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AdventHealth Advantage Plan - Large Group HMO

CollisEEE Calendar Year Maximum Out of (NG IEEITE Urgent Care EREEENGY
applies after Deductible Pocket PCP Office  Specialist Office Diagnostic Testing Services (in gnd out of Room Inpatient Admission Outpatient Surgery
deductible has @i/ Femin) o i) Visit Visit (Routine Labs & X-rays) (per visit Network) (In and Out of (per admission) (Facility)
been satisfied g Y 9 y per type) Network)

AdventHealth HF15 o Routine labs $0 $200 per day, $1,000

HMO 6041 O 2 ST i Ee X-rays $0 = CH e max. per calendar year sl

pdventealth HELHMOY 400 $0 $2,000/ $4,000 $10 $20 R;‘f?;‘;'j%ﬁfo $50 $30 $100 $200 $150

AdventHealth Value 5 o Routine labs $0 o $250 1st Visit; o

e e 20% 50 $2,000 / $4,000 $20 $50 Cerave 20% 20% $50 S200 Vista s 20% $500

ﬁ,‘\‘ﬂ"grgg';a“h Value 6 25% 50 $2,500 / $5,000 $20 $40 Ri“tr';‘;s'zgi /$° 25% $30 $200 25% $250
. 0

FoyeniHealth HEZHVOL 159, $0 $3,000/ $6,000 $15 $30 Ri‘ftr';‘;as'jgi/fo $75 $30 $150 $250 $200

AdventHealth Value 7 o Routine labs $0 o $250 1st Visit; o

gt 30% $0 $3,000 / $6,000 $20 $50 Cerave 30% 30% $50 $400 Viits 21 30% $500

AdventHealth HF4 HMO o Routine labs $0 $200 per day 1-5

o 20% $0 $4,000 / $8,000 $20 $40 Cerave 20% $100 $30 $200 S $250
1 0,

ng"snmea“h C3HMO 50% $0 $5,000 / $10,000 $25 $50 R";t';‘:y':‘g;? % 50% $50 50% $1,500 50%
. 0

Foyeniealtn HESHVOL 109, $0 $5,000/ $10,000 $20 $40 Rg’(‘ftr';‘yes'i%?,jo $200 $30 $300 $1,000 $250

ﬁf\"l"grg(;ela“h Value 8 35% $0 $5,000 / $10,000 $30 $60 Rg’(”tr';‘yes'zgifo 35% $40 $300 35% 35%
. 0

Foyeniealth HEGHVMOL 159, $0 $6,000 / $12,000 $30 $50 Rg’(‘ftr';‘yes'it;?,jo $200 $30 $400 $1,500 $300

ﬁ‘:/l"grg(;"'la“h Value 5D 20% $250 / $500 $2,000 / $4,000 $15 $30 Rg’(”tr';‘yes'zgi /$° 20% $30 $150 20% 20%
. 0

e L 20% $250 / $500 $3,000/ $6,000 $15 $30 Ro;.tlrr;slafssow $100 $30 $150 $500 $300

AdventHealth 250D o Routine labs $0 $200 per day 1-5

o 20% $250 / $500 $4,000 / $8,000 $20 $40 Ceravs 20% $100 $30 $200 S $250

ﬁ‘:ﬂ"g'gg;a"h Value 6D 25% $500 / $1,000 $2,500 / $5,000 $20 $40 R;”tr';‘yes'a;;i /$° 25% $30 $200 25% $250
. 0

AdventHealth 500D o Routine labs $0 o $300 1st Visit;

e b1 20% $500 / $1,000 $3,500 / $7,000 $25 $40 Yrove 200 20% $75 $500 Vit 91 $1,650 $650




2021 Comparison of Benefits
o (Member cost shares)

..
AdventHealth

Advantage Plan

AdventHealth Advantage Plan - Large Group HMO

CREEIES Calendar Year Maximum Out of (EIEEEE] MEgh, Urgent Care ST
applies after . PCP Office  Specialist Office Diagnostic Testing Services 9 Room Inpatient Admission Outpatient Surgery
A Deductible Pocket e _ . - (In and Out of . L
deductible has (Single / Family) ) Visit Visit (Routine Labs & X-rays) (per visit Network) (In and Out of (per admission) (Facility)
been satisfied g Y 9 y per type) Network)
epen e e 10% $750 / $1,500 $1,500 / $3,000 $20 $30 R°;f'r23s'a§5so$o 10% $20 $150 10% 10%
ﬁfﬂ"grgg;a“h Value 7D 30% $750/ $1,500 $3,000 / $6,000 $25 $50 R;‘ftr'zjs'z%ifo 30% $40 $250 30% 30%
e e 20% $1,000/ $2,000 $3,000/ $6,000 $25 $40 R‘;(‘ftr';‘;'azgifo 20% $50 $200 20% $250
AdventHealth 1000/80 o Routine labs $0 o $300 1st Visit; o
MO 6076 20% $1,000 / $2,000 $4,000 / $8,000 $25 $40 e 3 20% $75 e 20% $650
ﬁﬁ'}g’;‘ol?“h Value 8D 35% $1,000/ $2,000 $5,000 / $10,000 $30 $60 R‘;(‘ftr';‘;'z';?%% 35% $40 $300 35% 35%
ﬁ;‘/l"grg;ia“h 1500780 20% $1,500 / $3,000 $3,500 / $7,000 $30 $45 Ri‘ftr';‘:s'zgi/fo 20% $50 $200 20% $250
AdventHealth 1500/80 o Routine labs $0 o $300 1st Visit; o
MO G07s 20% $1,500 / $3,000 $4,500 / $9,000 $30 $45 e 20% $75 Vi 20% $650
ﬁfﬂ"grggg""h Value 9D 20% $1,500 / $4,500 $5,000 / $10,000 $25 $50 Ro;};r;?/slagssow $100 $50 $150 20% $200
G 20% $2,500/ $5,000 $4,500 / $9,000 $35 $50 R‘;(‘ftr';‘;";%i/fo 20% $50 $200 20% $250
AdventHealth 2500/80 o Routine labs $0 o $300 1st Visit; 9
MG 6078 20% $2,500 / $5,000 $5,500 / $11,000 $35 $50 o 3 20% $75 P 20% $650
AdventHealth HF16 o Routine labs $0 o $250 1st Visit; o
MO Goda 20% $3,000 / $6,000 $5,000 / $10,000 $20 $50 S 20% $50 e 20% $500
AdventHealth 3500/80 o Routine labs $0 o $300 1st Visit;
o180 20% $3,500 / $7,000 $5,500 / $11,000 $35 $50 Sy 20% $75 et $1,650 $650
AdventHealth 4000/80 o Routine labs $0 o $250 1st Visit; o
MO 6160 20% $4,000 / $8,000 $6,600 / $13,200 $20 $50 s 20% $50 L 20% $500
AdventHealth 4500/80 o Routine labs $0 o $250 1st Visit; 3
S184 20% $4,500 / $9,000 $7,350 / $14,700 $20 $50 e 5 20% $50 i 20% $500
ﬁ‘:ﬂ"g'g;‘;a“h 5000780 20% $5,000/$10,000 | $6,350/$12,700 $35 $50 R;”tr';‘yes'z%i/% 20% $50 $200 20% $250
- 0
AdventHealth 5000/80 o Routine labs $0 o $300 1st Visit; 9
MO 6070 20% $5,000 / $10,000 $6,350 / $12,700 $35 $50 o 20% $75 e 20% $650
ﬁ,c\'/l"g'gl"';a“h 5000765 35% $5,000/$10,000 | $6,600/$13,200 $30 $60 R;”tr';‘js'zb;/% 35% 35% 35% 35% 35%
- 0
H 0,
ﬁ‘:/l"g“et(;%a“h 6600/100 0% $6,600/$13,200 | $6,600/$13,200 $50 0% R°;‘_‘?§y':g§/oo " 0% $75 0% 0% 0%




2021 Comparison of Benefits
a® (Member cost shares)

AdventHealth

Advantage Plans

AdventHealth Advantage Plan - Large Group HMO - HSA Qualified

Coinsurance Calendar Year Maximum Out of Advanced Imaging Urgent Care Emergency
applies after Deductible Pocket PCP Office  Specialist Office Diagnostic Testing Services (in gnd out of Room Inpatient Admission Outpatient Surgery
deductible has (Single / Family) ) Visit Visit (Routine Labs & X-rays) (per visit Network) (In and Out of (per admission) (Facility)
been satisfied g Y 9 y per type) Network)
/i\éic\)/;r:::aggg;DHMO 20% $1,500* / $3,000 $3,000 / $6,000 20% 20% 20% 20% 20% 20% 20% 20%
;\Sggr:::agggrDHMO 20% $2,500* / $5,000 $5,000 / $10,000 20% 20% 20% 20% 20% 20% 20% 20%
/;:g;r:::egtlré:DHMo 20% $3,500* / $7,000 $5,000 / $10,000 20% 20% 20% 20% 20% 20% 20% 20%
e AR 20% $4,500°/$9,000 | $6,350/$12,700 20% 20% 20% 20% 20% 20% 20% 20%
e AR 20% $5,000°/$10,000 | $6,650 /813,300 20% 20% 20% 20% 20% 20% 20% 20%
e LA 0% $6,350/$12700 | $6,350/$12,700 0% 0% 0% 0% 0% 0% 0% 0%

*Individual deductible 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.

(9/22/20) This is a summary of benefits only. It is intended only to highlight some benefits and should not be relied upon to fully determine coverage. If this summary 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. 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 enroliment and benefit determinations.



2021 Comparison of Benefits
(Member cost shares)

| ]
AdventHealth
AdventHealth Advantage Plan - Large Group POS

In- and Out- of-
In-Network Network Out-of-Network
(IN/ OON)
RIS Diagnostic Advanced Imagin (DTS
applies after Calendar Year Out-of-Pocket . . 9 X . 9ing Inpatient . applies after Calendar Year Out-of- Pocket
. . L PCP Office Specialist Testing Services . Outpatient Emergency X . L
deductible Deductible Max. Individual /| . " - X e Admission L Urgent Care deductible Deductible Max. Individual /
. : X Visit Office Visit [(Routine Labs & (per visit e Surgery (Facility) Room . § X
has been (Single / Family) Family (per admission) has been (Single / Family) Family
L X-rays) per type) o
satisfied satisfied
Routine labs $0
AdventHealth PS2 POS 6102 10% $0 $2,000 / $4,000 $15 $30 X-rays 10% $150 $250 $200 $50 $100 20% $500 / $1,500 $4,000 / $8,000
g b
g\fggmHea"h Vel B FeE 20% $0 $2,000 / $4,000 $15 $30 Ro;tgss'azzifo 20% 20% 20% $40 $150 40% $500/$1,000 | $4,000/$8,000
g o
AdventHealth Value 9 POS o o Routine lab $0 o o o $15IN o
6124 10% $0 $2,000 / $4,000 $15 10% X-rays: $0 10% 10% 10% $40 OON $100 30% $500 / $1,000 $4,000 / $8,000
Routine labs $0 $200 per day 1-5
o o
AdventHealth PS4 POS 6104 20% $0 $4,000 / $8,000 $20 $40 X-rays 20% $150 $0 days 6+ $250 $50 $200 30% $500 / $1,000 $8,000 / $16,000
’gfg:mHea“h RELECREOS 20% $250 / $500 $2,000 / $4,000 $15 $30 R‘;:“:';;'ng/m 20% 20% 20% $40 $150 40% $500/81,000 | $4,000/$8,000
g b
AdventHealth Value 6D POS o Routine labs $0 o o $250 1st Visit o
6112 25% $500 / $1,000 $2,500 / $5,000 $20 $50 X-rays 25% 25% 25% $500 $50 $400 Visits 2+ 40% $1,000 / $2,000 | $6,000 / $12,000
Routine labs $0 $75 IN $300 1st Visit
o o o
AdventHealth 500D POS 6155 20% $500 / $1,000 $3,500 / $7,000 $25 $40 X-rays 20% 20% $1,650 $650 40% 00N | $500 Visits 2+ 40% $1,000/$2,000 | $7,000/$14,000
Qﬂ’g”mea“h VeI D FEE 30% $750/$1,500 | $3,000/$6,000 $25 $50 R‘;“:';‘;'z%ﬁﬁo 30% 30% 30% $40 $250 50% $1,500/$3,000 | $6,000/$12,000
g o
AdventHealth 1000/80 POS o Routine labs $0 0 0 $50 IN o
6090 20% $1,000 / $2,000 $3,000 / $6,000 $25 $40 X-rays 20% 20% 20% $250 40% OON $200 40% $2,000 / $4,000 | $6,000 / $12,000
AdventHealth 1000/80 POS o Routine labs $0 o o $75IN $300 1st Visit o
6119 20% $1,000 / $2,000 $4,000 / $8,000 $25 $40 X-rays 20% 20% 20% $650 40% OON | $500 Visits 2+ 40% $2,000 / $4,000 | $8,000 / $16,000
’QfggmHea“h 12500 POS 20% $1,250/$2,500 | $2,000 / $4,000 $30 $40 R‘;:“ria”;s'zgf/w 20% 20% 20% $30 $300 40% $2,000/ $4,000 | $4,000/ $8,000
- b
AdventHealth 1500/80 POS o Routine labs $0 o o $50 IN o
6092 20% $1,500 / $3,000 $3,500 / $7,000 $30 $45 Xerays 20% 20% 20% $250 40% OON $200 40% $3,000/ $6,000 | $7,000 / $14,000
AdventHealth 1500/80 POS o Routine labs $0 o o $75IN $300 1st Visit o
6120 20% $1,500 / $3,000 $4,500 / $9,000 $30 $45 X-rays 20% 20% 20% $650 40% OON | $500 Visits 2+ 40% $3,000/ $6,000 | $9,000 / $18,000
AdventHealth 2500/80 POS . Routine labs $0 , . $50 IN )
6094 20% $2,500 / $5,000 $4,500 / $9,000 $35 $50 X-rays 20% 20% 20% $250 40% OON $200 40% $5,000/ $15,000 | $9,000 / $18,000
AdventHealth 2500/80 POS o Routine labs $0 - 3 $75 IN $300 1st Visit 5 $11,000 /
6121 20% $2,500 / $5,000 $5,500 / $11,000 $35 $50 X-rays 20% 20% 20% $650 40% OON | $500 Visits 2+ 40% $5,000 / $10,000 $22.000
AdventHealth 3500/80 POS 0 Routine labs $0 o o $50 IN $250 1st Visit o $11,000 /
6189 20% $3,500 / $7,000 $5,500 / $11,000 $20 $50 X-rays 20% 20% 20% $500 40% OON | $400 Visits 2+ 40% $7,000/ $14,000 $22.000
AdventHealth 4500/80 POS o Routine labs $0 - 3 $50 IN $250 1st Visit 5 $14,700 /
6191 20% $4,500 / $9,000 $7,350 / $14,700 $20 $50 X-rays 20% 20% 20% $500 40% OON | $400 Visits 2+ 40% $9,000 / $18,000 $29.400
AdventHealth 5000/80 POS 0 Routine labs $0 o o $50 IN o $14,000 /
6096 20% $5,000 / $10,000 | $6,350 / $12,700 $35 $50 X-rays 20% 20% 20% $250 40% OON $200 40% $10,000 / $20,000 $28,000
AdventHealth 5000/80 POS 0 Routine labs $0 o 0 $75 IN $300 1st Visit o $14,000 /
6122 20% $5,000/$10,000 |$6,350/$12,700 $35 $50 & X-rays 20% 20% 20% $650 40% OON | $500 Visits 2+ 40% $10,000 / $20,000 $28.000




2021 Comparison of Benefits

eg (Member cost shares)
AdventHealth e
Advantage Plan AdventHealth Advantage Plan - Large Group POS - HSA Qualified
In-and Out- of-
In-Network Network Out-of-Network
(IN / OON)
CRlliSENEs Diagnostic Advanced Imagin: CallIEES
applies after Calendar Year Out-of-Pocket . L 9 ) . 9ing Inpatient . applies after Calendar Year Out-of- Pocket
. . L PCP Office Specialist Testing Services . Outpatient Emergency X . .
deductible Deductible Max. Individual /| . . o X . Admission L Urgent Care deductible Deductible Max. Individual /
. . X Visit Office Visit ](Routine Labs & (per visit . Surgery (Facility) Room . § X
has been (Single / Family) Family X-rays) er type) (per admission) has been (Single / Family) Family
satisfied Y per typ: satisfied
o
:c;vAegiTsalth HDPOS 1500 20% $1,500* / $3,000 | $3,000/ $6,000 20% 20% 20% 20% 20% 20% 453 /"OlgN 20% 40% $3,000* / $6,000 | $6,000 / $12,000
o
AdventHealth HDPOS 2500 N 20% IN " $10,000 /
HSA 6118 20% $2,500* / $5,000 $5,000 / $10,000 20% 20% 20% 20% 20% 20% 40% OON 20% 40% $5,000* / $10,000 $20,000
AdventHealth HDPOS 3500 o o o o ) o . 20% IN ) ) . $10,000 /
HSA 6199 20% $3,500/ $7,000 | $5,000 / $10,000 20% 20% 20% 20% 20% 20% 40% OON 20% 40% $7,000* / $14,000 $20,000
AdventHealth HDPOS 4500 20% IN " $12,700/
HSA 6201 20% $4,500 / $9,000 $6,350 / $12,700 20% 20% 20% 20% 20% 20% 40% OON 20% 40% $9,000* / $18,000 $25.400
AdventHealth HDPOS 5000 o . o o o ) o . 20% IN ) ) $13,300 /
HSA 6203 20% $5,000* / $10,000 ] $6,650 / $13,300 20% 20% 20% 20% 20% 20% 40% OON 20% 40% $10,000 / $20,000 $26,600
I 0% $6,350* /$12,700 |$6,350/ $12,700 0% 0% 0% 0% 0% 0% 0% 0% 0% $12,700* / $25,400 $$122510(;)0/
*Individual deductible 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.

(9/22/20) This is a summary of benefits only. Itis intended only to highlight some benefits and should not be relied upon to fully determine coverage. If this summary conflicts in any way with the Certificate of Coverage (contract), the contract shall prevail. Please review your contract for a
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

description of services, supplies, terms and conditions of coverage.
orientation, or health status in the administration of the plan, including enrollment and benefit determinations.
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