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BIueOptlonS 03161 Coverage Period: 01/01/2024 - 12/31/2024
HSA Compatible with Rx 20% after In-network Deductible
HSA FUNDING: EE+1 $800 /7 EE +2 $1,200
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Family | Plan Type: PPO

|

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, go to IRSC Intranet. 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 IRSC Intranet or call 1-800-664-5295 to request a copy.

Important Questions Why This Matters:

In-Network: $4,000 Per Person/$4,000 | Generally, you must pay all of the costs from providers up to the deductible amount before

What is the overall

deductible? Family. Out-of-Network: $8,000 Per this plan begins to pay. If you have other family members on the policy, the overall family
EE— Person/$8,000 Family. deductible must be met before the plan begins to pay.
Are there services
covered before you Yes. Preventive care.
meet your deductible?
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Common . _ , —— Limitations, Exceptions, & Other Important
- Services You May Need Network Provider Out-of-Network Provider :
Medical Event — = Information
(You will pay the least) (You will pay the most)
If you need drugs Up to 30 day supply for retail, 90 day supply
, 0 : .

to treat your Generic drugs Deductible + 20% Coinsurance Deductlble +50% for mgll order. Responsmle Rx programs such
illness or —_ = | Coinsurance as Prior Authorization may apply. See
condition Medication guide for more information.

More information

about prescription

drug coverage is
available at

https://www.floridabl
ue.com/members/to
ols-
resources/pharmac
y/medication-guide

Preferred brand drugs

For more information about limitations and exceptions, see the plan or policy document at www.Floridablue.com.
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For more information about limitations and exceptions, see the plan or policy document at www.Floridablue.com.
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Peg is Having a Baby

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



