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Office visit for services provided by member's primary care

.-

when authorized by primary care physician

physician ar other CHP parsonnel during regular office hours Per visit $10
Office visit for services provided by primary care physician or other

CHP personnel after regular office hours (including evenings and Per visit $15
weekends)

Office visit for services provided by participating provider when . .

authorized by primary care physician Per visit $10
Outpatient procedures, surgical services, and other medical care

provided by the primary care physician or by a participating provider Pervisit $10

Mental Health and Substance Use Disorder outpatient care when
medicaily necessary and authorized by the primary care physician

By Endorsement Only

Per visit

$10

All hospltal beneﬂts covered under thls agreement

Per admission

Qutpatient procedures performed in a hospital

Per visit

$0

Mental health inpatient care

By Endorsement Oniy

ervices.
far*%ﬁ;%‘%- ,

Physician Office Services

» Office visit for services provided by a member's primary care

physician Per visit $10
o Office visit for services provided by participating provider
when autharized by the primary care physician non-plan Per visit $10
provider when authorized by the Medical Director of CHP
Hospital Services: All maternity inpatient care Per admission $0
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‘Emergency Services:
ey e
Emergency room visit Per visit (waived if
. T _ admitted)
Medically necessary ambulance service Per transport $0
"’"“"'""‘"",_.-'i',? R e AT T o T N i itipme ) ! g i RS A S 7
Per ccurrence
Hospice home care Per occurrence $0
Hospice outpatient care Per occcurrence $0
Hospice inpatient care Per occurrence $0
Skilted nursing facility for up to 60 days per admission with Per
subsequent admission available following 180 days from confinement $0
discharge date of previous admission
Outpatient procedures performed in an ambulatory surgical Per visit $0
center
. . $2,500 maximum benefit per
Durable medical equipment calendar year
Orthotic and Prosthetic medical appliances Per appliance $0
Diagnostic Imaging including MRI, PET, and CT Scan Per scan $0
Qutpatient prescription drugs Covered by endorsement only
Visit fqr short-term physicai/speech or other rehabilitation Per visit $10
therapies
Routine eye exam Per visit $10
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wiww.capitalhealth.com

P.0O. Box 15349 e Tallahassee, Florida » 32317-5349 ¢ 850-383-3311
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BlueOptions
For Large Groups
Health Benefit Summary Plan 1551

Benefits fo Covered Services ’

of Florida

An Indopimcdant Liconsce of the
i D1 ane Shom Sheakd Ananey

Page 3

BlueCross BlueShield

E ég___..
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i Amont Member Pays

Binsurance::

Maternity Initial Visit
Specialist

CYD + 40% Coinsurance

Routlne Adult Physical Exam and Immunizations
(Applies towards Adult Wellness PCY max)

Family Physician

Specialist

$15 Copayment
$30 Copayment

40% Coinsurance

Qut-of-Network)

Mammograms (Covered at 100% of Allowed Amount, In- and

. Weil Chitd (No.PCY.]

Urgent Ca’fe_:.Céh'teEélf :

waived if admitted)

Emergency Room Facility Services (per wstt) {copayment

$100 Copayment +
10% Coinsurance

$100 Copayment + 40%
Coinsurance

Ambu{ance Semtces

Outpatlent Dlagnostic Servicas

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

{Ground travel / Air and water travel per day mammum)

‘GYD + 10%
Coinsurance

5400/ $4,000

'$75 Copayment

CYD +10% Gainsirance . -

CYD + 40% Co_insuranée

Independent Clinical Lab (e.q. Blood Work)

50

CYD + 40% Coinsurance

Work and X-rays)
(Option 1/ Option 2)

Outpatient Hospital Facility Services {per visit) (e.g. Blood

%100 Copayment /
3200 Copayment

$300 Copayment

1 CYD = Calendar Year Deductible
2 PCY = Per Calendar Year
Note: Out-of-Metwork services may be subject to balance billing.

Page 1of 4
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BlueOptions
For Large Groups
Health Benefit Summary Plan 1551

Benefits for Covered Services

Substance Dependency (Lifetime max)
Inpatient Hospital Facility Services (per admit)
(Option 1/ Option 2)

Outpatient Office Visit
Specialist

Other Prowder Senncesw

$2,500

$400 Copayment / $800
Copayment

$30 Copayment

$2,500

$1,200 Copayment

CYD + 40% Coinsurance

OtherSpemai Sennces
‘Combin ed Outpatient ‘Cardiac Rehabiiitation:and

Provider Services at Locations other than Office,
Hospital and ER

Family Physician

Specialist

' $30 Copaymén

$100 Copayment/ §

CYD + 10% Coinsurance
CYD + 10% Coinsurance

Copayment .

'$300'Copayment.”

CYD + 40% Coinsurance

CYD 46"/;:'lCo:rilsprahce.. '

Durable Medical Equipment

CYD + 10% Coinsurance

CYD + 40% Coinsurance

CYD + 10% Coinsurance

Home Health Caré (PCY max)- $2,500 $2,500

CYD + 10% Comsurance CYD + 40% Coinsurance
Skilled Nursing Facility (PCY) 80 days 60 days

CYD + 10% Coinsurance | CYD + 40% Coinsurance
Hospice (Lifetime max) 37,500 $7.500

CYD + 40% Coinsurance

1 CYO = Calendar Year Deductible
2 PCY = Per Calendar Year
Note: Cut-of-Netwark services rmay be subject to balance billing.

Page 2 of 4
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For Large Groups
Health Benefit Summary Plan 1551

Benefits for Covered Services

tHospital/Surgical

Inpatlent Hosp|tal Facmty and Rehabtl!tahon Services Rehabifitation Services Rehabilitation Services
(per admit) ‘ limit - 21 days PCY fimit - 21 days PCY
{Option 1/ Option 2) $400 Copayment / $800 | $1,200 Copayment
Copayment

Emergency Room Facility Services (per visit) (copayment .
waived if admitted) $100 Copayment + 10% | $100 Copayment + 40%
Coinsurance Coinsurance

Financial Features

Coinsurance
10% 40%
(Coinsurance is the percentage the member pays for
services)

Out-of-Pockét Maximur (pér. fammily aggregate)

: -] $2,5007%$7,50 Combiried.w/ tn-Network -
' (Oul-of Pocket Maxnmum neludes YD Comsuranee and'_ RSP RS B
Copayments:’ R N

Excludes. Prescnptlon Drugs)_=

Totatl Lifetime Maximum Benefit ' $5,000,000 |

Additional Benefits and Features

BlueScript Prescription Drug Program

'n the event your Group has purchased pharmacy coverage from Blue Cross and Blue Shield of Florida, you'll find a Pharmacy
Program information sheet enclosed. Please review it carefully, as you'll find it contains an overview of your benefits and how to
utilize them.

28

1 CYD = Calendar Year Deductible
2 PCY = Per Calendar Year
Note: Out-of-Network services may be subject to balance billing.
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For Large Groups cags e __of
Health Benefit Summary Plan 1551

Benefits for Covered Services

An Array of Value-Added Programs and Services* Access to Our Strong Networks

NetworkBlue™ is the Preferred Frovider Network designated
as "In-Network" for BlueOptions. However, you will have
protection from balance billing when you receive covered
services from a provider in our Traditional Program Network.
You may also receive out-of-state coverage through the

= Access to valuable health information and resources,
including care decision support, our online provider
direclory at www.bcbsfl.com and other interactive
web-based support tools

. * MyBlueService, our 24/7 online member self-service, BlueCard® Program with access to the participating
where you can request extra 1D cards, review benefits, providers of independent Biue Cross and/or Blue Shield
check claims status, print forms and more . organizations across the country.

« Discounts on vision care, hearing care, alternative care,
fithness clubs, bicycle helmets and more through our
BlueComplements program

* Online access to participating physician offices for e-office
visits, consultations, appointment scheduting or
cancellation, prescription refills and much morg**

» A guarterly Personal Health Report, and programs to
reward you for staying healthy and participating in
sports

Physician Discount

Many NetworkBlue physicians offer BlueOptions mermbers a rate which is at least 25 percent below the usual fees charged for
services that are not Covered Services under your health plan. By taking advantage of this discount, you get the care you need
from the dactor you trust. However, BCBSF daes not guarantee that a physician will honor the discount. Since you pay out-of-
pocket for any non-covered services, it's your responsibility to discuss the costs and discounted rates for non-covered services with
your physicfan before you receive services. ‘Physician Discount’ is not part of your insurance coverage or a discount medicat plan.
For more infarmation, please refer to the online Pravider Directory at www.hcbsfl.com,

* As a courtesy, 8lue Cross and Bfue Shield of Florida, Inc. has entered into arrangements with various vendors to provide value-added features that
include care decision support tools and services to its members. These programs are not part of insurance coverage, All decisions that members
make pertaining 1o medicaliciinical judgment should be made in conjunction with their Physician since neither BCBSF nor its vendors provide
medical care or advice. ,

** As a courtesy, Biue Cross and Blue Shieid of Fiorida, Inc, has an arrangement with a vendor to provide secure onlire communication between its
mermbers and patticipating physicians as a value-added feature. The written terms of your palicy, certificate or benefit bocklat determine what is
covered.

This is not an insurance contract or Benefit Booklet. The above Benefit Summary is only a partial description of the rﬁany benefits and services
coverad by Blue Cross and Blue Shield of Florida, inc., an independent licensee of the Biue Cross and Blue Shield Association. For a complete
descripticn of benefits and exclusions, please see 8lue Cross and Blue Shield of Florida's BlueCptions Benefit Booklet and Schedule of Benefits: its
terms prevail.

1 CYD = Calendar Year Deductible 2 8

2 PCY = Per Calendar Year

Note: Qut-of-Network services may be subject to balance biiling,
: Page 4 of 4 83251-0307R



BlueScript Pharmacy Benefits
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Your Prescription Drug Benefit Plan - 15/30/50 (Mail Order Availabie)

The BlueCptions health bensfit plan your employer is
offering you is paired with our BlueScript® Pharmacy
Program. With a farge network of Participating Pharmacies
statewide and nationally, you can obtain Prescription Drugs
at a location convenient to you.

You may also be able to receive more savings on
Prescription Drugs by purchasing your Drugs through the
mail order program.

See below for your specific plan details.

Benefit Details (amount you pay):

Deductible ... . . $0
Preferred Generic
Prescription Drugs ... ......... $15 Copayment

($30 Mail Order Copayment)

Preferred Brand Name
Prescription Drugs . .......... $30 Copayment
($60 Mail Order Copayment)

Non-Preferred
Prescripton Drugs .. ......... $50 Copayment

{$100 Mail Order Copayment)

Advantages of our Pharrhacy Program:

With our BlueScript Pharmacy Program, you'll receive
coverage for Preferred Generic Prescription Drugs,

Preferred Brand Name Prescription Drugs and Non-Preferred
Prescription Drugs, easy access to Participating Pharmacies
throughout Florida and access to National Network
Pharmacies which have over 50,000 Participating Pharmacy

iocations.

BlueCross BlueShield
of Florida

An independant Licanses of the
Biys Cross and Whee Shiokd Arzocaion

Save when purchasing your Prescription Drugs:

You can reduce your out-of-pocket costs by purchasing
Covered Prascription Orugs listed on our Preferred
Medication List. These Prescription Drugs should cost you
less than Prescription Drugs that are not on the list. For
aven greater savings, you will pay a lower cost for Generic
Prescription Drugs that appear on the Preferred Medication
List. The Preferred Medication List, which is part of the
Medication Guide, will be defivered in your member package
after you enrolt. When reviewing the Preferred Medication
List with your doctor, ask your provider to consider a
Prescription Drug from the Preferred Medication List,
particularly a Preferred Generic Prescription Drug.

The National Pharmacy Network:

The National Pharmacy Network includes more than 50,000
chain and independent Pharmacies across the United
States. These National Network Pharmacies are available to
our members traveling or residing outside of Florida. Simply
present your member (D card at time of purchase.

Save through the convenient mail order program:

I you are taking, or plan on taking, Presdription Drugs for -
more than a three-month pericd, the maii order program
offers you a convenient and cost-effective way to fill these
Prescriptions. This program altows covered members taking
Prescription Drugs to receive up to a full 90-day suppiy for
one Mail Order Copayment. Prescription Drugs ordered
through this program are provided by Prime Therapsutics'®
mail order factlity, PrimeMail®.
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PPO Terms

Allowed Amount — The maximum amount an in-network provider is
allowed to charge for a covered service

Balance Billing - The additional amount you may be billed if you seek care
from an out-of-network provider

Co-Payment (copay) — The set amount you owe, if any, at the time of service

Co-Insurance (co-ins) — The percentage of the total charges you pay, if any,
at the time of service

Covered Services — Medical services that are eligible for payment under
your health plan

Deductible — The amount, if any, per calendar year, you owe before we
begin to pay for covered services

In-Network — Refers to a provider who is a participant of NetworkBlue; you
should pay less if you receive covered services from NetworkBlue providers.

NetworkBlue - The Preferred Provider Network made up of independent
hospitals, physician and ancillary providers (i.e.; Family Physicians, Urgent
Care Centers, Hospitals, etc...) who are considered participating for
BlueOptions

Out-of-Pocket — What you pay for medical expenses. (i.e.; copays,
coinsurance, deductible, etc...)

Out-ot-Network — Refers to a provider not in NetworkBlue; in this case,
your out-of-pocket costs will generally be higher

Out-of-pocket Maximum — The most you’il pay out of your wallet in a
calendar year for health care expenses for any covered services you receive
while in network

Provider — Any person or institution offering health care services, such as
doctors, specialists, hospitals, tabs, ctc. ..
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