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AdventHealth

ntage

AdventHealth HF15

Coinsurance

Calendar Year

Deductible

(Single / Family)

AdventHealth Advantage Plan - Large Group HMO

Maximum Out of

Pocket

(Single / Family)

PCP Office
Visit

Specialist Office
Visit

Diagnostic Testing
(Routine Labs & X-rays)

Routine labs $0

Advanced Imaging
Services
(per visit
per type)

Urgent Care
(In and Out of
Network)

Emergency
Room

(In and Out of

Network)

2020 Comparison of Benefits
(Member cost shares)

Inpatient Admission”

$200 per day, $1,000

Outpatient Surgery
(Facility)

HMO 6154

X-rays 20%

$500 Visits 2+

HMO 6041 bk i PLEIDY LT il HEE X-rays $0 20 e HE max. per calendar year S
e I - PTTD ETE $10 $20 R‘;(“_‘ri;‘;'i%i 50 $50 $30 $100 $200 $150
R 20% $0 $2,000 / $4,000 $20 $50 R?(ﬂjs@?&“ 20% $50 :igg e 20% $500
ST 25% $0 $2,500 / $5,000 $20 $40 Ri%t,i;yeslzl;fo 25% $30 = 25% AL
CoventHealth HFZHMOL 150, $0 $3,000/ $6,000 $15 $30 e $75 $30 $150 $250 $200
TR 30% $0 $3,000/ $6,000 $20 $50 ey 0% 30% sso | S0 oL v 30% $500
:‘;’;’f"“"ea"h HF4HMOL 5, $0 $4,000 / $8,000 $20 $40 R‘;ﬁf;‘;'g%i /°$0 $100 $30 $200 $2°:0p:a'y'iag+1 = $250
iR 50% $0 $5,000 / $10,000 $25 $50 R";t_i:‘:yfgf);()% 50% $50 50% $1,500 50%
Qggntueauh Wrshmo| - $5.000 / $10,000 $20 $40 R‘)’(‘f‘r‘;‘;’s'i%i:o $200 $30 $300 $1,000 $250
TR 35% $0 $5,000 / $10,000 $30 $60 R‘)’(‘ftri;‘;s'zk; 50 35% $40 $300 35% 35%
Ceyentrealth HEGHMOL 40, $0 $6,000 / $12,000 $30 $50 Rilitrigjslik;/osso $200 $30 $400 $1,500 $300
:‘:’I"g'gg's‘:a"h RalusbD 20% $250 / $500 $2,000 / $4,000 $15 $30 Rif;;';%ifo 20% $30 $150 Ao A
L R 20% $250 / $500 $3,000/ $6,000 $15 $30 R())L(J.tirgislaé)ssosso $100 $30 $150 $500 $300
T 20% $250 / $500 $4,000 / $8,000 $20 $40 e $100 $30 A i e
ot Value 8D 1 o6, $500/ $1,000 $2,500/ $5,000 $20 $40 R(;(Litri;jslzl;/fo 25% $30 $200 25% $250
pobwil 20% $500/ $1,000 $3,500 / $7,000 $25 $40 Routine labs S0 20% g75 | 3300 st Vistt $1,650 $650

A per admission




AdventHealth

tage Plar

Coinsurance

Calendar Year
Deductible

(Single / Family)

AdventHealth Advantage Plan - Large Group HMO

Maximum Out of

Pocket

(Single / Family)

PCP Office
Visit

Specialist Office
Visit

Diagnostic Testing
(Routine Labs & X-rays)

Advanced Imaging
Services
(per visit
per type)

Urgent Care
(In and Out of
Network)

Emergency
Room

(In and Out of

Network)

2020 Comparison of Benefits

Inpatient Admission”

(Member cost shares)

Outpatient Surgery
(Facility)

ﬁ:’l"g':&‘;a"h 750D 10% $750 / $1,500 $1,500 / $3,000 $20 $30 Ro;.“rr;?,;a;;om 10% $20 $150 10% 10%

‘::n"g':g?"h Value 7D 30% $750 / $1,500 $3,000 / $6,000 $25 $50 R‘;(“tr'z;'z?; /$O 30% $40 $250 30% 30%
.- 0

f_l\:n"g':;:;a"h 1000780 20% $1,000 / $2,000 $3,000 / $6,000 $25 $40 R‘)’(“‘r';‘;s'z%i /$0 20% $50 $200 20% $250
. 0

AdventHealth 1000/80 o Routine labs $0 o $300 1st Visit; o

MG 6076 20% $1,000 / $2,000 $4,000 / $8,000 $25 $40 S 20% $75 Pl 20% $650

f_l\:n"g':;;a"h Value 8D 35% $1,000 / $2,000 $5,000 / $10,000 $30 $60 R‘;(“‘r';‘;'zt; /$0 35% $40 $300 35% 35%
. 0

::n";':;ia"h 1500/80 20% $1,500 / $3,000 $3,500 / $7,000 $30 $45 R‘;(Lftr';‘;"‘;%i /o$0 20% $50 $200 20% $250

AdventHealth 1500/80 o Routine labs $0 o $300 1st Visit; o

eS0T 20% $1,500 / $3,000 $4,500 / $9,000 $30 $45 S 20% $75 oo 20% $650

::n";':;e;"h Value 9D 20% $1,500 / $4,500 $5,000 / $10,000 $25 $50 R°;f:’;3;a;§0$0 $100 $50 $150 20% $200

:‘:’I"g':g;?"h 2500180 20% $2,500 / $5,000 $4,500 / $9,000 $35 $50 R‘)’(“tr';‘;s'zk(’; /$0 20% $50 $200 20% $250
.- 0

AdventHealth 2500/80 o Routine labs $0 o $300 1st Visit; 0

MO 6078 20% $2,500 / $5,000 $5,500 / $11,000 $35 $50 S 20% $75 i 20% $650

AdventHealth HF16 o Routine labs $0 o $250 1st Visit; o

e B04a 20% $3,000 / $6,000 $5,000 / $10,000 $20 $50 i 20% $50 e 20% $500

AdventHealth 3500/80 o Routine labs $0 o $300 1st Visit;

618 20% $3,500 / $7,000 $5,500 / $11,000 $35 $50 S 20% $75 i $1,650 $650

AdventHealth 4000/80 o Routine labs $0 o $250 1st Visit; o

e 81 20% $4,000 / $8,000 $6,600 / $13,200 $20 $50 S 20% $50 PN 20% $500

AdventHealth 4500/80 o Routine labs $0 o $250 1st Visit; 5

o154 20% $4,500 / $9,000 $7,350 / $14,700 $20 $50 S 20% $50 i 20% $500

::n"g'g;‘;a"h 5000780 20% $5,000/$10,000 | $6,350/812,700 $35 $50 Ri“‘f';‘;';%i /$O 20% $50 $200 20% $250
- 0

AdventHealth 5000/80 o Routine labs $0 o $300 1st Visit; 5

MG S070 20% $5,000/$10,000 | $6,350/$12,700 $35 $50 e 20% $75 v 20% $650

::n"g'gg:a"h 5000765 35% $5,000/$10,000 | $6,600/813,200 $30 $60 R‘;“‘f';‘;'g%i /$0 35% 35% 35% 35% 35%
- 0
1 0,

ﬁ:n"g%t;?"h 6600/100 0% $6,600 / $13,200 $6,600 / $13,200 $50 0% RO;“?:y!:gf/o % 0% $75 0% 0% 0%
- 0




2020 Comparison of Benefits

l= (Member cost shares)
Advent Health A per admission

Advantage Plans

AdventHealth Advantage Plan - Large Group HMO - HSA Qualified

Advanced Imaging

Emergency

Calendar Year Maximum Out of Urgent Care

Coinsurance Deductible Pocket PCP pfflce Spemalfs? Office Dla.gnostlc Testing Serwt_:e_s (In and Out of S Inpatient Admission” 0utpat|en.t.Surgery
(Single / Family) (Single / Family) Visit Visit (Routine Labs & X-rays) (per visit Network) (In and Out of (Facility)
9 v 9 v per type) Network)
f:&’:':::e:;g:mmo 20% $1,500* / $3,000 $3,000 / $6,000 20% 20% 20% 20% 20% 20% 20% 20%
Q:S’:'::ﬂ;grmmo 20% $2,500* / $5,000 $5,000 / $10,000 20% 20% 20% 20% 20% 20% 20% 20%
::S’:Et::a;:';;m”mo 20% $3,500* / $7,000 $5,000 / $10,000 20% 20% 20% 20% 20% 20% 20% 20%
ﬁ:&’:':::a;:';:m”o 20% $4,500%/$9,000 | $6,350/$12,700 20% 20% 20% 20% 20% 20% 20% 20%
:::::t;::g:l;;mmo 20% $5,000*/$10,000 | $6,650 /$13,300 20% 20% 20% 20% 20% 20% 20% 20%
:‘:;’:':;':a;g;:m"mo 0% $6,350* / $12,700 $6,350 / $12,700 0% 0% 0% 0% 0% 0% 0% 0%

. . o A per admission
*Individual deductible amount does not apply if policy covers 2 or more people.

Includes medical and pharmacy expenses per calendar year

Eye exams are included in well-child exams for all plans.

This Benefit Grid is intended only to highlight certain Benefits and should not be relied upon to fully determine coverage. If this Benefit Grid conflicts in any way with the Schedule of Benefits, the Schedule shall
prevail.

(9/24/19) This is a summary of benefits only. Limitations and prior authorization requirements may apply to certain services. Consult your Certificate of Coverage for a complete listing of services and cost share amounts. AdventHealth Advantge Plans is
underwritten by Health First Commercial Plans, Inc. Health First Commercial Plans, Inc. 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.



@

..
Advent Health

AdventHealth Advantage Plan - Large Group POS

2020 Comparison of Benefits
(Member cost shares)

In- and Out- of-
n-Networi etwori ut-or-Networl
In-Net: k Net k Out-of-Net k
(IN / OON)
o " o
Calendar Year Out-of-Pocket . -~ = . n q q Calendar Year Out-of- Pocket
Coinsurance Deductible Max. Individual /| EC .O.fflce Sp_emalfs!: T.estmg Servufe.s Inp_atl?nt Outpatlen_t_ Urgent Care Emerosney Coinsurance Deductible Max. Individual /
. ; . Visit Office Visit |(Routine Labs &| (per visit Admission* | Surgery (Facility) Room " ; -
(Single / Family) Family X-rays) per type) (Single / Family) Family

AdventHealth PS2 POS 6102 10% $0 $2,000 / $4,000 $15 $30 R")‘(‘_“rgj;a%sn/fo $150 $250 $200 $50 $100 20% $500/$1,500 | $4,000/$8,000
2;’3’:“‘”“"" Value 5 POS 20% $0 $2,000 / $4,000 $15 $30 R°>‘<‘_“rgjs'a2t2;fo 20% 20% 20% $40 $150 40% $500/1,000 | $4,000/$8,000
AdventHealth Value 9 POS Routine lab $0 $15IN
e 10% $0 $2,000 / $4,000 $15 10% st 10% 10% 10% ORI $100 30% $500/$1,000 | $4,000/$8,000
AdventHealth PS4 POS 6104 20% $0 $4,000 / $8,000 $20 $40 R‘;“_E;‘;'Z%?%ﬂso $150 $2o;0p:;y:ag+1-5 $250 $50 $200 30% $500/$1,000 | $8,000/ $16,000
2;’3’:"‘”“"“ VAmED e 20% $250/8500 | $2,000 /4,000 $15 $30 Ri“_‘:;‘;’g'igﬁfo 20% 20% 20% $40 $150 40% $500/1,000 | $4,000/$8,000
AdventHealth Value 6D POS Routine labs $0 $250 1st Visit
s 25% $500/$1,000 | $2,500/ $5,000 $20 $50 . 25% 25% $500 $50 T Vies 40% $1,000/$2,000 | $6,000/$12,000
AdventHealth 500D POS o Routine labs $0 o $75 IN $300 1st Visit o
o 20% $500/$1,000 | $3,500/ $7,000 $25 $40 . 20% $1,650 $650 PN | (T Viies 40% $1,000/$2,000 | $7,000 / $14,000
2;’1":"‘”“"“ ReluelDIEOS 30% $750/$1,500 | $3,000 / $6,000 $25 $50 Ri“_‘:;‘;’g'igﬁfo 30% 30% 30% $40 $250 50% $1,500/$3,000 | $6,000/ $12,000
AdventHealth 1000/80 POS 0 Routine labs $0 o 0 $50 IN 9
— 20% $1,000/$2,000 | $3,000/ $6,000 $25 $40 . 20% 20% $250 Yoo $200 40% $2,000/ $4,000 | $6,000 / $12,000
AdventHealth 1000/80 POS o Routine labs $0 o 0 $75 IN $300 1st Visit 9
s 20% $1,000/$2,000 | $4,000/ $8,000 $25 $40 . 20% 20% $650 RN | TV es 40% $2,000/ $4,000 | $8,000 / $16,000
2;’3’:"‘”“"“ (20DRE0S 20% $1,250/$2,500 | $2,000/ $4,000 $30 $40 R‘;“_‘r';‘;’s'i%?,/fo 20% 20% 20% $30 $300 40% $2,000/$4,000 | $4,000 / $8,000
AdventHealth 1500/80 POS o Routine labs $0 o o $50 IN o
— 20% $1,500/$3,000 | $3,500 / $7,000 $30 $45 . 20% 20% $250 DGR $200 40% $3,000/$6,000 | $7,000/ $14,000
AdventHealth 1500/80 POS 5 Routine labs $0 , . $75IN | $300 1st Visit 5
on 20% $1,500/$3,000 | $4,500 / $9,000 $30 $45 . 20% 20% $650 TGN | Vs 40% $3,000/ $6,000 | $9,000 / $18,000
AdventHealth 2500/80 POS o Routine labs $0 0 0 $50 IN 0
- 20% $2,500/$5,000 | $4,500 / $9,000 $35 $50 . 20% 20% $250 DAGEY $200 40% $5,000 / $15,000 | $9,000 / $18,000
AdventHealth 2500/80 POS Routine labs $0 $75IN | $300 1st Visit $11,000 /
o 20% $2,500/$5,000 |$5,500 / $11,000 $35 $50 . 20% 20% $650 TGN | Ve 40% $5,000 / $10,000 SaEn
AdventHealth 3500/80 POS Routine labs $0 $50 IN | $250 1st Visit $11,000 /
vn 20% $3,500/$7,000  |$5,500 / $11,000 $20 $50 Yroys 20% 20% 20% $500 wnaey || s 40% $7,000 / $14,000 SaE
AdventHealth 4500/80 POS . Routine labs $0 5 . $50 IN | $250 1st Visit , $14,700/
ey 20% $4,500/$9,000 |$7,350 / $14,700 $20 $50 . 20% 20% $500 e | [EVn 40% $9,000 / $18,000 Sy
2:;’:"‘””"“ SCOV/BLIRES 20% $5,000/$10,000 |$6,350 / $12,700 $35 $50 R‘;‘_‘f‘;‘;’s'ggifo 20% 20% $250 4O§,Z°C;3N $200 40% $10,000 / $20,000 $$1;é000:0/
AdventHealth 5000/80 POS o Routine labs $0 o o $75 IN $300 1st Visit o $14,000 /
o 20% $5,000/$10,000 |$6,350 / $12,700 $35 $50 e 20% 20% $650 TGO | Ve 40% $10,000/$20,000] 0o

A per admission




2020 Comparison of Benefits

es (Member cost shares)
AdventHealth .
Advantage Plar AdventHealth Advantage Plan - Large Group POS - HSA Qualified
In- and Out- of-
In-Network Network Out-of-Network
(IN / OON)
o " o
Calendar Year Out-of-Pocket -~ = . n q q Calendar Year Out-of- Pocket
Coinsurance Deductible Max. Individual / Ec O .fﬁce SP.E cf I!s!: T.e sting Servn'ie.s Inp?tl?nt Outpatlen_t " Urgent Care Emerosney Coinsurance Deductible Max. Individual /
. ; . Visit Office Visit |(Routine Labs &| (per visit Admission* | Surgery (Facility) Room " ; -
(Single / Family) Family X-rays) per type) (Single / Family) Family
:g‘fg:’:_e,a"h HDEOSES00 20% $1,500* / $3,000 | $3,000 / $6,000 20% 20% 20% 20% 20% 20% 433: A’O"C\)‘N 20% 40% $3,000 / $6,000 | $6,000 / $12,000
5
:;‘:2::':3"" HDROSI2800 20% $2,500* /$5,000 |$5,000/$10,000 20% 20% 20% 20% 20% 20% 452 /"O"C\)‘N 20% 40% $5,000% / $10,000 $$1206000<;)0/
o !
5
:g‘f;‘:’;;a"h HDROS 200 20% $3,500/$7,000 | $5,000 / $10,000 20% 20% 20% 20% 20% 20% 4530 A’o"(;‘N 20% 40% $7,000* / $14,000 $$1206000000/
5
:;‘I’:g;g:a"h HDROSHC00 20% $4,500/$9,000 |$6,350 / $12,700 20% 20% 20% 20% 20% 20% 452 /"o"c‘)‘N 20% 40% $9,000* / $18,000 $$1225'74°§0/
o !
5
:g‘f;‘;’;‘;a"h LDEOSIS000 20% $5,000*/ $10,000 |$6,650/$13,300]  20% 20% 20% 20% 20% 20% 45% /"O"(;‘N 20% 40% | $10,000/$20,000 $;23636°§0’
AdventHealth HDPOS 6350 3 N 3 3 3 ) 3 3 3 3 3 N $12,700 /
HSA 6140 0% $6,350* / $12,700 |$6,350 / $12,700 0% 0% 0% 0% 0% 0% 0% 0% 0% $12.700°/$25400] o0

*Individual deductible amount does not apply if policy covers 2 or more

people.

Includes medical and pharmacy expenses per calendar year

Eye exams are included in well-child exams for all plans.

A per admission

This Benefit Grid is intended only to highlight certain Benefits and should not be relied upon to fully determine coverage. If this Benefit Grid conflicts in any way with the Schedule of Benefits, the Schedule shall prevail.

(9/24/19) This is a summary of benefits only. Limitations and prior authorization requirements may apply to certain services. Consult your Certificate of Coverage for a complete listing of services and cost share amounts. AdventHealth Advantge Plans is underwritten by Health First Commercial
Plans, Inc. Health First Commercial Plans, Inc. 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.



