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SBCID: 3040739

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $500 Per Person/$1,000 
Family. Out-of-Network: Not Applicable. 

Generally, you must pay all of the costs from providers up to the deductible amount before 
this plan begins to pay. If you have other family members on the plan, each family member 
must meet their own individual deductible until the total amount of deductible expenses paid 
by all family members meets the overall family deductible.7 

Are there services 
covered before you 
meet your deductible? 

Yes. Preventive care. 

This plan 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 www.healthcare.gov/coverage/preventive-care-benefits/.  

Are there other 
deductibles for specific 
services? 

No. deductibles for specific services. 

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

In-Network: $3,000 Per Person/$6,000 
Family.  Out-Of-Network: Not 
Applicable. 

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

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

Premium, balance-billed charges, and 
health care this plan doesn't cover. 

out of pocket limit. 

Will you pay less if you 
use a network provider? 

Yes. See 
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-664-5295  for a list of network 
providers. 

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

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

 

Common 
Medical Event 

Services You May Need
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If you visit a health 
care  
office or clinic 

Primary care visit to treat an 
injury or illness 

Value Choice Provider: $25 
Copay per Visit / Primary Care 
Visits: $25 Copay per Visit/ 
Virtual Visits: $25 Copay per 
Visit 

Not Covered 
Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers. 

Specialist visit 

Value Choice Specialist: $35 
Copay per Visit/ Specialist: $35 
Copay per Visit/ Virtual Visits: 
$35 Copay per Visit 

Not Covered 
Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers. 

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

Not Covered 

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

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

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: $35 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: $30 Copay per Visit 

Not Covered 

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

Imaging (CT/PET scans, 
MRIs)  

$300 Copay per Visit Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied.  
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If you need drugs 
to treat your 
illness or 
condition 
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide 

Generic drugs
$10 Copay per Prescription at 
retail, $20 Copay per 
Prescription by mail 

Not Covered

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs 
$60 Copay per Prescription at 
retail, $120 Copay per 
Prescription by mail 

Not Covered 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

Non-preferred brand drugs 
$100 Copay per Prescription at 
retail, $200 Copay per 
Prescription by mail 

Not Covered 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

Specialty drugs 
$250 Copay per Prescription at 
retail. 

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

If you have 
outpatient surgery 

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

Deductible + 30% Coinsurance Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

Physician/surgeon fees 
Ambulatory Surgical Center: 
$35 Copay per Visit/ Hospital: 
Deductible + 30% Coinsurance 

Not Covered  none  

If you need 
immediate medical 
attention 

Emergency room care 
Physician Services: 30% 
Coinsurance/ Facility: $300 
Copay per Visit 

Physician Services: 30% 
Coinsurance/ Facility: 
$300 Copay per Visit 

 none  

Emergency medical 
transportation 

$200 Copay per Visit $200 Copay per Visit Out-of-Network only covered for emergencies. 

Urgent care 

Value Choice Provider: $30 
Copay per Visit - Visits 1-2; $30 
Copay per remaining Visit/ 
Urgent Care Visits: $30 Copay 
per Visit 

Not Covered Out-of-Network only covered out-of-state. 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 30% Coinsurance Not Covered 
Inpatient Rehab Services limited to 30 days. 
Prior Authorization may be required. Your 
benefits/services may be denied. 
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

Physician/surgeon fees Deductible + 30% Coinsurance Not Covered  none  

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

Outpatient services 

Specialist Virtual Visits: $35 
Copay per Visit / Physician 
Office: $35 Copay per Visit / 
Hospital: $25 Copay per Visit 

Not Covered 

Prior Authorization may be required. Your 
benefits/services may be denied. Virtual Visit 
services are only covered for In-Network 
providers. 

Inpatient services 
Physician Services: 30% 
Coinsurance / Hospital: 
Deductible + 30% Coinsurance 

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

If you are pregnant 

Office visits $35 Copay on initial Visit Not Covered 
Maternity care may include tests and services 
described elsewhere in the SBC (i.e. 
ultrasound.) 

Childbirth/delivery 
professional services 

Deductible + 30% Coinsurance Not Covered  none  

Childbirth/delivery facility 
services 

Deductible + 30% Coinsurance Not Covered  none  

If you need help 
recovering or have 
other special 
health needs 

Home health care $20 Copay per Visit Not Covered Coverage limited to 35 visits. 

Rehabilitation services $35 Copay per Visit Not Covered 

Coverage limited to 60 visits, including 20 
manipulations.  Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied. 

Habilitation services Not Covered Not Covered Not Covered 

Skilled nursing care Deductible + 30% Coinsurance Not Covered 
Coverage limited to 60 days.  Prior 
Authorization may be required. Your 
benefits/services may be denied. 

Durable medical equipment 
Motorized Wheelchairs: $500 
Copay/ All Other: $30 Copay 
per Visit 

Not Covered 

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age. Prior 
Authorization may be required. Your 
benefits/services may be denied.  

Hospice services $20 Copay per Visit Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If your child needs 
dental or eye care 

 Covered Not Covered 
Coverage limited to 1 eye exam every 24 
months for adults: 1 exam every 12 months for 
children ages 0-17. Includes refraction

 Not Covered Not Covered Not Covered 
-up Not Covered Not Covered Not Covered 

 

Excluded Services & Other Covered Services: 
  

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
 Acupuncture 
 Cosmetic surgery 
 Dental care (Adult) 
 Habilitation services 
 Hearing aids 

 Long-term care 
 Non-emergency care when traveling outside the 

U.S. 
 Pediatric dental check-up 

 

 Pediatric glasses 
 Private-duty nursing 
 Routine foot care unless for treatment of diabetes 
 Weight loss programs 

  

Other Covered Services (Limitations may apply to these services.  Please see your plan document.)  
 Bariatric surgery 
 Chiropractic care  
 Infertility treatment 

 Most coverage provided outside the United 
States.  See www.floridablue.com. 

 Pediatric eye exam 
 Routine eye care (Adult) 

 
  
Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/agencies/ebsa or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact the insurer at 1-800-664-5295. 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/healthreform. 
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Does this plan provide Minimum Essential Coverage?  Yes 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
 
Does this plan meet the Minimum Value Standards?  [ Yes / No ] 
If your plan Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

 
To see examples of how this plan might cover costs for a sample medical situation, see the next section.  
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Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

 
(in-network emergency room visit and follow up 

care) 

 
(a year of routine in-network care of a well-

controlled condition)  

 

 

 

  

 
 
 
 
 
 
 

 The  overall deductible $500 
 Specialist Copayment $35 
 Hospital (facility) Coinsurance 30% 
 Other No Charge $0 

 
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 

Total Example Cost $12,700 
  

In this example, Peg would pay: 
Cost Sharing 

Deductibles $500 
Copayments $40 
Coinsurance $2,200 

 
Limits or exclusions $60 
The total Peg would pay is $2,800 

 

 
 
 
 
 
 
 

 The  overall deductible $500 
 Specialist Copayment $35 
 Hospital (facility) Coinsurance 30% 
 Other Copayment $30 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 
Cost Sharing 

Deductibles $0 
Copayments $1,500 
Coinsurance $0 

 
Limits or exclusions $0 
The total Joe would pay is $1,500 

 

 
 
 
 
 
   

 The  overall deductible $500 
 Specialist Copayment $35 
 Hospital (facility) Coinsurance 30% 
 Other Copayment $300 

 
This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy)
 

Total Example Cost $2,800 
  

In this example, Mia would pay: 
Cost Sharing 

Deductibles $500 
Copayments $700 
Coinsurance $90 

 
Limits or exclusions $0 

The total Mia would pay is $1,290 
 

About these Coverage Examples:

 
 

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

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



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.

 



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $2,000 Per Person/$4,000 
Family. Out-of-Network: Not Applicable. 

Generally, you must pay all of the costs from providers up to the deductible amount before 
this plan begins to pay. If you have other family members on the plan, each family member 
must meet their own individual deductible until the total amount of deductible expenses paid 
by all family members meets the overall family deductible.7 

Are there services 
covered before you 
meet your deductible? 

Yes. Preventive care. 

This plan 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 www.healthcare.gov/coverage/preventive-care-benefits/.  

Are there other 
deductibles for specific 
services? 

No. deductibles for specific services. 

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

In-Network: $6,500 Per Person/$13,000 
Family.  Out-Of-Network: Not 
Applicable. 

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

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

Premium, balance-billed charges, and 
health care this plan doesn't cover. 

out of pocket limit. 

Will you pay less if you 
use a network provider? 

Yes. See 
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-664-5295  for a list of network 
providers. 

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

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

 

Common 
Medical Event 

Services You May Need
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If you visit a health 
care  
office or clinic 

Primary care visit to treat an 
injury or illness 

Value Choice Provider: $25 
Copay per Visit / Primary Care 
Visits: $25 Copay per Visit/ 
Virtual Visits: $25 Copay per 
Visit 

Not Covered 
Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers. 

Specialist visit 

Value Choice Specialist: 
Deductible + 30% Coinsurance/ 
/ Specialist: Deductible + 30% 
Coinsurance/ Virtual Visits: 
Deductible +30% Coinsurance 

Not Covered 
Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers. 

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

Not Covered 

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

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

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: 
Deductible + 30% Coinsurance / 
Independent Clinical Lab: No 
Charge, Deductible does not 
apply/ Independent Diagnostic 
Testing Center: Deductible + 
30% Coinsurance 

Not Covered 

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

Imaging (CT/PET scans, 
MRIs)  

Deductible + 30% Coinsurance Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied.  
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If you need drugs 
to treat your 
illness or 
condition 
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide 

Generic drugs
$10 Copay per Prescription at 
retail, $20 Copay per 
Prescription by mail 

Not Covered

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs 
$60 Copay per Prescription at 
retail, $120 Copay per 
Prescription by mail 

Not Covered 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

Non-preferred brand drugs 
$100 Copay per Prescription at 
retail, $200 Copay per 
Prescription by mail 

Not Covered 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

Specialty drugs 
$250 Copay per Prescription at 
retail, 

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

If you have 
outpatient surgery 

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

Deductible + 30% Coinsurance Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

Physician/surgeon fees Deductible + 30% Coinsurance Not Covered  none  

If you need 
immediate medical 
attention 

Emergency room care Deductible + 30% Coinsurance 
In-Network Deductible + 
30% Coinsurance 

 none  

Emergency medical 
transportation 

Deductible + 30% Coinsurance 
In-Network Deductible + 
30% Coinsurance 

Out-of-Network only covered for emergencies. 

Urgent care 

Value Choice Provider: $25 
Copay per Visit - Visits 1-2; $25 
Copay per Visit per remaining 
Visit/ Urgent Care Visits: $25 
Copay per Visit 

Not Covered Out-of-Network only covered out-of-state. 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 30% Coinsurance Not Covered 
Inpatient Rehab Services limited to 30 days. 
Prior Authorization may be required. Your 
benefits/services may be denied. 

Physician/surgeon fees Deductible + 30% Coinsurance Not Covered  none  
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

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

Outpatient services
Specialist Virtual Visits: 
Deductible + 30% Coinsurance / 
Deductible + 30% Coinsurance 

Not Covered

Prior Authorization may be required. Your 
benefits/services may be denied. Virtual Visit 
services are only covered for In-Network 
providers. 

Inpatient services Deductible + 30% Coinsurance Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

If you are pregnant 

Office visits Deductible + 30% Coinsurance Not Covered 
Maternity care may include tests and services 
described elsewhere in the SBC (i.e. 
ultrasound.) 

Childbirth/delivery 
professional services 

Deductible + 30% Coinsurance Not Covered  none  

Childbirth/delivery facility 
services 

Deductible + 30% Coinsurance Not Covered  none  

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 30% Coinsurance Not Covered none  

Rehabilitation services Deductible + 30% Coinsurance Not Covered 

Coverage limited to 60 visits, including 20 
manipulations.  Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied. 

Habilitation services Not Covered Not Covered Not Covered 

Skilled nursing care Deductible + 30% Coinsurance Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

Durable medical equipment 
Motorized Wheelchairs: $500 
Copay per Visit / All Other: 
Deductible + 30% Coinsurance 

Not Covered 

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age. Prior 
Authorization may be required. Your 
benefits/services may be denied.  

Hospice services Deductible + 30% Coinsurance Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

If your child needs 
dental or eye care 

 Covered Not Covered 
Coverage limited to 1 eye exam every 24 
months for adults: 1 exam every 12 months for 
children ages 0-17. Includes refraction 

 Not Covered Not Covered Not Covered 
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

-up Not Covered Not Covered Not Covered 

Excluded Services & Other Covered Services: 
  

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
 Acupuncture 
 Cosmetic surgery 
 Dental care (Adult) 
 Habilitation services 
 Hearing aids 

 Long-term care 
 Non-emergency care when traveling outside the 

U.S. 
 Pediatric dental check-up 

 

 Pediatric glasses 
 Private-duty nursing 
 Routine foot care unless for treatment of diabetes 
 Weight loss programs 

  

Other Covered Services (Limitations may apply to these services.  Please see your plan document.)  
 Bariatric surgery 
 Chiropractic care  
 Infertility treatment 

 Most coverage provided outside the United 
States.  See www.floridablue.com. 

 Pediatric eye exam 
 Routine eye care (Adult) 

  
Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/agencies/ebsa or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact the insurer at 1-800-664-5295. 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/healthreform. 
  
Does this plan provide Minimum Essential Coverage?  Yes 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
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 SBCID: 3041872 
 

Does this plan meet the Minimum Value Standards?  [ Yes / No ] 
If your plan Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

 
To see examples of how this plan might cover costs for a sample medical situation, see the next section.  
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 SBCID: 3041872 

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

hospital delivery) 

 
(in-network emergency room visit and follow up 

care) 

Diabetes 
(a year of routine in-network care of a well-

controlled condition)  

 

 

 

  

 
 
 
 
 
 
 

 The  overall deductible $2,000 
 Specialist Coinsurance 30% 
 Hospital (facility) Coinsurance 30% 
 Other No Charge $0 

 
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 

Total Example Cost $12,700 
  

In this example, Peg would pay: 
Cost Sharing 

Deductibles $2,000 
Copayments $10 
Coinsurance $3,000 

 
Limits or exclusions $60 
The total Peg would pay is $5,070 

 

 
 
 
 
 
 
 

 The  overall deductible $2,000 
 Specialist Coinsurance 30% 
 Hospital (facility) Coinsurance 30% 
 Other Coinsurance 30% 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 
Cost Sharing 

Deductibles $500 
Copayments $1,300 
Coinsurance $0 

 
Limits or exclusions $0 
The total Joe would pay is $1,800 

 

 
 
 
 
 
   

 The  overall deductible $2,000 
 Specialist Coinsurance 30% 
 Hospital (facility) Coinsurance 30% 
 Other Coinsurance 30% 

 
This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy)
 

Total Example Cost $2,800 
  

In this example, Mia would pay: 
Cost Sharing 

Deductibles $2,000 
Copayments $10 
Coinsurance $200 

 
Limits or exclusions $0 

The total Mia would pay is $2,210 
 

About these Coverage Examples:

 
 

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

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



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.

 



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
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 1 of 7 

SBCID: 2877371

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $1,000 Per Person/$2,000 
Family. Out-of-Network: $1,000 Per 
Person/$2,000 Family.  

Generally, you must pay all of the costs from providers up to the deductible amount before 
this plan begins to pay. If you have other family members on the plan, each family member 
must meet their own individual deductible until the total amount of deductible expenses paid 
by all family members meets the overall family deductible.7 

Are there services 
covered before you 
meet your deductible? 

Yes. Preventive care. 

This plan 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 www.healthcare.gov/coverage/preventive-care-benefits/.  

Are there other 
deductibles for specific 
services? 

No. deductibles for specific services. 

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

In-Network: $6,500 Per Person/$13,000 
Family.  Out-Of-Network: $9,000 Per 
Person/$18,000 Family. 

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

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

Premium, balance-billed charges, and 
health care this plan doesn't cover. 

out of pocket limit. 

Will you pay less if you 
use a network provider? 

Yes. See 
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-664-5295  for a list of network 
providers. 

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

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral. 
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SBCID: 2877371

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

 

Common 
Medical Event 

Services You May Need
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If you visit a health 
care  
office or clinic 

Primary care visit to treat an 
injury or illness 

Value Choice Provider: $30 
Copay per Visit / Primary Care 
Visits: $30 Copay per Visit/ 
Virtual Visits: $30 Copay per 
Visit 

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered 

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers. 

Specialist visit 

Value Choice Specialist: $40 
Copay per Visit/ Specialist: $40 
Copay per Visit/ Virtual Visits: 
$40 Copay per Visit 

Deductible + 50% 
Coinsurance/ Virtual 
Visits: Not Covered 

Physician administered drugs may have higher 
cost share. Virtual Visit services are only 
covered for In-Network providers. 

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

50% Coinsurance 

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

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

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: $40 
Copay per Visit/ Independent 
Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 
Center: $35 Copay per Visit 

Deductible + 50% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

$300 Copay per Visit 
Deductible + 50% 
Coinsurance 

Prior Authorization may be required. Your 
benefits/services may be denied.  
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 SBCID: 2877371 
 

Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If you need drugs 
to treat your 
illness or 
condition 
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide 

Generic drugs
$10 Copay per Prescription at 
retail, $20 Copay per 
Prescription by mail 

50% Coinsurance; Not 
Covered by mail 

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs 
$60 Copay per Prescription at 
retail, $120 Copay per 
Prescription by mail 

50% Coinsurance; Not 
Covered by mail 

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

Non-preferred brand drugs 
$100 Copay per Prescription at 
retail, $200 Copay per 
Prescription by mail 

50% Coinsurance; Not 
Covered by mail 

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

Specialty drugs 
$250 Copay per Prescription at 
retail. 

50% Coinsurance; Not 
Covered by mail 

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

If you have 
outpatient surgery 

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

Deductible + 30% Coinsurance 
Deductible + 50% 
Coinsurance 

 none  

Physician/surgeon fees 
Ambulatory Surgical Center: 
$30 Copay per Visit/ Hospital: 
Deductible + 30% Coinsurance 

Ambulatory Surgical 
Center: Deductible + 50% 
Coinsurance/ Hospital: In-
Network Deductible + 
30% Coinsurance 

 none  

If you need 
immediate medical 
attention 

Emergency room care 
Physician Services: 30% 
Coinsurance/ Facility: $300 
Copay per Visit 

Physician Services: 30% 
Coinsurance/ Facility: 
$300 Copay per Visit 

 none  

Emergency medical 
transportation 

$200 Copay per Visit $200 Copay per Visit  none  

Urgent care 

Value Choice Provider: $35 
Copay per Visit - Visits 1-2; $35 
Copay per remaining Visit/ 
Urgent Care Visits: $35 Copay 
per Visit 

Deductible + $35 Copay 
per Visit 

 none  

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 30% Coinsurance 
Deductible + 50% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

Physician/surgeon fees Deductible + 30% Coinsurance
In-Network Deductible + 
30% Coinsurance 

none

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

Outpatient services 

Specialist Virtual Visits: $40 
Copay per Visit / Physician 
Office: $40 Copay per Visit / 
Hospital: $30 Copay per Visit 

Deductible + 50% 
Coinsurance/ Specialist 
Virtual Visits: Not Covered 

Virtual Visit services are only covered for In-
Network providers. 

Inpatient services 
Physician Services: 30% 
Coinsurance / Hospital: 
Deductible + 30% Coinsurance 

Physician Services: 30% 
Coinsurance/ Hospital: 
Deductible + 50% 
Coinsurance 

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

If you are pregnant 

Office visits $40 Copay on initial Visit 
Deductible + 50% 
Coinsurance 

Maternity care may include tests and services 
described elsewhere in the SBC (i.e. 
ultrasound.) 

Childbirth/delivery 
professional services 

Deductible + 30% Coinsurance 
In-Network Deductible + 
30% Coinsurance 

 none  

Childbirth/delivery facility 
services 

Deductible + 30% Coinsurance 
Deductible + 50% 
Coinsurance 

 none  

If you need help 
recovering or have 
other special 
health needs 

Home health care $20 Copay per Visit 
Deductible + 50% 
Coinsurance 

none  

Rehabilitation services $40 Copay per Visit 
Deductible + 50% 
Coinsurance 

Coverage limited to 60 visits, including 20 
manipulations.  Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied. 

Habilitation services Not Covered Not Covered Not Covered 

Skilled nursing care Deductible + 30% Coinsurance 
Deductible + 50% 
Coinsurance 

none  

Durable medical equipment 
Motorized Wheelchairs: $500 
Copay/ All Other: $45 Copay 
per Visit 

Deductible + 50% 
Coinsurance 

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

Hospice services $20 Copay per Visit 
Deductible + 50% 
Coinsurance 

 none  
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If your child needs 
dental or eye care 

 Covered Not Covered 
Coverage limited to 1 exam per 24 months for 
adults: 1 exam every 12 months for children 
ages 0-17.  Includes refraction.

 Not Covered Not Covered Not Covered 
-up Not Covered Not Covered Not Covered 

 

Excluded Services & Other Covered Services: 
  

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
 Acupuncture 
 Cosmetic surgery 
 Dental care (Adult) 
 Habilitation services 

 Hearing aids 
 Long-term care 
 Pediatric dental check-up 

 Pediatric glasses 
 Private-duty nursing 
 Routine foot care unless for treatment of diabetes 
 Weight loss programs 

  

Other Covered Services (Limitations may apply to these services.  Please see your plan document.)  
 Bariatric surgery 
 Chiropractic care  
 Infertility treatment 

 Most coverage provided outside the United 
States.  See www.floridablue.com. 

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

 Pediatric eye exam 
 Routine eye care (Adult) 

 

  
Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/agencies/ebsa or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact the insurer at 1-800-664-5295. 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/healthreform. 
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 SBCID: 2877371 
 

Does this plan provide Minimum Essential Coverage?  Yes 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
 
Does this plan meet the Minimum Value Standards?  [ Yes / No ] 
If your plan Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

 
To see examples of how this plan might cover costs for a sample medical situation, see the next section.  
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SBCID: 2877371 

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

hospital delivery) 

 
(in-network emergency room visit and follow up 

care) 

 
(a year of routine in-network care of a well-

controlled condition)  

 

 

 

  

 
 
 
 
 
 
 

 The  overall deductible $1,000 
 Specialist Copayment $40 
 Hospital (facility) Coinsurance 30% 
 Other No Charge $0 

 
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 

Total Example Cost $12,700 
  

In this example, Peg would pay: 
Cost Sharing 

Deductibles $1,000 
Copayments $50 
Coinsurance $2,300 

 
Limits or exclusions $60 
The total Peg would pay is $3,410 

 

 
 
 
 
 
 
 

 The  overall deductible $1,000 
 Specialist Copayment $40 
 Hospital (facility) Coinsurance 30% 
 Other Copayment $45 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 
Cost Sharing 

Deductibles $0 
Copayments $1,500 
Coinsurance $0 

 
Limits or exclusions $20 
The total Joe would pay is $1,520 

 

 
 
 
 
 
   

 The  overall deductible $1,000 
 Specialist Copayment $40 
 Hospital (facility) Coinsurance 30% 
 Other Copayment $300 

 
This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy)
 

Total Example Cost $2,800 
  

In this example, Mia would pay: 
Cost Sharing 

Deductibles $1,000 
Copayments $700 
Coinsurance $0 

 
Limits or exclusions $0 

The total Mia would pay is $1,650 
 

About these Coverage Examples:

 
 

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

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



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.

 



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
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SBCID: 3042050

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.[insert].com.  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.[insert].com or call 1-800-664-5295 to request a copy. 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $400 Per Person/$800 
Family. Out-of-Network: Not Applicable. 

Generally, you must pay all of the costs from providers up to the deductible amount before 
this plan begins to pay. If you have other family members on the plan, each family member 
must meet their own individual deductible until the total amount of deductible expenses paid 
by all family members meets the overall family deductible.7 

Are there services 
covered before you 
meet your deductible? 

Yes. Preventive care. 

This plan 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 www.healthcare.gov/coverage/preventive-care-benefits/.  

Are there other 
deductibles for specific 
services? 

No. deductibles for specific services. 

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

In-Network: $3,000 Per Person/$6,000 
Family.  Out-Of-Network: Not 
Applicable. 

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

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

Premium, balance-billed charges, and 
health care this plan doesn't cover. 

out of pocket limit. 

Will you pay less if you 
use a network provider? 

Yes. See 
https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-
800-664-5295  for a list of network 
providers. 

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

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

 

Common 
Medical Event 

Services You May Need
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If you visit a health 
care  
office or clinic 

Primary care visit to treat an 
injury or illness 

Primary Care Visits: $10 Copay 
per Visit/ Virtual Visits: $10 
Copay per Visit 

Not Covered 
Physician administered drugs may have higher 
cost share.  

Specialist visit 
Specialist: $30 Copay per Visit/ 
Virtual Visits: $30 Copay per 
Visit 

Not Covered 
Physician administered drugs may have higher 
cost share.  

Preventive care/screening/ 
immunization 

No Charge, Deductible does not 
apply 

Not Covered 

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

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

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Independent Clinical Lab: No 
Charge, Deductible does not 
apply/ Independent Diagnostic 
Testing Center: $30 Copay per 
Visit 

Not Covered 
Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs)  

Physician Office: $30 Copay per 
Visit/ Independent Diagnostic 
Testing Center: $100 Copay per 
Visit 

Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied.  
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

If you need drugs 
to treat your 
illness or 
condition 
More information 
about prescription 
drug coverage is 
available at 
https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide 

Generic drugs
$10 Copay per Prescription at 
retail, $20 Copay per 
Prescription by mail 

50% Coinsurance; Not 
Covered by Mail 

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs 
$60 Copay per Prescription at 
retail, $120 Copay per 
Prescription by mail 

50% Coinsurance; Not 
Covered by Mail 

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

Non-preferred brand drugs 
$100 Copay per Prescription at 
retail, $200 Copay per 
Prescription by mail 

50% Coinsurance; Not 
Covered by Mail 

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

Specialty drugs 
$250 Copay per Prescription at 
retail, 

50% Coinsurance; Not 
Covered by Mail 

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

If you have 
outpatient surgery 

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

Deductible + 20% Coinsurance Not Covered none  

Physician/surgeon fees Deductible + 20% Coinsurance Not Covered  none  

If you need 
immediate medical 
attention 

Emergency room care Deductible + 20% Coinsurance 
Deductible + 20% 
Coinsurance 

 none  

Emergency medical 
transportation 

Deductible + 20% Coinsurance 
Deductible + 20% 
Coinsurance 

 none  

Urgent care 

Value Choice Provider: $25 
Copay per Visit - Visits 1-2; $25 
Copay per remaining Visit/ 
Urgent Care Visits: $25 Copay 
per Visit 

$25 Copay per Visit  none  

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

Deductible + 20% Coinsurance Not Covered Inpatient Rehab Services limited to 30 days.  

Physician/surgeon fees Deductible + 20% Coinsurance Not Covered  none  
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Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information Network Provider 
(You will pay the least) 

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

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

Outpatient services 

Specialist Virtual Visits: $10 
Copay per Visit / Physician 
Office: $10 Copay per Visit / 
Hospital: Deductible + 20% 
Coinsurance 

Not Covered 
Virtual Visit services are only covered for In-
Network providers. 

Inpatient services Deductible + 20% Coinsurance Not Covered 
Prior Authorization may be required. Your 
benefits/services may be denied. 

If you are pregnant 

Office visits $30 Copay on initial Visit Not Covered 
Maternity care may include tests and services 
described elsewhere in the SBC (i.e. 
ultrasound.) 

Childbirth/delivery 
professional services 

Deductible + 20% Coinsurance Not Covered  none  

Childbirth/delivery facility 
services 

Deductible + 20% Coinsurance Not Covered none  

If you need help 
recovering or have 
other special 
health needs 

Home health care Deductible + 20% Coinsurance Not Covered Coverage limited to 100 visits. 

Rehabilitation services 
Physician Office: $35 Copay per 
Visit/ Outpatient Rehab Center: 
Deductible + 20% Coinsurance 

Not Covered 

Coverage limited to 60 visits, including 20 
manipulations.  Services performed in hospital 
may have higher cost share. Prior 
Authorization may be required. Your 
benefits/services may be denied. 

Habilitation services Not Covered Not Covered Not Covered 
Skilled nursing care Deductible + 20% Coinsurance Not Covered Coverage limited to 100 days. 

Durable medical equipment Deductible + 20% Coinsurance Not Covered 
Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age. 

Hospice services Deductible + 20% Coinsurance Not Covered  none  

If your child needs 
dental or eye care 

 Covered Not Covered 
Coverage limited to 1 eye exam every 24 
months for adults: 1 exam every 12 months for 
children ages 0-17. Includes refraction 

 Not Covered Not Covered Not Covered 
check-up Not Covered Not Covered Not Covered 
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Excluded Services & Other Covered Services: 

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

Dental care (Adult)
 Habilitation services 

 Hearing aids 
 Long-term care 

Pediatric dental check-up
  

 Pediatric glasses 
 Private-duty nursing 

Routine foot care unless for treatment of diabetes
 Weight loss programs 

  

Other Covered Services (Limitations may apply to these services.  Please see your plan document.)  
 Bariatric surgery 
 Chiropractic care  
 Infertility treatment 

 Most coverage provided outside the United 
States.  See www.floridablue.com. 

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

 Pediatric eye exam 
 Routine eye care (Adult) 

 

  
Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/agencies/ebsa or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact the insurer at 1-800-664-5295. 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/healthreform. 
  
Does this plan provide Minimum Essential Coverage?  Yes 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
 
Does this plan meet the Minimum Value Standards?  [ Yes / No ] 
If your plan Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

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



6 of 7
For more information about limitations and exceptions, see the plan or policy document at www.[insert].com.

 SBCID: 3042050 
 

 



7 of 7

 

 
 SBCID: 3042050 

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

hospital delivery) 

 
(in-network emergency room visit and follow up 

care) 

Diabetes 
(a year of routine in-network care of a well-

controlled condition)  

 

 

 

  

 
 
 
 
 
 
 

 The  overall deductible $400 
 Specialist Copayment $30 
 Hospital (facility) Coinsurance 20% 
 Other No Charge $0 

 
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 

Total Example Cost $12,700 
  

In this example, Peg would pay: 
Cost Sharing 

Deductibles $400 
Copayments $30 
Coinsurance $1,200 

 
Limits or exclusions $60 
The total Peg would pay is $1,690 

 

 
 
 
 
 
 
 

 The  overall deductible $400 
 Specialist Copayment $30 
 Hospital (facility) Coinsurance 20% 
 Other Coinsurance 20% 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 
Cost Sharing 

Deductibles $0 
Copayments $1,400 
Coinsurance $0 

 
Limits or exclusions $0 
The total Joe would pay is $1,400 

 

 
 
 
 
 
   

 The  overall deductible $400 
 Specialist Copayment $30 
 Hospital (facility) Coinsurance 20% 
 Other Coinsurance 20% 

 
This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy)
 

Total Example Cost $2,800 
  

In this example, Mia would pay: 
Cost Sharing 

Deductibles $400 
Copayments $300 
Coinsurance $200 

 
Limits or exclusions $0 

The total Mia would pay is $900 
 

About these Coverage Examples:

 
 

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

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



 

Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
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Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
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Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



Health Insurance Marketplace Coverage 
Options and Your Health Coverage
 

PART A: General Information 

Even if you are offered health coverage through your employment, you may have other coverage options through the 
Health Insurance Marketplace  To assist you as you evaluate options for you and your family, this notice 
provides some basic information about the Health Insurance Marketplace and health coverage offered through your 
employment. 

What is the Health Insurance Marketplace? 

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace 
offers "one-stop shopping" to find and compare private health insurance options in your geographic area. 

Can I Save Money on my Health Insurance Premiums in the 
Marketplace? 

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer 

value standards (discussed below). The savings that you're eligible for depends on your household income. You may also 
be eligible for a tax credit that lowers your costs. 

Does Employment-Based Health Coverage Affect Eligibility for 
Premium Savings through the Marketplace? 

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain 
minimum value standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your 
Marketplace coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a 
tax credit, and advance payments of the credit that lowers your monthly premium, or a reduction in certain cost-sharing, if 
your employer does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet 
minimum value standards. If your share of the premium cost of all plans offered to you through your employment is more 
than 9.12%1 of your annual household income, or if the coverage through your employment does not meet the "minimum 
value" standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if 
you do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered 

-cost plan that would cover all family members does not 
..12 

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your 
employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also, 
this employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded 
from income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on 
an after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the 
affordability or minimum value standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You 
should consider all of these factors in determining whether to purchase a health plan through the Marketplace. 

 
1 Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.  
2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the 
plan is no less than 60 percent of such costs. 
also provide substantial coverage of both inpatient hospital services and physician services. 
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When Can I Enroll in Health Insurance Coverage through the 
Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open 
Enrollment varies by state but generally starts November 1 and continues through at least December 15. 

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment 
 

married, having a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special 
Enrollment Period type, you may have 60 days before or 60 days following the qualifying life event to enroll in a 
Marketplace plan. 

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or 

the nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the 
enrollment of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As 
state Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be 
eligible for Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human 
Services is offering a temporary Marketplace Special Enrollment period to allow these individuals to enroll in 
Marketplace coverage. 

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update 
an existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of 
Medicaid or CHIP coverage within the same time period, are eligible for a 60-day Special Enrollment Period. That means 
that if you lose Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in 
Marketplace coverage within 60 days of when you lost Medicaid or CHIP coverage.  In addition, if you or your family 
members are enrolled in Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date 
to make sure you get any information about changes to your eligibility. To learn more, visit HealthCare.gov or call the 
Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325. 

What about Alternatives to Marketplace Health Insurance 
Coverage? 

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health 
plan), you or your family may also be eligible for a Special Enrollment Period to enroll in that health plan in certain 
circumstances, including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost  that coverage. 
Generally, you have 60 days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but 
if you and your family lost eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can 
request this special enrollment in the employment-based health plan through September 8, 2023. Confirm the deadline 
with your employer or your employment-based health plan. 

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace 
or applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-
medicaid-chip/ for more details. 

How Can I Get More Information? 

For more information about your coverage offered through your employment, please check your summary 
plan description or contact

________________________________________________________________________________________________________.  

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health 
insurance coverage and contact information for a Health Insurance Marketplace in your area. 


