
Board of County Commissioners 
Risk Management Department 

July 14, 2022 

Dear Employee, 

We are pleased to provide you the attached Summary ofBenefits & Coverage 
(SBC) for the group medical plans offered to our eligible participants for the 
plan year which begins on October 1, 2022 and ends September 30, 2023. 

Please be advised that an SBC is available for the plans being offered to our 
group plan participants and their eligible dependents. The SBC follows a 
prescribed format as established under the Affordable Care Act legislation and 
outlines the benefits of each medical plan in detail with definitions and 
descriptions. 

SBC' s are available for the following offered plans: 

Carrier Plan Name 

Florida Blue 5192/05193 HSA Base Plan 
Florida Blue 05781 Base Buy Up Plan 
Florida Blue 05770 Buy Up Plan 

Please refer to the SBC for further information about cost sharing 
responsibilities such as deductibles, co-pays, and coinsurance, as well as the 
selected network. Printed copies of the SBCs for all plans, as well as the 
standard glossary, are available free of charge in Risk Management. For a 
more comprehensive description of specific plan benefits refer to the 
Summary Plan Description (SPD). You may contact Risk Management at 
(850) 689-5977 with additional questions. 

Sincerely, ~ - () . 7j 
■ 302 N. Wilson Street, Suite 301 Crestview, FL 32536 (850) 689-5977 FAX (850) 689-5973 
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Coverage Period: 10/01/2022 - 09/30/2023 BlueOptions 05770 
with Rx $15/$50/$80 

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Individual and/or 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, 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: $750 Per Person/$2,250 
Family. Out-of-Network: $1,500 Per 
Person/$4,500 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. 

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? 

Yes. In-Network: $5,000 Per 
Person/$10,000 Family. Out-Of-
Network: $6,000 Per Person/$12,000 
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/ 
providersearch/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. 
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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) 

Primary care visit to treat an 
injury or illness 

Value Choice Provider: 
No Charge/ Primary 
Care Visits: $30 Copay 
per Visit/ Virtual Visits: 
No Charge 

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. 

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

Specialist visit 

Value Choice Specialist: 
$20 Copay per Visit/ 
Specialist: $70 Copay 
per Visit/ Virtual Visits: 
$45 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 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/ 
Independent Diagnostic 
Testing Center: $50 
Copay per Visit 

Deductible + 50% 
Coinsurance 

Tests performed in hospitals may have higher 
cost share. 

Imaging (CT/PET scans, MRIs) 
Deductible + 20% 
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.floridablue.c 

om/members/tools-

resources/pharmacy/me 

dication-guide 

Generic drugs 

$15 Copay per 
Prescription at retail, 
$40 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 

$50 Copay per 
Prescription at retail, 
$125 Copay per 
Prescription by mail 

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

Non-preferred brand drugs 

$80 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. 

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

If you have outpatient 
surgery 

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

Ambulatory Surgical 
Center: $250 Copay per 
Visit/ Hospital: 
Deductible + 20% 
Coinsurance 

Deductible + 50% 
Coinsurance 

––––––––none–––––––– 

Physician/surgeon fees 

Ambulatory Surgical 
Center: $70 Copay per 
Visit/ Hospital: $100 
Copay per Visit 

Ambulatory Surgical 
Center: Deductible + 50% 
Coinsurance/ Hospital: 
$100 Copay per Visit 

––––––––none–––––––– 

If you need immediate 
medical attention 

Emergency room care $300 Copay per Visit $300 Copay per Visit ––––––––none–––––––– 

Emergency medical 
transportation 

Deductible + 20% 
Coinsurance 

In-Network Deductible + 
20% Coinsurance 

––––––––none–––––––– 

For more information about limitations and exceptions, see the plan or policy document at 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) 

Urgent care 

Value Choice Provider: 
No Charge - Visits 1-2 
$65 Copay for 
remaining Visits/ Urgent 
Care Visits: $65 Copay 
per Visit 

Value Choice Provider: Not 
Covered/ Urgent Care 
Visits: Deductible + $65 
Copay per Visit 

––––––––none–––––––– 

If you have a hospital 
stay 

Facility fee (e.g., hospital room) 
Deductible + 20% 
Coinsurance 

Deductible + 50% 
Coinsurance 

Inpatient Rehab Services limited to 30 days. 

Physician/surgeon fees $100 Copay per Visit $100 Copay per Visit ––––––––none–––––––– 

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

Outpatient services 
No Charge/ Specialist 
Virtual Visits: No Charge 

50% Coinsurance/ 
Specialist Virtual Visits: Not 
Covered 

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

Inpatient services No Charge 
Physician Services: No 
Charge/ Hospital: 50% 
Coinsurance 

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

If you are pregnant 

Office visits 
$70 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 

$100 Copay per Visit $100 Copay per Visit ––––––––none–––––––– 

Childbirth/delivery facility 
services 

Deductible + 20% 
Coinsurance 

$3,500 Copay per 
Admission 

––––––––none–––––––– 

If you need help 
recovering or have 
other special health 
needs 

Home health care 
Deductible + 20% 
Coinsurance 

Deductible + 50% 
Coinsurance 

Coverage limited to 60 visits. 

Rehabilitation services 

Physician Office: $70 
Copay per Visit/ 
Outpatient Rehab 
Center: $60 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 + 20% 
Coinsurance 

Deductible + 50% 
Coinsurance 

Coverage limited to 60 days. 

For more information about limitations and exceptions, see the plan or policy document at 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 + 50% 
Coinsurance 

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

Hospice services 
Deductible + 20% 
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 • Hearing aids • Pediatric glasses 

• Bariatric surgery • Infertility treatment • Private-duty nursing 

• Cosmetic surgery • Long-term care • Routine eye care (Adult) 

• Dental care (Adult) • Pediatric dental check-up • Routine foot care unless for treatment of diabetes 

• Habilitation services • Pediatric eye exam • 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 • Non-emergency care when traveling outside the 
States.  See www.floridablue.com. 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/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact the insurer at 1-800-352-2583. 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 

For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group. 
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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.–––––––––––––––––––––– 

For more information about limitations and exceptions, see the plan or policy document at www.floridablue.com/plancontracts/group. 
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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. 

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 $750 ◼ The plan’s overall deductible $750 ◼ The plan’s overall deductible $750 
◼ Specialist Copayment $70 ◼ Specialist Copayment $70 ◼ Specialist Copayment $70 
◼ Hospital (facility) Coinsurance 20% ◼ Hospital (facility) Coinsurance 20% ◼ Hospital (facility) Coinsurance 20% 
◼ Other No Charge $0 ◼ Other Coinsurance 20% ◼ Other Copayment $300 

This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical 
Childbirth/Delivery Professional Services disease education) supplies) 
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray) 
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches) 
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy) 

Total Example Cost $12,700 

In this example, Peg would pay: 

Total Example Cost $5,600 

In this example, Joe would pay: 

Total Example Cost $2,800 

In this example, Mia would pay: 

Cost Sharing Cost Sharing Cost Sharing 

Deductibles $750 

Copayments $200 

Coinsurance $1,300 

Deductibles $0 

Copayments $1,700 

Coinsurance $0 

Deductibles $750 

Copayments $700 

Coinsurance $50 

What isn’t covered 
Limits or exclusions $60 

The total Peg would pay is $2,310 

What isn’t covered 
Limits or exclusions $30 

The total Joe would pay is $1,630 

What isn’t covered 
Limits or exclusions $0 

The total Mia would pay is $1,500 

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. 
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ct ion 155 7 Not if icat ion :: Discriminat ion is Against t he Law 

Florida B ne, Florida B ne 1-Il\.fO, Florida Bhle Pr,e:ferr,ed 1-m✓iliO (collectively, ~'Florida Bll!lej , Florida Combined Life and the B ne Cross and B l!le 
Shield F e-0.,eral Employee Program® (FEP) comp y y·.i.lli applicable F oo,eral cii, il rights la'ii ·s and do not discriminate on tbe basis of raoe, color., 
national origin, ag,e, di:sability, or :sex. \\ ,e do not exc l!l.d,e people or treat them ,differ,ently becal!lse ofraoe, color, nation origin, age, disability, or 
sex. 

Florida B ne., Florida B l!le Hi\11!0., Florida B11!1.e Pr,eferr,ed l-li\,10, Flori.da Combined Life and FEP: 
• Provide free aids and seri, ices to people ,vi.th disabiliti1es to comml!lllicate e:frectively ,vi.th us, ruch as: 

0 Ql!lalifioo :si.gn angnage interpr,eter:s 
o \ ritten information in oth,er formats (lar~e print, al!ldio, aooessible ,electronic formats, oth,er formats) 

• Pro\ ide free anguage :services to people whose primary angl!lage is not English, S1L1.ch as: 
o Qu ified interpret,ers 
o Information v.rritt,en in other langiaages 

If yol!l neoo these :services, contact: 
• Florida Blue (health and vi:sion coverage): l-800--352-2583 
• Flori.da Combined. Life (d,ental, life, and disabilit) coverage): l-888-223-4892 
• Federal Emp oyee Program: l-800--333-2227 

Ifyol!l believe that we have fari1ed to provide these :services ordi:scriminat,ed :in another wa) on the baisi:s ofraoe, co or, national origin, age, di:sabi ity, 
or :sex, yol!l can file a gri.evance 'ii ·ith: 

Ffarida Blue i(including FEP membe.rs):: 
Section 15 5 7 Coordinator 
4800 Deerwood Campus Parhv-ay, DCC 1-7 
J achonv:i le, FL 32246 
l-800-477-3736 x29070 
1-800-95 5-8 770 (ITY) 
Fax: l-904-301-1580 
:section 15 5 7c,oordinator@floridabll!l.,e.com 

Florida Co,mbined LU:e:: 
Civil Rights Coordinator 
17500 Cbenal Parhvay 
Little Rock, AR 72223 
l-800--260L033 l 
l-800--955-8770 (ITY) 
ci.\-'ilrightsooor,dinator@fdife.com 

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



 

  
    

 

c.an file a gri,e\ianoe in person or by maril, fax, or email If yol!l nood help filing a grievanoe, the Siection 15 57 Coordinator is ai. arilab ,e to bclp 
you. Yon can also file a civil r ights oomplarint vi'ith th,e U.S. Department of Health and Human Servioes, Offioe for Civil Rights, e ectroni.cMJ.y 
through tbe Office for Ci\i .il Rights Comp arint Portal, a\iari able at https://ocrportalJlhs.gov/ocr/portal/lobby.jsf, by maril or phone at: 

U.S. Department ofBealtb an.d Human. Senric,es 
200 Independence Avenue, SW 
Room 509F, mm Building 
\\ arshington, D. C. 20201 
1-800-368- 1019 
1-800-537-76,97 (1DD) 
Complaint forms are a\iailable at http://WWiivJlhs.go\i /ocr/offi f tl . ind,ex.11· , · 

ATENCTON: Si habla espaiiol , tiien,e a SM di:sposicion sen i.cios gramitos de asi:stencia ingilistica. Llame al l -800-3:52-2583 (1TY: 1- 877-95:5-8Tl3) . 
FEP: Llame al 1-800-333-lli7 

AT - NSYON: Si , pale Kie)ol ayiS)en, ou ka r,esev\i ·a yon ,ed gratis nan tang pa w. Rete 1-800-352-2:583 (pou moun ki pa tand,e byen: l -800-9:5:5-
8770). FEP: Rele l -800--333-lli7 

CHU Y: &i. ~ noi Ti,~ng Vi~, co dich \.fJ9. tr,11 giup ngon ngii' mi8n phi danh cho b~. Ha1 gq,i s6 1-800--3:52-2:583 ('ITY: l-800--9:5:5-8770). FEP: 
Gq:i s6 1-800-333-2227 

ATEN<;Ao: Se vooe fala portugues, uti me o.s ser\i i90s lingwstioos gratu.itos di.sponiveis. Ligue para 1-800-3:51-2:583 ('ITY: 1-800-9:5:5-8770). FEP: 
Ligue para 1-800-333-lli7 

J ~ , : IP . ~~ft~f~iB/~'iiWJ . .R~ •. ~~1-800-352-2583 ( ITY: l-800-9:55-8770)o FEP : .j{J~ l -800--333-
2227 

A'ITENTION: Si \ious parle.z franyaii.s, des sen ices d1aride linguistique vous sontproposes gramitement. Appclez 1,e l -800-3:52-2:583 (ATS : 1- 8001.. 
9:5:5-8770). FEP: Appcl,ez le 1-80D-333-lli7 

PAUNA\\A: Kung nag.sasalita ka ng Tagalog, maaari. kang gumam.it ng mga serbisyo ng tu.long sa wika nang Y>'i , g bayad. Tumawag sa 1-800-
3:52-2:583 (TIY: 1-800-9:55-8770). FEP: Tumawag sa 1- 800--333-lli7 

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. 



 

  
    

 

 

HThifAHHE: EcJm Bhl roBoplflie napyOCKoM JFJI,JEe, ro Ba.~ .&OC'l)'IlHI,I 6ecrn1arn1,ie )iC.N)'I'l'll IliepeBo;m;a_ 3BoHHI1e 1-800-352-2583 (reJieEaun: 1-
800-955-8770)_ FEP: 3BOHHI1e 1-800-333-2-227 

•. ~ _ cA'l ._;§I - ~ ~ · ,,.le- I , ' h - . - .:ii.Ill .fi:'il • I - ~ :i~ :~ . ,_pl.. 

.7222 

ATIENZ!IONE: Qualora fosse l'italiano la . ingua µarlata, sono disponibili dei serviz-i. di assistenza ling1aisti.ca gramiti_ Chi.am.are i1 numero 1-800-
352-25 83 (1TY: 1-800-955-8770)_ FEP: chiamare il numero 1-800-333-2227 

ACHTIJNG: \\ enn Sie Deutsch sprechen, ste.hen Hmen :kostenlos sprachliche Hilfschenstl,ei.smngJen zm Vermgiang_ Rmnl!lfilmer: 1-800-352-25 83 
{1TY: 1-800-955-8770) _ FEP: Rl!lfnrunm.er 1- 800-333-2227 

-92.I : EI~~ AJ~~ @oLAI::: ~9-, '.:j~ .l\l@ }dl::JI __,___~ ~fi.~ Ol~o~~ .:¢: 2-!~Ll[L 1-800-352-2583 (ITY: l -800-955-8770) ~ 
~£Joh~;;lAl.2. FEP: 1-800-333-1227 ~ ~~oh~;;lAl.2_ 

ID\ AGA: J~eli mo,visz po polsku, moresz slk:orzystac z be:zplamej pomoc) j~:kowej. Zadzwoii. pod nWlllier l -800-352-2583 (1TY: 1-800-955-
8770)_ FEP: Zadzwo:ii. pod nlllliil1er 1-800-333-1227_ 

-a~41!.: ·~l. d.-ii: ~~Jll·c.ii~d.11. el, <i!.l. At:uea- N.ll'lll -al!K ·i'll <ii.~ w rA.~6tt f9,_ 
...:I· ~ ,=I• 

tl.--llffl 1-800-351-1583 (ITY: 1-800-955-8770)_ FEP: ,tl.--ll~D 1-800-333-.2227 

, . :,A r;r:-l ii1 , 'tlfl , l 'il~ft' . 11 \ ; , . fl , • ~.m fl , 'llfi R "1 ' ir"1..i'v ;J"l!J!i't 'll i R 1-800-3.52.-2583 lllil': 1-800-955,-,8770 1 , ~ ;i FEP n~ 1-,800-333-2227 ., . , .. l Il l Il l II 'I 

>iJB~I& : B *~~~~! 6 tl0~-§, ;W;HO) ~ ~~3zt!~ .=:_·;f:ljffl l) t.:. tel t £:go 1-800-3 52-25 83 (TTY: 1-800-955-8770) £: c \ cl:;r~~!I;: T 
.=:_·j_lfu§ < t.::6l ) o FEP: 1-800-333-2227 

_..lJ_,.;J ~ 1~ W u<£fa.l .)..l. ~ I.) L,..j~j ~ .~ L....,,~ L._L,l.)~ - _j .i.J _.ti :~ 
• ) ~ 1 •Ll 1-800-333-1227 ;,.J. r ~ :FEP. ) .J&---~ •l..AJ 1-800-352-2583 (ITY: 1-800-955-8770) ;,.JW~ 

Baa akonmzm: Diue bizaad boo y,anitti''go, .saad boo aka anawo", f aa jiik''eh, na h6lq_ l<!ojf' hodu.lnili 1-800-352-25 83 (TIY: 1-800-955-8 770)_ FEP 
igti ei kojf ho.db ih 1-800-333-2227_ 

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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