69O-149.204 Outline of Coverage.

(1) This section provides an outline of the benefits considered in determining the standard risk rates.

(2) The reference to the 2003 Standard Health Benefit Plan refers to the plan recommended by the health benefit committee pursuant to Section 627.6699(12), F.S., and approved by the Office of Insurance Regulation. These plan designs can be found by accessing: http://www.floir.com/Sections/LandH/ProductReview/is_LHFR_Small_Emp_Benefit_Plan.aspx.

(3) It is noted that this list is an outline of the Standard Health Benefit Plans pursuant to Sections 627.6675(11) and 641.3922(10), F.S., and is not intended to be a comprehensive description of all policy benefits. The statutory sections indicated should be reviewed for more comprehensive information.
	
	Plan A
	Plan B
	Plan C

	PPO/EPO and Indemnity
	Standard Health Benefit Plan 
	2003-Standard Health Benefit Plan 
	2003-Standard Health Benefit Plan 

	Lifetime Limit
	$1,000,000
	$5,000,000
	$5,000,000

	Annual Deductible* Single/Family
	$1,000/$3,000
	$1,000/$3,000
	$1,000/$3,000

	Out-of-Pocket Maximum Single/Family
	$2,000/$4,000
	$3,000/$6,000
	$5,000/$10,000

	Plan Coinsurance Amount:

(1) Preferred Provider

(2) Indemnity Plan
	(1) 80% of allowance in-network/60% of allowance out-of-network.

(2) 80% of allowance.
	(1) 80% of allowance in-network/60% of allowance out-of-network.

(2) 80% of allowance.
	(1) 80% of allowance in-network/60% of allowance out-of-network.

(2) 80% of allowance.

	Physician
	Coinsurance
	Coinsurance
	Coinsurance

	Specialist
	Coinsurance
	Coinsurance
	Coinsurance

	Maternity
	Coinsurance
	Coinsurance
	Coinsurance

	Prescription Drug
	$7/$14 Copay
	$10/$30/$50 Copay*
	$10/$30/$50 Copay*

	In-Patient Hospital
	Coinsurance
	Coinsurance
	Coinsurance

	Out-Patient Hospital
	Coinsurance
	Coinsurance
	Coinsurance

	Out-Patient Rehabilitation
	Coinsurance, 10 visits per year
	Coinsurance, 20 visits per year
	Coinsurance, 20 visits per year

	Emergency
	Coinsurance +$50 Copay per visit
	Coinsurance
	Coinsurance

	Mental and Nervous Disorders, In-Patient
	Coinsurance, 10 days per year
	Coinsurance, 10 days per year
	Coinsurance, 10 days per year

	Mental and Nervous Disorders, Out-Patient
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement

	Alcohol/Substance Abuse, In-Patient
	Not covered
	Coinsurance, $2,000 maximum benefit
	Coinsurance, $2,000 maximum benefit

	Alcohol/Substance Abuse, Out-Patient
	Not covered
	Coinsurance, $2,000 maximum benefit
	Coinsurance, $2,000 maximum benefit

	Preventive Medical Services
	Coinsurance, $150 maximum 

per year
	Coinsurance, $250 

maximum per year
	Coinsurance, $250 maximum 

per year

	Organ Transplant
	$200,000 lifetime maximum
	Coinsurance
	Coinsurance

	Home Health Care
	Coinsurance, 60 visits per year, maximum $60 per visit
	Coinsurance, 60 visits 

per year
	Coinsurance, 60 visits 

per year


	
	Plan A
	Plan B HMO plan
	Plan C- HMO plan

	HMO
	Standard Health Benefit Plan 
	2003-Standard Health Benefit Plan 
	2003-Standard Health Benefit Plan 

	Lifetime Limit
	None
	$5,000,000
	$5,000,000

	Out-of-Pocket Maximum Single/Family
	$1,500/$3,000
	$3,000/$6,000
	$5,000/$10,000

	Primary Care Physician
	$10 Copay per visit
	$25 Copay per visit
	$25 Copay per visit

	Specialist
	$10 Copay per visit
	$50 Copay per visit
	$50 Copay per visit

	Maternity
	Covered
	$300 Copay per day for five days 
	$300 Copay per day for five days 

	Prescription Drug
	$7/$14 Copay
	$10/$30/$50 Copay*
	$10/$30/$50 Copay*

	In-Patient Hospital
	$100 Copay per day 
	$300 Copay per day for five days 
	$300 Copay per day for five days 

	Out-Patient Hospital
	$50 Copay per procedure
	$200 Copay per procedure
	$200 Copay per procedure

	Out-Patient Rehabilitation
	$20 Copay per visit, 10 visits per year 
	$25 Copay per visit, 20 visits per year
	$25 Copay per visit, 20 visits per year

	Out-of-Network (emergency only)
	Covered
	Covered
	Covered

	Emergency
	$100 Copay (if not admitted)
	$150 Copay (if not admitted)
	$150 Copay (if not admitted)

	Mental and Nervous Disorders, In-Patient
	$100 Copay per day for first 5 

days, 10 days per year
	$100 Copay per day, 10 days per year
	$100 Copay per day, 10 

days per year

	Mental and Nervous Disorders, Out-Patient
	$10 Copay per visit, 20 visits per year, $50 per visit maximum reimbursement
	$25 Copay per visit, 20 visits per year, $50 per visit maximum reimbursement
	$25 Copay per visit, 20 visits 

per year, $50 per visit maximum reimbursement

	Alcohol/Substance Abuse, 

In-Patient
	Not covered
	$100 Copay per day, $2,000 maximum benefit
	$100 Copay per day, $2,000 maximum benefit

	Alcohol/Substance Abuse, Out-Patient
	Not covered
	$25 Copay per visit, $2,000 maximum benefit
	$25 Copay per visit, $2,000 maximum benefit

	Preventive Medical Services
	$150 maximum
	$250 maximum
	$250 maximum

	Organ Transplant
	$200,000 lifetime maximum
	Covered
	Covered

	Home Health Care
	Covered in full, 60 visits 

per year
	$25 Copay per visit, 60 

visits per year
	$25 Copay per visit, 60 visits 

per year


*Not included in out of pocket maximum

	
	Plan A
	Plan D coins plan
	Plan E- coins plan

	HMO
	Standard Health Benefit Plan
	2003-Standard Health 

Benefit Plan 
	2003-Standard Health Benefit Plan 

	Lifetime Limit
	None
	$5,000,000
	$5,000,000

	Annual Deductible* Single/Family
	Not applicable
	$1,000/$3,000
	$1,000/$3,000

	Out-of-Pocket Maximum

Single/Family
	$1,500/$3,000
	$3,000/$6,000
	$5,000/$10,000

	Plan Coinsurance Amount:
	Not applicable
	80% of allowance
	80% of allowance

	Primary Care Physician
	$10 Copay per visit
	Coinsurance
	Coinsurance

	Specialist
	$10 Copay per visit
	Coinsurance
	Coinsurance

	Maternity
	Covered
	Coinsurance
	Coinsurance

	Prescription Drug
	$7/$14 Copay
	$10/$30/$50 Copay*
	$10/$30/$50 Copay*

	In-Patient Hospital
	$100 Copay
	Coinsurance
	Coinsurance

	Out-Patient Hospital
	Covered
	Coinsurance
	Coinsurance

	Out-of-Network (emergency only)
	Covered
	Coinsurance
	Coinsurance

	Emergency
	$100 Copay (if not admitted)
	Coinsurance
	Coinsurance

	Mental and Nervous Disorders, 

In-Patient
	$100 Copay per day for first 5 days, 10 days per year
	Coinsurance, 10 days per year
	Coinsurance, 10 days per year

	Mental and Nervous Disorders,

Out-Patient
	$10 Copay per visit, 20 visits 

per year, $50 per visit

maximum reimbursement
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement

	Alcohol/Substance Abuse, 

In-Patient
	Not covered
	Coinsurance, $2,000 maximum benefit
	Coinsurance, $2,000 maximum benefit

	Alcohol/Substance Abuse Out-Patient
	Not covered
	Coinsurance, $2,000 maximum benefit
	Coinsurance, $2,000 maximum benefit

	Preventive Medical Services
	$150 maximum
	Coinsurance, $250 

maximum per year
	Coinsurance, $250 maximum 

per year

	Organ Transplant
	$200,000 lifetime maximum
	Coinsurance
	Coinsurance

	Home Health Care
	Covered in full, 60 visits 

per year
	Coinsurance, 60 visits 

per year
	Coinsurance, 60 visits 

per year


*Not included in out of pocket maximum
*Not included in out of pocket maximum
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