
Retiree
Open Enrollment 2024

November 1st – November 25th, 2023



Retiree 

It is time for our Annual Open Enrollment; your yearly opportunity to make changes to your health and 
welfare benefits. Open Enrollment provides you with the chance to review your current health care 
choices and decide if they are still right for you and your eligible dependents in 2024. Elections will be 
effective January 1, 2024. 

Enclosed in this packet is our summary plan guides for health insurance; Capital Health Plan and 
Blue Cross Blue Shield, as well as The Standard Dental, Vision and Life. Please review the packet 
and complete any forms needed for a change of benefits or new enrollment. 

Information for 2024

• BCBS Blue Options, and CHP had rate increases.
• Life Insurance – Cannot increase current election amount; only decrease or drop the

coverage.
• As a reminder, you can not elect health insurance if you currently do not have it with

TCC.  If you need advice or guidance please reach out to us, we would gladly assist you.
• If you are nearing 65, please contact HR.  You will become eligible for Medicare plans

and other options that are a lower premium cost to you.

All forms should be returned to HR via, email, fax, or mail. 

• Retiree Update Form – Please complete if there were any changes and return to HR. This
helps us keep updated contact information.

• Insurance Enrollment Forms – If you are changing your current health election for Capital
Health Plan or Florida Blue, please contact Human Resources for enrollment forms.

• Medicare Eligible over age 65 Plans: If you are nearing age 65, please contact the benefit
team for forms and options that may have a lower premium cost.

Please send all forms to: 
Email: Waseem Kofar-Naisa waseem.kofarnaisa@tcc.fl.edu 
Mail: 444 Appleyard Dr., Tallahassee Fl 32304   Attn: HR Waseem Kofar-Naisa
Tel: 850-201-8568     Fax: 850-201-8489 

Deadline for forms: November 24th, 2023 

If you have any questions regarding your benefits, please contact Human Resources and speak with 
any of our Benefit Team, or contact Waseem Kofar- Naisa directly at 850-201-8568. 

Sandy Martin 
Human Resources Manager 
Email: sandy.martin@tcc.fl.edu 
Phone: 850-201-8021 

mailto:samantha.monroe@tcc.fl.edu
mailto:sandy.martin@tcc.fl.edu


Retiree 
Insurance Rates 2024 

Retiree (Under 65)
Provider Retiree Retiree + 1 Retiree + Family 
Capital Health Plan $777.89 $1,587.00 $2,023.19 
Blue Options PPO 03559 Plan (2024) $1,158.43 $2,757.10 $3,614.34 
Blue Options PPO 05905 Plan (2024) $724.96 $1,726.10 $2,262.85 

Retiree Medicare Eligible (65 and older)

Provider Retiree 

Retiree + 1 
(Both on 
Medicare) 

Retiree + 1 (1 
With Medicare + 
1 Without) 

Retiree + Family 
(Retiree w/Medicare 
& Family) 

Capital Health Plan 
Medicare Advantage 

$243.44 $486.88 $1,021.33 $1,488.74 

Blue Medicare PPO 
Elite - Retiree  

$300.92 Not Applicable Not Applicable Not Applicable 

Blue Medicare PPO 
Elite - Spouse  

$300.92 Not Applicable Not Applicable Not Applicable 

Dental – The Standard (2024)
Plan Type Retiree Retiree + 1 Retiree + Family 
Low Option $23.26 $44.54 $81.17 
High Option $33.84 $65.13 $110.96 

Vision – The Standard VSP Network (2024)
Retiree Retiree + Spouse Retiree + Child(ren) Retiree + Family 

Rate $5.60 $9.44 $9.60 $15.20 



Plan:  Capital Selection $15/$30/$50 

Capital Health Plan Member Services: 850-383-3333 

Website:  https://capitalhealth.com 

https://capitalhealth.com/
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: on or after 1/1/2024 

Capital Selection $15/$30/$50     Coverage for: Employee or Family | Plan Type: HMO 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan 
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided 
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, at 

www.capitalhealth.com/sbc. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-850-383-3311 to request a copy. 

Important Questions Answers Why This Matters: 
What is the overall 
deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers. 

Are there services 
covered before you meet 
your deductible? 

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

Are there other 
deductibles for specific 
services? 

No. You don’t have to meet deductibles for specific services. 

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

Medical: $2,000 single coverage / 
$4,500 family coverage. 
Pharmacy: $4,600 single coverage / 
$8,700 family coverage.  

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

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

Premiums and health care this 
plan doesn’t cover. Even though you pay these expenses, they don’t count toward the out-of-pocket limit. 

Will you pay less if you 
use a network provider? 

Yes. See www.capitalhealth.com 
or call 850-383-3311 for a list of 
network providers. 

Be aware, your network provider might use an out-of-network provider for some services (such 
as lab work). Check with your provider before you get services. 

Do you need a referral to 
see a specialist? 

Yes. Some specialists require a 
referral. For a list of specialists that 
require a referral go to 
capitalhealth.com/ReferralAndAuth 

This plan will pay some or all of the costs to see a specialist for covered services but only if you 
have a referral before you see the specialist. 

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#premium
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
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http://capitalhealth.com/referralandauth
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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 
provider’s office or 
clinic 

Primary care visit to treat an 
injury or illness 

Office: $15 / visit Not Covered 

Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc. Telehealth–Services provided by 
network providers through remote access 
technology including web and mobile 
devices. 

Specialist visit Office: $40 / visit Not Covered 

Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc. Prior authorization required for certain 
specialist visits. Your benefits/services may 
be denied. Telehealth–Services provided by 
network providers through remote access 
technology including web and mobile 
devices. 

Preventive care/screening/ 
immunization 

No Charge for covered 
services Not Covered 

You may have to pay for services that aren't 
preventive. Ask your provider if the services 
you need are preventive. Then check what 
your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) No Charge Not Covered Diagnostic tests other than x-ray or blood 

work may incur a cost share. 

Imaging (CT/PET scans, MRIs) $100 / visit Not Covered 
Prior authorization required for certain 
imaging services. Your benefits/services 
may be denied. 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
https://capitalhealth.com/

Tier 1 – Preferred Generic  
Tier 2 – Non-Preferred Generic $15 / 30-day supply Not Covered 

The formulary is a closed formulary. This 
means that all available covered medications 
are shown. Prior authorization and/or 
quantity limits may apply. Your 
benefits/services may be denied. Retail or 
mail order, one copay per 30 day supply up 
to 90 days.  

 Tier 3 – Preferred Brand $30 / 30-day supply Not Covered 

Tier 4 – Non-Preferred Brand $50 / 30-day supply Not Covered 

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://capitalhealth.com/members/about-your-medications
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members/about-your-
medications 

Specialty drugs 
Tier 5 – Preferred Specialty 
Tier 6 – Non-Preferred 
Specialty 

$50 / 30-day supply Not Covered 
Limited to 30-day supply and may be limited 
to certain pharmacies. Prior authorization 
and/or quantity limits may apply. Your 
benefits/services may be denied. 

If you have outpatient 
surgery 

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

Ambulatory Surgical 
Center: $100 / visit 
Hospital: $250 / visit 

Not Covered Prior authorization may be required. Your 
benefits/services may be denied.  Cost 
share applies to all outpatient services. Physician/surgeon fees $40 / provider Not Covered 

If you need immediate 
medical attention 

Emergency room care $300 / visit 
$250 / observation 

$300 / visit 
$250 / observation 

Copayment is waived if inpatient admission 
occurs; however, if moved to observation 
status, an additional copayment may apply 
based on services rendered. 

Emergency medical 
transportation $100 / transport $100 / transport Covered if medically necessary. 

Urgent care 
Urgent care center:    
$25 / visit 
Telehealth: $25 / visit  
Amwell: $15 / visit 

Urgent care center:      
$25 / visit 
Telehealth: $25 / visit  
Amwell: $15 / visit 

Telehealth – Services are provided by 
network providers through remote access 
technology including the web and mobile 
devices. 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 

$250 / admission 
$250 / observation Not Covered Prior authorization required. Your benefits 

/services may be denied. 

Physician/surgeon fees 
No Charge if admitted 
$40 /provider for 
observation  

Not Covered ––––––––none–––––––– 

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

Outpatient services $40 / visit Not Covered 
Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc.  

Inpatient services $250 / admission Not Covered Prior authorization required. Your benefits 
/services may be denied. 

If you are pregnant 

Office visits $40 / visit Not Covered Cost share applies regardless of place of 
service, including office, telehealth, etc. 

Childbirth/delivery professional 
services No Charge Not Covered ––––––––none–––––––– 

Childbirth/delivery facility $250 / admission Not Covered Prior authorization required. Your benefits 

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://capitalhealth.com/members/about-your-medications
https://capitalhealth.com/members/about-your-medications
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#urgent-care


2023.43.Capital.15/30/50.SBC       For more information about limitations and exceptions, see the plan or policy document at www.capitalhealth.com/sbc Page 4 of 6 

services /services may be denied. 

If you need help 
recovering or have 
other special health 
needs 

Home health care No Charge Not Covered Prior authorization required. Your benefits/ 
services may be denied. 

Rehabilitation services $40 / visit Not Covered 

Limited to the consecutive 62-day period 
immediately following the first service date. 
Cost share applies regardless of place of 
service, including office, telehealth, school, 
etc. 

Habilitation services Not Covered Not Covered    ––––––––none–––––––– 

Skilled nursing care No Charge Not Covered 
Covers up to 60 days per admission with 
subsequent admission following 180 days 
from discharge date of previous admission. 

Durable medical equipment No Charge Not Covered 
Prior authorization required for certain 
devices. Your benefits/services may be 
denied. 

Hospice services No Charge Not Covered 
Prior authorization required for inpatient 
services. Your benefits/services may be 
denied. 

If your child needs 
dental or eye care 

Children’s eye exam $15 / visit Not Covered ––––––––none–––––––– 
Children’s glasses Not Covered Not Covered ––––––––none–––––––– 
Children’s dental check-up Not Covered Not Covered ––––––––none–––––––– 

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
• Bariatric Surgery
• Cosmetic Surgery
• Dental care (Adult)
• Dental care (Child)

• Glasses
• Habilitation services
• Hearing aids
• Infertility treatment
• Long-term care

• Non-emergency care when traveling outside
the US

• Private-duty nursing
• Routine foot care
• Weight loss programs

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

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
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www.dol.gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596. 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information on how 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: Capital Health Plan at 1-850-383-3311. 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. Additionally, a consumer assistance program can 
help you file your appeal. Contact U.S. Department of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or 
www.dol.gov/ebsa/consumer_info_health.html and http://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. 
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 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 850-383-3311, 1-877-247-6512 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 850-383-3311, 1-877-247-6512. 
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 850-383-3311, 1-877-247-6512. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 850-383-3311, 1-877-247-6512. 

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

 The plan’s overall deductible $0 
 Specialist copayment $40 
 Hospital (facility) copayment $250 
 Other copayment $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 $0 
Copayments $500 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $560 

 The plan’s overall deductible $0 
 Specialist  copayment $40 
 Hospital (facility) copayment $250 
 Other copayment $50 

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 $1,000 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $20 
The total Joe would pay is $1,020 

 The plan’s overall deductible $0 
 Specialist  copayment $40 
 Hospital (facility) copayment $250 
 Other copayment $0 

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 $0 
Copayments $900 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $900 

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

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

hospital delivery) 

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

controlled condition) 

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

care) 

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan


Plan 1:  Blue Options 03559 Rx $15/$60/$100 
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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.floridablue.com/plancontracts/group. 
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.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy. 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $600 Per Person/$1,800 
Family. Out-of-Network: Combined with 

In-Network. 

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 covers some items and services even if you haven’t yet met the deductible 
amount. But a copayment or coinsurance may apply. For example, this plan covers certain 
preventive services without cost sharing and before you meet your deductible. See a list of 

covered preventive services at www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other 
deductibles for specific 
services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-

pocket limit for this 
plan? 

In-Network: $6,000 Per Person/$12,000 

Family.  Out-Of-Network: Combined 
with In-Network. 

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. 

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

Will you pay less if you 
use a network provider? 

Yes. See

https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-

800-352-2583 for a list of network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might receive 
a bill from a provider for the difference between the provider’s charge and what your plan 

pays (balance billing). Be aware your network provider might use an out-of-network provider 
for some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to 
see a specialist? 

No.  You can see the specialist you choose without a referral. 

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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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 provider’s 
office or clinic 

Primary care visit to treat an 

injury or illness 

Value Choice Provider: No 

Charge, Deductible does not 
apply/ Primary Care Visits: $30 

Copay per Visit/ Virtual Visits: 
No Charge, Deductible does not 
apply 

Deductible + 30% 
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: $20 
Copay per Visit/ Specialist: $50 
Copay per Visit/ Virtual Visits: 

$40 Copay per Visit 

Deductible + 30% 
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 

30% Coinsurance 

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

that aren’t preventive. Ask your provider if the 
services needed are preventive. Then check 

what your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: $20 
Copay per Visit/ Independent 

Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 

Center: Deductible + 20% 
Coinsurance 

Deductible + 30% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs) 

Physician Office: $50 Copay per 

Visit/ Independent Diagnostic 
Testing Center: Deductible + 
20% Coinsurance 

Deductible + 30% 
Coinsurance 

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 

$15 Copay per Prescription at 

retail, $30 Copay per 
Prescription by mail 

50% Coinsurance 

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

Specialty drugs 

Specialty drugs are subject to 

the cost share based on 
applicable drug tier. 

Specialty drugs are 

subject to the cost share 
based on the applicable 
drug tier. 

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

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory 

surgery center) 

Ambulatory Surgical Center: 
$75 Copay per Visit/ Hospital 

Option 1: $150 Copay per Visit 

Deductible + 30% 

Coinsurance 

Option 2 hospitals may have a higher cost 

share. 

Physician/surgeon fees Deductible + 20% Coinsurance 

Ambulatory Surgical 
Center: Deductible + 30% 

Coinsurance/ Hospital: In-
Network Deductible + 

20% Coinsurance 

 ––––––––none–––––––– 

If you need 
immediate medical 

attention 

Emergency room care 
$100 Copay per Visit + 20% 
Coinsurance 

$100 Copay per Visit + 
20% Coinsurance 

 ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 

Charge, Deductible does not 
apply - Visits 1-2; $45 Copay 
per remaining Visit/ Urgent Care 

Visits: $50 Copay per Visit 

Deductible + $50 Copay 
per Visit 

 ––––––––none–––––––– 

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
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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 have a 

hospital stay 

Facility fee (e.g., hospital 

room) 

Hospital: $750 Copay per 

Admission 

$2,500 Copay per 

Admission 

Inpatient Rehab Services limited to 30 days. 

Option 2 hospitals may have a higher cost 
share. 

Physician/surgeon fees Deductible + 20% Coinsurance 
In-Network Deductible + 

20% Coinsurance 
 ––––––––none–––––––– 

If you need mental 
health, behavioral 

health, or 
substance abuse 
services 

Outpatient services 

No Charge, Deductible does not 
apply/ Specialist Virtual Visits: 

No Charge, Deductible does not 
apply/ Hospital: No Charge, 
Deductible does not apply 

30% Coinsurance/ 

Specialist Virtual Visits: 
Not Covered 

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

Inpatient services 
No Charge, Deductible does not 
apply 

Physician Services: No 
Charge/ Hospital: $2,500 

Copay per Admission 

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

If you are pregnant 

Office visits $50 Copay on initial Visit 
Deductible + 30% 
Coinsurance 

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

ultrasound.) 

Childbirth/delivery 
professional services 

Deductible + 20% Coinsurance 
In-Network Deductible + 
20% Coinsurance 

 ––––––––none–––––––– 

Childbirth/delivery facility 
services 

Hospital: $750 Copay per 
Admission 

$2,500 Copay per 
Admission 

––––––––none–––––––– 

If you need help 
recovering or have 

other special 
health needs 

Home health care Deductible + 20% Coinsurance 
Deductible + 30% 

Coinsurance 
Coverage limited to 60 visits. 

Rehabilitation services $50 Copay per Visit 

Physician Office: 
Deductible + 30% 

Coinsurance/ Outpatient 
Rehab Center: Deductible 

+ 30% Coinsurance

Coverage limited to 35 visits, including 26 
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 
Deductible + 30% 

Coinsurance 
Coverage limited to 60 days. 

http://www.floridablue.com/plancontracts/group
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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) 

Durable medical equipment Deductible + 20% Coinsurance 
Deductible + 30% 

Coinsurance 

Excludes vehicle modifications, home 

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

Hospice services Deductible + 20% Coinsurance 
Deductible + 30% 

Coinsurance 
 ––––––––none–––––––– 

If your child needs 

dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-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

• Bariatric surgery

• Cosmetic surgery

• Dental care (Adult)

• Habilitation services

• Hearing aids

• Infertility treatment

• Long-term care

• Pediatric dental check-up

• Pediatric eye exam

• Pediatric glasses

• Private-duty nursing

• Routine eye care (Adult)

• Routine foot care unless for treatment of diabetes

• Weight loss programs

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

• Chiropractic care - Limited to 35 visits • Most coverage provided outside the United
States.  See www.floridablue.com.

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

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 1-800-352-2583. 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 

http://www.floridablue.com/plancontracts/group
https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
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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 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

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

http://www.floridablue.com/plancontracts/group
http://www.dol.gov/ebsa/healthreform
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Peg is Having a Baby 

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

hospital delivery) 

Mia’s Simple Fracture 

(in-network emergency room visit and follow up 

care) 

Managing Joe’s type 2 Diabetes 

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

controlled condition)  

 

 
 
 

◼ The plan’s overall deductible $600 

◼ Specialist Copayment $50 
◼ Hospital (facility) Copayment $750 
◼ 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 $600 

Copayments $800 

Coinsurance $200 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $1,660 

◼ The plan’s overall deductible $600 

◼ Specialist Copayment $50 
◼ Hospital (facility) Copayment $750 
◼ 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 $1,900 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,920 

◼ The plan’s overall deductible $600 

◼ Specialist Copayment $50 
◼ Hospital (facility) Copayment $750 
◼ Other Copayment $100 

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 $600 

Copayments $400 

Coinsurance $200 

What isn’t covered 

Limits or exclusions $0

The total Mia would pay is $1,200 

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 plan’s wellness program.  If you participate in the plan’s wellness program, you may be able to 

reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com.  

http://www.floridablue.com/
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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.floridablue.com/plancontracts/group. 
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.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy. 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-Network: $7,000 Per Person/$14,000 
Family. Out-of-Network: $14,000 Per 

Person/$28,000 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 covers some items and services even if you haven’t yet met the deductible 
amount. But a copayment or coinsurance may apply. For example, this plan covers certain 
preventive services without cost sharing and before you meet your deductible. See a list of 

covered preventive services at www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other 
deductibles for specific 
services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-

pocket limit for this 
plan? 

In-Network: $7,350 Per Person/$14,700 

Family.  Out-Of-Network: $15,500 Per 
Person/$30,000 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. 

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

Will you pay less if you 
use a network provider? 

Yes. See

https://providersearch.floridablue.com/pr
ovidersearch/pub/index.htm or call 1-

800-352-2583 for a list of network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might receive 
a bill from a provider for the difference between the provider’s charge and what your plan 

pays (balance billing). Be aware your network provider might use an out-of-network provider 
for some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to 
see a specialist? 

No.  You can see the specialist you choose without a referral. 

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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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 provider’s 
office or clinic 

Primary care visit to treat an 

injury or illness 

Value Choice Provider: No 

Charge, Deductible does not 
apply/ Primary Care Visits: $50 

Copay per Visit/ Virtual Visits: 
No Charge, Deductible does not 
apply 

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: $20 
Copay per Visit/ Specialist: $75 
Copay per Visit/ Virtual Visits: 

$75 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 

that aren’t preventive. Ask your provider if the 
services needed are preventive. Then check 

what your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

Value Choice Specialist: $20 
Copay per Visit/ Independent 

Clinical Lab: No Charge, 
Deductible does not apply/ 
Independent Diagnostic Testing 

Center: Deductible + 30% 
Coinsurance 

Deductible + 50% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, 
MRIs) 

Deductible + 30% Coinsurance 
Deductible + 50% 
Coinsurance 

Tests performed in hospitals may have higher 

cost share. 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 

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, $100 Copay per 
Prescription by mail 

50% Coinsurance 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

Non-preferred brand drugs 
$100 Copay per Prescription at 
retail, $120 Copay per 
Prescription by mail 

50% Coinsurance 
Up to 30 day supply for retail, 90 day supply 
for mail order. 

Specialty drugs 

Specialty drugs are subject to 

the cost share based on 
applicable drug tier. 

Specialty drugs are 

subject to the cost share 
based on the applicable 
drug tier. 

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

 ––––––––none–––––––– 

Emergency medical 

transportation 
Deductible + 30% Coinsurance 

In-Network Deductible + 

30% Coinsurance 
 ––––––––none–––––––– 

Urgent care 

Value Choice Provider: No 
Charge, Deductible does not 

apply - Visits 1-2; Deductible + 
30% Coinsurance per remaining 
Visit/ Urgent Care Visits: 

Deductible + 30% Coinsurance 

Deductible + 30% 
Coinsurance 

 ––––––––none–––––––– 

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/members/tools-resources/pharmacy/medication-guide
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SBCID: 2581338 

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 have a 

hospital stay 

Facility fee (e.g., hospital 

room) 
Deductible + 30% Coinsurance 

Deductible + 50% 

Coinsurance 

Inpatient Rehab Services limited to 30 days. 

Option 2 hospitals may have a higher cost 
share. 

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 

No Charge, Deductible does not 
apply/ Specialist Virtual Visits: 

No Charge, Deductible does not 
apply/ Hospital: No Charge, 
Deductible does not apply 

50% Coinsurance/ 

Specialist Virtual Visits: 
Not Covered 

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

Inpatient services 
No Charge, Deductible does not 

apply 

Physician Services: No 
Charge, Deductible does 

not apply/ Hospital: 50% 
Coinsurance 

Prior Authorization may be required. Your 

benefits/services may be denied. 

If you are pregnant 

Office visits $75 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 Deductible + 30% Coinsurance 
Deductible + 50% 
Coinsurance 

Coverage limited to 35 visits. 

Rehabilitation services $75 Copay per Visit 
Deductible + 50% 
Coinsurance 

Coverage limited to 35 visits, including 26 

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 

Coverage limited to 60 days. 

http://www.floridablue.com/plancontracts/group
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SBCID: 2581338 

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) 

Durable medical equipment Deductible + 30% Coinsurance 
Deductible + 50% 

Coinsurance 

Excludes vehicle modifications, home 

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

Hospice services Deductible + 30% Coinsurance 
Deductible + 50% 

Coinsurance 
 ––––––––none–––––––– 

If your child needs 

dental or eye care 

Children’s eye exam Not Covered Not Covered Not Covered 

Children’s glasses Not Covered Not Covered Not Covered 

Children’s dental check-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

• Bariatric surgery

• Cosmetic surgery

• Dental care (Adult)

• Habilitation services

• Hearing aids

• Infertility treatment

• Long-term care

• Pediatric dental check-up

• Pediatric eye exam

• Pediatric glasses

• Private-duty nursing

• Routine eye care (Adult)

• Routine foot care unless for treatment of diabetes

• Weight loss programs

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

• Chiropractic care - Limited to 35 visits • Most coverage provided outside the United
States.  See www.floridablue.com.

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

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 1-800-352-2583. 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 

http://www.floridablue.com/plancontracts/group
https://www.dol.gov/agencies/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
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SBCID: 2581338 

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

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

http://www.floridablue.com/plancontracts/group
http://www.dol.gov/ebsa/healthreform
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Peg is Having a Baby 

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

hospital delivery) 

Mia’s Simple Fracture 

(in-network emergency room visit and follow up 

care) 

Managing Joe’s type 2 Diabetes 

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

controlled condition)  

 

 
 
 

◼ The plan’s overall deductible $7,000 

◼ Specialist Copayment $75 
◼ 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 $7,000 

Copayments $80 

Coinsurance $300 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $7,440 

◼ The plan’s overall deductible $7,000 

◼ Specialist Copayment $75 
◼ 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 $0 

Copayments $2,100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $2,120 

◼ The plan’s overall deductible $7,000 

◼ Specialist Copayment $75 
◼ 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 $400 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0

The total Mia would pay is $2,400 

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 plan’s wellness program.  If you participate in the plan’s wellness program, you may be able to 

reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com.  

http://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 o ffered 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 o ffered 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 o ffered by Florida Combined Life 
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Dental High Plan 

Dental Low Plan 

Retiree Vision Plan 

Retiree Life Insurance Plan (Information only, can not elect if you did not elect when you first retired)

Retiree Enrollment Forms (Must be returned if electing any Standard coverage) Website:  

www.standard.com 

1-800.547.9515

http://www.standard.com/
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Standard Insurance Company 

TALLAHASSEE COMMUNITY COLLEGE

Retiree Dental Insurance High Plan
Help protect your oral health with regular dental exams and procedures. 

This summary of benefits and coverage shows how you and The Standard would share the cost for covered dental care services. 
NOTE: This is only a summary; for detailed information on coverage, please consult your certificate of coverage. 

Plan 2:  Dental Plan Summary Effective Date:  1/1/2024 
 Plan Benefit  In Network  Out of Network 
Type 1 (Preventive) 100% 80%* 
Type 2 (Basic) 80% 70%* 
Type 3 (Major) 50% 40%* 
Waiting Period None 
Deductible $50/Calendar Year Type 2 & 3 $50/Calendar Year Type 2 & 3 

Waived Type 1 Waived Type 1 
$150/family $150/family 

Maximum (per person)** $1,750 per calendar year $1,000 per calendar year 
Allowance Discounted Fee 90% usual and customary 
Max BuilderSM Included Included 
Annual Eye Exam None None 
Annual Open Enrollment Included Included 

*If you go to an out of network Dentist, you will be responsible for paying the difference between what the Dentist submits for payment and the amount
we pay.
**Maximum is per calendar year for both in network and out of network.

Orthodontia Summary - Adult and Child Coverage 
 In Network  Out of Network 

Allowance Discounted Fee Usual and customary 
Plan Benefit 50% 50% 
Lifetime Maximum (per person)** $1,000 $1,000 
Waiting Period None None 

**Maximum is lifetime for both in network and out of network. 



TALLAHASSEE COMMUNITY COLLEGE

Standard Insurance Company 

Sample Procedure Listing (Current Dental Terminology © American Dental Association.)
In Network 

Type 1 Type 2 Type 3 
 Routine Exam

(2 in 12 months)
 Bitewing X-rays

(2 in 12 months)
 Full Mouth/Panoramic X-rays

(1 in 3 years)
 Periapical X-rays
 Cleaning

(4 in 12 months)
 Fluoride for Children 16 and under

(1 in 12 months)
 Sealants (age 16 and under)
 Space Maintainers

 Fillings for Cavities
 Restorative Composites
 Endodontics (nonsurgical)
 Endodontics (surgical)
 Periodontics (nonsurgical)
 Periodontics (surgical)
 Denture Repair
 Simple Extractions
 Complex Extractions
 Anesthesia

 Onlays
 Crowns

(1 in 5 years per tooth)
 Crown Repair
 Prosthodontics (fixed bridge; removable

complete/partial dentures)
(1 in 5 years)

Out of Network 
Type 1 Type 2 Type 3 

 Routine Exam
(2 in 12 months)

 Bitewing X-rays
(2 in 12 months)

 Full Mouth/Panoramic X-rays
(1 in 3 years)

 Periapical X-rays
 Cleaning

(4 in 12 months)
 Fluoride for Children 16 and under

(1 in 12 months)
 Sealants (age 16 and under)
 Space Maintainers

 Fillings for Cavities
 Restorative Composites
 Endodontics (nonsurgical)
 Endodontics (surgical)
 Periodontics (nonsurgical)
 Periodontics (surgical)
 Denture Repair
 Simple Extractions
 Complex Extractions
 Anesthesia

 Onlays
 Crowns

(1 in 5 years per tooth)
 Crown Repair
 Prosthodontics (fixed bridge; removable

complete/partial dentures)
(1 in 5 years)

 Monthly Rates 
Employee Only (EE) $33.84 
EE + 1 Dept $65.13 
EE + 2+ Depts $110.96 

Max BuilderSM 
This dental plan includes a valuable feature that allows plan participants to carry over part of their unused annual 
maximum.  A participant must submit at least one claim during the benefit year while staying at or under the plan-specific 
threshold amount. Earns an extra reward, called the PPO Bonus, by seeing a Network Provider.  Employees and their 
covered dependents may accumulate rewards up to the stated maximum carry-over amount, then use those rewards for 
any covered dental procedures subject to applicable coinsurance and plan provisions.  If a plan participant doesn't submit 
a dental claim during a benefit year, all accumulated rewards will be lost; but he or she can begin earning rewards again 
the very next year. 

Benefit Threshold $500 Dental benefits received for the year cannot exceed this amount 
Annual Carryover Amount $250 Max Builder amount is added to the following year's maximum 
Annual PPO Bonus $100 Additional bonus is earned if the participant sees a network provider 

Maximum Carryover $1,000 Maximum possible accumulation for Max Builder and PPO Bonus 
combined 



Standard Insurance Company 

TALLAHASSEE COMMUNITY COLLEGE

Retiree Dental Insurance Low Plan
Help protect your oral health with regular dental exams and procedures. 

This summary of benefits and coverage shows how you and The Standard would share the cost for covered dental care services. 
NOTE: This is only a summary; for detailed information on coverage, please consult your certificate of coverage. 

Plan 1:  Dental Plan Summary Effective Date:  1/1/2024 
 Plan Benefit  In Network  Out of Network 
Type 1 (Preventive) 100% 70%* 
Type 2 (Basic) 80% 50%* 
Type 3 (Major) 50% 30%* 
Waiting Period None 
Deductible $100/Calendar Year Type 2 & 3 $100/Calendar Year Type 2 & 3 

Waived Type 1 Waived Type 1 
$300/family $300/family 

Maximum (per person)** $1,000 per calendar year $1,000 per calendar year 
Allowance Discounted Fee 90% usual and customary 
Max BuilderSM Included Included 
Annual Eye Exam None None 
Annual Open Enrollment Included Included 

*If you go to an out of network Dentist, you will be responsible for paying the difference between what the Dentist submits for payment and the amount
we pay.
**Maximum is per calendar year for both in network and out of network.

Orthodontia Summary - Adult and Child Coverage 
 In Network  Out of Network 

Allowance Discounted Fee Usual and customary 
Plan Benefit 50% 50% 
Lifetime Maximum (per person)** $1,000 $1,000 
Waiting Period None None 

**Maximum is lifetime for both in network and out of network. 



TALLAHASSEE COMMUNITY COLLEGE

Standard Insurance Company 

Sample Procedure Listing (Current Dental Terminology © American Dental Association.)
In Network 

Type 1 Type 2 Type 3 
 Routine Exam

(2 in 12 months)
 Bitewing X-rays

(2 in 12 months)
 Full Mouth/Panoramic X-rays

(1 in 3 years)
 Periapical X-rays
 Cleaning

(4 in 12 months)
 Fluoride for Children 16 and under

(1 in 12 months)
 Sealants (age 16 and under)
 Space Maintainers

 Fillings for Cavities
 Restorative Composites
 Endodontics (nonsurgical)
 Endodontics (surgical)
 Periodontics (nonsurgical)
 Periodontics (surgical)
 Denture Repair
 Simple Extractions
 Complex Extractions
 Anesthesia

 Onlays
 Crowns

(1 in 5 years per tooth)
 Crown Repair
 Prosthodontics (fixed bridge; removable

complete/partial dentures)
(1 in 5 years)

Out of Network 
Type 1 Type 2 Type 3 

 Routine Exam
(2 in 12 months)

 Bitewing X-rays
(2 in 12 months)

 Full Mouth/Panoramic X-rays
(1 in 3 years)

 Periapical X-rays
 Cleaning

(4 in 12 months)
 Fluoride for Children 16 and under

(1 in 12 months)
 Sealants (age 16 and under)
 Space Maintainers

 Fillings for Cavities
 Restorative Composites
 Endodontics (nonsurgical)
 Endodontics (surgical)
 Periodontics (nonsurgical)
 Periodontics (surgical)
 Denture Repair
 Simple Extractions
 Complex Extractions
 Anesthesia

 Onlays
 Crowns

(1 in 5 years per tooth)
 Crown Repair
 Prosthodontics (fixed bridge; removable

complete/partial dentures)
(1 in 5 years)

 Monthly Rates 
Employee Only (EE) $23.26 
EE + 1 Dept $44.54 
EE + 2+ Depts $81.17 

Max BuilderSM 
This dental plan includes a valuable feature that allows plan participants to carry over part of their unused annual 
maximum.  A participant must submit at least one claim during the benefit year while staying at or under the plan-specific 
threshold amount. Earns an extra reward, called the PPO Bonus, by seeing a Network Provider.  Employees and their 
covered dependents may accumulate rewards up to the stated maximum carry-over amount, then use those rewards for 
any covered dental procedures subject to applicable coinsurance and plan provisions.  If a plan participant doesn't submit 
a dental claim during a benefit year, all accumulated rewards will be lost; but he or she can begin earning rewards again 
the very next year. 

Benefit Threshold $500 Dental benefits received for the year cannot exceed this amount 
Annual Carryover Amount $250 Max Builder amount is added to the following year's maximum 
Annual PPO Bonus $100 Additional bonus is earned if the participant sees a network provider 

Maximum Carryover $1,000 Maximum possible accumulation for Max Builder and PPO Bonus 
combined 



TALLAHASSEE COMMUNITY COLLEGE

Standard Insurance Company 

Dental Network Information 
Employees and dependents have access to an extensive nationwide network of member dentists. The cost-saving 
benefits of visiting a network member provider are automatically available to all employees and dependents who are 
covered by any of The Standard's dental plans and who live in areas where the nationwide network is available. To find 
member dentists in your area, visit http://www.standard.com/services and click on "Find a Dentist." 

Your provider network is Classic Network. 
 

Pretreatment 
While we don't require a pretreatment authorization form for any procedure, we recommend them for any dental work you 
consider expensive.  As a smart consumer, it's best for you to know your share of the cost up front.  Simply ask your 
dentist to submit the information for a pretreatment estimate to our customer relations department. We'll inform both you 
and your dentist of the exact amount your insurance will cover and the amount that you will be responsible for.  That way, 
there won't be any surprises once the work has been completed. 
 

Open Enrollment 
If a member does not elect to participate when initially eligible, the member may elect to participate at the policyholder's 
next enrollment period.  This enrollment period will be held each year and those who elect to participate in this policy at 
that time will have their insurance become effective on January 1.  If you do not enroll during your company's open 
enrollment period, then you will be subject to the Late Entrant Provision. 
 

Submitting a claim 
Your policy requires all claims be received by The Standard within 90 days of the date of service. You may submit a claim, 
or your Dentist can file your claim on your behalf and you can assign payment to your Dentist. If the 90 day deadline is 
missed, you will be responsible for covering the cost of the service. *Requirements for claims submission vary by state, 
please consult your group certificate for details. 
 

Prior Extraction Limitation 
Your policy has a prior extraction limitation, also known as the "missing tooth clause". This means that if you had a tooth 
extracted prior to enrolling in your plan with The Standard, we may or may not pay for any benefits towards replacing that 
tooth. Please review your policy or contact Customer Service for details. 
 

Late Entrant Provision 
We strongly encourage you to sign up for coverage when you are initially eligible.  If you choose not to sign up during this 
initial enrollment period, you will become a late entrant. Late entrants will be eligible for only exams, cleanings, and 
fluoride applications for the first 12 months they are covered. 
 

Section 125 
This plan is provided as part of the Policyholder's Section 125 Plan.  Each employee has the option under the Section 125 
Plan of participating or not participating in this plan.  If an employee does not elect to participate when initially eligible, 
he/she may elect to participate at the Policyholder's next Annual Election Period. 
 



TALLAHASSEE COMMUNITY COLLEGE

Standard Insurance Company 

Customer Service 
Customer service is available to plan participants through our well-trained and helpful service representatives. Call or go 
online to locate the nearest network provider, view plan benefit information and more. 

Call Center: 800.547.9515 
 Service representative hours:

5 a.m. to 10 p.m. Pacific Monday through Thursday 
5 a.m. to 4:30 p.m. Pacific Friday 

 Interactive Voice Response available 24/7

View plan benefit information at: 
www.standard.com/services. 
 

About The Standard 
For more than 100 years, we have been dedicated to our core purpose: to help people achieve financial well-being and 
peace of mind. Headquartered in Portland, Oregon, The Standard is a nationally recognized provider of group employee 
benefits. To learn more about products from The Standard, visit us at www.standard.com. 

The Standard is a marketing name for StanCorp Financial Group, Inc. and subsidiaries. Insurance products are offered by 
Standard Insurance Company of Portland, Oregon, in all states except New York. Product features and availability vary by 
state and are solely the responsibility of Standard Insurance Company. 
 

This form is a benefit highlight, not a certificate of insurance. This policy has exclusions, limitations, reductions of benefits, and terms under 
which the policy may be continued in force or terminated. Please contact The Standard or your employer for additional information, including 
costs and complete details of coverage. 



 
Standard Insurance Company 
Tallahassee Community College 
Group Policy #169468 

 
Retiree Enrollment and Change Form  

 
 

Group Number Divison 

169468 Retirees 

 
Please check below type of coverage or change: 
Apply for Coverage Name Change Former Name: 

Add Dependent Delete Dependent Effective Date for Add/Delete: 
 

Last Name First Name Social Security Number Birth Date Female/Male 

     

Address City State Zip Code 

    

Phone Number Email Address Employer Name 

   

 
 
 
 
 

 
 
 
 
 
 
 
Coverage 

Check with your Human Resources Department about coverage options, minimum and maximums available to you and, if applicable, Evidence of 
Insurability requirements. 

 
 

 
 

Beneficiary Change (Must Complete Beneficiary Section) 



 

 
 
 

Retiree Only Retiree +1 Dependent Retiree +2 (or more) 
 

Option 1: Low Plan $17.50 $33.50  $61.50 
Option 2: High Plan $24.90 $47.90  $81.90 

 
 
 

 
Retiree Retiree + Spouse Retiree + Children Retiree + Family 
$4.99 $8.40 $8.57 $13.56 

 

 

List dependents to enroll or drop for Dental and/or Vision Care. 
Last Name, First Name Spouse or 

Child 
Dental Vision Gender Date of Birth 

Add Drop Add Drop F M 
                 
                 
                 
                 

 
 

Beneficiary Designation:  
 

This designation applies to your Life. Designations are not valid unless signed, dated, and delivered in 
accordance with the terms of the Group Policy during your lifetime. 

 
Primary 
Full Name 

Address DOB Phone No. SSN (if known) Relationship % of 
Benefit 

       

       

 
Contingent 
Full Name 

Address DOB Phone No. SSN (if known) Relationship % of 
Benefit 

       

       

Last Name, First Name: 

Dental Insurance (Standard – Administered by Ameritas Corp) 

Vision Insurance (Standard – VSP Network) 



Last Name, First Name:  
 
 
 

Signature 
I wish to make the choices indicated on this form. If electing coverage, I understand that all premium 
payments are my responsibility and will be paid timely each month. I understand that my premium amount 
will change if my coverage or costs change. I represent that the statements contained herein are true and 
complete to the best of my knowledge and belief, and I understand that they form the basis of any coverage 
under the Group Policy(ies). I understand that any misstatements or failure to report information which is 
material to the issuance of coverage may be used as a basis for rescission of my insurance and/or denial of 
payment of a claim. I agree to notify Standard Insurance Company (The Standard) of any change in my 
medical condition while my enrollment application is pending. I agree that if my application is approved by 
The Standard, the effective date of any coverage will be determined in accordance with the terms of the 
Group Policy(ies), including any applicable Active Work requirement and my coverage will be subject to all 
terms and conditions of the Group Policy(ies). 

Signature of Applicant (Member/Employee) Date 

 

Beneficiary Information 
• Your designation revokes all prior designations. 
• Benefits are only payable to a contingent Beneficiary if you are not survived by one or more 

primary beneficiary(ies). 
• If you name two or more Beneficiaries in a class: 
 Two or more surviving Beneficiaries will share equally, unless you provide for unequal 

shares. 
 If you provide for unequal shares in a class, and two or more Beneficiaries in that class 

survive, we will pay each surviving Beneficiary his or her designated share. Unless you 
provide otherwise, we will then pay the share(s) otherwise due to any deceased 
Beneficiary(ies) to the surviving Beneficiaries pro rata based on the relationship that the 
designated percentage or fractional share of each surviving Beneficiary bears to the total 
shares of all surviving Beneficiaries. 

 If only one Beneficiary in a class survives, we will pay the total death benefits to that 
Beneficiary. 

•  If a minor (a person not of legal age), or your estate, is the Beneficiary, it may be necessary to 
have a guardian or a legal representative appointed by the court before any death benefit can 
be paid. If the Beneficiary is a trust or trustee, the written trust must be identified in the 
Beneficiary designation. For example, "Dorothy Q. Smith, Trustee under the trust agreement 
dated  ." 

• A power of attorney must grant specific authority, by the terms of the document orapplicable 
law, to make or change a Beneficiary designation. If you have questions, consult your legal 
advisor. 

Dependents Insurance, if any, is payable to you, if living, or as provided under your Employer's 
coverage under the Group Policy. 



Medicare Part D
Credible Coverage 
Notice

https://www.hubinternational.com/products/employee-benefits/compliance-bulletins/2021/03/outbreak-period-cobra/


Medicare Part D Creditable Coverage Notice 
 
Important Notice from Tallahassee Community College About 
Your Prescription Drug Coverage and Medicare 
 
Please read this notice carefully and keep it where you can find it. 
This notice has information about your current prescription drug 
coverage with Tallahassee Community College (the “Plan Sponsor”) 
and about your options under Medicare’s prescription drug coverage. 
This information can help you decide whether or not you want to join 
a Medicare drug plan. If you are considering joining, you should 
compare your current coverage, including which drugs are covered 
at what cost, with the coverage and costs of the plans offering 
Medicare prescription drug coverage in your area. Information about 
where you can get help to make decisions about your prescription 
drug coverage is at the end of this notice. 
 
There are two important things you need to know about your current 
coverage and Medicare’s prescription drug coverage: 
 

(1) Medicare prescription drug coverage became available in 2006 
to everyone with Medicare. You can get this coverage if you 
join a Medicare Prescription Drug Plan or join a Medicare 
Advantage Plan (like an HMO or PPO) that offers prescription 
drug coverage. All Medicare drug plans provide at least a 
standard level of coverage set by Medicare. Some plans may 
also offer more coverage for a higher monthly premium. 

 
(2) The Plan Sponsor has determined that the prescription drug 

coverage offered by the Sample Company Health Plan is, on 
average for all plan participants, expected to pay out as much 
as standard Medicare prescription drug coverage pays and is 
therefore considered Creditable Coverage. Because your 
existing coverage is Creditable Coverage, you can keep this 
coverage and not pay a higher premium (a penalty) if you later 
decide to join a Medicare drug plan. 

 



When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for 
Medicare and each year from October 15th to December 7th. 
 
However, if you lose your current creditable prescription drug 
coverage, through no fault of your own, you will also be eligible for a 
two (2) month Special Enrollment Period (SEP) to join a Medicare 
drug plan. 
 
What Happens To Your Current Coverage If You Decide to Join 
A Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your current Plan Sponsor 
coverage may be affected. Moreover, if you do decide to join a 
Medicare drug plan and drop your current Plan Sponsor coverage, 
be aware that you and your dependents may not be able to get this 
coverage back. 
 
Please contact the person listed at the end of this notice for more 
information about what happens to your coverage if you enroll in a 
Medicare Part D prescription Drug Plan. 
 
When Will You Pay A Higher Premium (Penalty) To Join A 
Medicare Drug Plan? 
You should also know that if you drop or lose your current coverage 
with the Plan Sponsor and don’t join a Medicare drug plan within 63 
continuous days after your current coverage ends, you may pay a 
higher premium (a penalty) to join a Medicare drug plan later. 
 
If you go 63 continuous days or longer without creditable prescription 
drug coverage, your monthly premium may go up by at least 1% of 
the Medicare base beneficiary premium per month for every month 
that you did not have that coverage. For example, if you go nineteen 
months without creditable coverage, your premium may consistently 
be at least 19% higher than the Medicare base beneficiary premium. 
You may have to pay this higher premium (a penalty) as long as you 



have Medicare prescription drug coverage. In addition, you may 
have to wait until the following October to join. 
 
For More Information about This Notice or Your Current 
Prescription Drug Coverage… 
Contact the person listed below for further information. NOTE: You’ll 
get this notice each year. You will also get it before the next period 
you can join a Medicare drug plan, and if this coverage through the 
Plan Sponsor changes. You also may request a copy of this notice at 
any time. 
 
For More Information about Your Options under Medicare 
Prescription Drug Coverage… 
More detailed information about Medicare plans that offer prescription 
drug coverage is in the “Medicare & You” handbook. You’ll get a copy 
of the handbook in the mail every year from Medicare. You may also 
be contacted directly by Medicare drug plans. 

 
For more information about Medicare prescription drug coverage:  

o Visit www.medicare.gov. 
o Call your State Health Insurance Assistance Program (see the 

inside back cover of your copy of the “Medicare & You” 
handbook for their telephone number) for personalized help 
Call 1-800-MEDICARE (1-800-633-4227). TTY users should 
call 1-877-486-2048. 

 
If you have limited income and resources, extra help paying for 
Medicare prescription drug coverage is available. For information 
about this extra help, visit Social Security on the web at 
www.socialsecurity.gov or call them at 1-800-772-1213 (TTY 1-800-
325-0778). 
Remember: Keep this Creditable Coverage notice. If you decide 
to join one of the Medicare drug plans, you may be required to 
provide a copy of this notice when you join to show whether or 
not you have maintained creditable coverage and, therefore, 
whether or not you are required to pay a higher premium (a 
penalty). 
 

http://www.medicare.gov./
http://www.socialsecurity.gov/


Date: 10/1/2023 
Name of Entity/Sender:  Tallahassee Community College 
Contact-Position/Office:  Human Resources Manager  
Address: 444 Appleyard Drive, Tallahassee, 
FL 32304 
Phone Number: 850-201-8510 



For questions or concerns regarding your Benefit 
options 
please contact one of the Human Resource 
representatives 
below.  

Sandy Martin
Human Resources Manager

Office: (850) 201-8021 
Fax: (850) 201-8489
sandy.martin@tcc.fl.edu

Samantha Monroe 
Human Resources Specialist II

Office: (850) 201-6034
Fax: (850) 201-8489
samantha.monroe@tcc.fl.edu

Waseem Kofar-Naisa
Human Resource specialist I

Office: (850) 201-8564
Fax: (850) 201-8489
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