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About this Schedule of Benefits

This Schedule of Benefits outlines the cost-shares (such as deductibles, copayments and coinsurance)
that apply to covered services under your plan. It is intended only to highlight your benefits and should not
be relied upon to fully determine your coverage. If this Schedule of Benefits conflicts in any way with the
Certificate of Coverage (contract), the contract shall prevail. Please review your contract for a description
of services, supplies, terms and conditions of coverage.

For multiple outpatient services received on the same date of service, more than one cost-share may
apply, unless expressly stated otherwise herein. For example, if you receive an injection in your
physician’s office, you may be responsible for the cost-share associated with a physician visit and the
cost-share associated with practitioner-administered medications under this plan.

How to contact us for help
For assistance regarding information about coverage, questions or complaints, please call Customer
Service toll-free at 1.844.522.5279. You may also log onto your secure member portal at myAHplan.com.
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SCHEDULE OF BENEFITS

AV =90.72%

MEMBER COST-SHARE

PLAN FEATURES In-Network Out-of-Network
Medical Calendar Year Deductible (Per Individual/Family) $0 $500/$1,000
Pharmacy Calendar Year Deductible (Per Individual/Family) $0 N/A
Coinsurance 0% 30%

Maximum Out-of-Pocket Expense Limit (Per Individual/Family)
Includes medical and pharmacy expenses per calendar year.

$1,300/$2,600

$2,600/$5,200

Health First
Out-of-Network Fee Schedule N/A Allowable Fee
Schedule
COVERED SERVICES' In-Network Out-of-Network?

OUTPATIENT SERVICES AND SUPPLIES

Authorization rules may apply. Access your member portal at myAHplan.com to view the Authorization List.

Preventive Care Services

Services are covered in accordance with Affordable Care Act $0 Deductible then
requirements, including age, risk-factor and frequency guidelines. Coinsurance
See HealthCare.gov for the current list of covered preventive services.
Primary Care Physician Office Visit $20 ngl.mt'ble then
oinsurance
Specialist Office Visit $40 Peductible then
oinsurance
Chiropractic Services $40 Deductible then
26 visits maximum per calendar year Coinsurance
Podiatry Services $40 nggctlble then
oinsurance
Prenatal/Postnatal Office Visit (not including perinatology)
Up to 15 visits per calendar year are covered without cost-sharing in- $0 Deductible then
network. Additional visits are subject to the appropriate physician office Coinsurance
visit cost-share.
Urgent Care Clinic Visit Deductible then
$40

Coinsurance
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MEMBER COST-SHARE

COVERED SERVICES'

In-Network

Out-of-Network?

Diagnostic Lab Services (e.g., blood work)
Includes independent clinical labs. Does not include genetic testing.

$0

Deductible then
Coinsurance

Genetic Testing Lab Services

$0 Copayment
after Deductible

Deductible then
Coinsurance

Radiology Services (Per visit, per type)

Deductible then

CT, MRI, MRA, PET and Nuclear Studies

Includes x-rays, ultrasounds, echocardiograms, fluoroscopies, diagnostic $75 Coinsurance
mammography and other standard radiology services.

Maternity Ultrasounds $75 Dgg?ﬁ;'f:aer:ssn
Advanced Imaging Services (Per visit, per type) $150 Deductible then

Coinsurance

Allergy Testing and Immunotherapy (Per visit)
Includes allergy injections administered by a health care provider.

$0 Copayment
after Deductible

Deductible then
Coinsurance

Practitioner-Administered Medications

Medications administered by a health care provider in an office or
outpatient setting. Includes chemotherapy, infusions, therapeutic injections
and other medications ordered and administered by a provider.

$0 Copayment
after Deductible

Deductible then
Coinsurance

Radiation Services

$0 Copayment
after Deductible

Deductible then
Coinsurance

Dialysis Services

$0 Copayment
after Deductible

Deductible then
Coinsurance

Other Diagnostic and Therapeutic Tests and Services
Medically necessary outpatient diagnostic and therapeutic services not
classified elsewhere within this Schedule of Benefits

$0 Copayment
after Deductible

Deductible then
Coinsurance

Emergency Room Visit (Copayment waived if admitted) $100

Outpatient Surgery — Facility Services $200 Deductible then
Includes outpatient hospital & Ambulatory Surgery Center. Coinsurance
Outpatient Surgery — Physician/Surgeon Services $0 Deductible then
Includes outpatient hospital & Ambulatory Surgery Center. Coinsurance

AdventHealth Platinum POS 100 5591 (1_2021)




AdventHealth

Advantage Plans

Underwritten by Health First Commercial Plans

AdventHealth Platinum POS 100 5591

SCHEDULE OF BENEFITS

AV =90.72%

MEMBER COST-SHARE

COVERED SERVICES'

In-Network

Out-of-Network?

Outpatient Observation (Per stay)

$100

Deductible then
Coinsurance

Durable Medical Equipment, Orthotics, & Prosthetic Devices

$0 Copayment
after Deductible

Deductible then
Coinsurance

Home Health Care
60 visits maximum per calendar year

$0 Copayment
after Deductible

Deductible then
Coinsurance

Rehabilitative Physical, Speech and Occupational Therapies
35 visits maximum per calendar year for each condition being treated

$0 Copayment
after Deductible

Deductible then
Coinsurance

Habilitation Services
35 visits maximum per calendar year for each condition being treated

$0 Copayment
after Deductible

Deductible then
Coinsurance

Cardiac & Pulmonary Rehabilitation
Coverage is limited to 36 sessions per lifetime, per service.
(Additional days may be authorized when medically necessary.)

$0 Copayment
after Deductible

Deductible then
Coinsurance

Hyperbaric Oxygen Therapy

$0 Copayment
after Deductible

Deductible then
Coinsurance

Ambulance Services

$100

Outpatient Hospice Services

$40

Deductible then
Coinsurance

All Other Medically Necessary Outpatient Services

$0 Copayment
after Deductible

Deductible then
Coinsurance

INPATIENT MEDICAL SERVICES

Authorization rules may apply. Access your member portal at myAHplan.com to view the Authorization List.

$300/day,

Inpatient Hospital Facility Services (Per admission) davs 1 — 4 Deductible then
Inpatient rehabilitation services limited to 21 days per calendar year. $0 ydays 5+ Coinsurance
Inpatient Physician and Surgical Services $0 Dg?;ij:;'l:)rlaer:gsn
Skilled Nursing Facility Services (Per admission) §:0§/1diy‘i Deductible then
120 days maximum per calendar year $0 ydays 5+ Coinsurance
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MEMBER COST-SHARE

COVERED SERVICES'

In-Network

Out-of-Network?

Inpatient Hospice Services

$40

Deductible then
Coinsurance

BEHAVIORAL HEALTH SERVICES

Authorization rules may apply. Access your member portal at myAHplan.com to view the Authorization List.

$300/day, .
Inpatient Mental Health Care (Per admission) days1-4 Dedgctlble then
$0, days 5+ Coinsurance
Partial Hospitalization .
A structured program of active treatment for psychiatric care that is more $0 Dgglij:;f:aer:ssn
intense than the care performed in a physician’s or therapist’s office.
Mental Health Care Office Visit $40 D(e:dgctlble then
oinsurance
Outpatient Mental Health Services $0 nggcﬂble then
oinsurance
Inpatient Substance Abuse (Per admission) g:oquiy"l Deductible then
Detoxification and acute care only for alcohol/substance abuse $0 ydays 5+ Coinsurance
Substance Abuse Office Visit $40 Dedgcﬂble then
Coinsurance
Outpatient Substance Abuse Services $0 nggcuble then
oinsurance
PEDIATRIC SERVICES
Pediatric Dental Services
Includes one dental check-up visit every six months, basic and major $0 Not covered
dental care and medically necessary orthodontic services.
Pediatric Vision Services
Includes one routine eye exam and one pair of standard child eyeglasses
(frame and lenses) per calendar year from a participating provider. Up to $0 Not covered

two prescription fills of standard contact lenses are covered, in lieu of
eyeglasses, per calendar year from a participating provider.
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MEMBER COST-SHARE

COVERED SERVICES' In-Network Out-of-Network?
ADDITIONAL BENEFITS
Fitness Center Membership $0 Not covered

PRESCRIPTION DRUG BENEFIT

Covered prescription drugs are listed in the plan formulary. Authorization rules, step therapy requirements and
quantity limits may apply. Please access your member portal at myAHplan.com to view the formulary.

Retail Pharmacy

30-Day Supply

90-Day Supply

Preventive Care Prescription Drugs and Supplies

Covered in accordance with Affordable Care Act requirements. A health $0 $0

care professional’s prescription is required for all drugs and supplies.

Tier 1 — Preferred Generic Prescription Drugs $2 $6

Tier 2 — Non-preferred Generic Prescription Drugs $15 $45

Tier 3 — Preferred Brand Name Prescription Drugs Deductible then | Deductible then
$30 $90

Tier 4 — Non-preferred Brand Name Prescription Drugs Deductible then | Deductible then
$50 $150

Tier 5 — Specialty Drugs Deductible then Not covered

Coverage is limited to a 30-day supply from preferred specialty pharmacy. 30%

Mail Order Pharmacy

30-Day Supply

90-Day Supply

Preventive Care Prescription Drugs and Supplies

Covered in accordance with Affordable Care Act requirements. A health $0 $0

care professional’s prescription is required for all drugs and supplies.

Tier 1 — Preferred Generic Prescription Drugs $2 $4

Tier 2 — Non-preferred Generic Prescription Drugs $15 $30

Tier 3 — Preferred Brand Name Prescription Drugs Deducélg)cl)e then Dedu%u?bsle then
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MEMBER COST-SHARE
Tier 4 — Non-preferred Brand Name Prescription Drugs Deductible then | Deductible then
$50 $125
Tier 5 — Specialty Drugs Deductible then Not covered
Coverage is limited to a 30-day supply from preferred specialty pharmacy. 30%

' Covered services are subject to limitations, exclusions and plan provisions listed in the Certificate of Coverage.

2 In addition to the member cost-share, covered persons who receive non-emergent services out-of-network
shall be responsible for the difference between the non-participating provider's charge and our out-of-network

allowance.
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Nondiscrimination Notice

AdventHealth Advantage Plans complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. AdventHealth Advantage Plans does not exclude
people or treat them differently because of race, color, national origin, age, disability, or sex.

AdventHealth Advantage Plans:

» Provides free aids and services to people with disabilities to communicate effectively with us, such as:

» Qualified sign language interpreters
»  Written information in other formats (large print, accessible electronic formats)

» Provides free language services to people whose primary language is not English, such as:

= Qualified interpreters
» |nformation written in other languages

If you need these services, please contact our Civil Rights Coordinator.

If you believe that AdventHealth Advantage Plans has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:
Civil Rights Coordinator, 6450 US Highway 1, Rockledge, FL 32955, 321-434-4521, 1-800-955-8771 (TTY),
Fax: 321-434-4362, civilrightscoordinator@hf.org. You can file a grievance in person or by mail, fax, or email.
If you need help filing a grievance our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-
1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

AdventHealth Advantage Plans is underwritten by Health First Commercial Plans, Inc. Health First Commercial
Plans does not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation, or health status in the administration of the plan, including enrollment and benefit
determinations.
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English:

This Notice has Important Information. This notice has important information about your application or
coverage through AdventHealth Advantage Plans. Look for key dates in this notice. You may need to take
action by certain deadlines to keep your health coverage or help with costs. You have the right to get this
information and help in your language at no cost. Call 844-522-5279.

Spanish:

Este Aviso contiene informacidn importante. Este aviso contiene informacidn importante acerca de la solicitud
o cobertura que usted tiene con AdventHealth Advantage Plans. Preste atencion a las fechas clave que
contiene este aviso. Es posible que deba tomar alguna medida antes de determinadas fechas para mantener su
cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda en su idioma
sin costo alguno. Llame al 844-522-5279.

Haitian Creole:

Avi sila a gen Enfomasyon Enpotan ladann. Avi sila a gen enfomasyon enpotan konsenan aplikasyon w lan oswa
konsénan kouvéti asirans lan atrave AdventHealth Advantage Plans. Chéche dat ki enpotan nan avi sila a. Ou ka
gen pou pran keék aksyon avan séten dat limit pou ka kenbe kouveéti asirans sante w la oswa pou yo ka ede w
avek depans yo. Se dwa w pou resevwa enfomasyon sa a ak asistans nan lang ou pale a, san ou pa gen pou
peye pou sa. Rele nan 844-522-5279.

Vietnamese:

Théng bdo nay cung cdp thdng tin quan trong. Théng bdo nay cd théng tin quan trong vé don dang ky hoac
hop d6ng bdo hiém qua chuong trinh AdventHealth Advantage Plans clia Quy vi. Xin xem cac ngay quan trong
trong thdong bao nay. Quy vi cé thé phai thyc hién theo théng bdo dung trong thoi han dé duy tri bao hiém sirc
khde hodc duogc tro trip thém vé chi phi. Quy vi cé quyén dugc biét thong tin nay va dugc tro gilp bang ngodn
nglt ctia minh mién phi. Xin goi s6 844-522-5279.

Portuguese:

Este aviso contém informacdes importantes. Este aviso contém informacdes importantes a respeito da sua
solicitacdo ou cobertura por meio dos AdventHealth Advantage Plans. Consulte datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias dentro de determinados prazos para manter a sua
cobertura de plano de salde ou ajuda com custos. Vocé tem o direito de obter estas informacdes e ajuda no
seu idioma e sem custos. Ligue para 844-522-5279.

Chinese:

KEHEaesEENEF. FMENEEFMRESEE AdventHealth Advantage Plans 123280 H & SR IEHY
EEEH. FEERBMANEZEH, BAEFEEE L AHZERRTE, URBENRBERRS
ERH, GEELUECHNBERENEAREARER, EREEE 844-522-5279,

French:

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la
couverture par l'intermédiaire AdventHealth Advantage Plans. Rechercher les dates clés dans le présent avis.
Vous devrez peut-étre prendre des mesures par certains délais pour maintenir votre couverture de santé ou
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d'aide avec les co(ts. Vous avez le droit d'obtenir cette information et de I'aide dans votre langue a aucun
colit. Appelez 844-522-5279.

Tagalog:

Ang Paunawa na ito ay naglalaman ng Mahalagang Impormasyon. Ang paunawa na ito ay naglalaman ng
mahalagang impormasyon tungkol sa iyong aplikasyon o pagkakasaklaw sa AdventHealth Advantage Plans.
Tingnan ang mga mahalagang petsa dito sa paunawa. Maaring mangailangan kang magsagawa ng hakbang sa
ilang mga itinakdang panahon upang mapanatili ang iyong pagkakasaklaw sa kalusugan o makatulong sa mga
gastusin. May karapatan kang makuha ang impormasyon at tulong na ito sa iyong wika nang libre. Tumawag sa
844-522-5279.

Russian:

HacTonlee yBeaomMneHNe COAEPHKUT BaXKHYIO MHGOPMALMIO. ITO YBEAOM/IEHME COAEPHKUT BAXKHYHO
MHpopMaUMIO O BallemM 3asiBJIEHUMN NN CTPaxoBOM NoKpbITUKM Yyepe3 AdventHealth Advantage Plans.
MocmoTpuTe Ha KAtoYeBbIe AaTbl B HACTOALLEM YBEAOMIEHUU. Bam, BO3MOXKHO, NOTPebyeTcs NPUHATL Mepbl K
onpeaeneHHbIM Npeae/bHbIM CPOKaM AJ1A COXPaHEHUSA CTPAXOBOro MOKPbLITUS UM MOMOLLM C pacxodamu. Bbl
MMmeeTe NPaBo Ha 6ecnaTHoe NoslydyeHne 3Toi MHGOPMALLUM M MOMOLLL HA BalLeM A3blKe. 3BOHUTE MO
TenedpoHy 844-522-5279.

Arabic:
) Anaall elidaas e Llaall Aima & )l 58 (8 ol ja) MAY #Ua3 8 jlad¥) 13a (8 Aale) &)l e &al Advantage Plans
el 2805 (ol (530 (g clinly aclsall 5 Cilaslaa o Jgan) g3 @l @l CallSl) by b saclusall gl dpnall Alaril) by b acLusall
.844-522-5279 A5 ,1u

Italian:

Questo avviso contiene informazioni importanti. Questo avviso contiene informazioni importanti sulla sua
domanda o copertura attraverso AdventHealth Advantage Plans. Cerchi le date chiave in questo avviso.
Potrebbe essere necessario un suo intervento entro una scadenza determinata per consentirle di mantenere la
sua copertura o sovvenzione. Ha il diritto di ottenere queste informazioni e assistenza nella sua lingua
gratuitamente. Chiami il numero 844-522-5279.

German:

Diese Benachrichtigung enthélt wichtige Informationen. Diese Benachrichtigung enthalt wichtige
Informationen bezlglich lhres Antrags auf Krankenversicherungsschutz durch AdventHealth Advantage Plans.
Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kénnten bis zu bestimmten Stichtagen
handeln missen, um lhren Krankenversicherungsschutz oder Anspruch auf Hilfe mit den Kosten zu behalten.
Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter 844-
522-5279.

Korean:
= SAM0l= 523 BRI 50 JEL|CH
x

AdventHealth Advantage Plans& £%t 220

SHHO| £l= EMES SSHIA L. 75t 42 BF TAISHALL HI &S 25| fIBiA
LS Or LA =X S FBOF & = ASLICE Foh= Ol2fet YRt =85 7ot 02 HE
FEA0| = + A HE[7F US LI 844-522-5279= To}otH AL

AHAP Small Group HMO_POS Notice Tagline Document (1_2020)



Polish:

Niniejsze ogtoszenie zawiera wazne informacje. Niniejsze ogtoszenie zawiera wazne informacje dotyczace
Panstwa wniosku lub zakresu Swiadczen realizowanych poprzez AdventHealth Advantage Plans. Moze zaistnieé
potrzeba podjecia przez Panstwa pewnych dziatan w okreslonym terminie w celu zachowania ubezpieczenia
zdrowotnego lub otrzymania pomocy zwigzanej z kosztami. Macie Panstwo prawo do bezptatnego uzyskania
informacji i pomocy w jezyku ojczystym. Prosimy zadzwoni¢ pod numer 844-522-5279.

Guijarati:

ul Jﬁuouul OlUoll MU B. L YUl sARSL SRV 32 Asclie sl 3] R Al
scR% (AQoll Aottell MUl B. 2 YuotHioll v AT A IRl AR seRsa estacll Awell
wecll WA 23 Hee Aocal HIR AlssA AHAHAEL YLl dAriR stalaigl setoll 232 usl 23 8. dual
UL B wal Hee ARl ettt (Qotl YA Ancleltoll AUESIR B, 844-522-5279 UR SIA 53,

Thai: } . .

dsgnaliidayadi Aty dsenaliideyandrAtyinaadunisadasvizesauiannisdseiuganinaesnnueinng AdventHealth
Advantage Plans ‘Eﬂm@ﬁwummizﬁwﬁfy’luﬂa‘zmmﬁ”
@mm@%ﬁmé’]Lﬁumamﬂ’lmmﬁﬁmumLﬁmﬁ”m:mmiﬂizﬁ“ummwmmﬂmvﬁé@mﬂfmmﬁﬂﬁﬁﬁﬂfﬁf-ﬂw

P

AnRAnENazlifudeyauazaudaamaeilunmvegmlnglaifip 1441e e 844-522-5279.
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