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Welcome to )

Open Enroliment

for your Benefits!

Elections you make during open enrollment will become
effective October 1, 2018

Capital Health Plan (CHP) and Florida Blue will continue to provide health
care coverage to LCS retirees.

Florida Combined Life will continue to provide dental insurance.

Standard Life Insurance Company will be the new life insurance provider.
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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 book-
let.

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 609.55

Two Person 1249.67
Family 1767.86
Overage Dependent 670.51

MEDICARE PLANS

TYPE OF COVERAGE PREMIUM
Single—Medicare 268.07
Two Person—One Medicare 877.62
Two Person—Two Medicare 536.14
Family—One Medicare 1426.38
Family—Two Medicare 1426.38

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



1§ Capital Health () Capital Selection $15/$30/$50 Rx

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 10/1/2018

Coverage for: Employee or Family | Plan Type: HMO

A

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:/fwww. healthcare gow/she-glossary/ or call 1-850-383-3311 to request a copy.

Important Questions Answers Why This Matters:

:‘:’da:c';;:‘:,“m" $0 Ses the Common Medical Events chart below for your costs for services this plan covers.
This plan covers some items and services even if you haven't yet met the deductible

Are there services amount. But a copayment or coinsurance may apply. For example, this plan covers certain

covered before youmeet | Yes preventive services without cost sharing and before you meet your deductible. See a list of

your deductible? covered preventive services at hitps:/iwww healthcare govicoverage/preventive-care-
benefits/.

Are there other No

deductibles for specific Youdon't have to meet deductibles for specific services.

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 get services.

Do you need a referral to
see a specialist?

Yes. Some specialists require a referral.

For a list of spacialists that require a
referral gofo
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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A 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

Metwork Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

{You will pay the least)

(You will pay the most)

Primary care visitfo freatan | $15/ visit Not Covered oo
injury or illness R
o L . Not Covered Prior authorization regquired for certain specialist
If it a health D
cayr:ugzzidaeﬁs office Soecilit vst $40/ vist visits. Your benefits/services may be denied.
or clinic You may have to 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
T work) & may incur a cost share.
2 cs Not Covered Prior authorization required for certain imaging
Imaging (CTIPET scans, MRls) | $100/ vist 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
ber must pay the copayment amount for
$15/30-day suppl e :
$30/60-d a; sugm Not Covered the brand name drug plus pay the pharmacist
If vou need druas to Tier 1 drugs $45/90-ay supply 100% of the additional cost for the more
iraat your lnees or (retai & mail order) expensive brand name prescription drug. This
con di};ion additional cost does not count towards your out-
. : of-pocket limit. Prior authorization and or
M?;;::m?::hd:‘l o quantity limit may apply. Your benefits/services
prescription drug ma :
———— y be denied.
coverage laihava&ablen?t $30/30-day supply
nter e Tier 2 druas $60/60-day supply Not Covered Prior authorization and or quantity limit may
- "8 $90/90-day supply apply. Your benefits/services may be denied.
(retail & mail order)
:?DU!&O—:; s:ﬂplyw Not Covered Prior authorization and or quantity limit may
Tier 3 drugs $1 50!90—(13; sugﬂw apply. Your benefits/services may be denied.
(retail & mail order)




Limited to 30 day supply and may be limited fo

. Not Covered certain pharmacies. Prior authorization and or
Specialt drugs $50.30-day supply quantity limit may apply. Your benefits/services
may be denied.
. Ambulatory Surgical
f vou have ient SFTLW f-i:n(tee-r?', amoulatory Center $100 / visit Not Covered Prior authorization may be required. Your
al.l'?;uery outpatie rgery Hospital: $250 / visit benefits/services may be denied. Cost share
T s $40  provider Not Covered applies to all outpatient services.
Caopayment is waived if inpatient admission
Emeraency foom care $250 / visit $250/ visit occurs; however if moved o observation status
raency $250 / observation an additional copayment may apply based on
ST fiate S services rendered.
. . rgency .
medical attention ransportation $100 / transport $100/ transport Covered if medically necessary.
. iy Telehealth services are available through our
Urgent care: $25/ visit | Urgent care: $25/ visit ;
Urgent care Telefealth $15/visit | Teleheath $15 /vist | Convacted vendor in all stales where
telehealth services are permitted.
. : $250 / admission Prior authorization required. Your
If vou have a hosbital T, nn $250 / observation S benefits/services may be denied.
m";“ P No Charge if admitted.
Physician/surgeon fees $40 fprovider for Not Covered none
observation
If you need mental . ! iy
health, behavioral Qutpatient services $40 / visit Not Covered none
health, or substance . ) . Prior autharization required. Your
abuse services Inpatient services $250 / admission Not Covered benefisiservices may be denied.
Office visits $40 / visit Not Covered none:
Childbirth/delivery professional No Charce Not Covered none
If you are pregnant | services 8 o
Childbirth/delivery facility - Prior authorization required. Your
services e S benefits/services may be denied.
Prior authorization required. Your
b need =L Home health care No Charge Not Covered benefits/services may be denied.
other a;;:gi:I' m Rehabilitation services $40 1 visit Not Covered L DB S
needs immediately following the first service date.
Habilitation services Not Covered Not Covered none




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.
o Prior authonzation required for certan devices.
Durable medical equipment | No Charge Not Covered Your benefissenioes may be denied
Prior authorization required for inpatient
Hospice services No Charge Not Covered senvicas. Your benefits/senvices may be
denied.
: Children's eye exam §15/ visit Not Covered fnone
::not:{:"d:::r Children’s glasses Not Covered Not Covered fone:
o Children’s dental check-up | Not Covered Not Covered fone:

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

¢ (lasses —
* Acupunciue ' Elzrl[]egﬁrgenwmre when traveling outside
* Habilitation services
¢ Bariatric Surgery | |
o Hearing aids o Private-duty nursing
* Gosmetc surgery |
o Inferiity treatment * Routine foot care
o Dental care (Adul) |
o Long-termcare * Weightloss programs
o Dental care (Child)

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 (Adul)




Capital Heslth (3

An Independent Licensee of the Blue Cross and Blue Shield Association

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 ervisi

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 services 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 the primary care physician

Hospital Services (including maternity care)

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

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

Per Visit $120 (waived
Emergency room visit if admitted)

Medically necessary ambulance service Per Transport $100




Unit

Your Cost
(Copayment)

Per Occurrence
Home health services $0
Per Occurrence
Hospice care $0
Skilled nursing facility services limited to 100 days of confinement Per $0
per benefit period Confinement
Outpatient procedures performed in an ambulatory surgical center Per Visit $100
Durable medical equipment Per Device $0
Orthotic and Prosthetic medical appliances Per Appliance $0
Diagnostic Imaging including MRI, PET, CT, and Thallium Scans Per Visit $100
Routine eye exams (one every 12 months) Per Visit $15
Visits for physical therapy, occupational therapy, and speech _
languag eahgr apy Py P Py P Per Visit $40
Visits for cardiac and intensive cardiac rehabilitation services Per Visit $40
Visits for pulmonary rehabilitation services Per Visit $20
Part B Drugs Of the Cost $0

Outpatient Prescription Drugs

30 day supply 60 day supply 90 day supply
Retail Tier 1 $15 $30 $45
Tier 2 $15 $30 $45
Tier 3 $30 $60 $90
Tier 4 $50 $100 $150
Tier 5 $50 N/A N/A
Mail Tier 1 $15 $30 $37.50
order Tier 2 Tier 3 $15 $30 $37.50
Tier 4 $30 $60 $75
Tier 5 $50 $100 $125
N/A N/A N/A

Exclusions

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 pharmacist. 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
reduced rates to the insurer’s administration. PPO plans give you flexibility without
requiring 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
services may be covered.

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




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)
o BlueMedicare PPO1 RXI1 (03559)
o BlueMedicare PPO2 RX2 (03559)

Option 2: DEDUCTIBLE PLANS
Non-Medicare—Blue Options 5172/ 5173

o Option 2 Non-Medicare plan can be combined with a BlueMedicare (03559) plan

o BlueMedicare PPO1 RXI1 (Plan 03559)

o BlueMedicare PPO2 RX2 (Plan 03559)

The Blue Options Plan may be used in conjunction with either BlueMedicare PPOI1,

RX1 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.

N
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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 RX $15/30/50
SINGLE 802.81
TWO PERSON 1910.71
FAMILY 2504.77
OVERAGE DEPENDENT N/A

MEDICARE PLANS

BlueMedicare BlueMedicare
PPO1 RX1 PPO2 RX2
TYPE OF COVERAGE Blue Options 03559 Blue Options 03559
SINGLE- Medicare 265.92 219.51
TWO PERSON - One Medicare 1373.82 1327.41
TWO PERSON - Two Medicare 531.84 439.02
FAMILY (Two BlueMedicare/ Single
Blue Options) 1639.74 1546.92
FAMILY - One Medicare 1967.88 1921.47
FAMILY - Two Medicare 2233.80 2140.98

14



Florida Blue
OPTION 2 An Independent Licensee of the

Blue Cross and Blue Shield Association

NON-MEDICARE PLANS

FLORIDA BLUE
TYPE OF COVERAGE BLUE OPTIONS 5172/5173
SINGLE 485.44
TWO PERSON 1155.37
FAMILY 1514.59
OVERAGE DEPENDENT N/A

MEDICARE PLANS

BlueMedicare BlueMedicare
PPO1 RX1 PPO2 RX2

TYPE OF COVERAGE Blue Options 03559 Blue Options 03559
SINGLE- Medicare 265.92 219.51
TWO PERSON - One Medicare 935.85 889.44
TWO PERSON - Two Medicare 531.84 439.02

FAMILY (Two BlueMedicare/

Single BlueOptions) 1201.77 1108.95
FAMILY - One Medicare 1295.07 1248.66
FAMILY - Two Medicare 1560.99 1468.17

See benefit summary for additional plan information.

15



Florida Blue PO

In the pursuit of health

BLUE OPTIONS 03559
(NON-MEDICARE PLAN)

BlueOptions Elorida Blue o

For Large Groups
Predictable Cost Health Benefit Plan 03559

Amount Member Pays

Summary of Benefits for Covered Services In-Metwork Dut-of-MNetwork

Deductible (DED') (PEF2) 5500 per person $750 per person

[DED ks the amount the member is responsible for before Florida Blue pays) 51,500 per famidy $2,250 per family
Coinsurance 20% of the allowed amount | 40% of the allowsd amount
(Comsurance i the percentage the member pays for services)

Out-of-Pocket Maximum [FEF) 52,500 per person $5,000 per person
[Out-of-Pockst Maximum inc ude#, DED, Coinsurance, Copayments and 55,000 per famdy $10,000 per tamily

Prescription Drugs
Oifice Services

Physician Office Services

Primary Cane Physician 520 Copay A0% after Deductible

Spedalist 540 Copay A0% after Deductible

Convenient Care 520 Copay A0% after Deductible

e-Dffice Visit 510 Copay A0% after Deductible
Maternity (Cost Share for mitial visit only)

Primary Cane Physician 520 Copay 4% after Deductible

Spedalist 540 Copay A0% after Deductible
Allergy Injections (per visit)

Primary Cane Physician 510 Copay A0% after Deductible

Spedalist 510 Copay A0% after Deductible
Advanced Imaging Services (AIS) (ME], MEA, PET, CT, Nudear Med.) 5150 Copay A0% after Deductible

Medical Pharmacy - Physician-Administered Medications

(applies to Office Setting and Speciaity Pharmacy Vendors)
In-Nefwork Monthly Out-of-Pocket (00P) Maximum? 5200
Provider 20% 5% after Deductible

Physician-Administered Medications — These medications require the administration to be periormed by a health care provider. The medications
are ordered by a provider and administered im an office or cutpatient seting. Physician-Adminictered medications are covered under the medical
benefl Please refer to the Physician-Administered medication list in the Medication Guide fior a list of drugs covered under this benefit.

Routine Adult & Child Preventive Services, Wellness Services, and 50 a0%,

Immunizations

Mammograms 50 50

Colonoscopy (Routine for age 50+ then freguency schedule applies) 50 50

Emergency Medical Care

Urgent Care Centers 345 Copay 345 Copay after Deductible

Emergency Room Facility Services (per visit) {copayment waived if admitted) 5100 Copay $100 Copay*

Ambulance Services 20% afier Deduchble 20% after In-Network
Deductible

1 DED = Deductible

* PBP = Per Benefit Period

? In-Network Medical Pharmacy will be paid at 100% for the remainder of the calendar month once O0P max is met.

4 |f admitted as an Inpatient from the Emergency Foom membser pays Out-of-Network DED and In-Mebwork Emergency Room Copay.

MNote: Out-of-Network services may be subject to balance billimg.

Florida Blue iz a frade name of Blue Cross and Blue Shield of Florida, Inc., an Independent Licenses of the Blue Cross and Blue Shield
Association. Florida Blue does not discriminate on the basis of race, color, national ongin, disability, age, sex, gender idenfity, sexual orientation,
or health status in the adminisiration of the plan, including enroliment and beneft determinations.
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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-MNetwork Dut-of-Metwork

Independent Diagnostic Testing Facility Services (per visit)
{2.g. Xrayzs) {Inchudes Provider Services)

Dizgnostic Services (except AKS) $50 Copay 40% afer Deductble
Advanced Imaging Senvices [AIS) (MBI, MRA PET, CT, Nudear Med ) $150 Copay 40% affer Deductble
Independent Clinical Lab (s.g., Blood Work) 0 40% affer Deductble
Outpatient Hospital Facility Services (per visit) (e.a., Blood Work and X-rays)
Option 1 $200 Copay 40% affer Deductble
Option 2 $300 Copa 401% after Deductible
Hospital | Surgical
Ambulatory Surgical Center Facility (ASC) $100 Copay 40% afier Deductble
Outpatient Hospital Facility Services (per visit)
Therapy Services Oplion 1 $45 Copay 40% afier Deductble
Opticn 2 $60 Copay 40% affer Deductble
All ofver Services Oplion 1 $200 Copay 40% affer Deductble
Opticn 2 $300 Copay 40% afier Deductble
Inpatient Hospital Facility and Rehabilitation Services (per admif)
Option 1 $600 Copay 40% affer Deductble*
Option 2 51,000 Copay 40% afer Deductiblst

Inpatient Hospitalization Facility Services {per admif)

Opticn 1 and Opton 2 0 40%*
Qutpatient Hospitalization Facility Service (per visit)

Opticn 1 and Opton 2 0 40%
Emergency Room Facility Services (per visit) 0 50
Provider Services at Hospital and ER

Primary Care Physician | Speciglist 0 50
Provider Services at Locations other than Office, Hospital and ER

Primary Care Physician | Speciglist 0 40%

Outpatient Office Visit

Primary Care Phweician | Specialist 30 4%
DOther Provider Sarvices

Provider Services at Hospital and ER 20% after Deductible 20% after In-Network
Deductible
Radiology, Pathology and Anesthesiology Provider Services atan 20% after Deducible 20% after In-Network
Ambulatory Surgical Center (ASC) Deductible
Provider Services at Locations other than Office, Hospital and ER
Primary Care Phyeician 20% after Deducible 40% afier Deductble

specialist 20% after Deduchible 40% after Deductible
Other Special Services

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

Outpatient Rehabilitation Therapy Center $40 Copay 40% afier Deductble
Outpatent Hoepital Facility Services (per visit) Option 1 $45 Copay 40% afier Deductble
{Opfion 2 560 Copay 40% affer Deductble

Durable Medical Equipment, Prosthetics and Orthotics 20% after Deduchible 40% afier Deductible
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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) (PBP?)
(DED is the amount the member is responsible for
before Florida Blue pays)

Florida Blue &Y

Amount Member Pays
HSA-Compatible

Plan 05172 Plan 05173
(Single) (Family)
In-Network

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

Plan 05172 l 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 OOP?) (PBP)
(Out-of-Pocket Maximum includes DED, Coinsurance,
Copayments and Prescription Drugs

Office Services
Physician Office Services

$6,550 per person | $6,850 per person

$13,100 per family3

$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 Specialty
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%

Weliness Services, and Iimmunizations

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 = Qut-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

Assogiation. 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

FPreve c ale O He O O O O

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
Hospital / Surgical
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 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.




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 purchassd pharmacy coverage from Florida Blue, youll find a Pharmacy Program informalion sheef 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 akso receive out-of-state coverage through the BlueCard® Program with access to the participating providers of independent Blue
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 fo discuss the costs and discounted rates for non-covered services with your physician before you receive semnices.
‘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
prowided or guthorzed by Flonida Blus. This doss not consftute & contract. For a complets description of benefite and exclusions, please see
the Florida Blue BlueOptions Benefit Booklet and Schedule of Benefits; its terms prevai.



BLUE MEDICARE 03559
PPO1 RX1

Florida Blue

In the pursuit of health’

Leon County School District #78116

2018 Bjuedcare qupP (mplor PPO) Hea Benefits 7

|

7 ‘éenéfits

Premium (per member, per month)

Annual Deductible

BlueMedicare Group PPOAPIan 1

$265.92 for PPO1Rx1

$0 In-Network / $1,000 Out-of-Network

Out-of Pocket Maximum (based on plan
year)

Primary Care (per visit)

$1,000 In-Network / $3,000 Out-of-Network

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

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)
(routine foot care up to 6 visits per year)

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

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

In-Network $35 Copayment
Out-of-Network Deductible & 20% Coinsurance

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
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Florida Blue

In the pursuit of health’

BlueMedicare Group PPO Plan 1

Outpatient Surgery

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
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Flovida Blue

In the pursuit of health’

I enéfit»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 / Qut-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

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

VBlur‘eAIVIerdicare 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
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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
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Florida Blue

In the pursuit of health’

Benefité ﬁéedicaré V : 50

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. Enroliment in Florida Blue depends on contract
renewal.

26



Florida Blue

In the pursuit of health’

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

i

Benefits 7 . » ; BlueMedicare Group Rx Option 1

Premium Included in PPO1Rx1

Annual Deductible - $0 -
Retail - 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% Coin;urance -

Mail Order | Qb-day Supply with PRIME Mail Order

;ier 1 - Preferred Generics $0 Copayment

Tier 2 - Generics $0 Copayment

:’frier 3 - Preferred Brand $80 Copayment o
Tier 4 - Non-Preferred Brand $1/IO Copayment

Tier 5 - Specialty Drugs 25% Coinsurance (31-day supply only)

Gap o 31-day Supply o
Tier 1 - Preferred Generics $1O Copayment

| Tier 2 - Generics N $10 Copayment

Tier 3 - Preferred Brand $40 Copayment N

VTier 4 - Nc:n-Prefé;;ed Brand N §70 Copayment -
ﬂTier 5 - Specialty Drugs 25% Coinsurance

oo g

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

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

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
2018 BlueMedicare Group PPO (Employer PPO) Health Benefits

ﬁfits : ‘ 7 7 BlueMedicare rGroup PPO Plan 2

Premium (per member, per month) | $219.51  PPOZRx2

Annual Deductible $0 In-Network / $2,000 Qut-of-Network

Out-of Pocket Maximum (based on plan $2,000 In-Network / $4,000 Out-of-Network
year) In-Network out-of-pocket maximum accumulates

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

Primary Care (per visit) 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) In-Network $50 Copayment
(routine foot care up to 6 visits per year) Out-of-Network Deductible & 40% Coinsurance
Chiropractic Services (per visit) In-Network $20 Copayment
For each Medicare-covered visit (manual Out-of-Network Deductible & 40% Coinsurance

manipulation of the spine to correct
subluxation)

Outpatient Mental Health Care (per visit) In-Network $40 Copayment
For individual or group therapy Out-of-Network Deductible & 40% Coinsurance
(including partial hospitalization)

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
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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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Benefits

Florida Blue

In the pursuit of health’

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.

Hm;IVBI’lVJeMedicare Grou.}p PPO Pﬂlan b DR

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

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

30
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Florida Blue

In the pursuit of health’

Beefis -~

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;ar 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

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
Out-of-Network Deductible & 40% Coinsurance
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Florida Blue

In the pursuit of health’

Benefits‘

Inpatient Mental Health Care

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

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

Skilled Nursing Facility

(in a2 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

Vaccines (Medicare-covered) In-Network
e $0 Copayment for influenza vaccine
* $0 Copayment for pneumococcal vaccine
* $0 Copayment for hepatitis B vaccine
Out-of-Network 40% Coinsurance

Fitness § Free membership through SilverSneakers

BlueMedicare Group PPO out-of-pocket maximum includes all covered health services member cost
share rendered infout 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 ElueMedicare Group Rx Option 2
| Included in PPO2Rx2

| Premium
I $75 for Brand Drugs Only

" Annual Deductible
| Retail

I 31-day Supply
' Tier 1 - Preferred Generics | $15 Copayment

| Tier 2 - Generics
Tier 3 - Preferred Brand
o _ =

| Tier 4 - Non-Preferred Brand ! $85 Copayment

| Tier & - Specialty Drugs
i Mail Order

| 25%, Coinsurance

90-day Supply with PRIME Mail Order

Tier 1 - Preferred Generics

Tier 2 - Generics
| $135 Copayment

Tier 3 - Preferred Brand

. Tier 4 - Mon-Preferred Brand | 255 Copayment

! —
| Tier & - Specialty Drugs
| Gap | 31-day Supply

| Tier 1 - Preferred Generic | $15 Copayment

| 815 Copayment

| Tier 2 - Generics

| Tier 3 - Preferred Brand

| $45 Copayment

' Tier 5 - Specialty Drugs 25% Coinsurance

| $3.30 Copayment for generic drugs

Florida Biue is an Rx (PDP) Plan with a Medicare contract. Enroliment in Florida Blue depends on
contract renewal.

Prescription drug copayments do nat accumulate towards the health Plan Year out-of-pocket
maximum,

Part D Craditable Coverage — The enrolling member may incur late enrollment penalties as definad
and set by CMS in accordance with Part D guidelines if prior creditable coverage cannot be proven.,
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Dental Insurance

Florida Combined Life—Dental Rates

Type of Coverage BlueDental Choice BlueDental Choice BlueDental Choice
STANDARD HIGH PLUS

Retiree $15.13 $27.44 $37.24

Retiree Plus 1 Dependent  $29.70 $54.36 $73.15

Family $58.74 $106.34 $140.73

**Coverage can only be changed or deleted at open enroliment.
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DENTAL BENEFIT SUMMARY

Plus Option**** High Option*** Standard Option***

Financial Features In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-
Network

Deductible (Basic & Major Services

Only)

Per Person Per Calendar Year $50 $50 $50 $50 $50 $50

Per Family Per Calendar Year $150 $150 $150 $150 $150 $150

In-Network deductible credits apply to Out-

of-Network deductible and Out-of-Network

deductible credits apply to In-Network

deductible.

Coinsurance * We | You We You We You We You We You We You

Pay | Pay Pay Pay Pay Pay Pay | Pay | Pay | Pay | Pay _Pay

PREVENTIVE ** 100% | 0% 90% 10% 100% 0% 90% 10% 80% 20% | 80% 20%
BASIC ** 90% | 10% 70% 30% 80% 20% 70% 30% 70% 30% | 70% 30%
MAJOR ** 60% | 40% 40% 60% 50% 50% 40% 60% 30% 70% | 30% 70%

Service Highlights

Oral Evaluations (Exams) Preventative Preventative Preventative

Bitewing X-ray Preventative Preventative Preventative

Prophylaxis (Cleanings) — Adult/Child Preventative Preventative Preventative

Fluoride Treatment (Child Only) Preventative Preventative Preventative

Office Visits Preventative Preventative Preventative

X-rays — Intraoral/Complete Series /

Panoramic Preventative Preventative Preventative

Sealants Basic Basic Basic

Amalgam Restorations (Silver Fill- Basic Basic Basic

ings) Basic Basic Basic

Resin-Based Restorations (Anterior

and Posterior) Basic Basic Basic

Extractions (Routine & Surgical) Basic Basic Basic

Root Canal Therapy Basic Basic Basic

Periodontal Treatment Basic Basic Basic

Crowns Basic Basic Basic

Osseous Surgery Major Major Major

Complete Dentures Major Major Major

Partial Dentures Major Major Major

Fixed Partial Dentures (Bridges) Major Major Major

Surgical Placement of Implant Body/

Endosteal Implant Major Major Major

Implant Supported Porcelain Fused to

Metal Crown (Titanum, High Noble Major Major Major

Metal)

Orthodontia Services All Insureds All Insureds None
Orthodontia Lifetime Maximum $1,000 $1,000
BlueDental Pays 50% 50%
Benefit Waiting Period None None

Calendar Year Maximum Per
Person

Rollover Benefits Included

Procedures Performed By Spe-
cialist
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Term Life Insurance is an optional benefit provided by

Standard Life Insurance Company

Life Insurance Value Monthly Premium
$30,000 $5.40
$19,500 at 70 years old $3.51
$15,000 at 75 years old $2.70

*Coverage must have been elected at time of retirement.

If you need to update your beneficiary, please call the Retiree Benefits office at
(850) 487-7383 to make an appointment.




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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