pla 2

In-Network

e $250 Copayment for each outpatient hospital

facility visit
e $175 Copayment for each visit to an
ambulatory surgical center
Out-of-Network Deductible & 40% Coinsurance

In-Network / Out-of-Network
e $0 Copayment for physician services

Diagnostic Tests, X-Rays
Office

IDTF

Outpatient Hospital

Lab Services
Independent Clinical Lab
Outpatient Hospital
All Locations

Advanced Imaging (MRI, MRA, CT Scan,
PET Scan and Nuclear Medicine):

Office

IDTF

Outpatient Hospital

In-Network $50 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network $100 Copayment
Out-of-Network Deductibie & 40% Coinsurance

In-Network $250 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network $0 Copayment
In-Network $30 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network $175 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network $175 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network $250 Copayment
Out-of-Network Deductible & 40% Coinsurance
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Florida Blue

In the pursuit of health’

Benefits
Outpatient Hospital Services (per visit):
Occupational Therapy, Physical Therapy,

Speech & Language Therapy, Cardiac
Rehab (including intensive cardiac rehab)

Pulmonary Rehab
Radiation Therapy

| Dialysis
Lab Only

p

All Other Diagnostic Tests, X-Rays,
Advanced Imaging, etc.

e ;Ivl‘?meMedicare Groﬁp PPO Pﬂlan 2 SRR

In-Network $40 Copayment
Out-of-Network Deductible & 40% Coinsurance

Maximum
$1,980 Occupational Therapy Annual Benefit
Maximum

In-Network $30 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network $50 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network / Out-of-Network 20% Coinsurance

In-Network $30 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network $250 Copayment
Out-of-Network Deductible & 40% Coinsurance

$1,980 Physical and Speech Therapy Annual Benefit

Urgently Needed Care

(This is not emergency care, and in most
cases is out-of-the-service area.)

In-Network / Out-of-Network $50 Copayment

Emergency Services (Including Worldwide
Coverage)

In-Network / Out-of-Network $75 Copayment

Dental, Hearing and Vision (Medicare-
Covered)

In-Network $50 Copayment
Out-of-Network Deductible & 40% Coinsurance

Home Health

In-Network / Out-of-Network $0 Copayment

Ambulance

In-Network / Out-of-Network $150 Copayment for
Medicare-covered ambulance services

Y0011_31918 0916 EGWP C: 09/2016
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Florida Blue

In the pursuit of health’

Benefits f

Durable Medical Equipment/Diabetic
Supplies

Diabetic Supplies (glucose meters, test
strips and lancets)

Note: needles, syringes and insulin for self-
injection are covered under your Part D
benefit

Equipment: Plan-Approved Electric
Customized Wheelchairs, Electric Scooters

All Other Medicare-Covered Durable
Medical Equipment

BIueMedic%r Gr' P PP Plaﬁ »

In-Network $0 Copayment
Out-of-Network Deductible & 40% Coinsurance

In-Network 20% Coinsurance
Out-of-Network Deductible & 40% Coinsurance

In-Network $0 Copayment
Out-of-Network Deductible & 40% Coinsurance

Prosthetic Devices

In-Network $0 Copayment for Medicare-covered
items

Out-of-Network Deductible & 40% Coinsurance

Outpatient Rehabilitation

Occupational Therapy, Physical Therapy,
Speech & Language Therapy, Cardiac
Rehab (including intensive cardiac rehab)

Office or Freestanding Facility
Services

Outpatient Hospital Services

Pulmonary Rehab

$1,980 Physical and Speech Therapy Annual Benefit
Maximum

$1,980 Occupational Therapy Annual Benefit
Maximum

In-Network $40 Copayment for each visit
Out-of-Network Deductible & 40% Coinsurance

In-Network $40 Copayment for each visit
Out-of-Network Deductible & 40% Coinsurance

In-Network $30 Copayment for each visit
Out-of-Network Deductible & 40% Coinsurance

Dialysis

Inpatient Hospital Care
(including substance abuse treatment)

| In-Network

| Out-of-Network Deductible & 40% Coinsurance
L

In-Network/Out-of-Network 20% Coinsurance

e $250 Copayment each day for day(s) 1-7 for
a Medicare-covered stay in a network
hospitai

o After the 7" day, the plan pays 100% of
covered expenses per stay
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Florida Blue

In the pursuit of health’

Benefits‘

Inpatient Mental Health Care

B-Iﬁbe;iica‘re

Group PP Inr 2
In-Network

e $250 Copayment each day for day(s) 1-7 for
a Medicare-covered stay in a network
hospital

s $0 Copayment each day for day(s) 8-90 for a
Medicare-covered stay in a network hospital

¢ 190-day lifetime limit in a psychiatric hospital
Out-of-Network Deductible & 40% Coinsurance

Skilled Nursing Facility

(in a Medicare-certified skilled nursing
facility)

In-Network

e $0 Copayment each day for days 1-20 per
benefit period

* $100 Copayment each day for days 21-100
per benefit period

e There is a limit of 100 days for each benefit
period

e 3-day prior hospital stay is not required
Out-of-Network Deductible & 40% Coinsurance

Hospice

Annual Screening Mammograms
(for women with Medicare, age 40 and older)

Member must receive care from a Medicare-certified
hospice

In-Network $0 Copayment for Medicare-covered
screening mammograms

Out-of-Network 40% Coinsurance

Pap Smears and Pelvic Exams
(for women with Medicare)

In-Network
* $0 Copayment per pap smear
e $0 Copayment per pelvic exam
Out-of-Network 40% Coinsurance

Bone Mass Measurement
(for people with Medicare who are at risk)

In-Network $0 Copayment for each Medicare-
covered bone mass measurement

Out-of-Network 40% Coinsurance

Colorectal Screening Exams
(for people with Medicare age 50 and older)

In-Network $0 Copayment for Medicare-covered
colorectal screening exams

Out-of-Network 40% Coinsurance

Prostate Cancer Screening Exams
(for men with Medicare age 50 and older)

In-Network $0 Copayment for Medicare-covered
prostate cancer screening exams

Out-of-Network 40% Coinsurance
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Florida Blue

In the pursuit of health’

Behéfits BieMédicare éoﬁp PPO Pan 2 =

In-Network
e $0 Copayment for influenza vaccine
* $0 Copayment for pneumococcal vaccine
* $0 Copayment for hepatitis B vaccine

| Out-of-Network 40% Coinsurance

Vaccines (Medicare-covered)

| Fitness 2 Free membership through SilverSneakers

BlueMedicare Group PPO out-of-pocket maximum includes all covered health services member cost
share rendered in/out of network on a Plan Year basis. Supplemental services and Part D costs are
not applied to out-of-pocket maximum.

Medicare Part B - the premium provided under this plan excludes the Medicare Part B premium
payments. (Members must continue to pay the Medicare Part B premium unless paid by Medicaid or
another third party.)

Florida Biue is a PPO Plan with a Medicare contract. Enroliment in Florida Blue depends on contract
renewal.
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Florida Blue &Y

In the pursuit of health’

Leon County School District #78116
2017 BlueMedicare Group Rx (Employer PDP)

Benefits
I F-‘rernlum
!__Annual Deduc‘tlble o
Retail

- Tier 1 - Preferred Generics

| Tierz Genen’cs
T|er 3 Preferre-d Bran-d

T!er 4 Non-F*referred Bra nd

! Tler 5 Spemalty Drugs
| Mail Drda-r

Tier 1 - Preferred Generics

Tier 2 Generit;'s

Tier 3 - F*referred Brand

. Tler 4 - Nun-F"referred Erand

| TIEF5 Sp-amalt:,r Dmgs
| Gap

Trer ‘f Preferrec: Genem::s

! T|er2 Genern:s

, Tier 3 - Preferred Brand

| Tier4 - Non Preferred Erand

TIEF5 Spec!alt'y Dmgs
Catasir'ophic

Florida Blue is an Rx (PDP) Plan with a Medicare contract. Enroliment i

contract renewal.

Prescription drug copayments do not accumulate towards the he

maximumnm,

Part D Creditable Coverage — The enrolling member
and set by CMS in accordance with Part D guideline

YOO11_31965 0916 EGWP C: 09/2016

| 815 Copayment

' $3.30 Copayment for generic drugs

EBlueMedicare Group Rx Option 2
Inn:lud-ed in F"F"DER:-{E
$?5 fﬂr B:rand Drugs Only

31 day Su pply
$ 1 5 Cl:l payment
S-‘I 5 Copayment

$85 Cnpa:,rment
25% C‘.-mnsura Mce

Qﬂ-day‘ Eupply‘ 'mth PRIME Mail Drder

SB Cﬂr:uayme nt

31 day Suppl}r
| $15 Gupaymem

' $45 Copayment
385 Copayment

: 25% Coinsurance

| $8. 2‘5 Gopa:.rmant for brand dmgs

alth Flan Year out-of-pocket

in Florida Blue depends on

may incur late enrollment penalties as defined
s if prior creditable coverage cannot be proven,
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CONTACT INFORMATION

Questions regarding Open Enrollment for

LCS Retirees should be directed to:

Amy Howell
(850) 487-7383

howella@leonschools.net

Fax Number

(850) 414-5120

Please call to make an appointment if you would like to make any changes to
your coverage.

LEON COUNTY SCHOOLS

—
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