Florida
Health Care

u Small Group S58 Plan

An ingegenden Licansss of the Bius Cross and Biue Shisla Assacisson

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Coverage Period: 01/01/2018 - 12/31/2018

Coverage for: Individual and/or Family | Plan Type: POS

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,
http://www.fhcp.com/documents/small-group-2018. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.fhcp.com or call 1-877-615-4022 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

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

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

SBCID: S58 - 1/18

Network providers: $1,500
Individual

Out-of-network providers: $4,500

Individual

Yes. Preventive care and services

with a copayment

No.

Network providers: $10,000

Individual/Family (Combined)
Out-of-network providers: $20,000
Individual/Family (Combined)

Premiums, balance billing
charges, prescription drug

coverage and health care this plan

doesn't cover.

Yes. See www.fhcp.com/find-

providers/physician or call 1-877-
615-4022 for a list of network

roviders.

No.

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out—of—pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

You can see the Specialist you choose without a referral.
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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

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

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other
Important Information

immunization

Coinsurance

Primary care visit to treat an . Deductible + 50% Additional cost share may apply for
injury or iliness S Coinsurance Allergy shots, Injections and Infusions.
e . Deductible + 50% Additional cost share may apply for
Specialist visit $50 Copay/Visit Coinsurance Allergy shots, Injections and Infusions.
Preventive Colonoscopy (age 50+) 1
every 10 years. High Risk Colonoscopy
Preventive care/screening/ Deductible + 50% L everyl2 years. You, maly havg 9]
No charge for services that aren't preventive. Ask

your provider if the services needed are
preventive. Then check what your plan
will pay for.

If you have a test

Diagnostic test (x-ray, blood
work)

Lab work: No charge / X-ray:
Deductible + 50% Coinsurance

Deductible + 50%

Coinsurance

Cost sharing varies based on type of
diagnostic test performed. Tests in
hospitals, or facilities owned and
operated by hospitals, may have higher
cost share.

Imaging (CT/PET scans, MRIs)

$250 Copay/Test

Deductible + 50%
Coinsurance

Prior approval required. Your benefits /
services may be denied. Tests in
hospitals, or facilities owned and
operated by hospitals, may have higher
cost share.

For more information about limitations and exceptions, see the plan or policy document at www.fhcp.com/document/small-group-2018.
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Common Services You Mav Need T = \_/(\jlhat You WiIIOPayf T K Provid Limitations, Exceptions, & Other
Medical Event y LM 01T POV C Gl b Ll TPt Important Information
(You will pay the least) (You will pay the most)

Retail: $3 Copay per
prescription for Preferred at
FHCP / Mail Order: $6 Copay
per prescription for Preferred /

Retail: $10 Copay per Covers up to 31 day supply at retail

If you neeqI Idrugs to | Generic drugs rescrintion for Non-Preferred at Not covered Fnhaaillrr:r%ce);, and up to 93 day supply for
treat your iliness or FHCP / Mail Order: $27 Copay '

condition

More information about
prescription drug
coverage is available
at

per prescription for Non-
Preferred / Retail: $15 Copay

per prescription at Walgreen's.
Retail/Mail Order: 85% of

Covers up to 31 day supply at retall

http://www fhcp.com/ Preferred brand drugs Average Wholesale Price Not covered pha_llrm%cy, and up to 93 day supply for
commercial-formulary gg\lle?; Sr.to 31 day supply at retail
Non-preferred brand drugs Retail/Mail Order: 85%. of Not covered pharmaC)F/) and up t)(/) 93pg§/y supply for
Average Wholesale Price : ’
mail order.
Specialty drugs RIS 50 6 L IEIEE Not covered Available at FHCP pharmacies only.

Wholesale Price
Pre-certification/pre-authorization of

Facility fee (e.g., ambulatory $300 Copay Deductible + 50% coverage required for non-emergency
If you have outpatient | surgery center) Coinsurance outpatient surgical care. Your benefits /
surgery services may be denied.
- Deductible + 50%
Physician/surgeon fees No charge Coi none
oinsurance
Emergency room care Deductible + 50% Coinsurance In-Netwc_)rk Deductiple + Waived if admitted.
If you need 50% Coinsurance
immediate medical Emergency medical . . In-Network Deductible +
attention transportation DEualsle + 5% bliuetics 50% Coinsurance none
Urgent care 50% Coinsurance 50% Coinsurance none
Pre-certification/pre-authorization of
. - : , : Deductible + 50% coverage required for non-emergency
I;tzsu have a hospital @ Facility fee (e.g., hospital room) | Deductible + 50% Coinsurance Coinsurance 3 dmiss_ions. Your benefits/services may
be denied.
Physician/surgeon fees Deductible + 50% Coinsurance | Deductible + 50% none

For more information about limitations and exceptions, see the plan or policy document at www.fhcp.com/document/small-group-2018.
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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

Services You May Need .
y Important Information

If you need mental
health, behavioral

health, or substance

abuse services

If you are pregnant

If you need help

recovering or have
other special health

needs

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

$50 Copay/Visit

Deductible + 50% Coinsurance

$50 Copay/Visit

Deductible + 50% Coinsurance

Deductible + 50% Coinsurance

Deductible + 50% Coinsurance

$50 Copay/Visit

Not covered

Deductible + 50% Coinsurance

Deductible + 50% Coinsurance

Coinsurance

Deductible + 50%
Coinsurance

Deductible +50%
Coinsurance

Deductible +50%
Coinsurance

Deductible +50%

Coinsurance

Deductible +50%
Coinsurance

Deductible +50%
Coinsurance

Deductible +50%
Coinsurance
Not covered

Deductible + 50%
Coinsurance

Deductible + 50%
Coinsurance

none

Pre-certification/pre-authorization of
coverage required for non-emergency
admissions. Your benefits / services
may be denied.

Pre-certification/pre-authorization of
coverage required for non-emergency
admissions. Your benefits / services
may be denied. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ultrasound.)
Pre-certification/pre-authorization of
coverage required for non-emergency
admissions. Your benefits / services
may be denied.
Pre-certification/pre-authorization of
coverage required for non-emergency
admissions. Your benefits / services
may be denied.

Prior approval required. Your benefits /
services may be denied. Prior approval
required. Coverage limited to 10 visits.
Coverage limited to 25 visits. Includes
Physical, Speech, Occupational
Therapy

Pre-certification/pre-authorization of
coverage required. Your benefits /
services may be denied. Coverage
limited to 60 days.

Excludes vehicle modifications, home
modifications, exercise, bathroom

For more information about limitations and exceptions, see the plan or policy document at www.fhcp.com/document/small-group-2018.
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Common What You Will Pay Limitations, Exceptions, & Other

: Services You May Need i -of- i .
Med|ca| Event y W w Important |nf0rmat|0n
(You will pay the least) (You will pay the most)
equipment and replacement of DME
due to use/age. Prior approval required.
Your benefits / services may be denied.
i 0
Hospice services Deductible + 50% Coinsurance m e none
Coinsurance
. Children’s eye exam Not covered Not covered
If your child needs Tl al q q
dental or eye care C lldren’s glasses Not covere Not covere
Children’s dental check-up Not covered Not covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
Acupuncture e Habilitation services e Private-duty nursing

Bariatric surgery Hearing aids Routine eye care (Child)

Cosmetic surgery Infertility treatment Routine eye care (Adult)

Dental care (Adult) Long-term care Routine foot care unless for treatment of diabetes
Dental care (Child) Non-emergency care when traveling outside the U.S. Weight loss programs

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

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
X61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact the insurer at 1-877-615-4022. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.S. Department
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/consumer_info_health.html.

For more information about limitations and exceptions, see the plan or policy document at www.fhcp.com/document/small-group-2018.
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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 return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-615-4022.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-615-4022.

Chinese (W 30): an a2 SRy AsE), BIRITIXAN5591-877-615-4022.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-615-4022.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.

For more information about limitations and exceptions, see the plan or policy document at www.fhcp.com/document/small-group-2018.
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About these Coverage Examples:

Peg is Having a Baby

(9 months of in-network pre-natal care and a

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

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

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

hospital delivery)

| The plan’s overall deductible $1500
W Specialist copayment $50

M Hospital (facility) coinsurance 50%
B Other coinsurance 50%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800

In this example, Peg would pay:
Cost Sharing
$1,500
$960
$4,560

Deductibles
Copayments
Coinsurance

What isn't covered
Limits or exclusions $60
The total Peg would pay is $7,080

controlled condition)

® The plan’s overall deductible $1500
W Specialist copayment $50

M Hospital (facility) coinsurance 50%
B Other coinsurance 50%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400

In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $1,030
Coinsurance $3,040
What isn't covered
Limits or exclusions $60
The total Joe would pay is $4,130

care)

® The plan’s overall deductible $1500
W Specialist copayment $50

M Hospital (facility) coinsurance 50%
B Other coinsurance 50%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900

In this example, Mia would pay:

Cost Sharing
$710
$350
$710

Deductibles
Copayments
Coinsurance

What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,770

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

SBCID: S58 - 1/18
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Florida
‘ Health Care h!
Plans

An Independent Licensee of the Blue Cross and Blue Shield Association

Discrimination is Against the Law

Florida Health Care Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. Florida Health Care Plans does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Florida Health Care Plans:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o0 Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

* Provides free language services to people whose primary language is not English, such as:

0 Qualified Interpreters
0 Information written in other languages

If you need these services, contact Daria Siciliano, RN-BC, CCM.

If you believe that Florida Health Care Plans has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, you can file a grievance with: Daria Siciliano, RN-BC, CCM, Manager of Member Services, 1340 Ridgewood Avenue, Holly Hill, FL
32117. 1-844-219-6137, TTY: TRS Relay 711, 386-676-7149, rights@fhcp.com.

You can file grievance in person or by mail, fax, or email. If you need help filing a grievance, Daria Siciliano, RN-BC, CCM Manager of Member Services is
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for
Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Florida Health Care Plan, Inc. d/b/a Florida Health Care Plans (“FHCP”) offers health insurance coverage products. FHCP is an affiliate of Blue Cross and Blue
Shield of Florida, Inc. d/b/a Florida Blue. Both companies are Independent Licensees of the Blue Cross and Blue Shield Association.


http://www.hhs.gov/ocr/office/file/index.html

If you or someone you're helping has questions about Florida Health Care Plans, you have the right to get help and information in your language at no cost.
To talk to an interpreter, call 1-877-615-4022. (TTY: TRS Relay 711)

Si usted o alguien a quien ayuda tienen preguntas sobre Florida Health Care Plans, tienen derecho a obtener ayuda e informacion en su idioma de manera
gratuita. Para hablar con un intérprete, llame al 1-877-615-4022. (TTY: TRS Relay 711)

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Florida Health Care Plans ,ou gen dwa pou jwenn enfomasyon nan lang ou gratis. Pou ale ak yon
entéprét, rele 1-877-615-4022. (TTY: TRS Relay 711)

Néu quy vi, hodc ngudi nao dé ma quy vi dang gitp d&, cé cac thac mac vé Florida Health Care Plans, quy vi c6 quyén dwoc nhan
tro' gilp va théng tin bang ngén ng ctia quy vi mién phi. D& trao dbi véi phién dich, hay goi theo s 1-877-615-4022. (TTY: TRS
Relay 711)

Se vocé, ou alguém que estiver a ajudar, tiver duvidas sobre Florida Health Care Plans, tem o direito de obter ajuda e informacgdes na sua
lingua, sem nenhumas custas. Para falar com um intérprete, ligue para 1-877-615-4022. (TTY: TRS Relay 711)
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Si vous ou une personne que vous aidez avez des questions au sujet de Florida Health Care Plans, vous avez le droit d'obtenir gratuitement
de I'aide et des informations dans votre langue. Pour parler a un interpréte, veuillez appeler le 1-877-615-4022. (TTY: TRS Relay 711)

Kung ikaw, o ang isang taong tinutulungan mo, ay may mga tanong tungkol sa Florida Health Care Plans, mayroon kang karapatang humingi
ng tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang interpreter, tumawag sa 1-877-615-4022. (TTY:
TRS Relay 711)

Ecnu y Bac nnu y koro-1o, komy Bbl nomoraeTte, ectb Bonpockl o nporpamMmme Florida Health Care Plans, Bl umeeT npaBo
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No3BOHUTE No TenegoHy 1-877-615-4022. (TTY: TRS Relay 711)
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se voi, 0 una persona che state aiutando, avete domande relative al Florida Health Care Plans, avete diritto a ottenere assistenza e
informazioni gratuitamente nella vostra lingua. Per parlare con un interprete, chiamare il numero 1-877-615-4022. (TTY: TRS Relay 711)

Florida Health Care Plan, Inc. d/b/a Florida Health Care Plans (“FHCP”) offers health insurance coverage products. FHCP is an affiliate of Blue Cross and Blue
Shield of Florida, Inc. d/b/a Florida Blue. Both companies are Independent Licensees of the Blue Cross and Blue Shield Association.



Falls Sie oder jemand, dem Sie helfen, irgendwelche Fragen (iber Florida Health Care Plans haben, so haben Sie Anspruch auf kostenlose
Unterstiitzung und Informationen in lhrer eigenen Sprache. Bitte rufen Sie uns unter der Nummer 1-877-615-4022. (TTY: TRS Relay 711) an,
um mit einem Dolmetscher/einer Dolmetscherin zu sprechen.
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Jesli Ty lub kto$, komu pomagasz macie pytania dotyczace Florida Health Care Plans, macie prawo uzyska¢ pomoc i informacje w
swoim jezyku, bez zadnych kosztéw. Porozmawiaj z ttumaczem, zadzwon pod numer 1-877-615-4022. (TTY: TRS Relay 711)
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Florida Health Care Plan, Inc. d/b/a Florida Health Care Plans (“FHCP”) offers health insurance coverage products. FHCP is an affiliate of Blue Cross and Blue
Shield of Florida, Inc. d/b/a Florida Blue. Both companies are Independent Licensees of the Blue Cross and Blue Shield Association.



