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1/1/2020-12/31/2020                   

ENROLLMENT 

BENEFITS 
GUIDE 

If you (and/or) your dependents have Medicare or will become eligible for 

Medicare in the next 12 months, a Federal law gives you more choices about 

your prescription drug coverage. Please see pages 34-35 for more details.  
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BENEFITS ELIGIBILITY OVERVIEW 

Waiting Period:  As an eligible new hire, your plan eligibility date 

is the first day of the month following 30 calendar days of service 

with Seminole County Government.  Once the necessary 

enrollment has been completed, benefits are effective on your 

plan eligibility date.  

 

QUALIFYING EVENT 

If you experience a family status change during the year,  you are 

able to make a mid-year benefit election change within 30 days 

of the event.  A family status change includes: 

▪ Marriage 

▪ Divorce or legal separation 

▪ Birth or adoption 

▪ Death of a dependent 

▪ Change in your spouse’s employment or 

▪ Gain or Loss of coverage by a dependent 
 

If you have a family status change, you must change your benefit 

elections within 30 days of the qualifying event, and also submit 

supporting documentation for the change or you will need to wait 

until the next annual open enrollment period. 

 

COBRA CONTINUATION COVERAGE 

When you or any of your dependents no longer meet the 

eligibility requirements for a health plan, you may be eligible for 

continued coverage as required by the Consolidated Omnibus 

Budget Reconciliation Act (COBRA) of 1986.  

 

UNDERSTANDING YOUR PRE-TAX BENEFIT  

PAYROLL DEDUCTIONS 

The Section 125 Cafeteria Plan allows you to contribute 

“before-tax” dollars to pay for your coverage under a portion 

of the company’s benefit plans (e.g., medical and dental 

coverage). By paying your premiums with “before-tax” dollars, 

you generally may reduce the amount of income and Social 

Security taxes that you otherwise would be required to pay. 

The elections you make during the Cafeteria Plan enrollment 

period are effective for the entire 12-month plan year. You 

generally cannot change your elections during the year 

unless you experience a change-in-status event (refer to your 

benefits booklet for the definition of a “change in status”). The 

circumstances that permit a change of election vary from one 

benefit to another. If you believe you have experienced a 

change-in-status event and you wish to change your 

elections, notify HR within 30 days of the change.  

ELIGIBILITY 

We are pleased to offer you health and welfare benefits 

to all employees classified as full time. They are 

designed to protect you and your family while you are 

employed with our organization. 

 

DEPENDENT ELIGIBILITY 

Your dependents may also be covered under the benefit 

plans as described below.  

 

For Medical—In the state of Florida dependent coverage is 

available up to age 30 if the dependent is unmarried without 

dependents of their own, a Florida resident (or a full-time 

student) and uninsured.  The dependent must maintain 

continuous service.  

You are required to provide Human Resources with proof 

of dependent eligibility in the form of:  

▪ Copy of marriage certificate 

▪ Your most recent Federal Income Tax Return,  

▪ Court Order specifying your responsibility to 

provide “group health care coverage” to your 

dependent children, and/or  

▪ Copy of their birth certificate 

 

NEW HIRE COVERAGE 

As a new employee, it is important you review the 

benefit information and enroll in benefits during your 

initial new hire eligibility period. If you do not enroll by 

that deadline, you will not be eligible for coverage until 

the following annual open enrollment period or if you 

experience a qualifying event. 

 

Benefits 
Legal  

Spouse 

Dependent  

Children 

Medical / Rx  
Up to age 26        

(end of calendar year) 

Dental  
Up to age 26 

(end of calendar year) 

Vision  
Up to age 26        

(end of calendar year) 

Life and AD&D  
Up to age 26 

(end of calendar year) 
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MEDICAL BENEFITS OVERVIEW MEDICAL BENEFITS OVERVIEW 

The following is a summary of your medical benefits. For a more detailed explanation of benefits, please refer to your 

certificate of coverage or SBC. You may access a list of participating providers through the carrier’s website.  

Plan Administrator Florida Blue 

  
BlueOptions      Buy 

Up Plan 03748 

BlueOptions          

Mid Plan 03769 

BlueOptions    

Low Plan 05770 

BlueOptions HSA Plan 

05180/81** 

 In Network Benefits              

Deductible Calendar Year Calendar Year Calendar Year Calendar Year 

Individual $250 $500 $1,000 $1,500 

Family $500 $1,500 $3,000 $3,000 

Coinsurance         

Plan Pays 90% 80% 80% 90% 

You Pay 10% 20% 20% 10% 

Out of Pocket Maximum ************************** Includes Deductible, Coinsurance and All Copays ************************** 

Individual $1,500 $3,000 $3,500 $3,000 

Family $3,000 $6,000 $7,000 $6,000 

Commonly Used Services              

Primary Care Physician $15 Copay $25 Copay $25 Copay Ded + Coins 

Specialist $25 Copay $60 Copay $45 Copay Ded + Coins 

Preventive Care Services Covered in Full Covered in Full Covered in Full Covered in Full 

Urgent Care $35 Copay $35 Copay $50 Copay Ded + Coins 

Emergency Room $200 Copay $300 Copay $200 Copay Ded + Coins 

Provider Services $0 Copay $100 Copay $100 Copay Ded + Coins 

Labs at Independent Facility $0 Copay @ Quest $0 Copay @ Quest $0 Copay @ Quest Ded + Coins 

X-rays at Independent Facility $0 Copay $0 Copay $50 Copay Ded + Coins 

Advanced Imaging (MRI, CT, PET) Ded + Coins Ded + Coins $200 Copay Ded + Coins 

Ambulatory Surgical Center (ASC) Ded + Coins Ded + Coins $150 Copay Ded + Coins 

Provider Services $25 Copay $60 Copay $45 Copay Ded + Coins 

Outpatient Hospital Services Ded + Coins Ded + Coins Ded + Coins Ded + Coins 

Provider Services $0 Copay $0 Copay $0 Copay Ded + Coins 

Inpatient Hospital Services Ded + Coins Ded + Coins Ded + Coins Ded + Coins 

Provider Services $0 Copay $0 Copay $0 Copay Ded + Coins 

Prescription Drugs                                 

~ See Rx Notes Below 
No Deductible No Deductible No Deductible Deductible Applies, Then: 

Pharmacy Filled $10/$30/$50/$100 $10/$30/$50/$100 $10/$30/$50/$100 $10/$30/$50/$100 

Mail Order (90 day supply) $25/$75/$125/NC $25/$75/$125/NC $25/$75/$125/NC $25/$75/$125/NC 

 Out of Network Benefits*              

Deductible         

Individual $500 $1,500 $3,000 $3,000 

Family $1,500 $4,500 $6,000 $6,000 

Coinsurance         

Plan Pays 50% 50% 50% 60% 

You Pay 50% 50% 50% 40% 

Out of Pocket Maximum              

Individual $3,000 $6,000 $7,000 $6,000 

Family $6,000 $12,000 $14,000 $12,000 

~RX Notes:  If you request a Brand Name Prescription Drug when a Generic is available, you will be responsible for the copayment applicable to Brand Name Prescription Drugs; and the 

difference in cost between the Generic Prescription Drug and the Brand Name Prescription Drug, as indicated on the BlueScript pharmacy Program Schedule of Benefits (unless the 

physician indicates "Dispense As Written" (DAW)).                                                                                                                                                                                                                       

~ Some generic drugs used to treat chronic conditions such as high blood pressure, diabetes, depression, high cholesterol and respiratory conditions will be covered at a $0 copay. 

These prescriptions are part of the Florida Blue Care Condition Program. The generic drugs that are covered on the list are all lower case. The drugs that are on this list in upper case 

letters are covered at a copayment ($10/$30/$50). This Care Condition List is subject to change throughout the year by Florida Blue. The most up to date list will be kept on SharePoint.                     

~ CVS owned pharmacies will not be in the  pharmacy network (see page 5 for more information).  

* Out-of-Network services may be subject to balance billing and if admitted as an Inpatient from the ER member pays Out-of-Network Deductible and In-Network ER Copay  (or 

Coinsurance in H.S.A. plan). 

** Please be aware this plan has the lowest bi-monthly premium deduction. However it is important to understand deductibles must be met for all services except preventive care.  If you 

elect this plan, The County will contribute $500 to your Health Savings Account.  REMEMBER – IF YOU ENROLL IN THE HSA PLAN WITH DEPENDENTS, YOU MUST MEET 

THE FAMILY DEDUCTIBLE OUT OF POCKET MAX AND THAT THE $500 HSA CONTRIBUTION BY THE COUNTY IS A FLAT CONTRIBUTION PER FAMILY. 
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TELEMEDICINE 

Teladoc is an independent company contracted by Florida Blue to provide physician visits via phone or online video to members with non-emergent medical issues. Teladoc is only available in the U.S.  

Teladoc® is a trademark of Teladoc, Inc.                                                                                                                                                                                                                                                                                                                                                             

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

We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability or sex. For more information, visit floridablue.com/ndnotice.                                                                                                                                                                                      

BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans. 

Same as PCP Copay!           

H.S.A. Plan is                                                   

Deductible & Coinsurance              

(current cost is $42)! 
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NEW PHARMACY NETWORK 

1 Retail costs reflect the estimated amount you’ll pay, after your health plan’s cost share, such as copay and coinsurance, have been met. Actual cost will be determined at the time of purchase.                                               

2 CVS-owned pharmacies are out of network in 2020  including Bear Creek Pharmacy, Care Pharmacy, Care Plus CVS/Pharmacy, CarePlus, CarePlus CVS Pharmacy, Longs Drug Store, Longs Pharmacy, Navarro Discount 

Pharmacy, Navarro Health Services, RxAmerica,Target Pharmacy and Wellness Works Pharmacy. Your specialty and mail order services will not change.                                                                                                                     

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an HMO affiliate of Florida Blue. These companies are Independent Licensees of the Blue Cross and Blue Shield Association. We 

comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability or sex. You may access the Nondiscrimination and Accessibility notice at floridablue.com/

ndnotice.                                     
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HEALTH SAVINGS ACCOUNT (HSA)  

HSA Maximum 2020 Contribution Limits 

Employee only $3,550 

Employee + dependents $7,100 

55+ CatchUp $1,000 

PORTABILITY FLEXIBILITY TAX SAVINGS PREMIUM SAVINGS 

▪ You own 100% of the 

deposited funds, meaning 

if you change employers 

or retire, you do not lose 

the money in the account 

regardless of whether you 

contributed the money or 

it was an employer 

contribution.  

▪ You can choose whether 
to spend the money on 
current medical expenses 
or you can save your 
money for future use.  

▪ Any unused funds will 
automatically roll over to 
the following year as 
there is no “use it or lose 
it” provision. 

▪ Contributions are tax free 
(pre-tax through payroll 
deductions or tax 
deductible) 

▪ Earnings are tax free 

▪ Funds withdrawn for 

eligible medical 
expenses are tax free 

▪ By choosing the HDHP 

available, your payroll 

premium cost is lower 

than the traditional PPO 

plan. 

SETTING UP YOUR HSA 

Once you are covered by a qualified health plan you 

may set up your HSA.  If you are enrolling in the FSA 

you may not enroll in the HSA. 

Once you set up your HSA, any payroll deductions you 

have elected may begin. It is important to get your HSA 

set up as quickly as possible because you cannot turn 

in expenses incurred before the account was set up. 

Seminole County Government will contribute $500 

annually to your HSA account (amount is the same if 

enrolling as Individual or Family). 

 

ADDING MONEY 

The government sets the annual dollar maximum that 

can be contributed to an HSA depending on the level of 

coverage you have under your health insurance. 

Coverage of two or more people is considered family 

coverage. People who are age 55 or older can make 

additional catch-up contributions.  

USING HSA MONEY 

You decide when to spend money from your HSA.  

If you pay out of pocket for an eligible medical  

expense, you can choose to not reimburse yourself 

and let the money in your HSA build up or you can 

reimburse yourself for the expense from your HSA.  
 

If you use your HSA money for expenses that are not 

eligible, you will pay a 20% penalty plus income tax on 

the amount. Once you turn age 65, you may use your 

HSA money for any expense, medical or not, but you 

will pay income taxes on those non-medical expenses. 

To view the full list of eligible expenses, visit 

www.irs.gov/publications and refer to Publication 969.  

 

Note: It is your responsibility to familiarize yourself with 

IRS regulations on HSAs and maintain records of all 

WHAT IS A HEALTH SAVINGS ACCOUNT? 

A Health Savings Account, commonly known as an “HSA,” is an individual account you can open, add money to, and 

spend on eligible health care expenses. If you elected the BlueOptions 5180/81 health plan, you are eligible for 

an HSA. 

ELIGIBLE EXPENSES 

The money in your HSA must be used for eligible 

medical, dental, vision, and prescription drug  

expenses. In general, eligible health care expenses 

are those that qualify toward the deductibles,  

copays, and coinsurance with your health  

insurance. If you use money for a dental, vision or 

medical expense that is not covered by the medical 

plan, it is important you understand your medical plan 

deductible still needs to be met if an expense is 

incurred.  NOTE: PLEASE SEE IRS REGULATIONS OR HR FOR HSA ENROLLMENT ELIGIBILITY 

http://www.irs.gov
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HEALTH SAVINGS ACCOUNT WITH HEALTHEQUITY 

BUILD FUNDS WITH TAX BREAKS 
 

▪ Similar to Individual Retirement Account (IRA)  

▪ Money contributed used to build savings for future 

medical costs 

▪ Account deposits and interest earnings receive tax-

favored treatment 

▪ Funds can be invested in no-fee investment accounts 

▪ Money contributed to HSA can be withdrawn tax-free to 

pay for qualified medical expenses (QME) 

 

MOVE IT, KEEP IT! 
 

▪ Completely portable, even if employees move   

▪ Funds rollover from year to year 

 

SIMPLE START 
 

▪ Establish accounts easily through integrated enrollment 

at HealthEquity 

 

PEACE OF MIND 
 

▪ Accumulated money for health expenses 

▪ Pay insurance premiums (i.e., long-term care, COBRA, or 

health premiums while unemployed) 
 

RETIREMENT AT AGE 65 
 

▪ Pay for Medicare or employees’ share of any medical 

insurance premiums 

▪ Use funds penalty-free for other out-of-pocket costs after 

age 65 (taxes apply to non-medical use) 

 

MORE INFORMATION AVAILABLE AT: 
 

▪ Online at healthequity.com/ed/learnhsa 

▪ Phone Customer Service at 1-866-346-5800 

▪ eMail at memberservices@healthequity.com 

 

 

 

HEALTHEQUITY HSA KEY 

ACCOUNT FEATURES... 
 

▪ Best HSA value 

▪ Debit Cards provided–no transaction fees  

 Tiered interest rates reward savings 

▪ 24/7 telephone support from live HSA experts and 

online account access 

▪ Decision support tools 

 Financial/Banking–HealthEquity 

 Care and service–Florida Blue 

▪ Accounts funded by individual, employer or both 

(up to IRS max) 

▪ Individual responsible for managing HSA, filing 

HSA tax form and validating IRS qualified medical 

expenses (QMEs) 

 

BANKING SERVICES FEATURE 

DEBIT CARDS FOR EASY ACCESS 

TO FUNDS  
 

▪ Automatically mailed to member upon receipt of 

enrollment at HealthEquity 

▪ Activate by calling number indicated on card’s 

instructions 

▪ Use to pay for qualified medical expense (QME) at 

point of service 

▪ PIN provided (cannot use card at ATM) 
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2020 HEALTH INSURANCE FUNDING  
REGULAR RATES 

BUY-UP PLAN 

Plan #3748 Employer Employee Total Cost Monthly 

Coverage Type   Bi-monthly Monthly   

Employee Only   $     1,054.82   $          91.48   $        182.95   $              1,237.77  

Employee & Spouse  $     1,775.92   $        344.63   $        689.25   $              2,465.17  

Employee & Child(ren)  $     1,639.01   $        200.26   $        400.51   $              2,039.52  

Employee & Family  $     2,470.03   $        444.91   $        889.81   $              3,359.84  

       

MID PLAN 

Plan #3769 Employer Employee Total Cost Monthly 

Coverage Type   Bi-monthly Monthly   

Employee Only   $     1,054.82   $          40.00   $          80.00   $              1,134.82  

Employee & Spouse  $     1,775.92   $        285.38   $        570.75   $              2,346.67  

Employee & Child(ren)  $     1,639.01   $        147.95   $        295.90   $              1,934.91  

Employee & Family  $     2,470.03   $        367.91   $        735.82   $              3,205.85  

       

LOW PLAN 

Plan #5770 Employer Employee Total Cost Monthly 

Coverage Type   Bi-monthly Monthly   

Employee Only   $     1,054.82   $          40.00   $          80.00   $              1,134.82  

Employee & Spouse  $     1,775.92   $        263.56   $        527.11   $              2,303.03  

Employee & Child(ren)  $     1,639.01   $        129.77   $        259.53   $              1,898.54  

Employee & Family  $     2,470.03   $        337.54   $        675.08   $              3,145.11  

       

H.S.A. PLAN 

Plan #5180/81 Employer Employee Total Cost Monthly 

Coverage Type   Bi-monthly Monthly   

Employee Only   $     1,054.82   $          40.00   $          80.00   $              1,134.82  

Employee & Spouse  $     1,775.92   $        225.25   $        450.49   $              2,226.41  

Employee & Child(ren)  $     1,639.01   $          97.84   $        195.67   $              1,834.68  

Employee & Family  $     2,470.03   $        284.16   $        568.32   $              3,038.35  

Note: Bi-Monthly reflects 24 premium payments per year 

Employees and/or Spouses who participated in, and met the criteria of the County’s Wellness Program (wellness 

physical & biometrics) will be eligible to receive the wellness preferred rates as noted in the next page. 

To be eligible for  Wellness Preferred Rates, the Annual Wellness Physical Exam and 3 of the 4 Biometric criteria 

established for the Seminole County Government Wellness Program must be met. 
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BUY-UP PLAN 

Plan #3748 Employer Employee Total Cost Monthly 

Coverage Type   Bi-monthly Monthly   

Employee Only   $     1,054.82   $          51.48   $        102.95   $                    1,157.77  

Employee & Spouse (Employee AND Spouse meet the criteria)  $     1,775.92   $        264.63   $        529.25   $                    2,305.17  

Employee & Spouse (Employee OR Spouse meet the criteria)  $     1,775.92   $        304.63   $        609.25   $                    2,385.17  

Employee & Child(ren)  $     1,639.01   $        160.26   $        320.51   $                    1,959.52  

Employee & Family (Employee AND Spouse meet the criteria)  $     2,470.03   $        364.91   $        729.81   $                    3,199.84  

Employee & Family (Employee OR Spouse meet the criteria)  $     2,470.03   $        404.91   $        809.81   $                    3,279.84  

       

MID PLAN 

Plan #3769 Employer Employee Total Cost Monthly 

Coverage Type   Bi-monthly Monthly   

Employee Only   $     1,054.82   $               -    $0.00  $                    1,054.82  

Employee & Spouse (Employee AND Spouse meet the criteria)  $     1,775.92   $        205.38   $        410.75   $                    2,186.67  

Employee & Spouse (Employee OR Spouse meet the criteria)  $     1,775.92   $        245.38   $        490.75   $                    2,266.67  

Employee & Child(ren)  $     1,639.01   $        107.95   $        215.90   $                    1,854.91  

Employee & Family (Employee AND Spouse meet the criteria)  $     2,470.03   $        287.91   $        575.82   $                    3,045.85  

Employee & Family (Employee OR Spouse meet the criteria)  $     2,470.03   $        327.91   $        655.82   $                    3,125.85  

       

LOW PLAN 

Plan #5770 Employer Employee Total Cost Monthly 

Coverage Type  Bi-monthly Monthly   

Employee Only   $     1,054.82   $               -    $0.00  $                    1,054.82  

Employee & Spouse (Employee AND Spouse meet the criteria)  $     1,775.92   $        183.56   $        367.11   $                    2,143.03  

Employee & Spouse (Employee OR Spouse meet the criteria)  $     1,775.92   $        223.56   $        447.11   $                    2,223.03  

Employee & Child(ren)  $     1,639.01   $          89.77   $        179.53   $                    1,818.54  

Employee & Family (Employee AND Spouse meet the criteria)  $     2,470.03   $        257.54   $        515.08   $                    2,985.11  

Employee & Family (Employee OR Spouse meet the criteria)  $     2,470.03   $        297.54   $        595.08   $                    3,065.11  

       

H.S.A. PLAN 

Plan #5180/81 Employer Employee Total Cost Monthly 

Coverage Type  Bi-monthly Monthly   

Employee Only   $     1,054.82   $               -    $0.00  $                    1,054.82  

Employee & Spouse (Employee AND Spouse meet the criteria)  $     1,775.92   $        145.25   $        290.49   $                    2,066.41  

Employee & Spouse (Employee OR Spouse meet the criteria)  $     1,775.92   $        185.25   $        370.49   $                    2,146.41  

Employee & Child(ren)  $     1,639.01   $          57.84   $        115.67   $                    1,754.68  

Employee & Family (Employee AND Spouse meet the criteria)  $     2,470.03   $        204.16   $        408.32   $                    2,878.35  

Employee & Family (Employee OR Spouse meet the criteria)  $     2,470.03   $        244.16   $        488.32   $                    2,958.35  

2020 HEALTH INSURANCE FUNDING  
WELLNESS PREFERRED RATES 
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WELLNESS PROGRAM OVERVIEW 
 

 

Seminole County Government is committed to 

helping you achieve your best health.  For Plan 

Year 2020 (1/1/2020 – 12/31/2020), the County’s 

Wellness Program, including tobacco affidavit 

requirements, coincides with the 2020 Benefits 

Open Enrollment and is available to employees 

and/or spouses. 

 

As in previous years, the wellness program in future 

years is expected to consist of an annual wellness 

physical exam and biometric screenings.  Specific 

dates and future wellness standards will be 

communicated to employees once they have been 

established.  

 

Employees who would like assistance to eliminate tobacco use* have resources through Florida Blue and 

ComPsych. With ComPsych employees can get a customized assistance plan which includes 5 one-on-one 

telephonic coaching sessions, stress management techniques, medication guidance and tips for preventing 

weight gain to name a few. Employees can call 844-669-2751 or log onto www.guidanceresources.com and 

use company id: SEMINOLECOUNTY. 
 

*The County follows the Affordable Care Act’s definition of tobacco use: An average of four or more times 

per week within the past 6 months, including ALL tobacco products excluding religious and ceremonial uses 

of tobacco.  

NOTE: Tobacco products (FDA regulated tobacco products) include cigarettes, cigars, dissolvables, hookah tobacco, 

nicotine gels, pipe tobacco, roll-your-own tobacco, smokeless tobacco products including dip, snuff, snus, and chewing 

tobacco, and electronic nicotine delivery systems including vaping products, hookah pens, etc. The following nicotine 

products shall be deemed tobacco products unless they are used in connection with a quit program: patches, nicotine 

gum, lozenges, or other similar nicotine delivery methods.  

 

Remember, GENERIC drugs on the Florida Blue Care Condition Rx list will be available at a $0 copayment. 

These GENERIC medications are used to treat chronic conditions such as high blood pressure, high 

cholesterol, depression, respiratory conditions and tobacco cessation. A list of these GENERIC drugs can be 

found on SharePoint. The list is managed by Florida Blue and subject to change. Please check the Florida 

Blue website for changes. 

 

Employees who are unable to meet health outcome standards set by the program will have the opportunity 

to earn the same reward by completing a reasonable alternative standard, which may include a physician 

recommendation. Information regarding the reasonable alternative standard option will be provided at the 

time of the wellness program rollout.  

http://www.guidanceresources.com
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HEALTHY BALANCE WELLNESS PROGRAM 

Seminole County provides ongoing resources to support our employees in improving their 

health and well-being through healthy lifestyle choices.  

The Healthy Balance Wellness Program organizes and promotes health and wellness 

activities including group fitness classes, challenges, seminars and webinars, participation 

in community fitness and team sports events, and maintains two employee wellness 

centers which are free for employees and spouses to use, 24 hours a day, 7 days a week.  

Five Points Wellness Center | 3,400 square foot facility | 200 W. County Home Road, Sanford 

County Services Building Wellness Center | 950 square foot facility | 1302 E. Second Street, Sanford 

Seminole County Teams at the Lynx Funding Partners Softball Tournament 2018 IOA 5K Run/Walk 2018 
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PHARMACY RESOURCES 

 

Lab Facilities: 
 

We highly recommend that for lab work, you go to an In-Network standalone facility to minimize your expenses.  If  

your doctor’s office sends out labs, you run the risk of them being sent to an Out-of-Network facility.  If that hap-

pens, you will be responsible for the Out-of-Network charges which can be significant! 

 

Your In-Network National Lab Facility is:  

GENERIC AND FREE, OR $4 

Many pharmacies now offer discount prescriptions —

often even lower than your copay. Below are just a few of 

the current discounts offered: 

▪ Publix:  a variety of oral antibiotics for FREE & 90

-day supply of some common generic medications 

for $7.50  

▪ Wal-Mart: $4 for a 30-day supply and $10 for a 90

-day supply of some generic medications 

▪ Walgreens: Over 300 generics for $12.99 for a 90

-day supply 

http://www.questdiagnostics.com/home.html
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DENTAL BENEFITS OVERVIEW 

Dental coverage is provided by Lincoln. With Lincoln you have access to an extensive network of dentist’s.  Employees have the 

choice of three dental plans: a DHMO, Low PPO plan, and a High PPO plan.   

The DHMO plan requires the use of DHMO network dentists (Lincoln Financial uses the Solstice DHMO network) and is based on a 

fee schedule, please see pages 15-19 for a list of the DHMO schedule.   

With the PPO plans you have the option of visiting any provider, however, by choosing a network provider you’ll receive the highest 

level of benefit and save on out of pocket costs. When utilizing out-of-network providers benefits will be reimbursed at a 

maximum allowable charge (MAC) on the Low PPO plan and the 90th percentile of usual, customary & reasonable charges (UCR) 

on the High PPO plan. The difference you will be responsible for is referred to as “balance billing”. For example, if you have a 

procedure done that costs $80 and the reimbursement level is $60, your reimbursement will be based on $60, and you will be 

responsible for the difference (in this case, $20) in addition to your deductible and coinsurance.  

To see a list of participating providers for any of the plans go to:  www.lfg.com  See next page for instructions on how to search for 

DHMO and/or PPO providers that participate in the network. 

Plan Administrator Lincoln Financial 

  2020 BI-MONTHLY PAYROLL DEDUCTIONS (24 PREMIUM PAYMENTS PER YEAR) 

  DHMO Plan Low PPO Plan High PPO Plan 

DENTAL            

Employee $7.64 $10.27 $23.59 

Employee + 1 $13.34 $18.32 $41.51 

Employee + 2 or More $19.08 $29.04 $60.88 

Low PPO Plan                                                                    High PPO Plan                                                     

Benefit 

In-
Network 
What you 

pay 

Out-Of-
Network    
What you 

pay* 

Benefit 

In-
Network 

What 

you pay 

Out-Of-
Network  What 

you pay** 

Preventive                                                         

(routine oral exams; bitewing x-rays; routine 

cleanings; fluoride/sealants/space 

maintainers for children) 

Covered In 

Full  

20% Coinsurance 

Subject to         

Balance Billing                          

(see above) 

Preventive                                                         

(routine oral exams; bitewing x-rays; routine 

cleanings; fluoride/sealants/space 

maintainers for children, full mouth or 

panoramic x-rays; other dental x-rays) 

Covered In 

Full 

Covered In Full 

Subject to                

Balance Billing     

(see above) 

Basic                                                                           

(full mouth or panoramic x-rays; other 

dental x-rays; fillings; simple & surgical 

extractions; biopsy; prosthetic repairs; 

periodontal maintenance procedures; 

denture reline & rebase; occlusal guard & 

adjustments) 

20% after 

deductible 

20% after 

deductible* 

Subject to   

Balance Billing 

(see above) 

Basic                                                                

(fillings; simple & surgical extractions; 

biopsy; prosthetic repairs; periodontal 

maintenance procedures, denture reline& 

rebase, occlusal guard & adjustments; 

oral surgery; endodontics & root canal; 

non-surgical & surgical periodontics)  

10% after 

deductible 

20% after 

deductible* 

Subject to   Balance 

Billing  (see above) 

Major                                                             

(oral surgery; endodontics & root canal; non-

surgical & surgical periodontics; bridges; 

dentures; crowns) 

50% after 

deductible 

60% after 

deductible*    

Subject to Balance 

Billing (see above) 

Major                                                             

(bridges; dentures; crowns) 

40% after 

deductible 

50% after 

deductible**    

Subject to Balance 

Billing (see above) 

Deductible (Waived for Preventive) Calendar Year Deductible Deductible (Waived for Preventive) Calendar Year Deductible 

Individual                                             

Family 

$50                  

$150 

$100                 

$300 

Individual                                        

Family 

$50       

$150 

$50                 

$150 

Maximum Annual Benefit $1,000 Maximum Annual Benefit $1,500  $500 

Child Orthodontia to age 19                                

~Deductible waived In-Network only 

50%                                              

Lifetime maximum: $1,000 

Child Orthodontia to age 19                       

~Deductible waived 

50%                                                

Lifetime maximum: $1,000 

*OON reimbursement based on  

Maximum Allowable Charge (MAC) 

**OON reimbursement based on 90th % of Usual,      

Customary & Reasonable (UCR) charges 
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DENTAL NETWORK 
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VISION BENEFITS OVERVIEW 

Plan Administrator EyeMed 

   Member Cost: In-Network 
Out-of-Network                               

Reimbursement up to:  

Vision Care Services 
Exam                                               

With dilation as necessary 
$10 copay $40 

Frames                                                                

Any available frame at provider location 

$0 co-pay; $200 allowance,                                 

20% off balance over $200 allowance 
$140 

Contact Lenses (Contact Lens allowance includes materials only) 

Conventional 
$0 co-pay; $200 allowance,                                     

15% off balance over $200 allowance 
$140 

Disposable $0 co-pay; $200 allowance           $140 

Medically Necessary  $0 co-pay; Paid in full $210 

Standard Plastic Lenses 
Single Vision $15 co-pay $30 

Bifocal $15 co-pay $50 

Trifocal $15 co-pay $70 

Lenticular $15 co-pay $70 

Standard Progressive $80 co-pay $50 

Premium Progressive Tier 1 $100 co-pay $50 

Premium Progressive Tier 2 $110 co-pay $50 

Premium Progressive Tier 3 $125 co-pay $50 

Premium Progressive Tier 4 
$80 co-pay;                                              

80% of charge less $120 allowance 
$50 

Vision Care Services Frequency of Service 

Examination Once every plan year 

Lenses (in lieu of contact 

lenses) 
Once every plan year 

Contacts (in lieu of lenses) Once every plan year 

Frames Once every plan year 

Vision coverage is provided by EyeMed. Each person covered under the plan has the freedom to visit any vision provider, 

however you receive the most benefit by seeing an In-Network provider.  

The vision care network consists of private practicing optometrists, ophthalmologists, opticians, and optical retailers. You can 

find a list of participating providers through the carrier’s website www.eyemed.com.   

Click on “Find an eye doctor” at the top of the page and select the “Insight” network. 

EyeMed Vision Premiums 

Enrolled 

Bi-Monthly                        
(24 PREMIUM PAY-

MENTS PER YEAR) 

Employee $4.91 

Employee + 1 $9.33 

Employee + 2 or more $13.70 
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VISION BENEFITS OVERVIEW 

Plan Administrator EyeMed 

Vision Care Services Member Cost: In-Network 

Discounted Exam Services 

Retinal Imaging Benefits Up to $39 

Contact Lens Fit and Follow-Up                                                                                                  

(Contact lens fit and two follow-up visits are available once a comprehensive eye exam has been completed.) 

Standard Contact Lens Fit & Follow-Up $40 

Premium Contact Lens Fit & Follow-Up 10% off retail price 

Discounted Lens Options 

Photochromic (Plastic) $75 

Standard Polycarbonate $40 

Tint (Solid & Gradient) $15 

UV Treatment $15 

Standard Plastic Scratch Coating $15 

Premium Anti-Reflective Coating 

Standard $45 

Tier 1 $57 

Tier 2 $68 

Tier 3 20% off Retail Price 

Other Add-on Services and Materials 20% off Retail Price 

40% off additional pairs of glasses 

20% off  non-prescription sunglasses 

Lasik: Lasik or PRK from US Laser Network                                                                                    

15% off retail price or 5% off promotional price; call 1.800.988.4221 

Hearing Care from Amplifon NetworkCare                                                                                       

Discounts on hearing exam and aids; call 1.877.203.0675 

Additional Vision Discounts 

Freedom Pass: Any frame, any price, for $0 out-of-pocket*  

With the Freedom Pass, employees can enjoy a special offer from Sears Optical and Target 

Optical. For $0 out-of-pocket expense, get any available frame, any brand – no matter the original 

retail price! You’re free to choose any frame in either store at no additional cost to you.  
 

* Offer is also available at LensCrafters, but excludes Chanel, Cartier, Tiffany, Prada, Gucci, Tom Ford and 

Giorgio Armani frames. 
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LIFE AND AD&D INSURANCE OVERVIEW 

BASIC LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT (AD&D) INSURANCE  

Life insurance provides a monetary benefit to your beneficiary in the event of your death while you are employed at the 

company. AD&D insurance is equal to your life insurance benefit amount and is payable to your beneficiary in the 

event of your death as a result of an accident and may also pay benefits in certain injury instances. 

 It is important to keep your beneficiary information up to date.  

Life Insurance 1x Annual Salary 

Accidental Death and Dismemberment Matches life benefit 

VOLUNTARY LIFE AND AD&D INSURANCE 

You have the opportunity to elect Voluntary Life and AD&D Insurance. This will provide an additional life insurance benefit 

for you, your spouse and/or your dependent child(ren). Contributions for these premiums are 100% employee paid.                      

If you waive voluntary life coverage when you are initially eligible you will be required to provide Evidence of Insurability 

(EOI) when enrolling at a later date. EOI is the documentation of good health in order to be approved for coverage. The 

carrier will review and determine approval based on EOI documentation. Benefits may be limited and/or denied based on 

EOI results. Claims incurred prior to the approval of your coverage will not be covered.  

 Voluntary Life and AD&D Coverage Features 

 Employee Spouse Dependent Child(ren) 

Benefit Amount $10,000 increments 
$5,000 increments                       

Employee must have elected at 

least $20,000 in order to purchase. 

$10,000                                      

Employee must have elected at 

least $20,000 in order to purchase. 

Guarantee Issue Amount 

(Applies New Hires ONLY) 
$500,000 (Combined with Basic Life) $50,000 $10,000 

Maximum Benefit 
Not to exceed the lesser of 5x your 

annual salary or $500,000 

(Combined with Basic Life) 

$100,000 not to exceed 50% of 

employee combined Basic & Vol-

untary Life amount.  
$10,000 

Benefit Reduction Schedule Employee and Spouse coverage reduces by 50% when employee reaches age 70  

Administrator The Standard 

Cost of Coverage Provided at no cost  

Administrator The Standard 

Cost of Coverage 

Rates based on elected coverage 

amount and your age                

Employee & Spouse coverage reduces 

by 50% when employee reaches age 70 

Annual Enrollment Opportunity: Employees can elect or increase their benefit amount by multiples of $10,000 

(not to exceed your annual earnings up to the combined Basic and Voluntary life Guarantee Issue amount of 

$500,000) at open enrollment without having to provide evidence of insurability (EOI). 

Voluntary Life and AD&D                                            

MONTHLY Rates per $1,000 of Benefit  

Employee $0.33  

Spouse $0.29  

Dependent Child(ren) $1.18 per $10,000 of Benefit 

~One rate regardless the number of children~ 
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DISABILITY INSURANCE OVERVIEW 

VOLUNTARY SHORT TERM DISABILITY INSURANCE 

Short Term Disability Insurance provides income protection in the event  

you become disabled and are unable to work due to sickness or  

non-occupational injury, including pregnancy, for a short period of time.    

If you waive voluntary disability coverage when you are initially eligible, you will be required to provide Evidence of 

Insurability (EOI) when enrolling at a later date. Please allow 4 to 6 weeks for underwriting review. Claims incurred prior 

to the approval of your coverage will not be covered. Benefits may be limited and/or denied based on the EOI results.  

Rates are based on your salary and age as of January 1, 2019. To figure out what your monthly payroll deductions would 

be use the table below. 

Benefit Amount 60% of weekly earnings 

Benefit Maximum $1,500 

Elimination Period 14 calendar days for an accident/sickness 

Maximum Benefit Period 180 days 

BASIC LONG TERM DISABILITY INSURANCE 

Long Term Disability Insurance provides income protection in the  

event you become disabled and are unable to work for an extended  

period of time. 

Benefit Amount 60% of monthly earnings 

Benefit Maximum $8,000 

Definition of Disability 2 year own occupation 

Benefits Begin After  180 calendar days 

Maximum Benefit Period Social Security Normal Retirement Age (SSNRA) 

Administrator The Standard 

Cost of Coverage Provided at a cost  

Administrator Reliance Standard 

Cost of Coverage Provided at no cost  

Your Age   

(as of 1/1/19) 

Rate per $10 of 

STD Benefit 

< 30 $0.62 

30-34 $0.68 

35-39 $0.48 

40-44 $0.41 

45-49 $0.48 

50-54 $0.55 

55-59 $0.73 

60+ $0.91 

STD Semi-Monthly Payroll Deduction Calculation 

1. Enter your average weekly earnings, not to exceed $2,500 1.  

2. Multiply your weekly earnings (Line 1) by 0.60  2.  

3. Enter your rate from the table above based on your age as of January 1, 2019 3.    

4. Multiply Line 2 by the amount entered on Line 3 4.  

5. Divide the amount on Line 4 by 10 and enter it on Line 5 5.  

6. To calculate your monthly payroll deduction, multiply Line 5 by 12 and then divide by 24 6.  

The amount shown on Line 6 is your estimated semi-monthly deduction for the STD Plan 

Note: employees that go out on STD have the choice to use PTO, or not, to make up the 

difference in what they receive from The Standard up to 100% of earnings.  Employees 

cannot receive full PTO and STD benefits that would exceed 100% of earnings. 
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 ALLSTATE CANCER WITH SPECIFIED DISEASE PLAN 

 

Allstate Benefits Group Cancer and Specified Disease 

plan offers employees and their families benefits which 

can be used for the medical or non-medical expenses 

that can be incurred during treatment of cancer and 

twenty-nine other specified diseases.  Benefits are paid 

in addition to all other insurance and are paid directly to 

the certificate holder (unless the certificate holder 

chooses to assign the benefits to a provider). 

 

If you waive coverage when you are initially eligible you 

will be required to provide Evidence of Insurability when 

enrolling at a later date and it may take 4 to 6 weeks for 

underwriting review.  Claims incurred prior to the 

approval of your coverage will not be covered.  Benefits 

may be limited and/or denied based on the EOI results.   

Twice Monthly Deductions Employee Only Employee + Family 

   

Plan 1 

Plan 2 

$7.49 

$13.83 

$12.60 

$23.51 

Generally employees & their eligible family members who have not been treated for or diagnosed with cancer in the 

last 5 years are eligible to apply for the coverage.  

▪ Those with a history of Basal Cell skin cancer may be considered at any time. 

▪ For cancers of the female generative organs, diagnosed a “Carcinoma-in-Situ,” the application may be considered 
after three years; 

▪ For cancers histories involving more than one site, metastasis, leukemia, Hodgkin’s Disease and any lymph node 
involvement are permanently excluded from eligibility.   

 

These conditions are waived for new employees so that the plan is offered to new employees on a Guaranteed Issue 

basis.  The plan can be converted and made portable if the employee leaves the county.  

 

For more details, please refer to the Allstate Cancer brochure. 

2020 EMPLOYEE CONTRIBUTIONS (PAYROLL DEDUCTIONS FOR ALLSTATE CANCER PLAN) 

The Employer does not endorse this plan 
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Recovering from a serious illness can be hard- and ex-

pensive. Most medical plans aren’t designed to cover 

costs like child care and transportation to doctor’s ap-

pointments. Unfortunately, these expenses can come at 

a time when you’re missing work and your paycheck.  

 

The Aetna Critical Illness plan can help you protect your 

finances. The plan pays cash benefits to you when you 

are diagnosed with a covered condition. You can use 

the money to help cover your deductible or everyday 

expenses like utility bills, mortgage payments and gro-

ceries. It’s up to you. 

 

There are two plan options with face amounts of : 

1. $10,000 

2. $20,000 

AETNA CRITICAL ILLNESS PLAN 

Twice Monthly Deductions Employee Only Employee + Family 

Non-Tobacco   

$10,000 face amount 

$20,000 face amount 

$8.04 

$16.08 

$11.75 

$23.50 

Tobacco*   

$10,000 face amount 

$20,000 face amount 

$13.55 

$27.10 

$19.80 

$39.60 

If you waive coverage when initially eligible, you can apply during open enrollment subject to the pre-existing condition 

limitation for 1 year, which apply to all applicants. 
 

Pre-existing condition means those conditions for which medical advice, diagnosis or care was received or 

recommended within the 365 day period before the insured person’s effective date of coverage. 
 

For more details, please refer to the Aetna Critical Illness brochure. 

*You are a Tobacco User if you currently use or have used any tobacco products in the past 12 months.         

Tobacco products include, but are not limited to, cigarettes, cigars, snuff, dip, chew, pipe and/or any 

nicotine delivery system. 

The Employer does not endorse this plan 

2020 EMPLOYEE CONTRIBUTIONS (PAYROLL DEDUCTIONS FOR AETNA CRITICAL ILLNESS PLAN) 
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FLEXIBLE SPENDING ACCOUNTS (FSA)  

WHAT IS A FLEXIBLE SPENDING ACCOUNT?                                                                                                        

A Flexible Spending Account allows you to set aside money from your paycheck before income taxes (Federal, Social 

Security, Medicare, state and local taxes, if applicable) are withheld. This money is available to pay for eligible expenses, 

such as copayments, deductibles, eyeglasses, contact lenses, prescriptions and other health-related expenses that are 

not reimbursed by insurance or dependent care expenses, such as child care.  

HOW DOES IT WORK?                                                                                                                                   

You decide how much to contribute to your Healthcare FSA on a plan year basis to the maximum allowable amount. 

Your annual election will be divided by the number of pay periods and deducted evenly on a pre-tax basis from each 

paycheck throughout the plan year. 

MEDICAL FSA CLAIMS REIMBURSEMENT                                                                                           

Through Chard Snyder, you have a variety of ways to choose from to submit claims to get reimbursed for your claims: 

debit card, fax, mail or email.  

DEBIT CARD 
You will receive a debit card, which is the most convenient way to receive reimbursement.  Simply swipe your debit card 

at your provider’s office, pharmacy, hospital, etc., at time of service and your claim will be paid instantly. It is important 

when you are utilizing the debit card to still ask for and keep an itemized receipt on file.  You may still receive a letter 

from Chard Snyder requesting this receipt for IRS documentation purposes.  Even if you use the debit card, YOU are 

ultimately responsible to the IRS for documentation (i.e. a receipt).  YOU are required to keep it and submit it so the plan 

is compliant with government regulations.  

Please be advised that if you do not respond to Chard Snyder’s request for an itemized receipt, your card and 

your account will be suspended.   

EMAIL                                                                                                                                                              
You can submit your claims via email to askpenny@chard-snyder.com.  Be sure to include a claim form and your 
substantiation. 
 

FAX OR MAIL 
You are also able to submit your claims via fax at 888-245-8452 or by mail at: ChardSnyder 3510 Irwin Simpson Rd, 
Mason, OH 45040 

Annual FSA Maximum 

Contribution Limits 

Healthcare FSA $2,750 

Dependent Care FSA 

$2,500 per person or 

$5,000 married couple 

filing jointly 

THINGS TO CONSIDER BEFORE YOU  

CONTRIBUTE TO AN FSA 

▪ Be sure to fund the account wisely as the funds are 

“use it or lose it”. Any unused funds at the end of 

the year will automatically be forfeited.  

▪ You cannot take income tax deductions for expenses 

you pay with your Healthcare and/or Dependent 

Care FSA. 

▪ You cannot stop or change contributions to your FSA 

during the year unless you have a change in family 

status consistent with your change in contributions. 

▪ You may have a Health Savings Account and a 

Dependent Care FSA. 

SAMPLE ELIGIBLE EXPENSES 

▪ Unreimbursed medical expenses (deductibles, 

coinsurance, copay, etc.) 

▪ Dental services (excluding cosmetic services) 

▪ Orthodontia 

▪ Glasses, contacts, and eye exams  

▪ Lasik eye surgery 

http://www.mycafeteriaplan.com/
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DEPENDENT CARE FSA OVERVIEW 

WHAT IS A DEPENDENT CARE FSA ACCOUNT? 

This is a pre-tax benefit account used to pay for eligible expenses for dependents under age 13 or care for disabled 

spouse or dependent that allows you - or you and your spouse - to work.  

Below are some examples of eligible expenses: 

DEPENDENT CARE FSA CONTRIBUTION LIMITS 

Under the Dependent Care FSA, if you are married and file a joint return, or if you file a single or head of household 

return, the annual IRS limit is $5,000.  If you are married and file separate returns, you can each elect $2,500 for the 

plan year. You and your spouse must be employed or your spouse must be a full-time student to be eligible to 

participate in the Dependent Care FSA. 

CLAIMS REIMBURSEMENT 

You can submit your claims via email to askpenny@chard-snyder.com.  Be sure to include a claim form and your 

substantiation. 

You are also able to submit your claims via fax at 888-245-8452 or by mail at: ChardSnyder 3510 Irwin Simpson Rd, 

Mason, OH 45040 

Note: You can only be reimbursed for the money you put into the account. For example: if you have 

contributed $200 into your Dependent Care FSA, but your after school care was $300 for the month, you can 

only be reimbursed for $200.  

THINGS TO CONSIDER BEFORE  

YOU CONTRIBUTE TO A  

DEPENDENT CARE FSA 

SAMPLE ELIGIBLE EXPENSES 

▪ Be sure to fund the account wisely as the funds 

are “use it or lose it”. Any unused funds at the 

end of the year will automatically be forfeited.  

▪ You must enroll in the dependent care FSA prior to 

the start of the plan year or during open 

enrollment (unless you experience certain life 

events, called Permitted Election Change 

Events that allow a special mid-year enrollment.)  

▪ Save your receipts for each eligible expense you 

submit for reimbursement.  Receipts should 

include:  For a full list of eligible expenses, visit   

www.irs.gov/publications and refer to Publication  

*In order to receive reimbursement for in-home 

babysitting fees, income must be recorded by the 

provider.  

▪ Fees for licensed day care or adult care  

facilities 

▪ Before and after school care programs for  

dependents under age 13 

▪ Amounts paid for services (including  

babysitters or nursery school) provided in or 

outside of your home 

▪ Nanny expenses attributed to dependent care 

▪ Nursery school (preschool) fees 

▪ Summer Day Camp – primary purpose must be  

custodial care and not educational in nature 

▪ Name (who received service) 

▪ Provider name (provider that 
delivered service) 

▪ Date of Service 

▪Type of service 

▪ Cost of service 
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EMPLOYEE ASSISTANCE PROGRAM (EAP) 

We are interested in your total well-being. That is why we offer an Employee Assistance Program. This program 

provides a counseling service that helps you manage problems before they adversely affect your personal life, health 

and job performance. 
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EAP… TOBACCO CESSATION PROGRAM 
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GLOSSARY OF TERMS 

BALANCE BILLING: When a provider bills you for the difference 

between their charge and what your health plan will pay.  You can be 

balanced billed by a provider who does not participate in the plan 

EVEN if you used a participating facility such as a hospital or surgery 

center. 

CARRIER: The insurance company. 

CLAIM: The request for payment for benefits received in accordance 

with an insurance policy. 

COPAY: A copayment, or copay, is a capped contribution defined in 

the policy and paid by an insured person each time a medical service 

is accessed. It must be paid before any policy benefit is payable by an 

insurance company.  

COINSURANCE: A payment made by the covered person in addition 

to the payment made by the health plan on covered charges, shared 

on a percentage basis. For example, the health plan may pay 80% of 

the allowable charge, with the covered person responsible for the 

remaining 20%. The 20% amount is then referred to as the 

coinsurance amount. 

DEDUCTIBLE: A deductible is the amount you must pay each year 

before your carrier begins to pay for services. If you have a PPO plan, 

there is usually a separate higher deductible for using out of network 

providers. 

EOB (Explanation of Benefits): EOB stands for Explanation of 

Benefits. This is a document produced by your medical insurance 

carrier that explains their response and action (whether it be payment, 

denial, or pending) to a medical claim processed on your behalf.  

HMO: Health Maintenance Organization, this type of medical plan is 

Network exclusive. A participant must receive services from in-

network providers except in a case of medical emergency. 

IN NETWORK: Refers to the use of providers who participate in the 

health plan's provider network. Many benefit plans encourage 

members to use participating in-network providers to reduce out-of-

pocket expenses.  

MAIL ORDER PRESCRIPTIONS: Used as an alternative to retail 

pharmacies, members can order and refill their prescriptions via 

postal mail, Internet, fax, or telephone. Once filled, the prescriptions 

are mailed directly to the member’s home.  

MAINTENANCE DRUGS: A medication that is anticipated to be taken 

regularly for several months to treat a chronic condition such as 

diabetes, high blood pressure and asthma.  

MAXIMUM ALLOWABLE CHARGE: The fees, on which program 

deductibles, maximums and coinsurance percentage are based, that 

a dental program will reimburse a dentist for a service as defined by 

contract. This is the amount that can be charged back to patients. 

This is also referred to as the maximum plan allowance (MPA) or 

maximum allowable charge (MAC). 

 

 

 

MAXIMUM OUT OF POCKET: The total amount a covered 

person must pay before his or her benefits are paid at 100%. 

Depending on the policy, it may or may not include charges 

applied to the deductible and copays. 

OPEN ENROLLMENT: Designated period of time during which 

an employee may enroll in group health coverage. Also, 

designated period of time during the year when individuals 

without group coverage may enroll in health coverage without 

needing medical underwriting.  

OUT OF NETWORK: The use of health care providers who have 

not contracted with the health plan to provide services. HMO 

members are generally not covered for out-of-network services 

except in emergency situations. Members enrolled in Preferred 

Provider Organizations (PPO) and Point-of-Service (POS) 

coverage can go out-of-network, but will pay higher out-of-pocket 

costs.  

PARTICIPATING PROVIDER: Individual physicians, hospitals 

and professional health care providers who have a contract to 

provide services to its members at a discounted rate and to be 

paid directly for covered services.    

PCP (PRIMARY CARE PHYSICIAN): A physician selected by 

the member, who is part of the plan network, who provides 

routine care and coordinates other specialized care. The PCP 

should be selected from the network that corresponds to the plan 

in which you are a member. The physician you choose as your 

PCP may be a family or general practitioner, internist, 

gynecologist or pediatrician.  

PPO: Benefits paid for both in and out of a network of doctors. 

Member makes choice with knowledge that better benefits are 

available in network. Plans feature office visit copays, deductibles 

at a variety of levels and then coinsurance to a maximum out of 

pocket expense. Usually includes copays for prescription drugs. 

PREVENTIVE CARE: Care rendered by a physician to promote 

health and prevent future health problems for a member who 

does not exhibit any symptoms. Examples are routine physical 

examinations and immunizations.  

REFERRAL: A written recommendation by a physician that a 

member may receive care from a specialty physician or facility.  

SPECIALIST: A participating physician who provides non-routine 

care, such as a dermatologist or orthopedist.  
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Note to All Employees 

Certain Federal Regulations require employers to provide disclosures of these regulations to all employees. The 

remainder of this document provides you with the required disclosures related to our employee benefits plan. If you have 

any questions or need further assistance please contact your Plan Administrator as follows: 

January 1, 2020 
Seminole County Government 
Human Resources 
1101 E, 1st Street, 3rd Floor 
Sanford, FL 32771  
407-665-5272 
 

Notice Regarding Special Enrollment Rights 

If you do not timely or properly complete the enrollment process, you and your Eligible Dependents generally will not be 

covered under the applicable Plan for the remainder of the Plan Year, except as described below. Also, if you fail to 

specifically enroll your Eligible Dependents on the enrollment form, your Eligible Dependents will not be covered under 

the applicable Plan for the remainder of the Plan Year, except as otherwise provided below. 

(a.) If you decline enrollment for yourself or your dependents because you or your dependent had other health insurance 

or group health plan coverage, either through COBRA or otherwise, you may enroll yourself and Eligible Dependents in 

the Health Program within 30 days of the loss of that coverage. For this purpose, “loss of coverage” will occur if the 

other group health plan coverage terminates as a result of: (i) termination of employer contributions for the other 

coverage; (ii) exhaustion of the maximum COBRA period; (iii) legal separation or divorce; (iv) death; (v) termination of 

employment; (vi) reduction in hours of employment; or (vii) failure to elect COBRA coverage. 

However, a loss of coverage will not be deemed to occur if the other coverage terminates due to a failure to pay 

premiums or termination for cause. At the time you enroll in the Employer’s Plan, you must provide a written statement 

from the administrator of the other health plan that you no longer have that coverage.  

(b.) You are eligible to enroll yourself and your Eligible Dependent in the Health Program within 30 days of the date you 

acquire a new Eligible Dependent through marriage, birth, adoption or placement for adoption. Your enrollment will 

become effective on the date of marriage, birth, adoption or placement for adoption. (Note pre-tax payments may not be 

made for retroactive coverage due to marriage.) 

(c.) You are eligible to enroll yourself and your Eligible Dependent in the Plan within 60 days after either: 

(1.) You or your Eligible Dependent’s Medicaid coverage under title XIX of the Social Security Act or CHIP coverage 

through a State child health plan under title XXI of the Social Security Act is terminated as a result of loss of eligibility for 

such coverage; or 

(2.) You or your Eligible Dependent is determined to be eligible for employment assistance under Medicaid or CHIP to 

help pay for coverage under the Plan. 

 

Notice Regarding Women’s Health and Cancer Rights Act (Janet’s Law) 

On October 21, 1998, Congress passed a Federal Law known as the Women’s Health and Cancer Rights Act. The law 

includes important new protections for breast cancer patients who elect breast reconstruction in connection with a 

mastectomy. For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined 

in consultation with the attending physician and patient, for: 
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• Reconstruction of the breast on which the mastectomy was performed; 

• Surgery and reconstruction of the other breast to produce a symmetrical appearance; and 

• Prostheses and treatment of physical complications at all stages of the mastectomy, including lymph edemas 

These benefits will be provided subject to the same deductible and coinsurance applicable to other medical and 

surgical benefits provided under this plan. 

If you would like more information on WHCRA benefits, please call your plan administrator. 

Medicare Notice 

You must notify Seminole County Government when you or your dependents become Medicare eligible. Seminole 

County Government  is required to contact the insurer to inform them of your Medicare status. Federal law 

determines whether Medicare or the group health plan is the primary payer. You must also notify Medicare directly 

that you have group health insurance coverage. Privacy laws prohibit Medicare from discussing coverage with 

anyone other than the Medicare beneficiary or their legal guardian. The toll-free number to Medicare Coordination of 

Benefits is 1-800-999-1118. 

If you have Medicare or will become eligible for Medicare in the next 12 months, a federal law gives you more 

choices in your prescription drug plan. Please see the complete Medicare Part D Coverage Notice(s) below. 

Medicare Part D Coverage Notice – Important Information About Your Prescription Drug Coverage and 

Medicare 

Please note that the following notice only applies to individuals who are or will become eligible for Medicare in the 

next 12 months. 

Medicare eligible individuals may include employees, spouses or dependent children who are Medicare eligible for 

one of the following reasons. 

• Due to the attainment of age 65 

• Due to certain disabilities as determined by the Social Security Administration 

• Due to end-stage renal disease (ESRD) 

 

Please read this notice carefully and keep it where you can find it. This notice has information about your current 

prescription drug coverage with Seminole County Government  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:  

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. 

Seminole County Government  has determined that the prescription drug coverage offered by your company plan is, 

on average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage 
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pays and is therefore considered Creditable Coverage. If 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 15 through 

December 7. 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 coverage will not be affected. Your current coverage pays for 

other health expenses in addition to prescription drugs. The prescription drug coverage is part of the Group Health Plan 

and cannot be separated from the medical coverage. If you enroll in a Medicare prescription drug plan, you and your 

eligible dependents will still be eligible to receive all of your current health and prescription drug benefits. You have the 

option to waive the coverage provided under the Group Health Plan due to your eligibility for Medicare. If you decide to 

waive coverage under the Group Health Plan due to your Medicare eligibility, you will be entitled to re-enroll in the plan 

during the next open enrollment period.  

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 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 19 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 your HR Representative. You will receive this notice each year and again, if this coverage through your 

company 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: 

• Visit www.medicare.gov  

• 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, visit U.S. Social Security Administration’s at www.socialsecurity.gov or call 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/
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HIPAA Privacy 

The Plan complies with the privacy requirements of the Health Insurance Portability and Accountability Act of 1996 

(HIPAA). These requirements are described in a Notice of Privacy Practices that was previously given to you. A copy of 

this notice is available upon request. 
 

Health Insurance Marketplace Coverage Options and Your Health Coverage 

There is an additional way to buy health insurance: the Health Insurance Marketplace. To assist you as you evaluate 

options for you and your family, this notice provides some basic information about the new Marketplace. 

What is the Health Insurance Marketplace? 

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 

Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible 

for a new kind of tax credit that lowers your monthly premium right away. 

Each year, the open enrollment period for health insurance coverage through the Marketplace runs from Nov. 1 through 

Dec. 15 of the previous year. After Dec. 15, you can get coverage through the Marketplace only if you qualify for a 

special enrollment period or are applying for Medicaid or the Children’s Health Insurance Program (CHIP). 

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

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 

offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on 

your household income. 

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for 

a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible 

for a tax credit that lowers your monthly premium or a reduction in certain cost-sharing if your employer does not offer 

coverage to you at all or does not offer coverage that meets certain standards. 

If the cost of a plan from your employer that would cover you (and not any other members of your family) is more than 

9.86 percent of your household income for 2019, or if the coverage your employer provides does not meet the "minimum 

value" standard set by the Affordable Care Act, you may be eligible for a tax credit. (An employer-sponsored health plan 

meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is no less 

than 60 percent of such costs.) 

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 

employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer 

contribution—as well as your employee contribution to employer-offered coverage—is often excluded from income for 

federal and state income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax 

basis. 

How Can I Get More Information? 

For more information about your coverage offered by your employer, please check your summary plan description or 

contact the Human Resources Department. The Marketplace can help you evaluate your coverage options, including 

your eligibility for coverage through the Marketplace and its cost. Please visit HealthCare.gov for more information, as 

well as an online application for health insurance coverage and contact information for a Health Insurance Marketplace 

in your area. 
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Availability of Summary Health Information 

As an employee, the health benefits available to you represent a significant component of your compensation package. 

They also provide important protection for you and your family in the case of illness or injury. 

Your plan offers a series of health coverage options. Choosing a health coverage option is an important decision. To 

help you make an informed choice, your plan makes available a Summary of Benefits and Coverage (SBC), which 

summarizes important information about any health coverage option in a standard format, to help you compare across 

options. 

The SBC is available on SharePoint.  

A paper copy is also available, free of charge, by contacting HR at 407-665-5272. 



 

38 This booklet is intended for illustration and informational purposes only. The plan documents, insurance certificates and policies will serve as the governing documents 

to determine plan eligibility, benefits and payments. In the case of conflict between the information in this booklet and the official plan documents, the plan documents 

will always govern. 

IMPORTANT DISCLOSURES 

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)  

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your 
state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP 
programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance 
programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.  For more 
information, visit www.healthcare.gov.   

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State 
Medicaid or CHIP office to find out if premium assistance is available.   
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents 
might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 
www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program that might help you 
pay the premiums for an employer-sponsored plan.   
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is called a 
“special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible for 
premium assistance.  If you have questions about enrolling in your employer plan, contact the Department of Labor at 

www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health plan 
premiums.  The following list of states is current as of January 31, 2019.  Contact your State for more information 
on eligibility. 

ALABAMA– Medicaid FLORIDA – Medicaid 

Website: http://myalhipp.com/ 

Phone: 1-855-692-5447 

Website: http://flmedicaidtplrecovery.com/hipp/ 

Phone: 1-877-357-3268 

ALASKA – Medicaid GEORGIA – Medicaid 

The AK Health Insurance Premium Payment Program 

Website:  http://myakhipp.com/ 

Phone:  1-866-251-4861 

Email:  CustomerService@MyAKHIPP.com 

Medicaid Eligibility: http://dhss.alaska.gov/dpa/Pages/medicaid/

default.aspx 

Website: Medicaid 

www.medicaid.georgia.gov 

- Click on Health Insurance Premium Payment (HIPP) 

Phone: 404-656-4507 

ARKANSAS – Medicaid INDIANA – Medicaid 

Website: http://myarhipp.com/ 

Phone: 1-855-MyARHIPP (855-692-7447) 

Healthy Indiana Plan for low-income adults 19-64 

Website: http://www.in.gov/fssa/hip/ 

Phone: 1-877-438-4479 

All other Medicaid 

Website: http://www.indianamedicaid.com 

Phone 1-800-403-0864 

http://www.healthcare.gov
http://www.insurekidsnow.gov
http://www.askebsa.dol.gov
http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://www.medicaid.georgia.gov
http://myarhipp.com/
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
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IOWA – Medicaid NEVADA – Medicaid 

Website: http://dhs.iowa.gov/hawk-i 

Phone: 1-800-257-8563 

Medicaid Website:  https://dhcfp.nv.gov 

Medicaid Phone:  1-800-992-0900 

KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 

Website: http://www.kdheks.gov/hcf/ 

Phone: 1-785-296-3512 

Website: https://www.dhhs.nh.gov/oii/hipp.htm 

Phone: 603-271-5218 

Toll Free: 1-800-852-3345, ext 5218 

KENTUCKY – Medicaid NEW JERSEY – Medicaid and CHIP 

Website: https://chfs.ky.gov 

Phone: 1-800-635-2570 

Medicaid Website: 

http://www.state.nj.us/humanservices/dmahs/clients/medicaid/ 

Medicaid Phone: 609-631-2392 

CHIP Website: http://www.njfamilycare.org/index.html 

CHIP Phone: 1-800-701-0710 
LOUISIANA – Medicaid NEW YORK – Medicaid 

Website: http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 

Phone: 1-888-695-2447 

Website: https://www.health.ny.gov/health_care/medicaid/ 

Phone: 1-800-541-2831 

MAINE – Medicaid NORTH CAROLINA – Medicaid 

Website: http://www.maine.gov/dhhs/ofi/public-assistance/

index.html 

Phone: 1-800-442-6003 

TTY: Maine relay 711 

Website:  https://dma.ncdhhs.gov/ 

Phone:  919-855-4100 

MASSACHUSETTS – Medicaid and CHIP NORTH DAKOTA – Medicaid 

Website: http://www.mass.gov/eohhs/gov/departments/masshealth/ 

Phone: 1-800-862-4840 

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/ 

Phone: 1-844-854-4825 

MINNESOTA – Medicaid OKLAHOMA – Medicaid and CHIP 

Website:https://mn.gov/dhs/people-we-serve/seniors/health-care/

health-care-programs/programs-and-services/other-insurance.jsp 

Phone: 1-800-657-3739 or 651-431-2670 

Website: http://www.insureoklahoma.org 

Phone: 1-888-365-3742 

MISSOURI – Medicaid OREGON – Medicaid and CHIP 

Website: https://www.dss.mo.gov/mhd/participants/pages/hipp.htm 

Phone: 573-751-2005 

Website: http://healthcare.oregon.gov/Pages/index.aspx 

http://www.oregonhealthcare.gov/index-es.html 

Phone: 1-800-699-9075 

MONTANA – Medicaid PENNSYLVANIA – Medicaid 

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 

Phone: 1-800-694-3084 

Website: http://www.dhs.pa.gov/provider/medicalassistance 

/healthinsurancepremiumpaymenthippprogram/index.htm 

Phone: 1-800-692-7462 

NEBRASKA – Medicaid RHODE ISLAND – Medicaid 

Website:  http://www.ACCESSNebraska.ne.gov 

Phone: (855) 632-7633 

Lincoln: (402) 473-7000 

Omaha: (402) 595-1178 

Website: http://www.eohhs.ri.gov/ 

Phone: 855-697-4347 

http://dhs.iowa.gov/hawk-i
http://www.kdheks.gov/hcf/
https://www.dhhs.nh.gov/oii/hipp.htm
https://chfs.ky.gov
http://www.state.nj.us/humanservices/%0ddmahs/clients/medicaid/
http://www.state.nj.us/humanservices/%0ddmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
https://www.health.ny.gov/health_care/medicaid/
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
https://dma.ncdhhs.gov/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
http://www.insureoklahoma.org/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.ACCESSNebraska.ne.gov
http://www.eohhs.ri.gov/
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To see if any other states have added a premium assistance program since January 31, 2019, or for more information on 

special enrollment rights, contact either: 

U.S.  Department of Labor U.S.  Department of Health and Human Services 

Employee Benefits Security Administration Centers for Medicare & Medicaid Services 

www.dol.gov/agencies/ebsa   www.cms.hhs.gov 

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext.  61565  

SOUTH CAROLINA – Medicaid VIRGINIA – Medicaid and CHIP 

Website: https://www.scdhhs.gov 

Phone: 1-888-549-0820 

Medicaid Website: http://www.coverva.org/

programs_premium_assistance.cfm 

Medicaid Phone:  1-800-432-5924 

CHIP Website: http://www.coverva.org/

programs_premium_assistance.cfm 

CHIP Phone: 1-855-242-8282 
SOUTH DAKOTA - Medicaid WASHINGTON – Medicaid 

Website: http://dss.sd.gov 

Phone: 1-888-828-0059 

Website: http://www.hca.wa.gov/free-or-low-cost-health-care/

program-administration/premium-payment-program 

Phone:  1-800-562-3022 ext.  15473 
TEXAS – Medicaid WEST VIRGINIA – Medicaid 

Website: http://gethipptexas.com/ 

Phone: 1-800-440-0493 

Website:  http://mywvhipp.com/ 

Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 

Medicaid Website: https://medicaid.utah.gov/ 

CHIP Website: http://health.utah.gov/chip 

Phone: 1-877-543-7669 

Website: 

https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf 

Phone: 1-800-362-3002 
VERMONT– Medicaid WYOMING – Medicaid 

Website: http://www.greenmountaincare.org/ 

Phone: 1-800-250-8427 

Website: https://health.wyo.gov/healthcarefin/medicaid/ 

Phone: 307-777-7531 

https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
https://www.scdhhs.gov
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://dss.sd.gov/
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://gethipptexas.com/
http://mywvhipp.com
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://www.greenmountaincare.org/
https://health.wyo.gov/healthcarefin/medicaid/
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  43  
This booklet is intended for illustration and informational purposes only. The plan documents, insurance certificates and policies will serve as the governing documents 

to determine plan eligibility, benefits and payments. In the case of conflict between the information in this booklet and the official plan documents, the plan documents 

will always govern. 

 

BENEFIT CONSULTANT 
 
 

General Claims and Benefit Information 

Customer Service Helpline: In order to help you with your benefit questions, claim 

issues, and general inquiries, you and your dependents may contact Hylant. Hylant is a  

one-source helpline for your benefit questions. Please call the toll-free number listed 

below, Monday-Friday during normal business hours, 8 a.m.- 4:30 p.m., and speak to a 

customer service specialist who can assist you with your benefit questions. 

Toll Free:  (866) 740-5550 

www.hylant.com 

HR Program Manager 
 

Benefits Coordinator 

Bobbi Kidd 
 

Tania Rivera 

407-665-7952 
 

407-665-5272                   
407-665-7939 fax 

bkidd@seminolecountyfl.gov 
 

trivera@seminolecountyfl.gov 
 

 

Medical 

 

 

 

 
 

Health Savings Account 

(HSA) 

 

Florida Blue 

Member Services 
 

Medication Guide 

 

 
 

HealthEquity 

 

800-664-5295 

 

 

 

 
 
 

1-866-346-5800 

 

www.floridablue.com 

 
 

http://www.floridablue.com/

DocumentLibrary/Providers/Content/

MedGuide.pdf 
 

www.healthequity.com/ed/learnhsa 

eMail: memberservices@healthequity.com 

Dental Lincoln Financial 800-423-2765 www.lfg.com 

Vision EyeMed 866-939-3633  
www.eyemed.com  

Select “Insight” network. 

Life/AD&D The Standard 877-490-9991 www.standard.com 

Short Term Disability The Standard 877-490-9991 www.standard.com 

Long Term Disability Reliance Standard 800-351-7500 
www.rsli.com 

customer.service@rsli.com 
 

Flexible Spending            

Accounts (FSA) 

 

Chard Snyder 
 

800-982-7715 

Claims fax: 

888-245-8452 

 

www.chard-snyder.com 

Employee Assistance 

Program (EAP) 
ComPsych 844-669-2751 

www.guidanceresources.com 

Company ID: SEMINOLECOUNTY 

Professional Benefit 

Plans  (Cancer &                       

Specified Disease) 

American Heritage/
Allstate 

Doug Murdock 

407-366-4252 doug@probenefitplans.com 

Critical Illness Plan Aetna 888-772-9682 www.aetna.com/voluntary/employees/ 

CONTACT INFORMATION 

When contacting any of the companies above, it is important to have the insurance card or ID number(s) of the subscriber for the 

coverage you are calling about as well as any appropriate paperwork, such as an explanation of benefits, a denial letter, receipts, 

etc. 

file:///C:/Users/camerta/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/2AM13FEO/www.hylant.com
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2020 ENROLLMENT 

BENEFITS 
GUIDE 


	Structure Bookmarks
	 
	  1 
	 
	This booklet is intended for illustration and informational purposes only. The plan documents, insurance certificates and policies will serve as the governing documents to determine plan eligibility, benefits and payments. In the case of conflict between the information in this booklet and the official plan documents, the plan documents will always govern. 
	1/1/2020-12/31/2020                   ENROLLMENT 
	If you (and/or) your dependents have Medicare or will become eligible for Medicare in the next 12 months, a Federal law gives you more choices about your prescription drug coverage. Please see pages 34-35 for more details.  
	 
	2 
	This booklet is intended for illustration and informational purposes only. The plan documents, insurance certificates and policies will serve as the governing documents to determine plan eligibility, benefits and payments. In the case of conflict between the information in this booklet and the official plan documents, the plan documents will always govern. 
	BENEFITS ELIGIBILITY OVERVIEW 
	ELIGIBILITY 
	MEDICAL BENEFITS OVERVIEW 
	MEDICAL BENEFITS OVERVIEW 
	The following is a summary of your medical benefits. For a more detailed explanation of benefits, please refer to your certificate of coverage or SBC. You may access a list of participating providers through the carrier’s website.  
	~RX Notes:  If you request a Brand Name Prescription Drug when a Generic is available, you will be responsible for the copayment applicable to Brand Name Prescription Drugs; and the difference in cost between the Generic Prescription Drug and the Brand Name Prescription Drug, as indicated on the BlueScript pharmacy Program Schedule of Benefits (unless the physician indicates "Dispense As Written" (DAW)).                                                                                                         
	TELEMEDICINE 
	Teladoc is an independent company contracted by Florida Blue to provide physician visits via phone or online video to members with non-emergent medical issues. Teladoc is only available in the U.S.  Teladoc® is a trademark of Teladoc, Inc.                                                                                                                                                                                                                                                                                 
	Same as PCP Copay!           
	NEW PHARMACY NETWORK 
	1 Retail costs reflect the estimated amount you’ll pay, after your health plan’s cost share, such as copay and coinsurance, have been met. Actual cost will be determined at the time of purchase.                                               2 CVS-owned pharmacies are out of network in 2020  including Bear Creek Pharmacy, Care Pharmacy, Care Plus CVS/Pharmacy, CarePlus, CarePlus CVS Pharmacy, Longs Drug Store, Longs Pharmacy, Navarro Discount Pharmacy, Navarro Health Services, RxAmerica,Target Pharmacy and W
	HEALTH SAVINGS ACCOUNT (HSA)  
	SETTING UP YOUR HSA Once you are covered by a qualified health plan you may set up your HSA.  If you are enrolling in the FSA you may not enroll in the HSA. 
	USING HSA MONEY You decide when to spend money from your HSA.  If you pay out of pocket for an eligible medical  expense, you can choose to not reimburse yourself and let the money in your HSA build up or you can reimburse yourself for the expense from your HSA.   
	WHAT IS A HEALTH SAVINGS ACCOUNT? 
	ELIGIBLE EXPENSES The money in your HSA must be used for eligible medical, dental, vision, and prescription drug  expenses. In general, eligible health care expenses are those that qualify toward the deductibles,  copays, and coinsurance with your health  insurance. If you use money for a dental, vision or medical expense that is not covered by the medical plan, it is important you understand your medical plan deductible still needs to be met if an expense is incurred.  
	NOTE: PLEASE SEE IRS REGULATIONS OR HR FOR HSA ENROLLMENT ELIGIBILITY 
	HEALTH SAVINGS ACCOUNT WITH HEALTHEQUITY 
	BUILD FUNDS WITH TAX BREAKS 
	2020 HEALTH INSURANCE FUNDING  
	Employees and/or Spouses who participated in, and met the criteria of the County’s Wellness Program (wellness physical & biometrics) will be eligible to receive the wellness preferred rates as noted in the next page. 
	2020 HEALTH INSURANCE FUNDING  
	WELLNESS PROGRAM OVERVIEW 
	 
	HEALTHY BALANCE WELLNESS PROGRAM 
	Seminole County provides ongoing resources to support our employees in improving their health and well-being through healthy lifestyle choices.  
	Five Points Wellness Center | 3,400 square foot facility | 200 W. County Home Road, Sanford 
	County Services Building Wellness Center | 950 square foot facility | 1302 E. Second Street, Sanford 
	Seminole County Teams at the Lynx Funding Partners Softball Tournament 2018 
	IOA 5K Run/Walk 2018 
	PHARMACY RESOURCES 
	 
	GENERIC AND FREE, OR $4 
	▪ Publix:  a variety of oral antibiotics for FREE & 90-day supply of some common generic medications for $7.50  
	DENTAL BENEFITS OVERVIEW 
	Dental coverage is provided by Lincoln. With Lincoln you have access to an extensive network of dentist’s.  Employees have the choice of three dental plans: a DHMO, Low PPO plan, and a High PPO plan.   
	*OON reimbursement based on  Maximum Allowable Charge (MAC) 
	**OON reimbursement based on 90th % of Usual,      Customary & Reasonable (UCR) charges 
	DENTAL NETWORK 
	VISION BENEFITS OVERVIEW 
	Vision coverage is provided by EyeMed. Each person covered under the plan has the freedom to visit any vision provider, however you receive the most benefit by seeing an In-Network provider.  
	VISION BENEFITS OVERVIEW 
	Additional Vision Discounts 
	LIFE AND AD&D INSURANCE OVERVIEW 
	BASIC LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT (AD&D) INSURANCE  
	VOLUNTARY LIFE AND AD&D INSURANCE 
	Annual Enrollment Opportunity: Employees can elect or increase their benefit amount by multiples of $10,000 (not to exceed your annual earnings up to the combined Basic and Voluntary life Guarantee Issue amount of $500,000) at open enrollment without having to provide evidence of insurability (EOI). 
	DISABILITY INSURANCE OVERVIEW 
	VOLUNTARY SHORT TERM DISABILITY INSURANCE 
	BASIC LONG TERM DISABILITY INSURANCE 
	Note: employees that go out on STD have the choice to use PTO, or not, to make up the difference in what they receive from The Standard up to 100% of earnings.  Employees cannot receive full PTO and STD benefits that would exceed 100% of earnings. 
	 ALLSTATE CANCER WITH SPECIFIED DISEASE PLAN 
	 
	Allstate Benefits Group Cancer and Specified Disease plan offers employees and their families benefits which can be used for the medical or non-medical expenses that can be incurred during treatment of cancer and twenty-nine other specified diseases.  Benefits are paid in addition to all other insurance and are paid directly to the certificate holder (unless the certificate holder chooses to assign the benefits to a provider). 
	Generally employees & their eligible family members who have not been treated for or diagnosed with cancer in the last 5 years are eligible to apply for the coverage.  
	2020 EMPLOYEE CONTRIBUTIONS (PAYROLL DEDUCTIONS FOR ALLSTATE CANCER PLAN) 
	The Employer does not endorse this plan 
	Recovering from a serious illness can be hard- and ex-pensive. Most medical plans aren’t designed to cover costs like child care and transportation to doctor’s ap-pointments. Unfortunately, these expenses can come at a time when you’re missing work and your paycheck.  
	AETNA CRITICAL ILLNESS PLAN 
	If you waive coverage when initially eligible, you can apply during open enrollment subject to the pre-existing condition limitation for 1 year, which apply to all applicants. 
	*You are a Tobacco User if you currently use or have used any tobacco products in the past 12 months.         Tobacco products include, but are not limited to, cigarettes, cigars, snuff, dip, chew, pipe and/or any nicotine delivery system. 
	The Employer does not endorse this plan 
	2020 EMPLOYEE CONTRIBUTIONS (PAYROLL DEDUCTIONS FOR AETNA CRITICAL ILLNESS PLAN) 
	FLEXIBLE SPENDING ACCOUNTS (FSA)  
	WHAT IS A FLEXIBLE SPENDING ACCOUNT?                                                                                                        A Flexible Spending Account allows you to set aside money from your paycheck before income taxes (Federal, Social Security, Medicare, state and local taxes, if applicable) are withheld. This money is available to pay for eligible expenses, such as copayments, deductibles, eyeglasses, contact lenses, prescriptions and other health-related expenses that are not reimbursed
	THINGS TO CONSIDER BEFORE YOU  CONTRIBUTE TO AN FSA 
	▪ Be sure to fund the account wisely as the funds are “use it or lose it”. Any unused funds at the end of the year will automatically be forfeited.  
	SAMPLE ELIGIBLE EXPENSES 
	DEPENDENT CARE FSA OVERVIEW 
	WHAT IS A DEPENDENT CARE FSA ACCOUNT? 
	DEPENDENT CARE FSA CONTRIBUTION LIMITS 
	THINGS TO CONSIDER BEFORE  YOU CONTRIBUTE TO A  DEPENDENT CARE FSA 
	SAMPLE ELIGIBLE EXPENSES 
	▪ Be sure to fund the account wisely as the funds are “use it or lose it”. Any unused funds at the end of the year will automatically be forfeited.  
	For a full list of eligible expenses, visit   www.irs.gov/publications and refer to Publication  
	*In order to receive reimbursement for in-home babysitting fees, income must be recorded by the provider.  
	▪ Fees for licensed day care or adult care  facilities 
	▪ Name (who received service) 
	▪ Date of Service 
	EMPLOYEE ASSISTANCE PROGRAM (EAP) 
	We are interested in your total well-being. That is why we offer an Employee Assistance Program. This program provides a counseling service that helps you manage problems before they adversely affect your personal life, health and job performance. 
	EAP… TOBACCO CESSATION PROGRAM 
	GLOSSARY OF TERMS 
	BALANCE BILLING: When a provider bills you for the difference between their charge and what your health plan will pay.  You can be balanced billed by a provider who does not participate in the plan EVEN if you used a participating facility such as a hospital or surgery center. 
	IMPORTANT DISCLOSURES 
	Note to All Employees 
	IMPORTANT DISCLOSURES 
	IMPORTANT DISCLOSURES 
	IMPORTANT DISCLOSURES 
	IMPORTANT DISCLOSURES 
	IMPORTANT DISCLOSURES 
	Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)  
	IMPORTANT DISCLOSURES 
	IMPORTANT DISCLOSURES 
	To see if any other states have added a premium assistance program since January 31, 2019, or for more information on special enrollment rights, contact either: 
	PLANSOURCE ENROLLMENT INSTRUCTIONS 
	PLANSOURCE ENROLLMENT (CONTINUED) 
	CONTACT INFORMATION 
	When contacting any of the companies above, it is important to have the insurance card or ID number(s) of the subscriber for the coverage you are calling about as well as any appropriate paperwork, such as an explanation of benefits, a denial letter, receipts, etc. 
	 
	2020 ENROLLMENT 


