
 

 

 

Retiree  
Insurance  
Benefits 

For Plan Year 
October 1, 2017 to  
September 30, 2018 

• Medical 
 

• Medicare 
Supplement  
 

• Life 
 

• Dental 
 

• Vision 
 



 

 

     

 

 

The following are monthly rates for retirees who are not eligible for Medicare. 

I. Medical Insurance 

 
CIGNA PLANS 

PLAN A:  
LOCAL PLUS OAP 

IN-NETWORK 

PLAN B:  
HEALTH REIMBURSEMENT 

ACCOUNT (HRA) 

PLAN C:  
OAP IN-NETWORK 

(PREMIUM) 

Retiree Only $ 703.68 $ 734.75 $ 734.75 

Retiree + Children $ 745.35 $ 1,206.63 $ 1,012.27 

Retiree + Spouse $ 912.02 $ 1,403.78 $ 1,192.35 

Retiree + Children + Spouse $ 953.68 $ 1,587.73 $ 1,360.35 

Spouse* $ 703.68 $ 734.75 $ 734.75 

Spouse + Children* $ 745.35 $ 1,206.63 $ 1,012.27 

Children Only* $ 250.00 $ 471.88 $ 471.88 
*When retiree is enrolled in an FSRBC plan. 

II. Term Life Insurance 
(rates subject to change) 

$ 1,000 $ 4.09 

$ 5,000 (health questions required) $ 20.45 

$ 10,000 (health questions required) $ 40.90 
 

III. Group Universal Life (GUL) 
Please refer to the Group Universal Life section of the OCPS Retiree Handbook. 
 

IV. Dental Insurance 

 
 

A: DELTACARE USA 
MANAGED DENTAL 

PLAN BASIC 

B: DELTACARE USA 
MANAGED DENTAL PLAN 

COMPREHENSIVE 

C: DELTA DENTAL PPO 
(PREFERRED PROVIDER 
ORGANIZATION) PLAN 

Retiree Only $ 8.02 $ 13.12 $ 34.30 

Retiree + 1 Dependent $ 13.25 $ 24.53 $ 58.90 
Retiree + 2 or More 
Dependents $ 19.58 $ 30.03 $ 84.23 

 

V. Vision Care 

 VISION CARE PLAN 

Retiree Only $ 5.27 

Retiree + Dependents $ 14.58 
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A. ENROLLMENT INFORMATION 
 
ELIGIBILITY 
Benefits are generally limited to: 
 
Retirees 
Individuals who have retired from Orange County Public Schools. 
Retirees may not be covered as a dependent on another OCPS medical plan. 
 
In order to have any coverage, all eligible retirees must complete the enrollment process through 
Total Administrative Services Corporation (TASC). 
 
Dependents  
The following definition of dependents applies to the medical plan. Dependent children and domestic partner 
eligibility will vary by type of coverage (i.e. dental, vision, life). Review specific plan details for more 
information. Retirees must provide documented proof of dependency at the time of enrollment or as 
requested by TASC. Failure to provide documented proof of dependency will result in termination of the 
dependent on the last day of the month, following 60 days from the date of notification to the Retiree, by 
regular U.S. Mail to the Retiree’s last known address as shown by the records of TASC. 
 
1. Spouse (supported by a marriage certificate) 
 
2. The Retiree’s same-sex domestic partner (as supported by the OCPS Domestic Partner Affidavit, proof 

of residency and financial co-dependence). A domestic partner must meet the following requirements 
to enroll in a medical plan: 

a. Same gender as retiree. 
b. Must be 18 years of age and mentally competent. 
c. Not related by blood in a manner that would bar marriage under Florida law. 
d. The domestic partner must be the Retiree’s "sole spousal equivalent" and not married to or 

partnered with any other spouse, spousal equivalent or domestic partner. 
e. The retiree and domestic partner must share the same residence and live together in an 

exclusive, committed relationship and intend to do so indefinitely. 
f. Must assume joint responsibility for basic living expenses—food, shelter, common necessities 

of life and welfare.  
g. Neither partner has had another domestic partner at any time during the twelve (12) months 

preceding enrollment. (The length of cohabitation is waived for first time domestic partner 
applicants.) 

 
3. A child of the covered Retiree or the covered Retiree’s spouse through the end of the calendar year in 

which the child attains the age of 26 (as supported by a birth certificate). The term child includes: 
a. A natural child. 
b. A stepchild. 
c. A legally adopted child. 
d. A child for whom the covered Retiree or the covered Retiree’s spouse has legal guardianship. 
e. A child for whom health care coverage is required through a “Qualified Medical Child Support 

Order” or other court or administrative order. 
f. A dependent of a currently enrolled dependent (e.g. your grandchild).  A newborn child of a 

covered dependent child is eligible from birth until the end of the month in which the child 
reaches 18 months of age. Otherwise, grandchildren’s eligibility is contingent upon legal 
guardianship.   

 
4.  A child of the Retiree’s domestic partner through the end of the calendar year in which the child attains  
     the age of 26 (as supported by required domestic partner documentation and child’s birth certificate). 
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A child of a Retiree’s domestic partner includes: 

a. A natural child. 
b. A legally adopted child. 
c. A child for whom the covered Retiree’s domestic partner has legal guardianship. 
d. A child for whom health care coverage is required through a “Qualified Medical Child Support 

Order” or other court or administrative order. 
e. A dependent of a currently enrolled dependent (e.g. your grandchild). A newborn child of a 

covered dependent child is eligible from birth until the end of the month in which the child 
reaches 18 months of age.  Otherwise, grandchildren’s eligibility is contingent upon legal 
guardianship. 

 
5. An adult child covered in 3 and 4 above may continue coverage through the end of the calendar year 

in which the child attains the age of 30 if the adult child meets all of the following conditions: 
a. Unmarried; and 
b. No dependent children of their own; and 
c. Full-time or part-time student or reside in the State of Florida, if not a student; and 
d. Does not have private insurance coverage and is not eligible for public insurance coverage 

including coverage under Title XVII of the Social Security Act. 
 

The premium is equal to the single adult rate for COBRA continuation coverage. 
 
Coverage for an unmarried dependent child who is already enrolled in an OCPS medical plan and is not 
able to be self-supporting because of mental or physical handicap will not end just because the child has 
reached a certain age. Coverage will be extended beyond the limiting age for as long as the child is 
incapacitated and primarily dependent upon the Covered Retiree for support and maintenance. Annual 
documentation is required. 
 
NOTE: When a dependent is no longer eligible for coverage, it is the Retiree’s responsibility to contact the 
TASC office to verify that the correct amount of premium deduction is taken. Coverage will be effective 
upon approval and notification from TASC. 
 
TERMINATION OF COVERAGE 
 
Benefits generally end: 

 
1. The first day of any month for which continuous premium payments are not made 
2. When dependents are no longer considered eligible under these plans 

a. Grandchildren who are covered as a dependent of dependent (other than spouse/domestic 
partner). 

b. If the parent becomes ineligible during the grandchild’s 18 months eligibility period, coverage 
for both the parent and the child will terminate. 

3.    When these plans are no longer in force. 
4.    The last day of the month preceding the date the Retiree attains the age of 65, with respect to a 
       Retiree who becomes eligible for Medicare on or after January 1, 2004, and who does not enroll in 
       Medicare Part A and Part B and comply with the applicable verification and written request 
       requirements. 
5.    When the Retiree fails to provide documented proof of dependency at enrollment or when requested   
       by the TASC: 

a. Coverage ends the last day of the month following 60 days from the date of notification to the 
Retiree, by regular U.S. Mail to the Retiree’s last known address as shown by the records of 
TASC. 
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PLAN YEAR 
October 1 through September 30 of each year for retirees NOT enrolled in Medicare. 
 
TERMS OF ENROLLMENT 
All eligible Retirees and dependents can drop coverage at any time during the plan year but will never be 
able to enroll in any of the medical plans again. 
 
RENEWALS 
Once enrolled, your coverage automatically will be continued unless you notify the TASC office in writing of 
your desire to terminate or unless the coverage is no longer offered. 
 
MONTHLY PREMIUMS 
Premiums are due prior to the first of each month for that month’s coverage and are payable to Total 
Administrative Services Corporation (TASC). 
 
IDENTIFICATION CARDS 
The identification card (ID card) for the medical insurance plan you select will be mailed to your home 
address. You should present this ID card when you utilize one of the providers/services. You also will 
receive a separate card for your pharmacy benefit. You should present this card when you have any 
prescriptions filled at a retail pharmacy.  
 
All Cigna members will receive a new card for the 2017-18 plan year. If your ID card is stolen or misplaced, 
please contact the appropriate carrier or administrator. 
 
DISCLAIMER 
The information contained in this handbook is a summary of the coverages for each plan. If there 
is a conflict between the information in this handbook and the actual plan documents or policies, 
the documents or policies will always govern. Complete details about the benefits can be obtained 
by reviewing current plan descriptions, contracts, certificates, policies and plan documents.  
 
OCPS EEO NON-DISCRIMINATION STATEMENT 
The School Board of Orange County, Florida, does not discriminate in admission or access to, or 
treatment or employment in its programs and activities, on the basis of race, color, religion, age, sex, 
national origin, marital status, disability, genetic information, sexual orientation, gender identity or 
expression, or any other reason prohibited by law. The following individuals at the Ronald Blocker 
Educational Leadership Center, 445 W. Amelia Street, Orlando, Florida 32801, attend to compliance 
matters: ADA Coordinator & Equal Employment Opportunity (EEO) Supervisor: Carianne Reggio; Section 
504 Coordinator: Latonia Green; Title IX Coordinator: James Larsen. (407.317.3200) 
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B.  PLAN OVERVIEWS 
 
MEDICAL INSURANCE 
One of the benefits you may purchase as a retiree of OCPS is medical insurance. You may choose one of 
the options described below. Medical insurance also is available for your spouse/domestic partner and/or 
your eligible children. 
 
Plan A:  Cigna Local Plus OAP In-Network 
When using this plan, you can go to any provider within the network to identify, evaluate and help manage 
all your healthcare needs. This network is limited to specific providers in central Florida. 
 
Plan B:  Cigna Health Reimbursement Account  
With this plan, you have the option to go to any medical person and facility. However, when choosing the 
providers in the network, your benefit coverage will be at a greater level than when opting to receive services 
outside the network. 
 
Plan C:  Cigna OAP In-Network 
When using this plan, you can go to any provider within the network to identify, evaluate and help manage 
all your healthcare needs.  
 
Medicare Surround Plans 
Once you or your spouse become(s) eligible for Medicare Parts A and B, benefits are available through the 
Florida School Retiree Benefits Consortium (FSRBC). You must enroll in Medicare Parts A (Hospital) and 
B (Physician) and one of the FSRBC plans. If any other family members are currently covered under your 
medical plan, they can select one of the three previously described medical plans. All family members must 
enroll in the same plan. 
 
TERM LIFE INSURANCE 
The term life insurance offered by OCPS provides life insurance protection while you are a Retiree.  
 
GROUP UNIVERSAL LIFE INSURANCE 
(Underwritten by Minnesota Life Insurance Company) 
 
Portability 
Participating retirees, spouses/domestic partners and dependent children may continue their coverage on 
a direct-bill basis if the retiree terminates employment or retires after the plan effective date or if a spouse 
or child no longer meets the eligibility requirement. Minimum rates (cost of insurance) may increase in the 
future. For more information concerning portability, please contact Minnesota Life at 1.866.293.6047. 
 
DENTAL INSURANCE 
Dental insurance is provided to Retirees of OCPS and their dependents. OCPS provides three different 
options of quality dental care. You may choose from either two managed care plans or a PPO plan. 
 
DeltaCare® USA Basic Managed Care Dental Plan (HMO Type) 
The main focus of this plan is preventive dentistry and is designed for individuals who currently have healthy 
teeth and gums. You must use a participating general dentist to receive benefits. If you are referred to a 
participating dental specialist (or if you refer yourself), you will receive a 25 percent reduction from usual 
and customary fees for services performed. 
 
DeltaCare® USA Comprehensive Managed Care Dental Plan (HMO Type) 
If you select this plan, you will be able to receive regular checkups, cleanings and x-rays at no charge. A 
benefits and copayment schedule is enclosed that shows the amount you will be responsible to pay. To be 
eligible for this plan, you will need to select a dentist from the enclosed list. If you are referred to a 
participating dental specialist, you will pay no more than what is listed in the schedule.  
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Orthodontic care also is a covered benefit. There is little paperwork with this plan, and there are no 
maximum benefit restrictions with the exception of orthodontia and accidental injury to the sound natural 
teeth. 
 
Delta Dental PPO (Preferred Provider Organization) Dental Plan  
You may select any dentist you wish under this plan. However, if you choose a preferred dentist from the 
PPO dental plan list, you receive greater coverage and have lower out-of-pocket costs. The enclosed 
schedule of benefits shows the maximum amount the PPO dentist will be reimbursed for each procedure 
code. You will be responsible for any applicable deductible and/or coinsurance amounts. With this plan 
the maximum benefit each year is $1,300. For procedures that are not diagnostic and preventive, there 
is a $25 calendar year deductible (maximum $75 per family) when using the in-network PPO dentists 
and a $50 calendar year deductible (maximum $150 per family) when using the out-of-network dentists. 
 
Orthodontic Discount Program for Retirees 
You and your family are eligible to receive discounts on Orthodontics through this plan. There is no monthly 
premium and it is not necessary to complete any enrollment forms. Upon showing proper proof that you are 
a Retiree of OCPS, you and any dependent can receive the 25% discount on Orthodontics. The participating 
orthodontist will ask for proper proof of retirement from OCPS. To receive a list of participating orthodontists, 
please call 407.660.9034 and leave your name and email address. 
 
Vision Discount Program for Retirees 
You and your family are eligible to receive a courtesy discount on vision care up to 35%. There are no 
monthly premiums and it is not necessary to complete any enrollment forms. To print an ID card and get a 
list of participating EyeMed providers, visit www.eyemedvisioncare.com/deltadental or call 1.866.246.9041. 
When scheduling your appointment, inform the office that you are an EyeMed member with a Delta Dental 
discount plan. Present your printed ID card at your appointment to receive discounted services. 
 
Plan Administration 
DeltaCare® USA Basic and Comprehensive Managed Care Plans: 
Private Medical-Care, Inc. 
1130 Sanctuary Parkway, Suite 600 
Alpharetta, GA  30009 
800.422.4234 
 
Delta Dental PPO (Preferred Provider Organization) Plan: 
Delta Dental Insurance Company 
Attn:  Professional Services Dept. 
1130 Sanctuary Parkway, Suite 600 
Alpharetta, GA  30009 
800.616.3629 
 
VISION INSURANCE 
Being a retiree of OCPS gives you the opportunity to purchase vision insurance. If you select the Humana 
Specialty Benefits Vision Plan, you receive prepaid services for routine eye care – vision exam plus glasses 
(lenses and frames) or contacts – through a nationwide network, including more than 1,000 eye doctors in 
Florida. 
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C.  FREQUENTLY CALLED PHONE NUMBERS 
 
 
Cigna (For All Cigna Medical Plans) 1.800.244.6224  
 
CVS/Caremark 1.800.378.9264 
 
DeltaCare® USA Managed Dental Plans 1.800.422.4234 
 
Delta Dental PPO (Preferred Provider Organization) Dental Plan 1.800.616.3629 
 
Employee Wellness Program 407.317.3200, Ext. 200 2929 
 
Humana Specialty Benefits Vision Plan 1.800.865.3676 
 
Lincoln Financial Group Disability Plan 1.800.423.2765 
 
Minnesota Life Insurance Group Universal Life 1.800.843.8358 
 
OCPS Insurance Benefits Office 407.317.3245 
 
Orlando Behavioral Healthcare  407.637.8080 
 
Total Administration Services Corporation (TASC) 1.800.720.4460 
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D.  WEBSITES (FOR PROVIDER DIRECTORIES) 
 
  
Plan A:  Cigna Local Plus OAP In-Network  www.cigna.com 

Choose Find A Doctor. Click on the For plans offered 
through work or school… link, enter a search location, 
then click the down arrow at Select a Plan, choose 
LocalPlus. In the Looking For box, enter the provider’s 
name, specialty or type of service. Click Search. 
 

Plan B:  Cigna Health Reimbursement 
Account 
 

www.cigna.com 
Choose Find A Doctor. Click on the For plans offered 
through work or school… link, enter a search location, 
then click the down arrow at Select a Plan, choose  
Open Access Plus, OA Plus, Choice Fund OA Plus.  
In the Looking For box, enter the provider’s name, 
specialty or type of service. Click Search.  
 
Please note, when looking for a specialist, the copay is 
reduced from $60 to $40 when you choose a Cigna  
Care Designation provider. 
 

Plan C: Cigna OAP In-Network 
 

www.cigna.com 
Choose Find A Doctor. Click on the For plans offered 
through work or school… link,  enter a search location  
then click the down arrow at Select a Plan, choose  
Open Access Plus, OA Plus, Choice Fund OA Plus.  
In the Looking For box, enter the provider’s name, 
specialty or type of service. Click Search.  
 

CVS/Caremark www.caremark.com 
 

Total Administration Services Corporation 
(TASC) 
 

www.tasconline.com 
 
 

DeltaCare® USA Managed Dental Plans www.deltadentalins.com 
Under Find a Dentist, select plan network, DeltaCare 
USA (for the DeltaCare Basic or Comprehensive plans). 
Select your state, then your city or zip code. 
 

Delta Dental PPO (Preferred Provider 
Organization)Dental Plan 

 

www.deltadentalins.com 
Under Find a Dentist, select your plan network, 
Delta Dental PPO. Select your state, then your city  
or zip code. 
 

Humana Specialty Benefits Vision Plan www.humanavisioncare.com  
Select HumanaVision VCP provider locator. Enter  
your address or zip code. Click Search. 

  

I. General Information             8 

http://www.cigna.com/
http://www.cigna.com/
http://www.cigna.com/
http://www.caremark.com/
http://www.tasconline.com/
http://www.deltadentalins.com/
http://www.deltadentalins.com/
http://www.humanavisioncare.com/


 

 

E.  USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 
 
The Medical Indemnity Plan of the Orange County Public Schools (the “Plan”) will use protected health 
information (“PHI”) to the extent of and in accordance with the uses and disclosures permitted by the 
Health Insurance Portability and Accountability Act of 1996 (“HIPAA”). Specifically, the Plan will use and 
disclose PHI for purposes related to health care treatment, payment for health care and health care 
operations.  The Notice of Privacy Practices for the Plan is found in Section F. 
 
PAYMENT FOR HEALTH CARE 
Payment includes activities undertaken by the Plan to obtain premiums or determine or fulfill its 
responsibility for coverage and provision of Plan benefits that relate to an individual to whom health care 
is provided. These activities include, without limitation, the following: 
 

1. Determination of eligibility, coverage and cost sharing amounts (for example, cost of a 
benefit, plan maximums and copayments as determined for an individual’s claim). 

   
2. Coordination of benefits. 
 
3.   Adjudication of health benefit claims (including appeals and other payment disputes). 
 
4.   Subrogation of health benefit claims. 
 
5.   Establishing retiree contributions. 
 
6.   Adjusting amounts due based on enrollee health status and demographic characteristics. 
 
7.   Billing, collection activities and related health care data processing. 
 
8.   Claims management and related health care data processing, including auditing 

payments, investigating and resolving payment disputes and responding to participant 
inquiries about payments.  

 
9.   Obtaining payment under a contract for reinsurance (including stop-loss and excess of 

loss insurance). 
 
10.  Medical necessity reviews or appropriateness of care or justification of charges reviews. 
 
11.   Utilization review, including precertification, preauthorization, concurrent review and 

retrospective review. 
 
12.  Disclosure to consumer reporting agencies related to the collection of premiums or 

reimbursement (the following PHI may be disclosed for payment purposes: name, 
address, date of birth, Social Security number, payment history, account number, name 
and address of the provider and/or health plan). 

 
13.  Reimbursement to the Plan. 
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HEALTH CARE OPERATIONS 
Health Care Operations include, without limitation, the following activities: 

 
1. Quality assessment. 
 
2. Population-based activities relating to improving health or reducing health care costs, 

protocol development, case management and care coordination, disease management, 
contacting health care providers and patients with information about treatment alternatives 
and related functions. 

 
3. Rating provider and Plan performance, including accreditation, certification, licensing or 

credentialing activities. 
 
4. Underwriting, premium rating and other activities relating to the creation, renewal or 

replacement of a contract of health insurance or health benefits, and ceding, securing or 
placing a contract for reinsurance of risk relating to health care claims (including stop-loss 
insurance and excess of loss insurance). 

 
5. Conducting or arranging for medical review, legal services and auditing functions, 

including fraud and abuse detection and compliance programs. 
   
6. Business planning and development, such as conducting cost-management and planning-

related analyses related to managing and operating the Plan, including formulary 
development and administration, development or improvement of payment methods or 
coverage policies. 

 
7. Business management and general administrative activities of the Plan, including, without 

limitation: 
 

a. Management activities relating to the implementation of and compliance with 
HIPAA’s administrative simplification requirements, or  

b. Customer service, including the provision of data analyses for policyholders, Plan 
sponsors or other customers. 

 
8. Resolution of internal grievances. 
 
9. Due diligence in connection with the sale or transfer of assets to a potential successor in 

interest, if the potential successor in interest is a “covered entity” under HIPAA or, following 
completion of the sale or transfer, will become a covered entity under HIPAA. 

 
THE PLAN WILL USE AND DISCLOSE PHI AS REQUIRED BY LAW AND AS PERMITTED BY 
AUTHORIZATION OF THE PARTICIPANT OR BENEFICIARY 
With an authorization, the Plan will disclose PHI to the Disability Insurance Plan or any other benefit plan 
of Orange County Public Schools that requires PHI as a prerequisite to obtain benefits for purposes 
related to administration of those plans. 
 
ORANGE COUNTY PUBLIC SCHOOLS IS THE PLAN SPONSOR 
The Plan will disclose PHI to the Plan Sponsor only upon receipt of a certification from the Plan Sponsor 
that the Plan documents have been amended to incorporate the provisions and conditions outlined below.   
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WITH RESPECT TO PHI, THE PLAN SPONSOR AGREES TO CERTAIN CONDITIONS 
The Plan Sponsor agrees to: 
 

1. Not use or further disclose PHI other than as permitted or required by the Plan document 
or as required by HIPAA. 
 

2. Ensure that any agents, including a subcontractor, to whom the Plan Sponsor provides 
PHI received from the Plan agree to the same restrictions and conditions that apply to the 
Plan Sponsor with respect to such PHI. 

 
3. Not use or disclose PHI for employment-related actions and decisions unless authorized 

by an individual. 
 
4. Not use or disclose PHI in connection with any other benefit or retiree benefit plan of the 

Plan Sponsor unless authorized by an individual. 
 
5. If it becomes aware, report to the Plan any PHI use or disclosure that is inconsistent with 

the uses or disclosures as permitted by HIPAA. 
 
6. Make PHI available to an individual in accordance with HIPAA’s access requirements. 
 
7. Make PHI available for amendment and incorporate any amendments to PHI in 

accordance with HIPAA. 
 
8. If requested by an individual, make available the information required to provide an 

accounting of disclosures in accordance with HIPAA. 
 
9. Make internal practices, books and records relating to the use and disclosure of PHI 

received from the Plan available to the United States Department of Health and Human 
Services’ Secretary for the purpose of determining the Plan’s compliance with HIPAA. 

 
10. If feasible, return or destroy all PHI received from the Plan that the Plan Sponsor still 

maintains in any form, and retain no copies of such PHI when no longer needed for the 
purpose for which disclosure was made (or if return or destruction is not feasible, limit 
further uses and disclosures to those purposes that make the return or destruction 
impracticable). 

 
ADEQUATE SEPARATION BETWEEN THE PLAN AND THE PLAN SPONSOR MUST BE 
MAINTAINED 
In accordance with HIPAA, only the following retirees or classes of retirees of Orange County Public 
Schools may be given access to PHI: 
 

1.     Sr. Director of Risk Management. 
2.     Staff designated by the Risk Manager. 

 
LIMITATIONS OF PHI ACCESS AND DISCLOSURE 
The persons described above may only have access to and use and disclose PHI for Plan administration 
functions that the Plan Sponsor performs for the Plan. 
 
NONCOMPLIANCE ISSUES 
If the persons described above do not comply with this policy, the Plan Sponsor shall provide a 
mechanism for resolving issues of noncompliance, including disciplinary sanctions. 
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F.  HEALTH INSURANCE “REQUIRED DISCLOSURES AND NOTICES” 
 
NOTICE OF PRIVACY PRACTICES 
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 
CAREFULLY. THIS NOTICE IS EFFECTIVE OCTOBER 1, 2008.   
 
If you have questions about this notice, please contact the Sr. Director, Risk Management at 
407.317.3245. 
 
WHO WILL FOLLOW THIS NOTICE? 
This notice describes the medical information practices of the Medical Indemnity Plan of the Orange 
County Public Schools (the "Plan") and that of any third party that assists in the administration of Plan 
claims. 
 
OUR PLEDGE REGARDING MEDICAL INFORMATION 
The Plan understands that medical information about you and your health is personal.  The Plan is 
committed to protecting medical information about you. The Plan creates a record of the health care 
claims reimbursed under the Plan for Plan administration purposes. This notice applies to all of the 
medical records the Plan maintains. Your personal doctor or health care provider may have different 
policies or notices regarding the doctor’s use and disclosure of your medical information created in the 
doctor's office or clinic. 
 
This notice will tell you about the ways in which the Plan may use and disclose medical information about 
you. It also describes our obligations and your rights regarding the use and disclosure of medical 
information. 
 
The Plan is required by law to: 

• make sure that medical information that identifies you is kept private; 
• give you this notice of our legal duties and privacy practices with respect to medical information 

about you; and 
• follow the terms of the notice that is currently in effect. 

 
HOW THE PLAN MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU 
The following categories describe different ways that the Plan uses and discloses medical information. 
For each category of uses or disclosures the Plan will explain what the Plan means and present some 
examples. Not every use or disclosure in a category will be listed. All of the ways the Plan is permitted to 
use and disclose information will fall within one of the categories. 
 
For Treatment (as described in applicable regulations) 
The Plan may use or disclose medical information about you to facilitate medical treatment or services 
by providers. The Plan may disclose medical information about you to providers including doctors, nurses, 
technicians, medical students, or other hospital personnel who are involved in taking care of you. For 
example, the Plan might disclose information about your prior prescriptions to a pharmacist to determine 
if a pending prescription is contraindicative with prior prescriptions.  
 
For Payment (as described in applicable regulations)  
The Plan may use and disclose medical information about you to determine eligibility for Plan benefits, to 
facilitate payment for the treatment and services you receive from health care providers, to determine 
benefit responsibility under the Plan, or to coordinate Plan coverage. For example, the Plan may tell your 
health care provider about your medical history to determine whether a particular treatment is 
experimental, investigational, or medically necessary or to determine whether the Plan will cover the 
treatment. The Plan may also share medical information with a utilization review or precertification service 

I. General Information                       12 



 

 

provider. Likewise, the Plan may share medical information with another entity to assist with the 
adjudication or subrogation of health claims or to another health plan to coordinate benefit payments. 
 
For Health Care Operations (as described in applicable regulations).  
The Plan may use and disclose medical information about you for other Plan operations. These uses and 
disclosures are necessary to run the Plan. For example, the Plan may use medical information in 
connection with: conducting quality assessment and improvement activities, underwriting, premium 
rating, and other activities relating to Plan coverage, submitting claims for stop-loss (or excess loss) 
coverage, conducting or arranging for medical review, legal services, audit services, and fraud and abuse 
detection programs, business planning and development such as cost management; and business 
management and general Plan administrative activities. 
 
As Required By Law 
The Plan will disclose medical information about you when required to do so by federal, state or local law. 
For example, the Plan may disclose medical information when required by a court order in a litigation 
proceeding such as a malpractice action. 
 
To Avert a Serious Threat to Health or Safety  
The Plan may use and disclose medical information about you when necessary to prevent a serious threat 
to your health and safety or the health and safety of the public or another person. Any disclosure, however, 
would only be to someone able to help prevent the threat. For example, the Plan may disclose medical 
information about you in a proceeding regarding the licensure of a physician. 
 
SPECIAL SITUATIONS 
Disclosure to Health Plan Sponsor 
Information may be disclosed to another health plan maintained by the Plan Sponsor for purposes of 
facilitating claims payments under that plan. In addition, medical information may be disclosed to the Plan 
Sponsor solely for purposes of administering benefits under the Plan. 
 
Organ and Tissue Donation 
If you are an organ donor, the Plan may release medical information to organizations that handle organ 
procurement or organ, eye or tissue transplantation or to an organ donation bank as necessary to facilitate 
organ or tissue donation and transplantation. 
 
Military and Veterans 
If you are a member of the armed forces, the Plan may release medical information about you as required 
by military command authorities. The Plan may also release medical information about foreign military 
personnel to the appropriate foreign military authority. 
 
Workers' Compensation 
The Plan may release medical information about you for workers' compensation or similar programs. 
These programs provide benefits for work-related injuries or illness. 
 
Public Health Risks 
The Plan may disclose medical information about you for public health activities. These activities generally 
include the following: 

• to prevent or control disease, injury or disability; 
• to report births and deaths; 
• to report child abuse or neglect; 
• to report reactions to medications or problems with products; 
• to notify people of recalls of products they may be using; 
• to notify a person who may have been exposed to a disease or may be at risk for contracting or 

spreading a disease or condition; 
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• to notify the appropriate government authority if the Plan believes a patient has been the victim 
of abuse, neglect or domestic violence. The Plan will only make this disclosure if you agree or 
when required or authorized by law. 

 
Health Oversight Activities 
The Plan may disclose medical information to a health oversight agency for activities authorized by law. 
These oversight activities include, for example, audits, investigations, inspections, and licensure. These 
activities are necessary for the government to monitor the health care system, government programs, 
and compliance with civil rights laws. 
 
Lawsuits and Disputes 
If you are involved in a lawsuit or a dispute, the Plan may disclose medical information about you in 
response to a court or administrative order. The Plan may also disclose medical information about you in 
response to a subpoena, discovery request or other lawful process by someone else involved in the 
dispute, but only if efforts have been made to tell you about the request or to obtain an order protecting 
the information requested. 
 
Law Enforcement 
The Plan may release medical information if asked to do so by a law enforcement official:  

• in response to a court order, subpoena. warrant, summons or similar process; 
• to identify or locate a suspect, fugitive, material witness, or missing person; 
• about the victim of a crime if, under certain limited circumstances, the Plan is unable to obtain the 

person's agreement; 
• about a death the Plan believes may be the result of criminal conduct; 
• about criminal conduct at the hospital, and 
• in emergency circumstances to report a crime; the location of the crime or victims; or the identity, 

description or location of the person who committed the crime. 
 
Coroners, Medical Examiners and Funeral Directors  
The Plan may release medical information to a coroner or medical examiner. This may be necessary, for 
example, to identify a deceased person or determine the cause of death. The Plan may also release 
medical information about patients of the hospital to funeral directors as necessary to carry out their 
duties. 
 
National Security and Intelligence Activities  
The Plan may release medical information about you to authorized federal officials for intelligence, 
counterintelligence, and other national security activities authorized by law. 
 
Inmates 
If you are an inmate of a correctional institution or under the custody of a law enforcement official, the 
Plan may release medical information about you to the correctional institution or law enforcement official. 
This release would be necessary: 

a. for the institution to provide you with health care:  
b. to protect your health and safety or the health and safety of others, or  
c. for the safety and security of the correctional institution. 

 
YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU 
You have the following rights regarding medical information the Plan maintains about you: 
 
Right to Inspect and Copy 
You have the right to inspect and copy medical information that may be used to make decisions about 
your Plan benefits. To inspect and copy medical information that may be used to make decisions about 
you, you must submit your request in writing to the Sr. Director, Risk Management at 407.317.3245. If 
you request a copy of the information, the Plan may charge a fee for the costs of copying, mailing or other 
supplies associated with your request.  
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The Plan may deny your request to inspect and copy in certain very limited circumstances. If you are 
denied access to medical information, you may request that the denial be reviewed. 
 
Right to Amend 
If you feel that medical information the Plan has about you is incorrect or incomplete, you may ask us to 
amend the information. You have the right to request an amendment for as long as the information is kept 
by or for the Plan. 
 
To request an amendment, your request must be made in writing and submitted to the Sr. Director, Risk 
Management. In addition, you must provide a reason that supports your request. 
 
The Plan may deny your request for an amendment if it is not in writing or does not include a reason to 
support the request. In addition, the Plan may deny your request if you ask to amend information that: 

• is not part of the medical information kept by or for the Plan; 
• was not created by us, unless the person or entity that created the information is no longer 

available to make the amendment; 
• is not part of the information which you would be permitted to inspect and copy; or 
• is accurate and complete. 

 
Right to an Accounting of Disclosures 
You have the right to request an "accounting of disclosures" where such disclosure was made for any 
purpose other than treatment, payment, or health care operations. 
 
To request this list or accounting of disclosures, you must submit your request in writing to the Sr. Director, 
Risk Management. Your request must state a time period which may not be longer than six years and 
may not include dates before April 2003. Your request should indicate in what form you want the list (for 
example, paper or electronic). The first list you request within a 12 month period will be free.  
 
For additional lists, the Plan may charge you for the costs of providing the list. The Plan will notify you 
of the cost involved and you may choose to withdraw or modify your request at that time before any costs 
are incurred. 
 
Right to Request Restrictions 
You have the right to request a restriction or limitation on the medical information the Plan uses or 
discloses about you for treatment, payment or health care operations. You also have the right to request 
a limit on the medical information the Plan discloses about you to someone who is involved in your care 
or the payment for your care, like a family member or friend. For example, you could ask that the Plan 
not use or disclose information about a surgery you had. 
The Plan is not required to agree to your request. 
 
To request restrictions, you must make your request in writing to the Sr. Director, Risk Management. In 
your request, you must tell us: 

a. what information you want to limit; 
b. whether you want to limit our use, disclosure or both; and  
c. to whom you want the limits to apply, for example, disclosures to your spouse. 

 
Right to Request Confidential Communications 
You have the right to request that the Plan communicate with you about medical matters in a certain way 
or at a certain location. For example, you can ask that the Plan only contact you at work or by mail. 
To request confidential communications, you must make your request in writing to the Sr. Director, Risk 
Management.  The Plan will not ask you the reason for your request. The Plan will accommodate all 
reasonable requests. Your request must specify how or where you wish to be contacted. 
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Right to Receive Notification of any Security Breaches 
If the Plan has any unsecured protected health information about you, and that unsecured information is 
accessed, acquired or disclosed by or to an unauthorized person, you have the right to receive notification 
about such security breach.  The Plan will abide by breach notification requirements under the law. 
 
A Note About Personal Representatives  
You may exercise your rights through a personal representative. Your personal representative will be 
required to produce evidence of his/her authority to act on your behalf before that person will be given 
access to your PHI or allowed to take any action for you. Proof of such authority may take one of the 
following forms: 

• a power of attorney for health care purposes, notarized by a notary public; 
• a court order of appointment of the person as the conservator or guardian of the individual; or 
• an individual who is the parent of a minor child. The Plan retains discretion to deny access to your 

PHI to a personal representative to provide protection to those vulnerable people who depend on 
others to exercise their rights under these rules and who may be subject to abuse or neglect. This 
also applies to personal representatives of minors. 

 
Right to a Paper Copy of This Notice 
You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice at any 
time. Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of 
this notice. You may obtain a copy of this notice at our Web site, http://Insurance.ocps.net. To obtain a 
paper copy of this notice, contact the Sr. Director, Risk Management at 407.317.3245. 
 
Changes to This Notice 
The Plan reserves the right to change this notice. The Plan reserves the right to make the revised or 
changed notice effective for medical information the Plan already has about you as well as any information 
The Plan receives in the future. The Plan will post a copy of the current notice on the OCPS Intranet. The 
notice will contain on the first page, in the top right-hand corner, the effective date. 
 
Complaints 
If you believe your privacy rights have been violated you may file a complaint with the Plan.  To file a 
complaint with the Plan, contact the Sr. Director, Risk Management at 407.317.3245. All complaints must 
be submitted in writing. In addition to filing a complaint with the Plan you may file a complaint with the 
Secretary of the Department of Health and Human Services.   

Region IV, Office for Civil Rights, U.S. Department of Health and Human Services,  
Atlanta Federal Center,  
Suite 3B70, 61 Forsyth Street, SW.,  
Atlanta, GA 30303-8909.  
Voice Phone 404.562.7886 FAX 404.562.7881 TDD 404.331.2867 

 
For all complaints filed by e-mail send to: OCRComplaint@hhs.gov. You will not be penalized for filing a 
complaint. 
 
Other Uses of Medical Information 
Other uses and disclosures of medical information not covered by this notice or the laws that apply to us 
will be made only with your written permission. If you provide us permission to use or disclose medical 
information about you, you may revoke that permission, in writing, at any time. If you revoke your 
permission, the Plan will no longer use or disclose medical information about you for the reasons covered 
by your written authorization. You understand that the Plan is unable to take back any disclosures the 
Plan has already made with your permission, and that the Plan is required to retain our records of the 
care that the Plan provided to you. 
 
 
 
 

I. General Information                       16 

http://insurance.ocps.net/
mailto:OCRComplaint@hhs.gov


 

 

NOTICE OF SPECIAL ENROLLMENT RIGHTS 
If you are declining enrollment for your dependents (including your spouse or domestic partner) because 
of other health insurance or group health plan coverage, you may be able to enroll your dependents in 
this plan if your dependents lose eligibility for that other coverage (or if the employer stops contributing 
toward your dependents’ other coverage). However, you must request enrollment within 30 days after 
your dependents’ other coverage ends (or after the employer stops contributing toward the other 
coverage). In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement 
for adoption, you may be able to enroll yourself and your dependents. However, you must request 
enrollment within 30 days after the marriage, birth, adoption, or placement for adoption. To request special 
enrollment or obtain more information, contact TASC at 1.800.720.4460. 
 
NEWBORNS AND MOTHERS HEALTH PROTECTION ACT 
Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits 
for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 
hours following a vaginal delivery, or less than 96 hours following a cesarean section.  However, Federal 
law generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the 
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable).  In 
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from 
the plan or the insurance issuer for prescribing a length of stay not is excess of 48 hours (or 96 hours). 
 
WOMAN’S HEALTH AND CANCER RIGHTS 
On October 21, 1998, Congress passed a bill called the Women’s Health and Cancer Rights Act.  This 
new law requires group health plans that provide coverage for mastectomy to provide coverage for certain 
reconstructive services.  These services include: 

•  Reconstruction of the breast upon which the mastectomy has been performed, 
•  Surgery/reconstruction of the other breast to produce a symmetrical appearance, 
•  Prostheses, and 
•  Physical complications during all stages of mastectomy, including lymphedemas 

 
In addition, the plan may not: 

•  interfere with a woman’s rights under the plan to avoid these requirements, or 
•  offer inducements to the health provider, or assess penalties against the health provider, in an 

attempt to interfere with the requirements of the law. 
• However, the plan may apply deductibles and copays consistent with other coverage provided by 

the plan. If you have questions about the current plan coverage, please contact Cigna. 
 
QUALIFIED MEDICAL CHILD SUPPORT ORDER (QMCSO) 
Eligibility for Coverage under a QMCSO 
If a Qualified Medical Child Support Order (QMCSO) or Order  is issued for your child, that child will be 
eligible for coverage as required by the QMCSO and you will not be considered a Late Entrant for 
Dependent Insurance. 
 
You must notify your Employer and elect coverage for that child and yourself, if you are not already 
enrolled, within 31 days of the QMCSO being issued. 
 
Qualified Medical Child Support Order Defined 
A Qualified Medical Child Support Order is a judgment, decree or order (including approval of a settlement 
agreement) or administrative notice, which is issued pursuant to a state domestic relations law (including 
a community property law), or to an administrative process, which provides for child support or provides 
for health benefit coverage to such child and relates to benefits under the group health plan, and satisfies 
all of the following: 
 

1. the Order recognizes or creates a child’s right to receive group health benefits for which a 
participant or beneficiary is eligible; 
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2. the Order specifies your name and last known address, and the child’s name and last known 
address, except that the name and address of an official of a state or political subdivision may 
be substituted for the child’s mailing address; 

3. the Order provides a description of the coverage to be provided, or the manner in which the type 
of coverage is to be determined; 

4. the Order states the period to which it applies; and 
5. if the Order is a National Medical Support Notice completed in accordance with the Child 

Support  
Performance and Incentive Act of 1998, such Notice meets the requirements above. 

 
The QMCSO may not require the health insurance policy to provide coverage for any type or form of 
benefit or option not otherwise provided under the policy, except that an Order may require a plan to 
comply with State laws regarding health care coverage. 
 
Payment of Benefits 
Any payment of benefits in reimbursement for Covered Expenses paid by the child, or the child’s custodial 
parent or legal guardian, shall be made to the child, the child’s custodial parent or legal guardian, or a 
state official whose name and address have been substituted for the name and address of the child. 
 
COVERAGE OF STUDENTS ON MEDICALLY NECESSARY LEAVE OF ABSENCE  
(MICHELLE’S LAW) 
 
If your Dependent child is covered by the medical plan as a student, as defined in the Definition of 
Dependent, coverage will remain active for that child if the child is on a medically necessary leave of 
absence from a postsecondary educational institution (such as a college, university or trade school.) 
Coverage will terminate on the earlier of: 

a) The date that is one year after the first day of the medically necessary leave of absence; or 
b) The date on which coverage would otherwise terminate under the terms of the plan. 

 
The child must be a Dependent under the terms of the plan and must have been enrolled in the plan on 
the basis of being a student at a postsecondary educational institution immediately before the first day of 
the medically necessary leave of absence. 
 
The plan must receive written certification from the treating physician that the child is suffering from a 
serious illness or injury and that the leave of absence (or other change in enrollment) is medically 
necessary. 
 
A “medically necessary leave of absence” is a leave of absence from a postsecondary educational 
institution, or any other change in enrollment of the child at the institution that: (1) starts while the child is 
suffering from a serious illness or condition; (2) is medically necessary; and (3) causes the child to lose 
student status under the terms of the plan. 
 
NOTICE OF OPT-OUT STATUS FOR MENTAL HEALTH SERVICES 
The Health Insurance Portability and Accountability Act (HIPAA) requires that Mental Health benefits be 
administered in the same manner as both medical and surgical benefits, but allows self-funded non-
federal governmental group plans to opt out of this requirement. 
 
The Mental Health benefit currently offered to OCPS members affords all members initial access to 
counseling at no cost to them. If OCPS opts in and changes the plan to mirror medical and surgical 
benefits that would mean that copayments/coinsurance would be charged at the same rate as Primary 
Care Physician and Specialist visits and inpatient hospitalization, which would not be in the best interest 
of retirees/dependents. 
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Since OCPS administers a self-funded non-federal governmental group plan and has the option to opt 
out of the requirements of the Mental Health Parity Act, OCPS has determined to do so. OCPS will 
continue to offer mental health benefits to its retirees and dependents covered under the healthcare plan 
in the same manner as it always has.  
 
OCPS is required to provide the following notice to its members as notice of opt-out status. 
 
NOTICE TO ENROLLEES IN A SELF-FUNDED NON-FEDERAL GOVERNMENTAL GROUP HEALTH 
PLAN 
Group health plans sponsored by State and local governmental employers must generally comply with 
Federal law requirements in title XXVII of the Public Health Service Act.  However, these employers are 
permitted to elect to exempt a plan from the requirements listed below for any part of the plan that is “self-
funded” by the employer, rather than provided through a health insurance policy.  The Orange County 
Public Schools Benefits Trust has elected to exempt the Mental Health benefit provided through Orlando 
Behavioral Health associated with all plans for healthcare provided by Orange County Public Schools 
Benefits Trust from the following requirement:  
 
Protections against having benefits for mental health and substance use disorders be subject to more 
restrictions than apply to medical and surgical benefits covered by the plans. 
 
The exemption from these Federal requirements was initially in effect for 2010-2011 plan year beginning 
October 1, 2010 and ending September 30, 2011, continued through the 2011-2012, 2012-2013, 2013-
2014, 2014-2015, 2015-2016, 2016-2017 plan years and is being renewed for the subsequent  2017-
2018 plan year beginning October 1, 2017 and ending September 30, 2018. The election may be renewed 
for subsequent plan years. 
 
Questions about this Notice should be directed to the Sr. Director, Risk Management, Orange County 
Public Schools, 445 W. Amelia St., Orlando, FL 32801, or by telephone at 407.317.3245. 
 
OCPS GRIEVANCE PROCEDURE 
A grievance is a formal complaint filed by a Covered Person. The OCPS Grievance Procedure follows a 
confidential method of hearing and resolving grievances involving interpretations of the Plan. Find the 
OCPS Grievance Procedure at: https://www.ocps.net/fs/risk/insurance/Pages/default.aspx.  
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G.  PLAN ADMINISTRATION 
 
Name of Plan: 
 The Medical Indemnity Plan of the Orange County Public Schools 
 Employer whose employees and retirees are covered by the Plan (the “Employer”): 
 The School Board of Orange County, Florida 
 
Policy Number:  08001 
I.R.S. Employer Identification No. of sponsor of the Plan: 59-6000771 
 
Plan number assigned by sponsor of the Plan:  502 
 
Plan Administrator: 
 Orange County Public Schools, Senior Director, Risk Management 

445 W. Amelia St. 
Orlando, FL  32801 
407.317.3245 

 
Name and address of agent for service of legal process: 
 Dr. Barbara Jenkins, Superintendent 
 Orange County Public Schools 
 P. O. Box 271, Orlando, FL  32802 
(Service of legal process may also be made upon the plan administrator). 
 
The general administration of this plan is provided by the third party administrator contracted to handle 
certain administrative responsibilities and to process claims: 
 
Cigna Health Plans   CVS/Caremark  Orlando Behavioral Healthcare 
Hamilton Village Claim Office  One CVS Drive   260 Lookout Place, Suite 202 
P.O. Box 182223   Woonsocket, RI  027895 Maitland, FL  32765 
Chattanooga, TN  37422-7223  1.800.378.9264  407.637.8080 
1.800.244.6224 
 
All benefits are funded through the School Board of Orange County, Florida, Employee Benefits Trust with 
the majority of assets held at Wells Fargo of Orlando.  Investment instruments may be made through other 
institutions as appropriate. Name and title for the Trustees of the Trust are as follows: 
 
Dr. Barbara Jenkins, Superintendent  Richard Collins, Consultant 
Orange County Public Schools  Orange County Public Schools 
   
Dr. Karen van Caulil, President  Dale Kelly, Chief Financial Officer  
Florida Health Care Coalition   Orange County Public Schools 
 
Meredith Robertson, Consultant 
University of Central Florida 
  
Trustees can be reached at: Orange County Public Schools, P.O. Box 271, Orlando, FL 32802 
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A.  PLAN A: CIGNA LOCAL PLUS IN-NETWORK 
 
 
 

II. MEDICAL INSURANCE  
 



II. MEDICAL INSURANCE 
Plan A: Cigna Local Plus In-Network 

 
OVERVIEW 
 
Cigna Health Care LocalPlus In-Network is designed to provide the highest quality healthcare 
while maintaining your freedom to choose from a local selection of personal physicians. You have 
the option to choose a Primary Care Physician (PCP) who specializes in one of these areas: 
family practice, internal medicine, general medicine or pediatrics. Your PCP or personal physician 
can be a source for routine care and for guidance if you need to see a specialist or require 
hospitalization. If you see a provider who is not in the LocalPlus Network, your plan does not cover 
those services, except in emergencies. 
 
To access an online provider directory for these plans visit www.cigna.com, choose “Find a 
Doctor,” choose “LocalPlus ONLY.” For detailed instructions in using the provider directory, please 
see page 8 of the General Insurance Information section of this handbook. 
 
Cigna Health Care LocalPlus In-Network provides well-managed services to deliver cost effective, 
quality care through the physicians’ private offices and facilities. To ensure full and proper 
medical treatment, and reduce unnecessary procedures, this program emphasizes pre-admission 
screening, prior authorization for specific services, ambulatory services, home healthcare, and 
preventive care. 
 
Please use the Summary of Benefits and Coverage as a guide to your plan. This schedule does not 
contain all provisions of your benefit plan. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

II. Medical Insurance: Cigna LocalPlus In-Network                     21 

http://www.cigna.com/


 
 

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services  Coverage Period: 10/01/2017 - 09/30/2018 
The School Board of Orange County, Florida: LocalPlus IN Coverage for: Individual/Individual + Family | Plan Type: LCP 

 
 

 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost 
for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a summary. For 
more information about your coverage, or to get a copy of the complete terms of coverage, go online at www.cigna.com/sp. For general definitions of common terms, such 
as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at 
https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy. 
Important Questions Answers Why This Matters: 

 
 
 
What is the overall 
deductible? 

For in-network providers: $250/individual or $500/family 
 
Does not apply to in-network preventive care, 
immunizations, mental health services, substance abuse 
services, and prescription drugs. 
Co-payments don't count toward the deductible. 
Deductible amounts met in July, August, September 
apply to current plan year and following plan year 

 
Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have other family 
members on the plan, each family member must meet their own individual 
deductible until the total amount of deductible expenses paid by all family 
members meets the overall family deductible. 

 
Are there services covered 
before you meet your 
deductible? 

 
Yes. In-network preventive care & immunizations, mental 
health services, substance abuse services, prescription 
drugs are covered before you meet your deductible. 

This plan covers some items and services even if you haven’t yet met the 
deductible amount. But a copayment or coinsurance may apply. For 
example, this plan covers certain preventive services without cost-sharing 
and before you meet your deductible. See a list of covered preventive 
services at https://www.healthcare.gov/coverage/preventive-care-  
benefits/. 

Are there other deductibles 
for specific services? No. You don't have to meet deductibles for specific services. 

 
 
What is the out-of-pocket 
limit for this plan? 

For in-network providers $5,000/individual or 
$10,000/family 
For in-network prescription drugs - $1,000/person or 
$2,000/family 
For in-network Mental Health/Substance Abuse - 
$500/person or $1,000/family 

 
The out-of-pocket limit is the most you could pay in a year for covered 
services. If you have other family members in this plan, they have to meet 
their own out-of-pocket limits until the overall family out-of-pocket limit has 
been met. 

What is not included in the 
out-of-pocket limit? 

Premiums, balance-billing charges, and health care this 
plan doesn’t cover. 

Even though you pay these expenses, they don't count toward the out-of- 
pocket limit. 
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Important Questions Answers Why This Matters: 
 
 
Will you pay less if you use a 
network provider? 

 
 
Yes. See www.myCigna.com or call 1-800-Cigna24 
for a list of network providers. 

This plan uses a provider network. You will pay less if you use a provider 
in the plan’s network. You will pay the most if you use an out-of-network 
provider, and you might receive a bill from a provider for the difference 
between the provider’s charge and what your plan pays (balance billing). 
Be aware your network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you 
get services. 

Do you need a referral to see 
a specialist? No. You can see the specialist you choose without a referral. 

 

   All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a  deductible applies. 

Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 

If you visit a health care 
provider's office or clinic 

Primary care visit to treat an 
injury or illness $20 copay/visit Not covered None 

Telehealth $10 copay/visit Not Covered None 
Specialist visit $35 copay/visit Not covered None 

Preventive care/ screening/ 
immunization 

No charge/visit** 
No charge/screening ** 
No charge/immunizations** 

 
**Deductible does not apply 

Not covered None 
 
 
You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services you need are preventive. 
Then check what your plan will pay 
for. 

 

If you have a test 
Diagnostic test (x-ray, blood 
work) Plan pays 100% Not covered None 

Imaging (CT/PET scans, 
MRIs) 

$100 copay per type of 
scan/day, plan pays 100% Not covered None 
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Common 
Medical Event 

 
Services You May 
Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 
 
 
 
 
 

If you need drugs to treat 
your illness or condition 
More information about 
prescription drug  
coverage is available at 
www.caremark.com 

 
Generic 
drugs 
(Tier1) 

$7 co-pay/retail 30-day 
prescription 
$14 co-pay/CVS/Caremark mail 
order or CVS Retail 90-day 
prescription 
$21 co-pay/retail 90-day 
prescription 

 
 
 
Not covered 

 
Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

 
 
 
Preferred brand 
drugs (Tier 2) 

10% co-insurance (min.$40):  
retail 30-day prescription 
 

10% co-insurance (min. $80):  
CVS/Caremark mail order or  
CVS Retail 90-day prescription 
 

10% co-insurance (min. $120): 
retail 90-dayprescription 

 
 
 
Not covered 

 
Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

Non-preferred brand 
drugs (Tier 3) Not Covered Not covered See Insurance Benefits Handbook for 

full list of Exclusions/Limitations. 
 
 
Covered medications 
more than $1,500 for a 
30-day supply 

10% co-insurance (min. $75):  
retail 30-day prescription  
 

10% co-insurance (min. $150): 
CVS/Caremark mail order or CVS 
Retail 90-day prescription  
 

10% co-insurance (min. $225): 
retail 90-day prescription 

 
 
 
Not covered 

 
Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery 

 
10% coinsurance Not covered None 

Physician/surgeon fees 10% coinsurance Not covered None 
 
If you need immediate 
medical attention 

Emergency room care $300 copay/visit $300 copay/visit Per visit copay is waived if admitted 
Emergency 
medical 

 
10% coinsurance 10% coinsurance None 

 
 
 
 
 

Urgent care $35 copay/visit $35 copay/visit Per visit copay is waived if admitted 
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
If you have a hospital stay 

Facility fee (e.g., hospital 
room) 10% coinsurance Not covered None 

Physician/surgeon fees 10% coinsurance Not covered None 
 
 
 
 
If you need mental health, 
behavioral health or 
substance abuse services 
please contact: Orlando 
Behavioral Healthcare at 
407.637.8080 

The schedule for behavioral/mental health services is outlined in Section II. E. 

 
 
 
 
If you are pregnant 

Office Visits $20 PCP or $35 Specialist 
Copay Not covered Primary Care or Specialist benefit 

levels apply for initial visit to confirm 
pregnancy. 
Depending on the type of services, a 
copayment, coinsurance or deductible 
may apply. Maternity care may 
include tests and services described 
elsewhere in the SBC (i.e. 
u ltrasound). 

Childbirth/delivery 
professional services 

$150 copay, plus 10% 
coinsurance Not covered 

 
Childbirth/delivery facility 
services 

 
 
10% coinsurance 

 
 
Not covered 
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 
 

If you need help 
recovering or have other 
special health needs 

 
Home health care 

 
Plan pays 100% 

 
Not covered 

Coverage is limited to 100 days in- 
network annual max. 16 hour 
maximum per day 

 
 
Rehabilitation services 

 
 
$25 copay/visit 

 
 
Not covered 

Coverage is limited to annual max of: 
50 days for Pulmonary Rehab, 
Cognitive Therapy, Physical Therapy, 
Speech Therapy, Occupational 
Therapy, Chiropractic Care and 
Cardiac Rehab. 

Habilitation services Not covered Not covered None 

Skilled nursing care 10% coinsurance Not covered Coverage is limited to 120 days 
annual max. 

Durable medical equipment Plan pays 100% Not covered None 
Hospice services 10% coinsurance Not covered None 

If your child needs dental 
or eye care 

Children's eye exam Not covered Not covered None 
Children's glasses Not covered Not covered None 
Children's dental check-up Not covered Not covered None 

 

Excluded Services & Other Covered Services: 

 
 

 
 

 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
Habilitation services Eye care (Adult & Children) 

Bariatric surgery Infertility treatment Routine foot care 
Cosmetic surgery Long-term care Weight loss programs 
Dental care (Adult & Children) Non-emergency care when traveling outside the 

U.S. 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
Chiropractic care (combined with Rehabilitation Private Duty Nursing 
Services) 
Hearing aids ($3,000 maximum per 36 months) 

II. Medical Insurance: Cigna LocalPlus In-Network                                    26 



 
 

About these Coverage Examples: 

 
 

   
■ The plan's overall deductible $250 
■ Specialist copayment $35 
■ Hospital (facility) coinsurance 10% 
■ Other coinsurance 10% 

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

■ The plan's overall deductible $250 
■ Specialist copayment $35 
■ Hospital (facility) coinsurance 10% 
■ Other coinsurance 10% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

■ The plan's overall deductible $250 
■ Specialist copayment $35 
■ Hospital (facility) coinsurance 10% 
■ Other coinsurance 10% 

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

 
   

 

In this example, Peg would pay: 
 

In this example, Joe would pay: 
 

In this example, Mia would pay:

Cost Sharing 
Deductibles $250 
Copayments $190 
Coinsurance $1,100 

What isn't covered 
Limits or exclusions $10 
The total Peg would pay is $1,550 

Cost Sharing 
Deductibles $250 
Copayments $900 
Coinsurance $50 

What isn't covered 
Limits or exclusions $200 
The total Joe would pay is $1,400 

Cost Sharing 
Deductibles $250 
Copayments $400 
Coinsurance $100 

What isn't covered 
Limits or exclusions $0 
The total Mia would pay is $750 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending on the 
actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) 
and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note these coverage 
examples are based on self-only coverage. The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

Managing Joe's type 2 Diabetes 
(a year of routine in-network care of a well- 

controlled condition) 

Mia's Simple Fracture 
(in-network emergency room visit and follow up 

care) 

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900 
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Plan A:  Cigna Local Plus In-Network 
PRECERTIFICATION/UTILIZATION 

MANAGEMENT 
 
The precertification/utilization management process ensures that you, as the patient, are receiving 
medical care and treatment that is appropriate, medically necessary and being performed in the 
best setting. 

 
Therefore, if your physician recommends hospitalization, outpatient surgery or defined 
procedures/services as listed below, for you or your eligible dependent, precertification is  
required by your physician for in-network services and by you and/or your physician for 
out of network services by calling 1.800.CIGNA24 (1.800.244.6224) five (5) days prior to 
services being rendered. You must receive services from an in-network provider in order to 
receive your highest level of benefit reimbursement. You will receive a letter stating what 
services and/or treatments have been approved. 

 
If your hospitalization is for a maternity stay, no authorization is required for a 48 hour stay for 
vaginal deliveries or a 96 hour stay for Cesarean section. Longer stay must be authorized by 
Cigna HealthCare. 

 
If admission is due to an emergency, you or a member of your family, and your physician must 
call Cigna Health Care at 1.800.CIGNA24 (1.800.244.6224) within 48 hours or as soon as possible.  
All emergency admissions will be reviewed for medical necessity. 

 
Concurrent review will be performed during your hospital stay to ensure that continued 
hospitalization is warranted. You will be visited by a Cigna Health Care nurse to assist with any 
discharge needs you may have. 

 
Precertification is required for ALL in-patient admissions, and the following list of services and 
procedures whether performed in a hospital, outpatient facility, or doctor’s office: 

• All elective and urgent/emergent admissions, observation stays, skilled nursing 
facility, rehab facilities, hospice facilities, and transfers between facilities. 

• Any covered dental-treatments and procedures including, but not limited to: 
orthognathic procedures, TMJ procedures, procedures to treat injury to sound natural 
teeth. 

• MRA, MRI, CT, and PET Scans 
• Durable medical equipment 
• Devices including, but not limited to: cochlear implants, insulin pumps 
• Home health care and home infusion therapy 
• Tonsillectomy – in-patient only 
• Uvulopharyngopalatoplasty – in-patient only 
• Hysterectomy 
• Speech therapy, prior to the first visit 

 
Please note: List of services is subject to change without notice. When pre-certifying 
procedures, all claims are subject to retrospective review, if necessary, to confirm that 
procedures or services are covered and not excluded under the Plan Document. 
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Serious Illness 
If you or a covered family member ever need care beyond a traditional hospital stay, Cigna 
Health Care Case Management service provides valuable counseling, support and care 
coordination. An experienced case manager, assigned specifically to your situation, works closely 
with your doctor to help you sort out your options, contact facilities, arrange care, and access 
helpful community resources and programs. 

 
For  more  information  call  Customer  Service  at  the  toll-free  number  on  your  Cigna  Health  
Care  ID  card, 1.800.CIGNA24 (1.800.244.6224). 

 
The Cigna Health Care Your Health First Program 
Your Cigna Health Care plan includes the Cigna Health Care Your Health First Program for better 
health. It offers valuable, confidential support for you and your covered family members with 
specific medical conditions. The Cigna Health Care Your Health First Program provides 
educational materials that help you learn more about your health condition, regular reminders of 
important checkups and tests and helpful information that keeps your doctor advised of the latest 
care and treatment techniques. 

 
The Cigna Health Care Your Health First Program helps you and your doctor follow your 
condition more closely and treat it more effectively. 

 
The following programs are available: 

• Asthma 
• Heart Disease 
• Coronary Artery Disease 
• Angina 
• Congestive Heart Failure 
• Acute Myocardial Infarction 
• COPD (Emphysema and Chronic Bronchitis) 
• Diabetes Type 1 
• Diabetes Type 2 
• Metabolic Syndrome 
• Peripheral Arterial Disease 
• Low Back Pain 
• Osteoarthritis 
• Depression 
• Anxiety 
• Bipolar Disorder 

 
To learn more or to enroll in the program, call 1.855.246.1873. 

 
Once you complete the simple enrollment process, you will be provided with: 

• Access to registered nurses who specialize in your condition. 
• Information and resources that include assistance with self-care materials and services; 

and informative topic sheets on a variety of condition related topics. 
• Reminders of self-care routines, exams and doctor appointments and other important topics. 
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Cigna Health Care Healthy Babies® (Well Pregnancy Program) 
The Cigna Health Care Healthy Babies program provides education and support for covered 
mothers-to-be along with special attention for high-risk pregnancies. The program includes: 

• Access to a valuable toll-free information line staffed by experienced registered nurses 
• Educational materials from a recognized source of information on 

pregnancy and babies -- March of Dimes. 
• Post-delivery support and services.  Once your baby arrives, Cigna Health Care continues 

to provide access to the services you'll need for the first few days and after. 
 
Financial incentives (awarded after baby’s birth) will be awarded to members who 
participate and meet the requirements of the program outlined at enrollment. 

 
If you enroll: 

• Prenatal Vitamins: Participants will receive their prescription prenatal vitamins free - no 
copays. 

• Preconception: Up to 12 months before becoming pregnant - incentive equals $225. 
• Pregnancy up to the 12th week of pregnancy - incentive equals $175. 
• From the 13th to the 23rd week of pregnancy - incentive equals $50. 

 
For members enrolled in the Well Pregnancy Program, Lamaze classes are “free of charge” at 
specified locations. 

 
Please call Cigna Health Care at the toll-free number on your  Cigna Health Care ID card, 
1.800.CIGNA24 (1.800.244.6224). 

 
Hearing Aid Program 
This program allows coverage of hearing aids through the Cigna in-network provider, 
Amplifon/HearPo. This benefit will NOT be covered at an out-of-network provider.  
Your coverage includes: 

• Up to two hearing aids in a covered three year period; maximum benefit of $3,000 per 
hearing aid device through the Cigna in-network provider, Amplifon/HearPo. 

• Co-insurance and deductibles apply. 
 

To access services, call Amplifon/HearPo at 1.888.207.2798. 
 
Smoking Cessation Program – Smoke Free OCPS 
This program is designed to assist individuals attempting to quit smoking. Components of the 
program include an eight week problem solving, social supportive educational class, ACA-covered 
smoking cessation prescription medications and over-the-counter (OTC) nicotine replacement and 
reimbursement for any group therapy costs. “Smoke-Free” participants pay for group therapy 
copayments; prescriptions are required for medications and OTC nicotine replacement. After 12 
months of successfully quitting smoking, participants are eligible to receive reimbursements with 
proper documentation. Contact the Employee Wellness Program at 407.317.3200, Ext. 200 2929 
to obtain an enrollment packet. 
 
The Cigna Health Care 24-Hour Health Information Line 
No matter where you are in the U.S., you can call the Cigna Health Care 24-Hour Health 
Information Line, toll-free at 1.800.CIGNA24 (1.800.244.6224). 

• You can speak to a registered nurse for answers to your health questions, assistance 
in locating nearby medical facilities, and helpful self-care tips. 

• You can listen to informative, recorded audio tapes on hundreds of health topics. 
• This service is available around the clock, 24-hours a day, seven days a week. 
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Cigna Telehealth offered through Cigna  
Easy and cost effective Cigna Telehealth solution that provides on-demand 24/7/365 access to 
non-urgent health care through a national network of licensed, board certified U.S. – based doctors 
and pediatricians. Telehealth Services will be provided by both American Well (Amwell) and 
MDLIVE. You can talk with doctors by phone or video conference. Telehealth doctors can 
diagnose you, prescribe medications when appropriate and send the prescription directly to your 
pharmacy. 

Covered expenses include: charges for the delivery of medical and health-related consultations via 
secure telecommunications technologies including telephones and internet, when delivered 
through a contracted medical telehealth provider. 

When to use it? 
Cigna Telehealth is available 24 hours a day, seven days a week, 365 days a year to 
conveniently help you find treatment for minor, non-emergency conditions. You can use it 
anytime, from anywhere. All you need is a phone or computer with webcam. Use Cigna 
Telehealth to talk to a doctor about: 

› Acne › Allergies › Asthma › Bronchitis › Cold & Flu › Diarrhea › Ear Aches › Fever ›
Head Ache › Infections › Insect Bites › Joint Aches › Nausea › Pink Eye › Rashes ›
Respiratory Infections › Sinus Infections › Skin Infections › Sore Throat › Urinary
Tract Infections

Child medical conditions - Cold & Flu - Constipation - Ear Aches - Nausea - Pink Eye 
For Copay plans – Pay $10 copay  
For Deductible plans – Pay 100% of the cost of the visit until Deductible is met, then $10 copay 

To access Cigna Telehealth: 
• Register online
• Patient registers online with one or both vendors so they are ready to use service when

needed

URL: http://www.MDLIVEforCigna.com  
Toll free number: 888.726.3171  

URL: http://www.AmwellforCigna.com  
Toll free number: 855.667.9722  

By Phone: 
• Step 1: Call toll-free

Patient calls toll-free hotline available 24/7/365 including holidays. MDLIVE 888.726.3171.
American Well 855.667.9722

• Step 2: Speak with a coordinator
A consultation coordinator locates the next available doctor and prepares patient for the
consultation

• Step 3: Speak with the doctor
Once an available doctor is located, the system automatically calls and connects the doctor
to the patient vs. others.

By Video Conference: 
• Step 1: Visit website

Patient visits the American Well or MDLIVE website or can download each mobile app and
log in with username and password.

• Step 2: Find a doctor
System helps the patient search for a doctor by a criteria, such as specialty, language,
gender, location, or simply finds the next available doctor.
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• Step 3: See the doctor online 
Once an available doctor is located, the system automatically connects the doctor to the 
patient. 

 
Post Visit: 

• Email communication 
• Patient can elect for consultation history to be sent to personal doctor 

 
Prescription services 
 
Amwell and MDLIVE doctors may prescribe medication when appropriate and send the 
prescription directly to your pharmacy*. 
 
Health care services are delivered by American Well and MDLIVE participating doctors and not by 
Cigna. Availability may vary by location and is subject to change.  See vendor sites for details.  
 
*American Well and MDLIVE do not guarantee that a prescription will be written. Not all 
prescriptions are available. The following services are generally not covered: services that aren’t 
medically necessary; experimental, investigational or unproven services; services for an injury or 
illness that occurs while working for pay or profit, including services covered by Worker’s 
Compensation benefits; treatment of sexual dysfunction. Amwell and MDLIVE are independent 
companies/entities and are not affiliated with Cigna. The services and websites are provided 
exclusively by Amwell and MDLIVE and not by Cigna. Providers are solely responsible for any 
treatment provided. Not all providers have video chat capabilities. Video chat is not available in all 
areas. Amwell/MDLIVE services are separate from your health plan’s provider network. Telehealth 
services may not be available to all plan types. A Primary Care Provider referral is not required for 
Amwell/MDLIVE services. 
 

Cigna Healthy Rewards Program 
Healthy Rewards is a discount program offered to Cigna members. Healthy Rewards offers 
discounts for acupuncture, laser vision correction, hearing aids, cosmetic dentistry, smoking 
cessation, fitness club memberships, herbal supplements and a variety of other services and 
programs. There are no claims to file. The discount applies the minute service is paid for. Members 
use their Cigna medical plan ID card for identification. Discounts apply only with Healthy Rewards 
participating providers. Members can find a list of providers and services by calling 
1.800.870.3470 or by visiting www.cigna.com/healthyrewards or www.mycigna.com. 
 
Healthy Rewards discounts can’t be applied to any copayments or coinsurance for services 
already covered by your medical plan. 
 
Customer Service 

• The toll-free number is 1.800.CIGNA24 (1.800.244.6224). Please have your Cigna Health 
Care ID card ready when you call. 

• Cigna's Customer Service is available 24 hours a day, 7 days a week. 
• Se habla Espanol— and more than 140 other languages. Cigna provides bi-lingual 

representatives in Spanish-speaking areas; for other non-English speaking members, 
Cigna also offers a Language Line service that can translate virtually any language. 

 
Cigna Health Care ID Card 
Carry it with you at all times and present it whenever you access medical care. This will help 
ensure that your claim is handled properly. 

 
 
 
 

II. Medical Insurance: Cigna LocalPlus In-Network                     32 

http://www.cigna.com/healthyrewards
http://www.mycigna.com/


 

EXCLUSIONS/LIMITATIONS 
 
Expenses for the following are excluded and/or limited: 
 
MEDICAL PLAN 
1. Any treatment for cosmetic purposes or for cosmetic surgery, except that the plan will 

pay for cosmetic treatment or surgery: 
 

a. Due solely to an accidental bodily injury which occurred while the covered person 
was under this plan; or 

b. Due solely to a birth defect of a covered person’s eligible dependent child. 
 
2. Any service for the treatment of injury or illness considered not medically necessary and/or 

appropriate as determined by the medical director or his designee. 
 
3. Collection or donation of blood products, except for autologous donation in anticipation of 

scheduled services where in the opinion of the Medical Director the likelihood of excess 
blood loss is such that transfusion is an expected adjunct to surgery. Blood administration for 
the purpose of general improvement of health. 

 
4. Surgery to reverse surgical sterilization procedures. 

 
5. Services and supplies related to sexual dysfunctions or inadequacies, or for sex change 

operations. 
 
6. Fertility studies, sterility studies, procedures to restore or enhance fertility, artificial 

insemination, or invitro fertilizations. 
 
7. Care or services of any kind performed by or under the direct supervision of a dentist, except 

that the plan will pay for dental treatment necessary to repair injuries to sound, natural 
teeth caused by a non-occupational accident occurring while the covered person is 
covered and which are performed within six months of the accident. The contributing 
cause of the accident must be something other than teeth grinding, chewing, or biting. 

 
8. Treatment on or to the teeth, the nerves or roots of the teeth, gingival tissue of alveolar 

processes; however, benefits will be payable for the charges incurred for the treatment 
required because of accidental bodily injury to natural teeth sustained while covered (this 
exception shall not in any event be deemed to include expenses for treatment for the repair 
or replacement of a denture). 

 
9. Non-surgical treatment involving bones and joints of the jaw and facial region. All orthognathic 

procedures and other craniomandibular disorder treatments not medically necessary. 
 
10. Diagnosis or treatment of weak or flat feet, fallen or high arches, for instability or imbalance 

metatarsalgia not caused by disease (except for bone surgery), bunions (except for capsular 
or bone surgery), corns or calluses, or toenails (except for complete or partial removal of 
nail root); unless needed in treatment of a metabolic or peripheral vascular disease. 

 
11. Routine hearing examinations, routine physical examinations, premarital examinations, pre-

employment physicals, preschool examinations, or annual boosters except as indicated in the 
summary of benefits. 

 
12. Hearing aids or examination for prescriptions or fitting of hearing aids, except as indicated in the 

summary of benefits. 
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13. Routine eye examination, eye glasses, contact lenses or their fitting (unless for initial 
replacement of the lens of the eye after cataract surgery), eye exercises, visual therapy, fusion 
therapy, visual aids or orthoptics, any related examination and eye refraction, or radial 
keratatomy. 
 

14. For experimental, investigational or unproven services which are medical, surgical, 
psychiatric, substance abuse or other healthcare technologies, supplies, treatments, 
procedures, drug therapies, or devices that are determined to be: 

 
a. Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully 

marketed for the proposed use and not recognized for the treatment of the 
particular indication in one of the standard reference compendia (The United States 
Pharmacopeia Drug Information, the American Medical Association Drug Evaluations, 
or the American Hospital Formulary Service Drug Information) or in medical 
literature. Medical literature means scientific studies published in a peer-reviewed 
national professional journal; or 

b. The subject of review or approval by an Institutional Review Board for the proposed use; 
or 

c. The subject of an ongoing clinical trial that meets the definition of a phase I, II, or III 
Clinical Trial as set forth in the FDA regulations, regardless of whether the trial is 
subject to FDA oversight; or 

d. Not demonstrated, through existing peer-reviewed literature, to be safe and effective for 
treating or diagnosing the condition or illness for which its use is proposed. 

 
15. Any organ or tissue transplant, except as otherwise listed in the Plan Document. 

 
16. Education, training, and bed and board while confined to an institution which is primarily a 

school or other institution for training; a place of rest, a place for the aged, or for custodial 
care or for testing or training due to mental, nervous, or emotional conditions. 

 
17. Education (excluding diabetes education), training, or counseling of any type no matter what the 

diagnosis. The mental health benefit covers counseling. 
 
18. Health Services and associated expenses for bariatric procedures/surgeries intended primarily 

for the treatment of morbid obesity or weight loss, including but not limited to gastric 
bypasses, gastric balloons, stomach stapling, jejunal bypasses, wiring of the jaw and health 
services of a similar nature. 

 
19. Weight control counseling or services primarily for weight loss or control. Necessary treatment 

for eating disorders, as defined by DSM-III-R codes, is covered under the mental health 
benefit approved by Orlando Behavioral Healthcare. Coverage for weight control is provided 
in network only and follows the guidelines set forth in the Health Care Reform Act at 
http://www.healthcare.gov/law/about/provisions/services/lists.html. 

 
20. Vitamins, minerals, or food supplements, whether or not prescribed by a qualified practitioner. 

Exception: Legend vitamins and minerals when adequate nutrition cannot be sustained with 
over-the-counter vitamins and minerals. Clinically necessary I.V. hyperalimentation or when 
adequate nutrition cannot be sustained through usual pathway. 

 
21. Any personal items while hospital confined. 

 
22. Hospitalization  primarily  for  x-ray,  laboratory,  diagnostic  study,  physical  therapy,  

hydrotherapy,  medical observation, convalescent or rest care, or any other medical 
examination or tests not clinically necessary. 
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23. Services, supplies, or tests not generally accepted in health care practices as needed in the 
diagnosis or treatment of the patient, even if ordered by a doctor. 

 
24. Medical supplies such as adhesive tape, antiseptics, or other common first aid supplies. 

 
25. Services provided by a person who usually lives in the same household as the covered 

person, or who is a member of his/her immediate family or the family of his/her spouse. 
 

26. Those services incurred prior to the date coverage is in force or after coverage ends, 
except if the person is totally disabled on the date this medical plan ends. 

 
27. Those services which a covered person would not be legally obligated to pay if health 

insurance coverage did not exist. 
 
28. Illness for which the covered person is entitled to benefits under any worker’s compensation 

law or act, or accidental bodily injury arising out of or in the course of the covered person’s 
employment or services rendered by any governmental program (i.e., V.A. hospital) unless there 
is a legal obligation to pay for coverage. 

 
29. Illness resulting from war, whether declared or undeclared. 

 
30. Illness or injury to which a contribution cause was the commission of, or attempted 

commission of, an act of aggression or a felony, or participating in a riot by the covered 
person. 

 
31. Any charges in excess of approved charges as determined by Cigna. 

 
32. Claims not submitted within 12 months from the date of service. 

 
33. All charges during a hospitalization deemed medically unnecessary or inappropriate by the 

medical director or his designee. 
 
34. Penalties for failure to comply with any and all applicable precertification requirements. 

 
35. Claims for services to improve a covered person’s general physical condition, for private 

membership clubs and clinics, and for any other organization charging membership fees. 
 
36. Any tests not requiring a physician’s order and purchased over-the-counter. 

 
37. Assistance in the activities of daily living, including but not limited to eating, bathing, 

dressing or other Custodial Services or self-care activities, homemaker services and services 
primarily for rest, domiciliary or convalescent care. 

 
38. Cost of biologicals that are immunizations or medications for the purpose of travel, or to 

protect against occupational hazards and risks. 
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  B.    PLAN B: CIGNA HEALTH REIMBURSEMENT ACCOUNT (HRA) 
 
 
 
 
 
 

II. MEDICAL INSURANCE  
 



 

II. MEDICAL INSURANCE 
Plan B:  Cigna Health Reimbursement Account (HRA) 

OVERVIEW 
Cigna Health Care Open Access Plus (HRA) is designed to provide the highest quality healthcare 
while maintaining your freedom to choose from a wide selection of personal physicians. You have 
the option to choose a Primary Care Physician (PCP) who specializes in one of these areas: 
family practice, internal medicine, general medicine or pediatrics. Your PCP or personal physician 
can be a source for routine care and for guidance if you need to see a specialist or require 
hospitalization. To access an online provider directory for these plans visit www.cigna.com, choose 
“ Find a Doctor,” choose “Open Access Plus, OA Plus, Choice Fund OA Plus.” For detailed 
instructions in using the provider directory, please see page 8 of the General Insurance Information 
section of this handbook. 
 
With these plans, you have the option to go to any medical person and facility. However, when 
choosing the providers in the Open Access Plus network, your benefit coverage will be a greater 
level than opting to receive services outside the Open Access Plus network. Also, with out of network 
health care professionals and facilities, you may be responsible for any amount over the maximum 
reimbursable charge. 
 
Cigna Health Care Open Access Plus (HRA) provides well-managed services to deliver cost effective, 
quality care through the physicians’ private offices and facilities. To ensure full and proper medical 
treatment, and reduce unnecessary procedures, this program emphasizes pre-admission screening, 
prior authorization for specific services, ambulatory services, home healthcare, and preventive care. 
 
Cigna Care Designation (CCD) is designed to help promote quality care and to help retirees and 
their families select the Health Care Professional (HCP) that's best for them. Utilizing Cigna claim 
information, HCPs are assigned the CCD designation when they meet Cigna's criteria for certain 
quality, and cost-efficiency measures. CCD is available in certain geographic locations. 
 
This Cigna Care Network (CCN) Plan provides a higher level of In-Network benefits (coinsurance 
and/or copayment) when services are received from CCD HCPs in the following designated 
specialties: 
 

18 Specialist Types: 
Allergy/Immunology 
Cardiology 
Cardio-Thoracic Surgery 
Dermatology 
Ear/Nose/Throat 
Endocrinology 
 

Gastroenterology 
General Surgery 
Hematology/Oncology 
Nephrology 
Neurology 
Neurosurgery 

OB/GYN 
Ophthalmology 
Orthopedics/Surgery 
Pulmonology 
Rheumatology 
Urology 

 
The In-Network benefits described in the companion summary show both CCN and Non-CCN 
copayment and coinsurance levels as applicable. 
 
* Note that the CCN levels apply to professional charges and do not apply to facility charges. 
 
CCN level: 

• CCN Designated HCPs performing in one of the above specialties. 
 
Non-CCN level: 

• Non-CCN Designated HCPs performing any service 
• Non-Reviewed Specialist HCPs performing any service outside of the specialties 

identified above. 
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CCN Tiering applies to Office visits and Inpatient and Outpatient Professional (Surgical) 
charges, except for Radiologists, Pathologists and Anesthesiologists. 
 

Your former employer has established a health reimbursement account that you can use to pay for 
eligible out-of-pocket expenses during the Plan Year. 
 

 
 

Please use the Summary of Benefits and Coverage as a guide to your plan. This schedule does 
not contain all provisions of your benefit plan. 
 
 

Employer Contribution Retiree Only - One contribution of $250 
 
Dependents do not receive a 
contribution from OCPS. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services  Coverage Period: 10/01/2017 - 09/30/2018 
The School Board of Orange County, Florida: Choice Fund Open Access Plus HRA Coverage for: Individual/Individual + Family | Plan Type: OAP 

 
 

 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost 
for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is  only a summary. For 
more information about your coverage, or to get a copy of the complete terms of coverage, go online at www.cigna.com/sp. For general definitions of common terms, such 
as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other terms see the Glossary. You can view the Glossary at 
https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy. 
Important Questions Answers Why This Matters: 

 
 
 
 
 
 
What is the overall 
deductible? 

For in-network providers: $2,000/individual or 
$4,000/family 
 

For out-of-network providers: $3,000/individual or 
$6,000/family 
 

Co-payments don't count toward the deductible. 
Deductible met July, August, September applies to 
current plan year and following plan year. 

 

Amount OCPS contributes to your account: One 
contribution of $250; 
Dependents do not receive a contribution.  

 
 
 
 
Generally, you must pay all of the costs from providers up to the  
deductible amount before this plan begins to pay. If you have other family 
members on the plan, each family member must meet their own individual  
deductible until the total amount of deductible expenses paid by all family 
members meets the overall family deductible. 

 
Are there services covered 
before you meet your 
deductible? 

 
Yes. In-network preventive care & immunizations, in- 
network office visits, mental health services, substance 
abuse services and prescription drugs are covered 
before you meet your deductible. 

This plan covers some items and services even if you haven’t yet met the  
deductible amount. But a copayment or coinsurance may apply. For 
example, this plan covers certain preventive services without cost-sharing 
and before you meet your deductible. See a list of covered preventive  
services at https://www.healthcare.gov/coverage/preventive-care-  
benefits/. 

Are there other deductibles 
for specific services? 

Yes, $100 deductible per type of scan per day for in- 
network & out-of-network imaging (CT/PET scans, MRIs) 
There are no other specific deductibles. 

You must pay all of the costs for these services up to the specific  
deductible amount before this plan begins to pay for these services. 
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Important Questions Answers Why This Matters: 
 
 
 
What is the out-of-pocket  
limit for this plan? 

For in-network providers $4,500/individual or 
$9,000/family 

For out-of-network providers $9,000/individual or 
$18,000/family 

 

For in-network prescription drugs - $1,000 person/ 
$2,000 family  
For in-network Mental Health/Substance Abuse - $500 
person/ $1,000 family 

 
 
The out-of-pocket limit is the most you could pay in a year for covered 
services. If you have other family members in this plan, they have to meet 
their own out-of-pocket limits until the overall family out-of-pocket limit has 
been met. 

What is not included in the 
out-of-pocket limit? 

Penalties for failure to obtain pre-authorization for 
services, premiums, balance-billing charges, and health 
care this plan doesn’t cover. 

Even though you pay these expenses, they don't count toward the out-of- 
pocket limit. 

 
 
Will you pay less if you use a 
network provider? 

 
 
 Yes. See www.myCigna.com or call 1-800-Cigna24 
 for a list of network providers. 

This plan uses a provider network. You will pay less if you use a provider 
in the plan’s network. You will pay the most if you use an out-of-network 
provider, and you might receive a bill from a provider for the difference 
between the provider’s charge and what your plan pays ( balance billing). 
Be aware your network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you 
get services. 

Do you need a referral to see 
a specialist? No. You can see the specialist you choose without a referral. 

 

 
 
 
 
 
 
 

 
 

All copayment and coinsurance costs shown in this chart are after your  deductible has been met, if a  deductible applies. 
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 
 
 

If you visit a health care 
provider's office or clinic 

Primary care visit to treat an 
injury or illness $30 copay/visit ** 30% coinsurance None 

Telehealth $10 copay/visit ** Not Covered None 

 
Specialist visit 

CCN Specialist: 
$45 copay/visit ** 
Non-CCN Specialist: $65  
copay/visit ** 

 
30% coinsurance 

 
Contact your employer for Cigna Care 
Network specialties information 

 
 
 
Preventive care/ screening/ 
immunization 

No charge/visit** 
No charge/screening** 
No charge/immunizations** 

 
 
**Deductible does not apply 

30% coinsurance/visit 
30% coinsurance/screening 
30%coinsurance/ 
immunizations 

None 
None 
None 

 
You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services you need are preventive. 
Then check what your plan will pay 
for. 

 
 
 

If you have a test 

 
Diagnostic test (x-ray, blood 
work) 

PCP: $30 copay/visit 
CCN Specialist: $45 copay/visit 
Non-CCN Specialist: $65 
copay/visit 
All Other: 20% coinsurance 

 
 
30% coinsurance 

 
 
None 

Imaging (CT/PET scans, 
MRIs) 

$100 copay per type of 
scan/day, plus 20%  
coinsurance 

$100 deductible per type of 
scan/day, plus 30%  
coinsurance 

$500 penalty for no precertification. 
CCN Benefit level may apply. 
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 
 
 
 
If you need drugs to treat 
your illness or condition 

 
More information about  
prescription drug  
coverage is available at  
www.caremark.com 

 
 

Generic drugs 
(Tier 1) 

$7 co-pay: retail 30-day 
prescription 
$14 co-pay: CVS/Caremark 
mail order or CVS Retail 90- 
day prescription 
$21 co-pay: retail 90-
day prescription 

 

Co-insurance or co-payment 
plus the difference in cost 
between out-of-network and 
network cost to the plan 

 
Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

 
 
Preferred brand drugs 
(Tier 2) 

$40 co-pay: retail 30-day 
prescription 
$80 co-pay: CVS/Caremark 
mail order or CVS Retail 90- 
day prescription  
$120 co-pay: retail 90-day 

 

 
Co-insurance or co-payment 
plus the difference in cost 
between out-of-network and 
network cost to the plan 

Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

Non-preferred brand drugs 
(Tier 3) Not covered Not covered See Insurance Benefits Handbook for 

full list of Exclusions/Limitations. 
 
Covered medications more 
than $1,500 for a 30 day 
supply 

$75 co-pay: retail 30-day 
prescription   
$150 co- pay: CVS/Caremark 
mail order or CVS Retail 90- 
day prescription  
$225 co-pay: retail 90-day 
prescription 

 
Co-insurance or co-payment 
plus the difference in cost 
between out-of-network and 
network cost to the plan 

Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

 

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery center) 20% coinsurance 30% coinsurance $500 penalty for no precertification. 

 
Physician/surgeon fees 

 
20% coinsurance 

 
30% coinsurance 

$500 penalty for no precertification. 
CCN Benefit level may apply for 
surgeon fees. 

 

If you need immediate 
medical attention 

Emergency room care $300 copay/visit, plus 20% 
coinsurance 

$300 copay/visit, plus 20%  
coinsurance Per visit copay is waived if admitted. 

Emergency medical 
transportation 20% coinsurance 20% coinsurance None 

Urgent care $75 copay/visit $75 copay/visit Per visit copay is waived if admitted. 
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
If you have a hospital stay 

Facility fee (e.g., hospital 
room) 20% coinsurance 30% coinsurance $500 penalty for no precertification. 

 
Physician/surgeon fees 

 
20% coinsurance 

 
30% coinsurance 

$500 penalty for no precertification. 
CCN Benefit level may apply for 
surgeon fees. 

 

If you have mental health, 
behavioral health, or 
substance abuse 
needs please contact: 
Orlando Behavioral 
Health at 407.637.8080 

The schedule of behavioral/mental health services is outlined in Section II. E. 

 
 
 
 
If you are pregnant 

 
Office Visits 

Primary Care Physician: $30 
CCN Specialist: $45 
Non-CCN Specialist: $65 

 
30% coinsurance 

Primary Care or Specialist benefit 
levels apply for initial visit to confirm 
pregnancy. 
Depending on the type of services, a 
copayment, coinsurance or deductible 
may apply. Maternity care may 
include tests and services described 
elsewhere in the SBC (i.e. 
ultrasound). 

Childbirth/delivery  
professional charges 

 
20% coinsurance 

 
30% coinsurance 

Childbirth/delivery facility 
services 

 
20% coinsurance 

 
30% coinsurance 
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 
 
 
 

If you need help 
recovering or have other 
special health needs 

 
 
Home health care 

 
 
20% coinsurance 

 
 
30% coinsurance 

$500 penalty for no precertification. 
Coverage is limited to 100 days 
annual max. Maximums cross- 
accumulate. 16 hour maximum per 
day 

 
 
 
Rehabilitation services 

 
 
 
$25 copay 

 
 
 
30% coinsurance 

$500 penalty for failure to precertify 
speech therapy services. Coverage is 
limited to annual max of: 50 days for 
Pulmonary Rehab, Cognitive Therapy, 
Physical Therapy, Speech Therapy, 
Occupational Therapy, Chiropractic 
Care and Cardiac Rehab. 

Habilitation services Not covered Not covered None 
 
Skilled nursing care 

 
20% coinsurance 

 
30% coinsurance 

$500 penalty for no precertification. 
Coverage is limited to 120 days 
annual max. 

Durable medical equipment 20% coinsurance 30% coinsurance $500 penalty for no precertification. 
Hospice services 20% coinsurance 30% coinsurance $500 penalty for no precertification. 

If your child needs dental 
or eye care 

Children's eye exam Not covered Not covered None 
Children's glasses Not covered Not covered None 
Children's dental check-up Not covered Not covered None 
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Excluded Services & Other Covered Services: 

 
 

 
 
 
 
 
 
 
 
 
 
 

 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
Habilitation services Routine eye care (Adult) 

Bariatric surgery Infertility treatment Routine foot care 
Cosmetic surgery Long-term care Weight loss programs 
Dental care (Adult & Children) Non-emergency care when traveling outside the 
Eye care (Children) U.S. 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
Chiropractic care (combined with Rehabilitation Private Duty Nursing 
Services) 
Hearing aids (in-network only/$3,000 maximum 
per 36 months) 
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About these Coverage Examples: 

 
 

   
■ The plan's overall deductible $2,000 
■ Specialist copayment $45 
■ Hospital (facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

■ The plan's overall deductible $2,000 
■ Specialist copayment $45 
■ Hospital (facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 

Prescription drugs 
Durable medical equipment (glucose meter) 

■ The plan's overall deductible $2,000 
■ Specialist copayment $45 
■ Hospital (facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

 
   

 

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pa\
Cost Sharing 

Deductibles $2,000 
Copayments $200 
Coinsurance $2,100 

What isn't covered 
Limits or exclusions $10 
The total Peg would pay is $4,310 

Cost Sharing 
Deductibles $130 
Copayments $1,000 
Coinsurance $100 

What isn't covered 
Limits or exclusions $200 
The total Joe would pay is $1,430 

Cost Sharing 
Deductibles $1,080 
Copayments $500 
Coinsurance $80 

What isn't covered 
Limits or exclusions $0 
The total Mia would pay is $1,660 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending on the 
actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and 
excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note these coverage 
examples are based on self-only coverage. The plan would be responsible for the other costs of these EXAMPLE covered services. 

 
Peg is Having a Baby 

(9 months of in-network pre-natal care and a 
hospital delivery) 

Managing Joe's type 2 Diabetes 
(a year of routine in-network care of a well- 

controlled condition) 

Mia's Simple Fracture 
(in-network emergency room visit and follow up 

care) 

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900 
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Regarding In-Network Services: 
• All services must be provided by one of the preferred providers on the Cigna Open 

Access Plus Provider Directory. 

• Once the plan year out-of-pocket maximum is reached, the plan pays 100% of eligible charges 
for the remainder of the plan year. 

• All inpatient hospital admissions require Pre-Certification and concurrent review will be 
performed during the hospital stay. Failure to obtain Pre-Certification and/or concurrent 
review may result in non-compliance penalties and/or reduction of benefits. Call the toll-free 
number on your Cigna Health Care ID Card. 

 

Regarding Out-of-Network Services: 

• Your out-of-pocket costs will be higher than with a preferred provider. Your out-of-network 
coverage pays a smaller share of the cost of your care than your in-network benefits. Some 
services may not be covered. 

• You are responsible for the filing of claims. Save your claim information from the physician or 
facility along with the receipt of payment. For each claim filed, you will receive an Explanation 
of Benefits (EOB) that helps you keep track of your out-of-pocket payments, your deductible 
and the payments made by your plan. 

• Services are covered only up to "reasonable and customary" amounts. These are determined 
by comparing what the physicians in the area charge for specific services. These are the 
maximum amounts your plan pays for out- of-network care. Any charges above these 
maximums are your responsibility. Services provided outside of the service area are only 
covered at 70% of what that same service would cost in the plan service area and are 
excluded from your out-of-pocket maximum. Any charges in excess will be the responsibility of 
the member in addition to the 30% co-insurance. 

• Once the plan year out-of-pocket maximum is reached, the plan pays 100% of eligible charges 
for the remainder of the plan year. 

• All inpatient hospital admissions require Pre-Certification and concurrent review. Failure to 
obtain Pre-Certification and/or concurrent review may result in non-compliance penalties and/or 
reduction of benefits. Call the toll-free number on your Cigna Health Care ID Card. 
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Cigna Open Access Plus Health Reimbursement Account (HRA) 
PRECERTIFICATION/UTILIZATION MANAGEMENT 

 
The precertification/utilization management process ensures that you, as the patient, are receiving 
medical care and treatment that is appropriate, medically necessary and being performed in the 
best setting. 
 
Therefore, if your physician recommends hospitalization, outpatient surgery or defined 
procedures/services as listed below, for you or your eligible dependent, precertification is 
required by your physician for in-network services and by you and/or your physician for 
out of network services by calling 1.800.CIGNA24 (1.800.244.6224) five (5) days prior to 
services being rendered. You must receive services from an in-network provider in order to 
receive your highest level of benefit reimbursement. You will receive a letter stating what 
services and/or treatments have been approved. 
 
If your hospitalization is for a maternity stay, no authorization is required for a 48 hour stay for 
vaginal deliveries or a 96 hour stay for Cesarean section. Longer stay must be authorized by Cigna 
HealthCare. 
 
If admission is due to an emergency, you or a member of your family, and your physician must call 
Cigna Health Care at 1.800.CIGNA24 (1.800.244.6224) within 48 hours or as soon as possible. All 
emergency admissions will be reviewed for medical necessity. 
 
Concurrent review will be performed during your hospital stay to ensure that continued hospitalization 
is warranted. You will be visited by a Cigna Health Care nurse to assist with any discharge needs 
you may have. 
 
Precertification is required for ALL in-patient admissions, and the following list of services and 
procedures whether performed in a hospital, outpatient facility, or doctor’s office: 

• All elective and urgent/emergent admissions, observation stays, skilled nursing facility, 
rehab facilities, hospice facilities, and transfers between facilities. 

• Any covered dental-treatments and procedures including, but not limited to: orthognathic 
procedures, TMJ procedures, procedures to treat injury to sound natural teeth. 

• MRA, MRI, CT, and PET Scans 

• Durable medical equipment 

• Devices including, but not limited to: cochlear implants, insulin pumps 

• Home health care and home infusion therapy 

• Tonsillectomy – in-patient only 

• Uvulopharyngopalatoplasty – in-patient only 

• Hysterectomy 

• Speech therapy, prior to the first visit 

 
Please note: List of services is subject to change without notice. When pre-certifying 
procedures, all claims are subject to retrospective review, if necessary, to confirm that 
procedures or services are covered and not excluded under the Plan Document. 
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PENALTIES 
 
THE PRECERTIFICATION PROGRAM IS MANDATORY. If services as listed are not pre-certified, 
up to a $500 penalty will be imposed on the covered person when utilizing an out-of-network 
physician. 
 
Serious Illness 
If you or a covered family member ever need care beyond a traditional hospital stay, Cigna 
Health Care Case Management service provides valuable counseling, support and care 
coordination. An experienced case manager, assigned specifically to your situation, works closely 
with your doctor to help you sort out your options, contact facilities, arrange care, and access 
helpful community resources and programs. 
 
For  more  information  call  Customer  Service  at  the  toll-free  number  on  your  Cigna  Health  
Care  ID  card, 1.800.CIGNA24 (1.800.244.6224). 
 
The Cigna Health Care Your Health First Program 
Your Cigna Health Care plan includes the Cigna Health Care Your Health First Program for better 
health. It offers valuable, confidential support for you and your covered family members with 
specific medical conditions. The Cigna Health Care Your Health First Program provides 
educational materials that help you learn more about your health condition, regular reminders of 
important checkups and tests and helpful information that keeps your doctor advised of the latest 
care and treatment techniques. 
 
The Cigna Health Care Your Health First Program helps you and your doctor follow your condition 
more closely and treat it more effectively. 
 
The following programs are available: 

• Asthma 
• Heart Disease 

• Coronary Artery Disease 
• Angina 
• Congestive Heart Failure 
• Acute Myocardial Infarction 

• COPD (Emphysema and Chronic Bronchitis) 
• Diabetes Type 1 
• Diabetes Type 2 
• Metabolic Syndrome 

• Peripheral Arterial Disease 
• Low Back Pain 
• Osteoarthritis 
• Depression 

• Anxiety 
• Bipolar Disorder 

 
To learn more or to enroll in the program, call 1.855.246.1873. 
 
 

II. Medical Insurance: Cigna Health Reimbursement Account (HRA)                   48 



  

Once you complete the simple enrollment process, you will be provided with: 
• Access to registered nurses who specialize in your condition. 

• Information and resources that include assistance with self-care materials and services; 
and informative topic sheets on a variety of condition related topics. 

• Reminders of self-care routines, exams and doctor appointments and other important topics. 

 
Cigna Health Care Healthy Babies® (Well Pregnancy Program) 
The Cigna Health Care Healthy Babies program provides education and support for covered 
mothers-to-be along with special attention for high-risk pregnancies. The program includes: 

• Access to a valuable toll-free information line staffed by experienced registered nurses 
• Educational materials from a recognized source of information on pregnancy and babies -- 

March of Dimes® 
• Post-delivery support and services.  Once your baby arrives, Cigna Health Care continues to 

provide access to the services you'll need for the first few days and after. 
 
Financial incentives (awarded after baby’s birth) will be awarded to members who participate 
and meet the requirements of the program outlined at enrollment. 
 
If you enroll: 

• Prenatal Vitamins: Participants will receive their prescription prenatal vitamins free - no 
copays. 

• Preconception: Up to 12 months before becoming pregnant - incentive equals $225. 
• Pregnancy up to the 12th of pregnancy - incentive equals $175. 
• From the 13th the 23rd  week of pregnancy - incentive equals $50. 

 
For members enrolled in the Well Pregnancy Program, Lamaze classes are “free of charge” at 
specified locations. 
 
Please call Cigna Health Care at the toll-free number on your Cigna Health Care ID card, 
1.800.CIGNA24 (1.800.244.6224). 
 
Hearing Aid Program 
This program allows coverage of hearing aids through the Cigna in-network provider, 
Amplifon/HearPo.  This benefit will NOT be covered at an out-of-network provider.  Your coverage 
includes: 

• Up to two hearing aids in a covered three year period; maximum benefit of $3,000 per hearing 
aid device through the Cigna in-network provider, Amplifon/HearPo. 

• Co-insurance and deductibles apply. 
 
To access services, call Amplifon/HearPo at 1.888.207.2798. 
 
Smoking Cessation Program – Smoke Free OCPS 
This program is designed to assist individuals attempting to quit smoking. Components of the 
program include an eight week problem solving, social supportive educational class, ACA-covered 
smoking cessation prescription medications and over-the-counter (OTC) nicotine replacement and 
reimbursement for any group therapy costs. “Smoke-Free” participants pay for group therapy 
copayments; prescriptions are required for medications and OTC nicotine replacement. After 12 
months of successfully quitting smoking, participants are eligible to receive reimbursements with 
proper documentation. Contact the Employee Wellness Program at 407.317.3200, Ext. 200 2929 
to obtain an enrollment packet. 
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The Cigna Health Care 24-Hour Health Information Line 
No matter where you are in the U.S., you can call the Cigna Health Care 24-Hour Health 
Information Line, toll-free at 1.800.CIGNA24 (1.800.244.6224). 

• You can speak to a registered nurse for answers to your health questions, assistance in
locating nearby medical facilities, and helpful self-care tips.

• You can listen to informative, recorded audio tapes on hundreds of health topics.
• This service is available around the clock, 24-hours a day, seven days a week.

Cigna Telehealth offered through Cigna  
Easy and cost effective Cigna Telehealth solution that provides on-demand 24/7/365 access to 
non-urgent health care through a national network of licensed, board certified U.S. – based doctors 
and pediatricians. Telehealth Services will be provided by both American Well (Amwell) and 
MDLIVE. You can talk with doctors by phone or video conference. Telehealth doctors can 
diagnose you, prescribe medications when appropriate and send the prescription directly to your 
pharmacy. 

Covered expenses include: charges for the delivery of medical and health-related consultations via 
secure telecommunications technologies including telephones and internet, when delivered 
through a contracted medical telehealth provider. 

When to use it? 
Cigna Telehealth is available 24 hours a day, seven days a week, 365 days a year to 
conveniently help you find treatment for minor, non-emergency conditions. You can use it 
anytime, from anywhere. All you need is a phone or computer with webcam. Use Cigna 
Telehealth to talk to a doctor about: 

› Acne › Allergies › Asthma › Bronchitis › Cold & Flu › Diarrhea › Ear Aches › Fever ›
Head Ache › Infections › Insect Bites › Joint Aches › Nausea › Pink Eye › Rashes ›
Respiratory Infections › Sinus Infections › Skin Infections › Sore Throat › Urinary
Tract Infections

Child medical conditions - Cold & Flu - Constipation - Ear Aches - Nausea - Pink Eye 
For Copay plans – Pay $10 copay  
For Deductible plans – Pay 100% of the cost of the visit until Deductible is met, then $10 copay 

To access Cigna Telehealth: 
• Register online
• Patient registers online with one or both vendors so they are ready to use service when

needed

URL: http://www.MDLIVEforCigna.com  
Toll free number: 888.726.3171  

URL: http://www.AmwellforCigna.com  
Toll free number: 855.667.9722  

By Phone: 
• Step 1: Call toll-free

Patient calls toll-free hotline available 24/7/365 including holidays. MDLIVE 888.726.3171.
American Well 855.667.9722

• Step 2: Speak with a coordinator
A consultation coordinator locates the next available doctor and prepares patient for the
consultation

• Step 3: Speak with the doctor
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Once an available doctor is located, the system automatically calls and connects the doctor 
to the patient vs. others. 

 
By Video Conference: 

• Step 1: Visit website 
Patient visits the American Well or MDLIVE website or can download each mobile app and 
log in with username and password. 

• Step 2: Find a doctor 
System helps the patient search for a doctor by a criteria, such as specialty, language, 
gender, location, or simply finds the next available doctor. 

• Step 3: See the doctor online 
Once an available doctor is located, the system automatically connects the doctor to the 
patient. 

 
Post Visit: 

• Email communication 
• Patient can elect for consultation history to be sent to personal doctor 

 
Prescription services 
 
Amwell and MDLIVE doctors may prescribe medication when appropriate and send the 
prescription directly to your pharmacy*. 
 
Health care services are delivered by American Well and MDLIVE participating doctors and not by 
Cigna. Availability may vary by location and is subject to change. See vendor sites for details.  
 
*American Well and MDLIVE do not guarantee that a prescription will be written. Not all 
prescriptions are available. The following services are generally not covered: services that aren’t 
medically necessary; experimental, investigational or unproven services; services for an injury or 
illness that occurs while working for pay or profit, including services covered by Worker’s 
Compensation benefits; treatment of sexual dysfunction. Amwell and MDLIVE are independent 
companies/entities and are not affiliated with Cigna. The services and websites are provided 
exclusively by Amwell and MDLIVE and not by Cigna. Providers are solely responsible for any 
treatment provided. Not all providers have video chat capabilities. Video chat is not available in all 
areas. Amwell/MDLIVE services are separate from your health plan’s provider network. Telehealth 
services may not be available to all plan types. A Primary Care Provider referral is not required for 
Amwell/MDLIVE services. 

 
Cigna Healthy Rewards Program 
Healthy Rewards is a discount program offered to Cigna members. Healthy Rewards offers 
discounts for acupuncture, laser vision correction, hearing aids, cosmetic dentistry, smoking 
cessation, fitness club memberships, herbal supplements and a variety of other services and 
programs. There are no claims to file. The discount applies the minute service is paid for. 
Members use their Cigna medical plan ID card for identification. Discounts apply only with 
Healthy Rewards participating providers. Members can find a list of providers and services by 
calling 1.800.870.3470 or by visiting www.cigna.com/healthyrewards or www.mycigna.com. 
 
Healthy Rewards discounts cannot be applied to any copayments or coinsurance for services 
already covered by your medical plan. 
 
Customer Service 
Cigna Customer Service: 

• The toll-free number is 1.800.CIGNA24 (1.800.244.6224). Please have your Cigna Health 
Care ID card ready when you call. 

• Cigna's Customer Service is available 24 hours a day, 7 days a week. 
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• Se habla Espanol - and more than 140 other languages. Cigna provides bi-lingual 
representatives in Spanish-speaking areas; for other non-English speaking members, 
Cigna also offers a Language Line service that can translate virtually any language. 

 
Cigna Health Care ID Card 
Carry it with you at all times and present it whenever you access medical care. This will help 
ensure that your claim is handled properly. 
 
 

EXCLUSIONS/LIMITATIONS 
Expenses for the following are excluded and/or limited: 
 
MEDICAL PLAN 

1. Any treatment for cosmetic purposes or for cosmetic surgery, except that the plan will 
pay for cosmetic treatment or surgery: 

a. Due solely to an accidental bodily injury which occurred while the covered person was 
under this plan; or  

b. Due solely to a birth defect of a covered person’s eligible dependent child. 

2. Any service for the treatment of injury or illness considered not medically necessary 
and/or appropriate as determined by the medical director or his designee. 

3. Collection or donation of blood products, except for autologous donation in anticipation 
of scheduled services where in the opinion of the Medical Director the likelihood of 
excess blood loss is such that transfusion is an expected adjunct to surgery.  Blood 
administration for the purpose of general improvement of health. 

4. Surgery to reverse surgical sterilization procedures. 

5. Services and supplies related to sexual dysfunctions or inadequacies, or for sex change 
operations. 

6. Fertility studies, sterility studies, procedures to restore or enhance fertility, artificial 
insemination, or invitro fertilizations. 

7. Care or services of any kind performed by or under the direct supervision of a dentist, 
except that the plan will pay for dental treatment necessary to repair injuries to sound, 
natural teeth caused by a non- occupational accident occurring while the covered person 
is covered and which are performed within six months of the accident. The contributing 
cause of the accident must be something other than teeth grinding, chewing, or biting. 

8. Treatment on or to the teeth, the nerves or roots of the teeth, gingival tissue of alveolar 
processes; however, benefits will be payable for the charges incurred for the treatment 
required because of accidental bodily injury to natural teeth sustained while covered 
(this exception shall not in any event be deemed to include expenses for treatment for the 
repair or replacement of a denture). 

9. Non-surgical treatment involving bones and joints of the jaw and facial region. All 
orthognathic procedures and other craniomandibular disorder treatments not medically 
necessary. 

10. Diagnosis or treatment of weak or flat feet, fallen or high arches, for instability or 
imbalance metatarsalgia not caused by disease (except for bone surgery), bunions 
(except for capsular or bone surgery), corns or calluses, or toenails (except for 
complete or partial removal of nail root); unless needed in treatment of a metabolic or 
peripheral vascular disease. 

11. Routine hearing examinations, routine physical examinations, premarital examinations, 
pre-employment physicals, preschool examinations, or annual boosters except as indicated 
in the summary of benefits. 
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12. Hearing aids or examination for prescriptions or fitting of hearing aids, except as indicated 
in the summary of benefits. 

13. Routine eye examination, eye glasses, contact lenses or their fitting (unless for initial 
replacement of the lens of the eye after cataract surgery), eye exercises, visual therapy, 
fusion therapy, visual aids or orthoptics, any related examination and eye refraction, or 
radial keratatomy. 

14. For experimental, investigational or unproven services which are medical, surgical, 
psychiatric, substance abuse or other healthcare technologies, supplies, treatments, 
procedures, drug therapies, or devices that are determined to be: 

a. Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully 
marketed for the proposed use and not recognized for the treatment of the particular 
indication in one of the standard reference compendia (The United States 
Pharmacopeia Drug Information, the American Medical Association Drug 
Evaluations, or the American Hospital Formulary Service Drug Information) or in 
medical literature. Medical literature means scientific studies published in a peer-
reviewed national professional journal; or 

b. The subject of review or approval by an Institutional Review Board for the proposed 
use; or 

c. The subject of an ongoing clinical trial that meets the definition of a phase I, II, or III 
Clinical Trial as set forth in the FDA regulations, regardless of whether the trial is 
subject to FDA oversight; or 

d. Not demonstrated, through existing peer-reviewed literature, to be safe and effective 
for treating or diagnosing the condition or illness for which its use is proposed 

15. Any organ or tissue transplant, except as otherwise listed in the Plan Document. 

16. Education, training, and bed and board while confined to an institution which is primarily a 
school or other institution for training; a place of rest, a place for the aged, or for custodial 
care or for testing or training due to mental, nervous, or emotional conditions. 

17. Education (excluding diabetes education), training, or counseling of any type no matter 
what the diagnosis.  The mental health benefit covers counseling. 

18. Health Services and associated expenses for bariatric procedures/surgeries intended 
primarily for the treatment of morbid obesity or weight loss, including but not limited to 
gastric bypasses, gastric balloons, stomach stapling, jejunal bypasses, wiring of the jaw 
and health services of a similar nature. 

19. Weight control counseling or services primarily for weight loss or control. Necessary 
treatment for eating disorders, as defined by DSM-III-R codes, is covered under the mental 
health benefit approved by Orlando Behavioral Healthcare. Coverage for weight control is 
provided in network only and follows the guidelines set forth in the Health Care Reform Act 
at  http://www.healthcare.gov/law/about/provisions/services/lists.html. 

20. Vitamins, minerals, or food supplements, whether or not prescribed by a qualified 
practitioner. 

a. Exception: Legend vitamins and minerals when adequate nutrition cannot be 
sustained with over- the-counter vitamins and minerals. Clinically necessary I.V. 
hyperalimentation or when adequate nutrition cannot be sustained through usual 
pathway. 

21. Any personal items while hospital confined. 

22. Hospitalization primarily for x-ray, laboratory, diagnostic study, physical therapy, 
hydrotherapy, medical observation, convalescent or rest care, or any other medical 
examination or tests not clinically necessary. 
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23. Services, supplies, or tests not generally accepted in health care practices as needed 
in the diagnosis or treatment of the patient, even if ordered by a doctor. 

24. Medical supplies such as adhesive tape, antiseptics, or other common first aid supplies. 

25. Services provided by a person who usually lives in the same household as the covered 
person, or who is a member of his/her immediate family or the family of his/her spouse. 

26. Those services incurred prior to the date coverage is in force or after coverage ends, 
except if the person is totally disabled on the date this medical plan ends. 

27. Those services which a covered person would not be legally obligated to pay if health 
insurance coverage did not exist. 

28. Illness for which the covered person is entitled to benefits under any worker’s 
compensation law or act, or accidental bodily injury arising out of or in the course of 
the covered person’s employment or services rendered by any governmental program 
(i.e., V.A. hospital) unless there is a legal obligation to pay for coverage. 

29. Illness resulting from war, whether declared or undeclared. 

30. Illness or injury to which a contribution cause was the commission of, or attempted 
commission of, an act of aggression or a felony, or participating in a riot by the covered 
person. 

31. Any charges in excess of approved charges as determined by Cigna. 

32. Claims not submitted within 12 months from the date of service. 

33. All charges during a hospitalization deemed medically unnecessary or inappropriate by the 
medical director or his designee. 

34. Penalties for failure to comply with any and all applicable precertification requirements. 

35. Claims for services to improve a covered person’s general physical condition, for private 
membership clubs and clinics, and for any other organization charging membership fees. 

36. Any tests not requiring a physician’s order and purchased over-the-counter. 

37. Assistance in the activities of daily living, including but not limited to eating, bathing, 
dressing or other Custodial Services or self-care activities, homemaker services and 
services primarily for rest, domiciliary or convalescent care. 

38. Cost of biologicals that are immunizations or medications for the purpose of travel, or to 
protect against occupational hazards and risks.
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II. MEDICAL INSURANCE 
Plan C:  Cigna OAP In-Network 

 
OVERVIEW 
 
The Cigna Health Care OAP In-Network plan is designed to provide high quality healthcare to you 
and your family. You have the option to choose a “Primary Care Physician” (PCP) who 
specializes in one of four areas: family practice, internal medicine, general medicine or 
pediatrics. Your PCP or personal physician can be a source for routine care and for guidance 
if you need to see a specialist or require hospitalization. 
 
With the Cigna Health Care OAP In-Network plan no referrals are needed to see a 
participating specialist. If you see a provider who is not in the Cigna Open Access Plus 
network, your plan does not cover those services, except in emergencies. Each family member 
can choose his or her own PCP. 
 
To access an online provider directory for the Cigna OAP In-Network plan visit www.cigna.com, 
choose “Find A Doctor,” choose “Open Access Plus, OA Plus, Choice Fund OA Plus.”  For detailed 
instructions in using the provider directory, please see page 8 of the General Insurance Information 
section of this handbook. 
 
Cigna Health Care Network provides cost-effective, high quality healthcare services through 
participating physician offices and facilities. To ensure full and proper medical treatment, this 
program emphasizes pre-admission screening, prior authorization for specific services, 
ambulatory services, home healthcare, and preventive care. 
 
Please use the Summary of Benefits and Coverage as a guide to your plan. This schedule does 
not contain all provisions of your benefit plan. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services  Coverage Period: 10/01/2017 - 09/30/2018 
The School Board of Orange County, Florida: Open Access Plus IN Coverage for: Individual/Individual + Family | Plan Type: OAP 

 
 

 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost 
for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is  only a summary. For 
more information about your coverage, or to get a copy of the complete terms of coverage, go online at www.cigna.com/sp. For general 
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other terms see the Glossary. You can view 
the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy. 
Important Questions Answers Why This Matters: 

 
What is the overall 
deductible? 

For in-network providers: $100/individual or $200/family 
 
Co-payments don't count toward the deductible. 
Deductible amounts met in July, August, September will 
apply to the current plan year and following plan year. 

Generally, you must pay all of the costs from providers up to the  
deductible amount before this plan begins to pay. If you have other family 
members on the plan, each family member must meet their own individual  
deductible until the total amount of deductible expenses paid by all family 
members meets the overall family deductible. 

 
Are there services covered 
before you meet your 
deductible? 

Yes. In-network preventive care & immunizations, office 
visits, emergency room visits, urgent care facility visits, 
mental health services, substance abuse services and 
prescription drugs are covered before you meet your 
deductible. 

This plan covers some items and services even if you haven’t yet met the 
deductible amount. But a copayment or coinsurance may apply. For 
example, this plan covers certain preventive services without cost-sharing 
and before you meet your deductible. See a list of covered preventive  
services at https://www.healthcare.gov/coverage/preventive-care-  
benefits/. 

Are there other deductibles 
for specific services? No. You don't have to meet deductibles for specific services. 

 
 
What is the out-of-pocket  
limit for this plan? 

For in-network providers $4,500/individual or 
$9,000/family 

 
For in-network prescription drugs - $1,000 person/ 
$2,000 family  
For in-network Mental Health/Substance Abuse - $500 
person/ $1,000 family 

 
The out-of-pocket limit is the most you could pay in a year for covered 
services. If you have other family members in this plan, they have to meet 
their own out-of-pocket limits until the overall family out-of-pocket limit has 
been met. 

What is not included in the 
out-of-pocket limit? 

Premiums, balance-billing charges, and health care this  
plan doesn’t cover. 

Even though you pay these expenses, they don't count toward the out-of-  
pocket limit. 
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Important Questions Answers Why This Matters: 
 
 
Will you pay less if you use a 
network provider? 

 
 
Yes. See www.myCigna.com or call 1-800-Cigna24 
for a list of network providers. 

This plan uses a provider network. You will pay less if you use a provider 
in the plan’s network. You will pay the most if you use an out-of-network 
provider, and you might receive a bill from a provider for the difference 
between the provider’s charge and what your plan pays (balance billing). 
Be aware your network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you 
get services. 

Do you need a referral to see 
a specialist? No. You can see the specialist you choose without a referral. 

 

   All copayment and  coinsurance costs shown in this chart are after your  deductible has been met, if a  deductible applies. 

Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 
 
If you visit a health care  
provider's office or clinic 

Primary care visit to treat an 
injury or illness 

$25 copay/visit  
Deductible does not apply Not covered None 

Telehealth $10/visit Not covered None 

Specialist visit $45 copay/visit  
Deductible does not apply Not covered None 

 
 
 
Preventive care/ screening/ 
immunization 

No charge/visit** 
No charge/screening** 
No charge/immunizations** 

 
**Deductible does not apply 

Not covered None 
 
You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services you need are preventive. 
Then check what your plan will pay 
for. 

 
 

If you have a test 

 
Diagnostic test (x-ray, blood 
work) 

Plan pays 100%** (physician's 
office/independent lab) 
20% coinsurance (inpatient or 
outpatient services) 

 
Not covered 

 
None 

Imaging (CT/PET scans, 
MRIs) 

$100 copay per type of 
scan/day, then plan pays 100% Not covered None 
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 
 
 
 
If you need drugs to treat 
your illness or condition 

 
More information about  
prescription drug  
coverage is available at  
www.caremark.com 

 
 
Generic drugs (Tier 1) 

$7 co-pay: retail 30-day 
prescription 
$14 co-pay: CVS/Caremark mail 
order or CVS Retail 90- day 
prescription 
$21 co-pay: retail 90-day 
prescription 

 
 
 
Not Covered 

 
Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

 
 
Preferred brand drugs 
(Tier 2) 

$40 co-pay: retail 30-day 
prescription 
$80 co-pay: CVS/Caremark mail 
order or CVS Retail 90- day 
prescription  
$120 co-pay: retail 90-day 
prescription 

 
 
Not Covered 

Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

Non-preferred brand drugs 
(Tier 3) Not covered Not covered See Insurance Benefits Handbook for 

full list of Exclusions/Limitations 
 
Covered Medications more 
than $1,500 for a 30 day 
supply. 

$75 co-pay: retail 30-day 
prescription 
$150 co-pay: CVS/Caremark mail 
order or CVS Retail 90- day 
prescription  
$225 co-pay: retail 90-day 
prescription 

 
 
Not Covered 

Maintenance drugs are not covered at 
retail beginning with the 4th fill of a 
30-day supply. See Insurance 
Benefits Handbook for full list of 
Exclusions/Limitations. 

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery 

 
20% coinsurance Not covered None 

Physician/surgeon fees 20% coinsurance Not covered None 
 
 
If you need immediate 
medical attention 

Emergency room care $300 copay/visit  Deductible 
does not apply $300 copay/visit Per visit copay is waived if admitted 

Emergency medical 
transportation 20% coinsurance 20% coinsurance None 

Urgent care $35 copay/visit  Deductible does 
not apply $35 copay/visit Per visit copay is waived if admitted 

 
If you have a hospital stay 

Facility fee (e.g., hospital 
room) 20% coinsurance Not covered None 

Physician/surgeon fees 20% coinsurance Not covered None 
II. Medical Insurance: Cigna OAP In-Network                                       58 

http://www.caremark.com/
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance


 
 

 

Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
If you have mental health, 
behavioral health, or 
substance abuse needs 
please contact: Orlando 
Behavioral Healthcare at 
407.637.8080 

The schedule of benefits for behavioral/mental health is outlined in Section II. E. 

 
 
 
 
If you are pregnant 

 
Office visits 

$25 PCP or $45 Specialist 
copay, 
Deductible does not apply 

 
Not covered 

Primary Care or Specialist benefit 
levels apply for initial visit to confirm 
pregnancy. 
Depending on the type of services, a 
copayment, coinsurance or deductible 
may apply. Maternity care may 
include tests and services described 
elsewhere in the SBC (i.e. 
ultrasound). 

 
Childbirth/delivery 
professional services 

$150 copay, plus 20% 
coinsurance, 
Deductible does not apply. 

 
Not covered 

Childbirth/delivery facility 
services 20% coinsurance Not covered 
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

 
 
 
 
 
 
 

If you need help 
recovering or have other 
special health needs 

 
Home health care 

 
Plan pays 100%** 

 
Not covered 

Coverage is limited to 100 days in- 
network annual max. 16 hour 
maximum per day 

 
 
Rehabilitation services 

 
 
$25 copay/visit  
Deductible does not apply 

 
 
Not covered 

Coverage is limited to annual max of: 
50 days for Pulmonary Rehabilitation, 
Cognitive Therapy, Physical Therapy, 
Speech Therapy, Occupational 
Therapy Chiropractic care 
services and Cardiac rehab services. 

Habilitation services Not covered Not covered None 

Skilled nursing care 20% coinsurance Not covered Coverage is limited to 120 days 
annual max. 

Durable medical equipment Plan pays 100% Not covered None 
 
 
Hospice services 

Inpatient Services 20%  
coinsurance 

 
Outpatient Services plan pays 
100% 

 
 
Not covered 

 
 
None 

If your child needs dental 
or eye care 

Children's eye exam Not covered Not covered None 
Children's glasses Not covered Not covered None 
Children's dental check-up Not covered Not covered None 
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Excluded Services & Other Covered Services: 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
Habilitation services Eye Care (Adult & Children) 

Bariatric surgery Infertility treatment Routine foot care 
Cosmetic surgery Long-term care Weight loss programs 
Dental care (Adult & Children) Non-emergency care when traveling outside the 

U.S. 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
Chiropractic care (combined with Rehabilitation Private Duty Nursing 
Services) 
Hearing aids ($3,000 maximum per 36 months) 
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About these Coverage Examples: 

 
 

   
■ The plan's overall deductible $100 
■ Specialist copayment $45 
■ Hospital (facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

■ The plan's overall deductible $100 
■ Specialist copayment $45 
■ Hospital (facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

■ The plan's overall deductible $100 
■ Specialist copayment $45 
■ Hospital (facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

 
   

 

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay
Cost Sharing 

Deductibles $100 
Copayments $190 
Coinsurance $2,500 

What isn't covered 
Limits or exclusions $10 
The total Peg would pay is $2,800 

Cost Sharing 
Deductibles $100 
Copayments $900 
Coinsurance $100 

What isn't covered 
Limits or exclusions $200 
The total Joe would pay is $1,300 

Cost Sharing 
Deductibles $100 
Copayments $400 
Coinsurance $300 

What isn't covered 
Limits or exclusions $0 
The total Mia would pay is $800 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending on the 
actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and 
excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note these coverage 
examples are based on self-only coverage. The plan would be responsible for the other costs of these EXAMPLE covered services. 

 
Peg is Having a Baby 

(9 months of in-network pre-natal care and a 
hospital delivery) 

Managing Joe's type 2 Diabetes 
(a year of routine in-network care of a well- 

controlled condition) 

Mia's Simple Fracture 
(in-network emergency room visit and follow up 

care) 

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900 
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Cigna NETWORK 
PRECERTIFICATION/UTILIZATION MANAGEMENT 

 
 
The precertification/utilization management process ensures that you, as the patient, are receiving 
medical care and treatment that is appropriate, medically necessary and being performed in the 
best setting. 

 
Therefore, if your physician recommends hospitalization, out-patient surgery or defined 
procedures/services as listed below, for you or your eligible dependent, precertification is 
required by your physician for in-network services and by your physician for out of network 
services by calling 1.800.CIGNA24 (1.800.244.6224) five (5) days prior to services being 
rendered. You must receive services from an in-network provider in order to receive your highest 
level of benefit reimbursement. You will receive a letter stating what services and/or treatments 
have been approved. 

 
If your hospitalization is for a maternity stay, no authorization is required for a 48 hour stay for 
vaginal deliveries or a 96 hour stay for Cesarean section. Longer stay must be authorized by Cigna 
Health Care. 

 
If admission is due to an emergency, you or a member of your family, and your physician must call 
Cigna Health Care at 1.800.244.6224 (1.800.CIGNA24) within 48 hours/next working day following 
the admission. All emergency admissions will be reviewed for medical necessity. 

 
Concurrent review will be performed during your hospital stay to ensure that continued 
hospitalization is warranted. You will be visited by a Cigna Health Care nurse to assist with any 
discharge needs you may have. 

 
Precertification is required for ALL in-patient admissions, and the following list of services and 
procedures whether performed in a hospital, outpatient facility, or doctor’s office: 

 
• All elective and urgent/emergent admissions, observation stays, skilled nursing facility, rehab 

facilities, hospice facilities, and transfers between facilities.  
• Any covered dental-treatments and procedures including, but not limited to: orthognathic 

procedures, TMJ procedures, procedures to treat injury to sound natural teeth. 
• MRA, MRI, CT, and PET Scans 
• Durable medical equipment 
• Devices including, but not limited to: cochlear implants, insulin pumps 
• Home health care and home infusion therapy 
• Tonsillectomy – in-patient only 
• Uvulopharyngopalatoplasty – in-patient only 
• Hysterectomy 
• Speech therapy, prior to the first visit 

 
Please note: List of services is subject to change without notice. When precertifying 
procedures, all claims are subject to retrospective review, if necessary, to confirm that 
procedures or services are covered and not excluded under the Plan Document. 
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Serious Illness 
If you or a covered family member ever need care beyond a traditional hospital stay, Cigna 
Health Care Case Management service provides valuable counseling, support and care 
coordination. An experienced case manager, assigned specifically to your situation, works 
closely with your doctor to help you sort out your options, contact facilities, arrange care, and 
access helpful community resources and programs. 
 
For  more  information  call  Customer  Service  at  the  toll-free  number  on  your  Cigna  Health  
Care  ID  card, 1.800.CIGNA24 (1.800.244.6224). 
 
The Cigna Health Care Your Health First Program 
Your Cigna Health Care plan includes the Cigna Health Care Your Health First Program for better 
health. It offers valuable, confidential support for you and your covered family members with 
specific medical conditions. The Cigna Health Care Your Health First Program provides 
educational materials that help you learn more about your health condition, regular reminders of 
important checkups and tests and helpful information that keeps your doctor advised of the latest 
care and treatment techniques. 
 
The Cigna Health Care Your Health First Program helps you and your doctor follow your condition 
more closely and treat it more effectively. 
 
The following programs are available: 

• Heart Disease • Asthma 
• Coronary Artery Disease • Metabolic Syndrome 
• Angina • Peripheral Arterial Disease 
• Congestive Heart Failure • Low Back Pain 
• Acute Myocardial Infarction • Osteoarthritis 
• COPD (Emphysema and Chronic Bronchitis) • Depression 
• Diabetes Type 1 • Anxiety 
• Diabetes Type 2 • Bipolar Disorder 

To learn more or to enroll in the program, call 1.855.246.1873. 
Once you complete the simple enrollment process, you will be provided with: 

• Access to registered nurses who specialize in your condition 

• Information and resources that include assistance with self-care materials and services; and 
informative topic sheets on a variety of condition related topics. 

• Reminders of self-care routines, exams and doctor appointments and other important topics. 
 
Cigna Health Care Healthy Babies® (Well Pregnancy Program) 
The Cigna Health Care Healthy Babies program provides education and support for covered 
mothers-to-be along with special attention for high-risk pregnancies. The program includes: 

• Access to a valuable toll-free information line staffed by experienced registered nurses 
• Educational materials from a recognized source of information on pregnancy and babies -- 

March of Dimes® 
• Post-delivery support and services.  Once your baby arrives, Cigna Health Care continues to 

provide access to the services you'll need for the first few days and after. 
 
Financial  incentives  (awarded  after  baby’s  birth)  will  be  awarded  to  members  who  
participate  and  meet  the requirements of the program outlined at enrollment. 
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If you enroll: 
• Prenatal Vitamins: Participants will receive their prescription prenatal vitamins free - no 

copays. 
• Preconception: Up to 12 months before becoming pregnant – incentive equals $225. 
• Pregnancy up to the 12th week of pregnancy – incentive equals $175. 
• From the 13th the 23rd week of pregnancy – incentive equals $50. 

 
For members enrolled in the Well Pregnancy Program, Lamaze classes are “free of charge” at 
specified locations. 
 
Please  call  Cigna  Health  Care  at  the  toll-free  number  on  your  Cigna  Health  Care  ID  card,  
1.800.CIGNA24 (1.800.244.6224). 
 
Hearing Aid Program 
This program allows coverage of hearing aids through the Cigna in-network provider, 
Amplifon/HearPo.  This benefit will NOT be covered at an out-of-network provider.  Your coverage 
includes: 

• Up to two hearing aids in a covered three year period; maximum benefit of $3,000 per hearing 
aid device through the Cigna in-network provider, Amplifon/HearPo. 

• Co-insurance and deductibles apply. 
 
To access services, call Amplifon/HearPo at 1.888.207.2798. 
 
Smoking Cessation Program – Smoke Free OCPS 
This program is designed to assist individuals attempting to quit smoking. Components of the 
program include an eight week problem solving, social supportive educational class, ACA-covered 
smoking cessation prescription medications and over-the-counter (OTC) nicotine replacement and 
reimbursement for any group therapy costs. “Smoke-Free” participants pay for group therapy 
copayments; prescriptions are required for medications and OTC nicotine replacement. After 12 
months of successfully quitting smoking, participants are eligible to receive reimbursements with 
proper documentation. Contact the Employee Wellness Program at 407.317.3200, Ext. 200 2929 
to obtain an enrollment packet. 
 
The Cigna Health Care 24-Hour Health Information Line 
No matter where you are in the U.S., you can call the Cigna Health Care 24-Hour Health 
Information Line, toll-free at 1.800.CIGNA24 (1.800.244.6224). 

• You can speak to a registered nurse for answers to your health questions, assistance 
in locating nearby medical facilities, and helpful self-care tips. 

• You can listen to informative, recorded audio tapes on hundreds of health topics. 

• This service is available around the clock, 24-hours a day, seven days a week. 
 
Cigna Telehealth offered through Cigna  
Easy and cost effective Cigna Telehealth solution that provides on-demand 24/7/365 access to 
non-urgent health care through a national network of licensed, board certified U.S. – based doctors 
and pediatricians. Telehealth Services will be provided by both American Well (Amwell) and 
MDLIVE. You can talk with doctors by phone or video conference. Telehealth doctors can 
diagnose you, prescribe medications when appropriate and send the prescription directly to your 
pharmacy. 
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Covered expenses include: charges for the delivery of medical and health-related consultations via 
secure telecommunications technologies including telephones and internet, when delivered 
through a contracted medical telehealth provider. 

When to use it? 
Cigna Telehealth is available 24 hours a day, seven days a week, 365 days a year to 
conveniently help you find treatment for minor, non-emergency conditions. You can use it 
anytime, from anywhere. All you need is a phone or computer with webcam. Use Cigna 
Telehealth to talk to a doctor about: 

› Acne › Allergies › Asthma › Bronchitis › Cold & Flu › Diarrhea › Ear Aches › Fever ›  
Head Ache › Infections › Insect Bites › Joint Aches › Nausea › Pink Eye › Rashes › 
Respiratory Infections › Sinus Infections › Skin Infections › Sore Throat › Urinary 
Tract Infections   

 
Child medical conditions - Cold & Flu - Constipation - Ear Aches - Nausea - Pink Eye 

For Copay plans – Pay $10 copay  
For Deductible plans – Pay 100% of the cost of the visit until Deductible is met, then $10 copay 
 
To access Cigna Telehealth: 

• Register online 
• Patient registers online with one or both vendors so they are ready to use service when 

needed 
 

URL: http://www.MDLIVEforCigna.com   
Toll free number: 888.726.3171  
 
URL: http://www.AmwellforCigna.com   
Toll free number: 855.667.9722  
 
By Phone: 

• Step 1: Call toll-free 
Patient calls toll-free hotline available 24/7/365 including holidays. MDLIVE 888.726.3171.  
American Well 855.667.9722 

• Step 2: Speak with a coordinator 
A consultation coordinator locates the next available doctor and prepares patient for the 
consultation 

• Step 3: Speak with the doctor 
Once an available doctor is located, the system automatically calls and connects the doctor 
to the patient vs. others. 

 
By Video Conference: 

• Step 1: Visit website 
Patient visits the American Well or MDLIVE website or can download each mobile app and 
log in with username and password. 

• Step 2: Find a doctor 
System helps the patient search for a doctor by a criteria, such as specialty, language, 
gender, location, or simply finds the next available doctor. 

• Step 3: See the doctor online 
Once an available doctor is located, the system automatically connects the doctor to the 
patient. 

 
Post Visit: 

• Email communication 
• Patient can elect for consultation history to be sent to personal doctor 
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Prescription services 
 
Amwell and MDLIVE doctors may prescribe medication when appropriate and send the prescription 
directly to your pharmacy*. 
 
Health care services are delivered by American Well and MDLIVE participating doctors and not by 
Cigna. Availability may vary by location and is subject to change.  See vendor sites for details.  
 
*American Well and MDLIVE do not guarantee that a prescription will be written. Not all 
prescriptions are available. The following services are generally not covered: services that aren’t 
medically necessary; experimental, investigational or unproven services; services for an injury or 
illness that occurs while working for pay or profit, including services covered by Worker’s 
Compensation benefits; treatment of sexual dysfunction. Amwell and MDLIVE are independent 
companies/entities and are not affiliated with Cigna. The services and websites are provided 
exclusively by Amwell and MDLIVE and not by Cigna. Providers are solely responsible for any 
treatment provided. Not all providers have video chat capabilities. Video chat is not available in all 
areas. Amwell/MDLIVE services are separate from your health plan’s provider network. Telehealth 
services may not be available to all plan types. A Primary Care Provider referral is not required for 
Amwell/MDLIVE services. 
 
Cigna Healthy Rewards Program 
Healthy Rewards is a discount program offered to Cigna members. Healthy Rewards offers 
discounts for acupuncture, laser vision correction, hearing aids, cosmetic dentistry, smoking 
cessation, fitness club memberships, herbal supplements and a variety of other services and 
programs. There are no claims to file. The discount applies the minute service is paid for. 
Members use their Cigna medical plan ID card for identification. Discounts apply only with Healthy 
Rewards participating providers.  
 
Members can find a list of providers and services by calling 1.800.870.3470 or by visiting 
www.cigna.com/healthyrewards or www.mycigna.com. 
 
Healthy Rewards discounts can’t be applied to any copayments or coinsurance for services 
already covered by your medical plan. 
 
Customer Service 
Cigna Customer Service: 

• The toll-free number is 1.800.CIGNA24 (1.800.244.6224). Please have your Cigna 
Health Care ID card ready when you call. 

• Cigna's Customer Service is available 24 hours a day, 7 days a week. 
• Se habla Espanol - and more than 140 other languages. Cigna provides bi-lingual 

representatives in Spanish-speaking areas; for other non-English speaking members, 
Cigna also offers a Language Line service that can translate virtually any language. 

 
Cigna Health Care ID Card 
Carry it with you at all times and present it whenever you access medical care. This will help 
ensure that your claim is handled properly. 
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EXCLUSIONS/LIMITATIONS 
 
Expenses for the following are excluded and/or limited: 
 
MEDICAL PLAN 

1. Any treatment for cosmetic purposes or for cosmetic surgery, except that the plan will pay for 
cosmetic treatment or surgery: 

a. Due solely to an accidental bodily injury which occurred while the covered person was 
under this plan; or 

b. Due solely to a birth defect of a covered person’s eligible dependent child. 
 

2. Any service for the treatment of injury or illness considered not medically necessary and/or 
appropriate as determined by the medical director or his designee. 

 
3. Collection or donation of blood products, except for autologous donation in anticipation of 

scheduled services where in the opinion of the Medical Director the likelihood of excess 
blood loss is such that transfusion is an expected adjunct to surgery. Blood administration for 
the purpose of general improvement of health. 

 
4. Surgery to reverse surgical sterilization procedures. 

 
5. Services and supplies related to sexual dysfunctions or inadequacies, or for sex change 

operations. 
 

6. Fertility studies, sterility studies, procedures to restore or enhance fertility, artificial 
insemination, or invitro fertilizations. 

 
7. Care or services of any kind performed by or under the direct supervision of a dentist, except that 

the plan will pay for dental treatment necessary to repair injuries to sound, natural teeth 
caused by a non-occupational accident occurring while the covered person is covered and 
which are performed within six months of the accident. The contributing cause of the accident 
must be something other than teeth grinding, chewing, or biting. 

 
8. Treatment on or to the teeth, the nerves or roots of the teeth, gingival tissue of alveolar processes; 

however, benefits will be payable for the charges incurred for the treatment required because 
of accidental bodily injury to natural teeth sustained while covered (this exception shall not in any 
event be deemed to include expenses for treatment for the repair or replacement of a denture). 

 
9. Non-surgical treatment involving bones and joints of the jaw and facial region. All orthognathic 

procedures and other craniomandibular disorder treatments not medically necessary. 
 

10. Diagnosis or treatment of weak or flat feet, fallen or high arches, for instability or imbalance 
metatarsalgia not caused by disease (except for bone surgery), bunions (except for capsular or 
bone surgery), corns or calluses, or toenails (except for complete or partial removal of nail 
root); unless needed in treatment of a metabolic or peripheral vascular disease. 

 
11. Routine hearing examinations, routine physical examinations, premarital examinations, pre-

employment physicals, preschool examinations, or annual boosters except as indicated in the 
summary of benefits. 

 
12. Hearing aids or examination for prescriptions or fitting of hearing aids, except as indicated in the 

summary of benefits. 
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13. Routine eye examination, eye glasses, contact lenses or their fitting (unless for initial replacement 
of the lens of the eye after cataract surgery), eye exercises, visual therapy, fusion therapy, 
visual aids or orthoptics, any related examination and eye refraction, or radial keratotomy. 

 
14. For experimental, investigational or unproven services which are medical, surgical, psychiatric, 

substance abuse or other healthcare technologies, supplies, treatments, procedures, drug 
therapies, or devices that are determined to be: 

a. Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully marketed 
for the proposed use and not recognized for the treatment of the particular indication 
in one of the standard reference compendia (The United States Pharmacopeia Drug 
Information, the American Medical Association Drug Evaluations, or the American 
Hospital Formulary Service Drug Information) or in medical literature. Medical literature 
means scientific studies published in a peer-reviewed national professional journal; or 

b. The subject of review or approval by an Institutional Review Board for the proposed use; or 
c. The subject of an ongoing clinical trial that meets the definition of a phase I, II, or III 

Clinical Trial as set forth in the FDA regulations, regardless of whether the trial is subject 
to FDA oversight; or 

d. Not demonstrated, through existing peer-reviewed literature, to be safe and effective for 
treating or diagnosing the condition or illness for which its use is proposed. 

 
15. Any organ or tissue transplant, except as otherwise listed in the Plan Document. 

 
16. Education, training, and bed and board while confined to an institution which is primarily a 

school or other institution for training; a place of rest, a place for the aged, or for custodial 
care or for testing or training due to mental, nervous, or emotional conditions. 

 
17. Education (excluding diabetes education), training, or counseling of any type no matter what the 

diagnosis. The mental health benefit covers counseling. 
 

18. Health Services and associated expenses for bariatric procedures/surgeries intended primarily 
for the treatment of morbid obesity or weight loss, including but not limited to gastric 
bypasses, gastric balloons, stomach stapling, jejunal bypasses, wiring of the jaw and health 
services of a similar nature. 

 
19. Weight control counseling or services primarily for weight loss or control. Necessary treatment for 

eating disorders as defined by DSM-III-R codes, is covered under the mental health benefit 
approved by Orlando Behavioral Healthcare. Coverage for weight control is provided and follows 
the guidelines set forth in the Health Care Reform Act at 
http://www.healthcare.gov/law/about/provisions/services/lists.html. 

 
20. Vitamins, minerals, or food supplements, whether or not prescribed by a qualified practitioner. 

a. Exception: Legend vitamins and minerals when adequate nutrition cannot be sustained 
with over-the-counter vitamins and minerals. Clinically necessary I.V. 
hyperalimentation or when adequate nutrition cannot be sustained through usual 
pathway. 

 
21. Any personal items while hospital confined. 

 
22. Hospitalization  primarily  for  x-ray,  laboratory,  diagnostic  study,  physical  therapy,  

hydrotherapy,  medical observation, convalescent or rest care, or any other medical examination 
or tests not clinically necessary. 

 
23. Services, supplies, or tests not generally accepted in health care practices as needed in the 

diagnosis or treatment of the patient, even if ordered by a doctor. 
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24. Medical supplies such as adhesive tape, antiseptics, or other common first aid supplies. 
 

25. Services provided by a person who usually lives in the same household as the covered person, or 
who is a member of his/her immediate family or the family of his/her spouse. 

 
26. Those services incurred prior to the date coverage is in force or after coverage ends, except if 

the person is totally disabled on the date this medical plan ends. 
 

27. Those services which a covered person would not be legally obligated to pay if health insurance 
coverage did not exist. 

 
28. Illness for which the covered person is entitled to benefits under any worker’s compensation 

law or act, or accidental bodily injury arising out of or in the course of the covered person’s 
employment or services rendered by any governmental program (i.e., V.A. hospital) unless there 
is a legal obligation to pay for coverage. 

 
29. Illness resulting from war, whether declared or undeclared. 

 
30. Illness or injury to which a contribution cause was the commission of, or attempted 

commission of, an act of aggression or a felony, or participating in a riot by the covered person. 
 

31. Any charges in excess of approved charges as determined by Cigna. 
 

32. Claims not submitted within 12 months from the date of service. 
 

33. All charges during a hospitalization deemed medically unnecessary or inappropriate by the 
medical director or his designee. 

 
34. Penalties for failure to comply with any and all applicable precertification requirements. 

 
35. Claims for services to improve a covered person’s general physical condition, for private 

membership clubs and clinics, and for any other organization charging membership fees. 
 

36. Any tests not requiring a physician’s order and purchased over-the-counter. 
 

37. Assistance in the activities of daily living, including but not limited to eating, bathing, dressing or 
other Custodial Services or self-care activities, homemaker services and services primarily for 
rest, domiciliary or convalescent care. 
 

38. Cost  of  biologicals  that  are  immunizations  or  medications  for  the  purpose  of  travel,  or  to  
protect  against occupational hazards and risks. 
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CVS/Caremark Pharmacy Benefits 
Your Pharmacy Plan 
CVS/Caremark provides benefits for covered drugs, which are 
prescribed by your physician and obtained from a participating 
pharmacy. To find a participating pharmacy, call CVS/Caremark 
at 1.800.378.9264 or visit www.caremark.com 
 
Purchasing Non-Maintenance Medications 
If your prescription for a non-maintenance drug is for up to 30-
days you may visit any participating retail pharmacy.  Unlike 
maintenance medications there is no limit to the number of times 
you may fill your prescription at the retail pharmacy. 
 
Purchasing Maintenance Medications 
If you or a covered family member receives a prescription for a 
maintenance medication (any long-term medications you are 
taking for 90 days or more such as cholesterol, blood pressure, 
diabetes, as well as oral contraceptives), you can obtain the first 
30-day fill and up to two 30-day refills at any participating retail 
pharmacy.  Thereafter, you must purchase your maintenance 
medication through either the CVS/ Caremark pharmacy or the 
90-day retail program at participating retail pharmacies.  
Otherwise each subsequent fill of a 30-day supply will be 
100% of the CVS/Caremark discounted cost of the 
medication.   
 
CVS/Caremark Mail Service or CVS Retail Stores 
(Maintenance Drugs) 
CVS/Caremark Mail Service or CVS Retail Stores provide a 90-
day supply for twice the monthly copayment. 
 
Retail 90 (Maintenance Drugs) 
Copayments at Retail 90 are three times the 30-day copayment.  
To use Retail 90 simply bring your 90-day prescription for a 
maintenance medication to a selected participating pharmacy. 
 
The Benefits of CVS/Caremark Mail Service -  
SAVE TIME AND MONEY 
• Receive a 90-day supply  
• Enjoy convenient delivery to your home (or specified 

address) 
• Take advantage of toll-free Customer Care and Pharmacist 

Consultation 
• Experience easy refill ordering by phone, internet or by mail 

 
How to Order By Mail 
Ask your doctor to write a prescription for a 90-day supply of your 
medication.  For your first prescription order, complete a 
CVS/Caremark Mail Service form and mail it along with your 
copayment and doctor’s prescription.  New prescriptions may not 
be phoned in by your doctor.  You may order refills by phone or 
on the internet.  For your convenience, Visa, MasterCard, 
American Express, Discover and personal checks are accepted. 
(Payment is required at the time you place your order.) You can 
register on-line at www.caremark.com 
or by calling (800)378-9264 . 
 
Out-of-Area Services 
If you are traveling outside the Central Florida area and need a 
prescription filled, call CVS/Caremark Customer Care at 
(800)378-9264.  

Your Identification Card 
You will find your copayment/coinsurance amounts in your 
OCPS Insurance Handbook.  Remember to show your new 
CVS/Caremark ID card to your pharmacist each time you 
have a prescription filled. 
 
Copayment/Coinsurance 
For each prescription you have filled, you will pay an out-of-
pocket amount, called a copayment if you are enrolled in 
either Plan B: Cigna Health Reimbursement Account or  
Plan C: Cigna OAP In-Network Plan, or coinsurance if you 
are enrolled in Plan A: Cigna Local Plus OAP In-Network 
Plan.  For your copayment/coinsurance amount and details 
about your pharmacy benefits, refer to the Schedule of 
Benefits in your Medical Plan pages of this handbook. 
  
Generic Drugs 
• Generic equivalents of prescription drugs will be 

dispensed if an equivalent is available. 
• It is important to note that if you or your physician 

request a brand-name drug when a generic is available, 
you will be responsible for 100% of the cost of the 
medication. 

 
Why Generic Drugs Cost Less 
Generic drugs have the same active ingredients in the same 
quantity as their brand name equivalents and they meet the 
same FDA standards for safety and effectiveness.  The 
difference is that the brand name drug makers can "copy" 
the formula.  Their development costs are relatively low and 
there are no advertising costs, so the generic drug maker 
can charge less, which saves you money. 
 
Questions? 
If you need more information about your pharmacy benefits 
or formulary information, call CVS/Caremark at (800)378-
9264.  The formulary is available at www.caremark.com 
 
Prior Authorization Program 
Certain prescriptions require “clinical prior authorization” or 
approval before they will be covered.  Please contact 
CVS/Caremark clinical services at (800)378-9264 
to request approval.  Please have available the name of the 
medication, physician’s name, phone (and fax number, if 
available), your member ID number and your pharmacy 
group number (from your ID card).  If you have a medication 
that falls under the Drug Quantity Management program and 
you would like to request a prior authorization, you may do 
so by calling the number above. 
 
Specialty Pharmacy Program 
Certain medications used for treating complex health 
conditions must be obtained through the Specialty Pharmacy 
program. The following conditions may require drugs that fall 
under Specialty Pharmacy which include, but are not limited 
to: Growth Hormone Deficiency, Multiple Sclerosis, HIV and 
Viral Hepatitis. Prescriptions for these drugs may be filled 
only through CVS/Caremark’s specialty pharmacy. Please 
call (800)237-2767 to enroll in this program. For additional 
information regarding CVS/Caremark’s specialty pharmacy, 
you can visit www.CVSCaremarkSpecialtyRx.com. We also 
offer the option to ship your medication to your local CVS 
Retail Pharmacy for pickup.  

II. Medical Insurance: CVS / Caremark Pharmacy Benefit                            71 

http://at/
http://www.caremark.com/
http://www.caremark.com/
http://www.cvscaremarkspecialtyrx.com/


  

PRESCRIPTION DRUG PROGRAM EXCLUSIONS/LIMITATIONS 
1. Any drug used primarily for cosmetic purposes such as Rogaine (minoxidil) for hair 

restoration, Renova for skin wrinkles, or any other drug for cosmetic purposes. 
 

2. All medicinal substances (over the counter) which may be dispensed without a prescription 
including, but not limited to all strengths and all forms of Allegra, Claritin, Zyrtec, Prilosec, 
Zantac, Axid AR, Pepcid, and Tagamet. Insulin is an exception and is covered. Aspirin (to 
prevent cardiovascular disease) is an exception and is covered for all plan members ages 
45 to 79. 
 

3. All Non-Sedating Antihistamines (NSAs). 
 

4. Prescription drugs with equivalent products also available over the counter. These products 
are identical in active chemical ingredient, dosage form, strength, and route of 
administration. 
 

5. Therapeutic devices or appliances, including but not limited to support garments, ostomy 
supplies and other non-medical substances. 
 

6. All brand-name prescription drugs not on the formulary. 
 

7. All drugs bearing a label: “Caution – limited by federal law to investigational use,” or 
experimental drugs. 

 
8. The refilling of a prescription in the amount greater than that authorized by the prescriber. 

 
9. The refilling of a prescription at a point in time after one year from the date of issuance. 

 
10. The filling or refilling of prescriptions not in compliance with applicable state and federal laws, 

rules and regulations. 
 

11. Quantities in excess of a 90-day supply (100 pills may be dispensed if packaged in lots of 
100). 
 

12. Prescription drugs which may be properly received without change under local, state, or 
federal programs including workers’ compensation. 
 

13. Prescription drugs for medical plan coverage exclusions such as sexual dysfunction or 
inadequacies, or infertility. 
 

14. Diet medications or medications prescribed for weight control. 
 

15. Abortive contraceptives (e.g., Mifeprex). 
 

16. Impotency medications (e.g., Muse, Edex, Caverject, Viagra, Levitra, Cialis). 
 

17. Fertility drugs, oral and injectable. 
 

18. Oral Fluoride Preps, except for children older than 6 months of age through 5 years old. 
 

19. All vitamins, with the exception of folic acid for women of child-bearing age (e.g. 18 to 45), 
iron supplements for children ages 6 to 12 months who are at risk for iron deficiency anemia 
and Vitamin D for all members over the age of 65, prenatal vitamins are covered if enrolled 
in the well pregnancy program. 
 

20. Nutritional/Dietary Supplements. 
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21. Medical foods. 
 

22. Homeopathic drugs, all dosage forms including injectables. 
 

23. Diagnostic, testing & imaging supplies (e.g. Tubersol for TB skin test, Radiopaque dye). 
 

24. Prescriptions for Smoking Cessation medications are covered with a day’s supply maximum 
of 90 days per 365 day rolling period. 
 

25. Certain medications may be a part of the CVS/Caremark Valued Formulary. This program 
is designed to limit medications for both quantity and day’s supply based on safe prescribing 
guidelines from the FDA. Prior Authorizations may be allowed for some of these medications 
where applicable. 
 

26. Prior Authorizations are required for certain classes of medications before they can be 
dispensed:  For a listing of these medications, please visit www.caremark.com  

 
27. Certain medications under Specialty Pharmacy will require prior authorization prior to 

filling the medication and can include Step Therapy as well. For a listing of Specialty 
medications requiring Prior Authorization, please visit 
www.CVSCaremarkSpecialtyRx.com 

 
28. Certain categories will require Step Therapy. These medications will require that a first line 

agent is utilized prior to a second line brand agent. For a listing of medications requiring Step 
Therapy, please visit www.caremark.com   

 
29. Introduction of new medications-- Effective Jan. 1, 2010, new medications coming to the 

market will be in a “pended” status (that is, not covered under the OCPS plan) until reviewed 
and approved by the CVS/Caremark Pharmacy and Therapeutic Committee for safety and 
effectiveness. The CVS/Caremark Pharmacy and Therapeutic Committee is a group of 
physicians and pharmacists from different specialties who advise a Pharmacy Benefit 
Management (PBM) company regarding safe and effective use of medications. Additionally, 
prior to approval, CVS/Caremark Pharmacy and Therapeutic Committee will recommend 
appropriate Clinical Prior Authorizations, including Step Therapies, for implementation. The 
Medical Director of the medical and/or behavioral health plan will “sign off” on this 
recommendation as the final step. CVS/Caremark Pharmacy and Therapeutic Committee 
still determines formulary/non-formulary status and the medication shall be so placed 
if/when approved for coverage. Please note that coverage will not be retroactive; that is, 
medications in this “pended” category will not be covered or reimbursed until approved. 
Since the CVS/Caremark Pharmacy and Therapeutic Committee meets quarterly, OCPS 
would not expect this process to take longer than three to four months. Members with 
questions about the coverage of specific drugs should contact CVS/Caremark Customer 
Service to check on the status of the drug in question. 
 

30. All branded diabetes glucose monitors and test strips with the exception of OneTouch™ 
monitors (obtained from manufacturer) and OneTouch™ test strips. To obtain a glucose 
monitor, you must either obtain a coupon from OCPS Benefits or call CVS/Caremark 
Customer Care at (800)378-9264. If your doctor feels the first-line Step Therapy product 
(OneTouch™) isn’t right for you, your doctor will need to complete a Prior Authorization 
review for the second-line product by calling CVS/Caremark Customer Care at (800)378-
9264. If the Prior Authorization is approved based on the clinical information provided, the 
second-line non-preferred test strips will be covered.  If approved, members in Plan A: 
Cigna Local Plus OAP In-Network Plan will pay a 50% coinsurance (minimum $120 
copay) for a 90-day supply through mail service and members in Plan B: Cigna Health 
Reimbursement Account Plan or Plan C: Cigna OAP In-Network Plan will pay a $120 
copay for a 90-day supply through mail service. 

II. Medical Insurance: CVS / Caremark Pharmacy Benefit                            73 

http://www.caremark.com/
http://www.cvscaremarkspecialtyrx.com/
http://www.caremark.com/


 
 
 
 

 
 
 
 
 
E.   ORLANDO BEHAVIORAL HEALTHCARE EAP AND BEHAVIORAL    
       HEALTH SERVICES 
     
 
       (Your Mental Health/Chemical Dependency Benefit for All Medical Plans) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

II. MEDICAL INSURANCE  
 



 
BENEFITS FOR BEHAVIORAL HEALTH SERVICES 

 
All Behavioral Health Services for eligible OCPS members are provided by Orlando Behavioral 
Healthcare. These services include Employee Assistance (EAP) and Behavioral Health. Both EAP and 
Behavioral Healthcare services may be accessed through Orlando Behavioral Healthcare at 
407.637.8080. OCPS members must call Orlando Behavioral Healthcare for pre-authorization of all 
Mental Health/Chemical Dependency Inpatient and Outpatient services. 
 
Orlando Behavioral Healthcare will provide each member necessary care and treatment of mental and 
nervous disorders including autism, generally defined, but not limited to ICD-9-CM Mental Disorders 
Conditions (290-319), DSM-5 or ICD-10-CM when pre-authorized by Orlando Behavioral Healthcare. 
Subject to the Behavioral Health Services Exclusions listed on page 93 of this section. 
 
Medically necessary treatment requiring inpatient psychiatric care, including related hospital inpatient 
services, physicians, and mental health professionals is provided for up to 30 days per plan year. Pre-
authorization by Orlando Behavioral Healthcare is required. Outpatient services provided by licensed 
psychiatrists, psychologists, or licensed mental health professionals up to 20 visits per plan year for 
mental health services (autism visits include services provided by Certified Behavioral Analysts. NOTE: 
Certified Behavioral Analysts do not need to hold a licensure but must be certified in Behavioral 
Analysis) and 44 visits per plan year for substance abuse are covered when services are deemed 
reasonable and necessary for crisis intervention, diagnostic evaluation, and treatment. Plan year is 
October 1st through September 30th. 
 
Long-term intensive care services must be pre-authorized by Orlando Behavioral Healthcare and 
provided in a state-licensed and/or Joint Commission approved facility. 
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  SCHEDULE OF BENEFITS 
  

 

BENEFIT FEATURE IN-NETWORK 
 

OUT-OF-NETWORK 
 

MENTAL HEALTH (M.H.) 
 
Inpatient Psychiatric 

                                Maximum*** 
 
90% coverage       30 days/yr 

             
 

Not covered 

Long Term Intensive Care (LIC)* 90% coverage       90 days/yr 
 

Not covered 
 

Outpatient (1 – 5  visits) 
 
 
Outpatient (6 – 10 visits) 
 
 
Outpatient (11 - 20 visits) 
 

100% coverage       N/A 
 
 
$10/visit (copay)      N/A 
 
 
$20/visit (copay)      20 M.H./yr 
 

Max reimbursement to member $30** 
 
 
Max reimbursement to member $30** 
 
 
Max reimbursement to member $30**    
20 M.H./yr 
 

Emergency Intervention 100% coverage  N/A Max reimbursement to member $30** 

AUTISM SERVICES 
 
Outpatient (1 – 5  visits) 
 
 
Outpatient (6 – 10 visits) 
 
 
Outpatient (beyond 11 visits) 
 

 
 
100% coverage  
 
 
$10/visit (copay)  
 
 
$20/visit (copay) 
                    Maximum plan pays   
                    $36,000 per year;  
                    $200,000 Lifetime 

 
 
Max reimbursement to member $30** 
 
 
Max reimbursement to member $30** 
 
 
Max reimbursement to member $30**  

ALCOHOLISM AND CHEMICAL 
DEPENDENCY (C.D.) 
 
Inpatient Psychiatric 
 

                                Maximum*** 
 
 
90% coverage        30 days/yr 

 
                

 
Not covered 

Long Term Intensive Care   (LIC)* 
 

90% coverage        90 days/yr 
 

Not Covered 
 

Outpatient (1 – 5  visits) 
Outpatient (6 – 10 visits) 
Outpatient (11 - 44 visits) 

100% coverage        N/A 
$10/visit (copay)       N/A 
$20/visit (copay)       44 C.D./yr 
 

Max reimbursement to member $30** 
Max reimbursement to member $30** 
Max reimbursement to member $30**    
44 C.D./yr 

Emergency Intervention 100% coverage           N/A Max reimbursement to member $30** 
 

* Long Term Intensive Care services must be pre-authorized by Orlando Behavioral Healthcare and provided in a 
state-licensed and/or Joint Commission approved facility and by licensed, in-network practitioners. Specially designed 
Intensive Outpatient Programs using individual sessions in lieu of Intensive Outpatient group sessions will count 
against the Long Term Intensive Care benefit as a ½ day. 
 

 ** This amount is the maximum allowable benefit. Any charges in excess will be the member responsibility. 
 

*** Benefits up to the maximum allowed are subject to medical necessity. 
 
 NOTE: This Schedule of Benefits does not contain all provisions of your benefit plan. A full description of 

benefits is contained in the Plan Document. 
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BEHAVIORAL HEALTH SERVICES EXCLUSIONS 

 
1. Inpatient care for mental or nervous conditions exceeding 30 days per plan year. 

 
2. Inpatient care for drug or alcohol abuse exceeding 30 days per plan year. 
 
3. Residential Treatment Center (RTC) care for either mental or nervous conditions and for drug 

and/or alcohol abuse or addiction. 
 

4. Services provided to satisfy court orders and/or avoid incarceration. 
 
5. Outpatient mental health services exceeding a maximum of 20 visits per plan year. 

 
6. Outpatient services for the treatment of alcoholism, and drug addiction exceeding 44 outpatient 

visits per plan year. 
 

7. Experimental procedures or procedures which have not been accepted as established 
standard medical practice. 
 

8. Diagnostically unrelated medical conditions defined as medical consultations, and services not 
directly related to the treatment of a covered person’s mental disorder.  These medical 
conditions may be covered under other medical plan benefits. 
 

9. CT scans, EEG, (inpatient and outpatient) lab and x-ray are excluded unless ordered by 
Orlando Behavioral Healthcare as part of a covered person’s mental health or chemical 
dependency treatment. 
 

10. Emergency outpatient psychiatric and substance abuse services not certified or provided by 
Orlando Behavioral Healthcare. 
 

11. Any service or treatment, covered through the mental health/chemical dependency benefit that 
was not certified nor pre-authorized by Orlando Behavioral Healthcare.   

 
12. Medical evaluation resulting in a psychiatric diagnosis.  The medical evaluation may be covered 

under other medical plan benefits. 
 

13. Any service or treatment covered through the mental health/chemical dependency benefit 
considered not medically necessary and/or not pre-authorized by Orlando Behavioral 
Healthcare. 

 
14.  Any mental health or chemical dependency service or treatment provided out-of-network that 

was not certified and/or pre-authorized by Orlando Behavioral Healthcare. 
 

15. Treatment of a Covered Person when the Covered Person or Dependent has caused, or 
threatened to cause personal injury or physical damage to Orlando Behavioral Healthcare 
property or personnel. 
 

16. Psychiatric and Substance Abuse treatment services provided outside of Brevard, Lake, 
Orange, Osceola, Seminole and Volusia Counties, Florida unless in the event of an emergency, 
or pre-authorized by Orlando Behavioral Healthcare.   

 
17. Treatment for autism that is not pre-authorized by Orlando Behavioral Healthcare. 
 
18.  Treatment for autism exceeding $36,000 per plan year. 

 
19. Treatment for Intellectual Disability except for the acute secondary psychiatric symptoms. 

 
20. Treatment for obesity or weight loss. 
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21. Treatment of a Covered Person when the Covered Person or Dependent has demonstrated 
noncompliance with or non-adherence to recommended treatment by Orlando Behavioral 
Healthcare. 

 
22. For experimental, investigational or unproven services which are medical, surgical, 

psychiatric, substance abuse or other healthcare technologies, supplies, treatments, 
procedures, drug therapies, or devices that are determined to be: a. Not approved by the 
U.S. Food and Drug Administration (FDA) to be lawfully marketed for the proposed use and 
not recognized for the treatment of the particular indication in one of the standard reference 
compendia (The United States Pharmacopeia Drug Information, the American Medical 
Association Drug Evaluations, or the American Hospital Formulary Service Drug 
Information) or in medical literature. Medical literature means scientific studies published in 
a peer-reviewed national professional journal; or b. The subject of review or approval by an 
Institutional Review Board for the proposed use; or c. The subject of an ongoing clinical trial 
that meets the definition of a phase I, II, or III Clinical Trial as set forth in the FDA 
regulations, regardless of whether the trial is subject to FDA oversight; or d. Not 
demonstrated, through existing peer-reviewed literature, to be safe and effective for treating 
or diagnosing the condition or illness for which its use is proposed. 

 
23. Illness for which the covered person is entitled to benefits under any worker’s compensation 

law or act, or accidental bodily injury arising out of or in the course of the covered person’s 
employment or services rendered by any governmental program (i.e., V.A. hospital) unless 
there is a legal obligation to pay for coverage. 

 
24. Education, training, and bed and board while confined to an institution which is primarily a 

school or other institution for training; a place of rest, a place for the aged, or for custodial 
care. 

 
25. Health Services and associated expenses for bariatric procedures/surgeries intended 

primarily for the treatment of morbid obesity or weight loss, including but not limited to 
gastric bypasses, gastric balloons, stomach stapling, jejunal bypasses, wiring of the jaw 
and health services of a similar nature. 

 
26. Assistance in the activities of daily living, including but not limited to eating, bathing, 

dressing or other Custodial Services or self-care activities, homemaker services and 
services primarily for rest, domiciliary or convalescent care. 
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OVERVIEW 

Once you or your spouse/domestic partner become(s) eligible for Medicare Parts A and B, 
whether it be because you are 65 years of age or because of a disability, you are eligible 
for benefits through the Florida School Retiree Benefits Consortium (FSRBC). You must 
enroll in Medicare Parts A (Hospital) and B (Physician) and one of the FSRBC plans. If any 
other family members are currently covered under your medical plan and not eligible for 
Medicare, they can select from the three previously described medical plans. All family 
members must enroll in the same plan. If the OCPS Retiree is Medicare eligible and the 
other family members are not, ancillary benefits (i.e. dental and vision) will be offered 
through the FSRBC for the retiree and all dependents. If the spouse/domestic partner or 
dependent is Medicare eligible and the OCPS Retiree is NOT, ancillary benefits (i.e. dental 
and vision) for the retiree and all dependents will be offered through TASC and are outlined 
in this handbook.

FSRBC annual enrollment information is distributed in the fall.

When turning 65 after retirement, FBMC (the administrator of FSRBC benefits), will mail a 
packet three months prior to the 65th birthday with the available plans and instructions for 
continuing coverage. If you have not received a packet and your 65th birthday is less than 
three months away, please contact FBMC at 1.855.443.7722 (1.855.44FSRBC).

III. MEDICARE SURROUND PLANS
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OCPS-PAID TERM LIFE INSURANCE 
(Including Accidental Death and Dismemberment) 
 
The term life insurance offered by OCPS gives you the opportunity to purchase life insurance while 
you are a retiree. 
 
LEVEL PREMIUM TERM INSURANCE 
You may purchase a $1,000, $5,000, or $10,000 term life insurance policy for yourself. At the time 
of your retirement, no health questions are required to be eligible for the $1,000 coverage. 
Otherwise, health questions are required at all times when electing any of the three term life 
benefits. 
 
 
ADDITIONAL FORMS TO COMPLETE 
Lincoln Financial Application for Life Insurance 

IV. TERM LIFE INSURANCE  
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V. GROUP UNIVERSAL LIFE INSURANCE 
(Underwritten by Minnesota Life Insurance Company) 

 
Portability  
Participating employees, spouses/domestic partners and dependent children may continue 
their coverage on a direct-bill basis if the employee terminates employment or retires after 
the plan effective date or if a spouse/domestic partners or child no longer meets the eligibility 
requirement. Minimum rates (cost of insurance) may increase in the future.  
 
For more information regarding portability, please contact Securian/Minnesota Life  
at 1.866.293.6047. 

 
 
 
 
 
 
 
 

 

V. GROUP UNIVERSAL LIFE INSURANCE 
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A. DELTACARE® USA BASIC MANAGED CARE DENTAL PLAN
(PLAN FLM12)

B. DELTACARE® USA COMPREHENSIVE MANAGED CARE DENTAL
PLAN (PLAN FLM97)

C. DELTA DENTAL PPO DENTAL PLAN
(PREFERRED PROVIDER ORGANIZATION)

D. ORTHODONTICS DISCOUNT PROGRAM FOR RETIREES

E. VISION DISCOUNT PROGRAM FOR RETIREES
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VI. DENTAL INSURANCE

Overview 
Under your dental coverage you may select one of three different options: 

A. DELTACARE® USA BASIC MANAGED CARE DENTAL PLAN
This is a plan designed for people who currently have healthy teeth and gums. This plan
focuses on preventive dental maintenance, however, it also provides for other more
complex dental work as well. You must use a participating general dentist to receive
benefits.

B. DELTACARE® USA COMPREHENSIVE MANAGED CARE PLAN
This plan offers a broader range of benefits including some restorative dental procedures
(fillings) at no charge after a $5 office visit copayment. It offers a wide range of benefits for
specialty referrals when you are referred by your participating general dentist.

Please Note: With either the basic or comprehensive managed care dental plans you
receive the following benefits:

 No Deductibles
 No Claim Forms
 No Annual Maximum Benefit
 No Waiting Periods
 No Pre-Existing Condition Limitations

C. DELTA DENTAL PPO (PREFERRED PROVIDER ORGANIZATION)
With this plan, you have the freedom to select any dentist you wish. If you choose to see a
participating PPO dentist you will receive a higher level of payment for your dental work.
You may decide at the time you receive services whether or not to use a participating
provider.

D. ORTHODONTICS DISCOUNT PROGRAM FOR RETIREES

E. VISION DISCOUNT PROGRAM FOR RETIREES
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ORANGE COUNTY PUBLIC SCHOOLS DENTAL PLAN OPTIONS 

Benefit Description 
DeltaCare® USA

Basic 
Plan FLM12* 

DeltaCare® USA
Comprehensive 

Plan FLM97* 

Delta Dental 
In-PPO 

Network** 

Delta Dental 
Out-Of-PPO 
Network** 

Retiree 
Copayment 

Retiree 
Copayment 

Delta Dental Pays Delta Dental Pays 

Office Visit Copayment $5 per 
visit (1) 

$5 per 
visit (1) 

N/A N/A 

DIAGNOSTIC - oral 
examinations, x-rays No Cost to $5 No Cost to $5 100% 80% 

PREVENTIVE - routine 
cleanings (2 per 12-month 
period), fluoride treatment, 
sealants and space maintainers 

No Cost to $90 No Cost to $85 100% 80% 

BASIC BENEFITS - fillings, 
basic endodontics (root canal), 
basic periodontics, basic 
restoratives, denture repairs, 
oral surgery (incisions, 
excisions, surgical removal of 
tooth) 

No Cost to $240 No Cost to $300 80% 60% 

MAJOR BENEFITS - Crowns, 
inlays, onlays, cast restorations, 
bridges, dentures, major 
endodontics, major periodontics 
(gum treatment), major 
restoratives and major denture 
repairs 

$15 to $355(2) $12 to $375 50% 40% 

ORTHODONTIC BENEFITS - 
dependent children only 

75 percent of 
“filed fees” $120 to $1,850 N/A N/A 

DEDUCTIBLE $0 $0 
$25 per person 
$75 per family per 
calendar year 

$50 per person 
$150 per family per 
calendar year 

PLAN YEAR MAXIMUM N/A N/A $1,300 per person 
per calendar year 

$1,300 per person 
per calendar year 

LIFETIME MAXIMUM FOR 
ORTHODONTIC N/A N/A N/A N/A 

Delta Dental Insurance Company 
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*If you choose a DeltaCare® USA plan, you must use a DeltaCare® USA dentist for treatment.
NOTE: If you choose the DeltaCare USA Basic Plan FLM12, when referable services are provided
by a Contract Specialist, the Enrollee pays 75 percent of that Dentist’s “filed fees.”

**Delta Dental PPO® products offer freedom of choice of any dentist and you can maximize
savings by utilizing PPO (in-network) dentists. Visiting a Delta Dental PPO provider usually saves 
patients almost 30% on average out-of- pocket costs. 

**Delta Dental PPO plans includes the D&P Maximum Waiver benefit allowing you to obtain 
diagnostic and preventive dental services without those costs applying to the plan year maximum. 

This is only a brief summary of the plans and reflects copayment ranges for the highly utilized 
procedures. The above procedures under DeltaCare® USA are subject to limitations and
exclusions of the plan. The dental health plan contract must be consulted to determine the exact 
terms and conditions of coverage.  A Certificate of Coverage will be sent to you upon enrollment. 

(1) Includes office visit, per visit cost (in addition to other services).

--Under FLM97, there are no additional upgrade charges; the copayment reflects the Enrollee’s 
total cost, including placement of porcelain/ceramic and other tooth colored material on molars, 
and lab costs. 
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Your Choice — Prepaid or PPO 

Features DeltaCare® USA plan (Prepaid) Delta Dental PPO plan 

Dentist network  Visit your assigned DeltaCare®

USA network dentist to receive
benefits.

 Easy referrals to a large
specialty care network (referred
by selected primary care
dentist).

 Freedom to choose any licensed
dentist, anywhere in the world, each
time you or a family member requires
treatment

 No referral required for specialty care

Selecting a dentist  Ability to change selected
network dentist monthly with a
phone call or email to Customer
Service

 No need to preregister with a
dental office.

 Ability to change dentists anytime
without contacting Delta Dental

Access  16,000 facilities  166,000 dentist locations

Deductible/Maximum  No annual deductible and no
annual dollar maximum

 Annual deductible for all services
except diagnostic and preventive

 An annual maximum

Copayments/ Coinsurance  All covered procedures
have predetermined
copayments.

 No or minimal copayments for
most diagnostic and preventive
services.

 Minimal or no copayments for
many restorative services.

 Covered services paid at applicable
percentage of contract allowance (for
example, 80%)

Out-of-area coverage  Out-of-area (35 or more miles
from selected network dentist)
emergency care allowance, up to
$100 per incident.

 Can visit any licensed dentist

Covered Benefits  Wide range of covered
services, including orthodontia

 Orthodontic takeover provision for
new enrollees who have
orthodontic treatment in progress
(see plan booklet for full details)

 Wide range of covered services,
including orthodontia

Administration  No claim forms  Claim forms filed by Delta Dental
dentists

Cost savings  Visit your selected DeltaCare®

USA dentist to receive benefits.
 Pay only the copayment at the

time of treatment.

 You usually have the lowest out- of-
pocket expenses when visiting a Delta
Dental PPO dentist.

 If you don’t see a PPO dentist, a Delta
Dental Premier dentist is usually your
next best option.
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Delta Dental Eligibility for Enrollment 
All of the Contract holder’s retired employees will be eligible on the Effective Date. If your 
dependents are covered, they will be eligible when you are or as soon as they become 
dependents. Dependents are your: 

 Lawful spouse;
 Same-sex domestic partner as defined by OCPS;
 Children from birth to the end of the calendar year in which occurs their 26th birthday if:

(1) the child is dependent on the Eligible Person/Primary Enrollee for support; and
(2) the child lives in the Enrollee’s household; or
(3) the child is a full-time or part-time student.

Children includes natural children, step-children, children of a domestic partner, 
adopted children, foster children, custodial children and newborn children including a 
newborn child of a covered dependent child. 

Newborn children, including a newborn child of a covered dependent child or a newborn 
child where a written agreement to adopt has been entered into prior to birth, are 
eligible from the moment of birth. Adopted children, foster children and custodial 
children are eligible from the moment of placement in the Enrollee’s residence. Notice 
of birth, adoption placement, foster home placement or other custodial placement of a 
child with Enrollee must be received within 31 days of the birth or placement. If notice of 
birth or adoption is received within the 31 day notice period, no additional premiums are 
due during the notice period. If notice is received within 60 days of the birth or adoption 
placement instead of 31 days, coverage will be effective from the date of birth or 
placement, but the Enrollee must pay any additional Premium from the date of birth or 
placement. Eligibility for a newborn child of covered dependent child terminates 18 
months after the birth of the newborn. 

 A child 26 years or older may continue to be eligible as a dependent if the child is not self- 
supporting because of physical handicap or mental incapacity that began before age 26
and the child is mostly dependent on the Eligible Employee for support and maintenance.
Proof of incapacity will not be required until a claim has been denied due to a child having
reached age 26. Proof of these facts must be given to Del ta Dental or to the Contract
holder within 31 days if it is requested. Proof will not be required more than once a year
after the child is 27.
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A. DELTACARE® USA BASIC MANAGED CARE DENTAL PLAN
(PLAN FLM12)

VI. DENTAL INSURANCE
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  Find a DeltaCare USA dentist

We’ll do whatever it takes and then some.

DeltaCare
®

 USA – provided by Delta Dental Insurance Company

Select from among the many conveniently located DeltaCare USA contracted general dentists. To find the 
most current listing of DeltaCare USA dental offices you can:

Visit our website at deltadentalins.com/enrollees. Under Find a dentist, select DeltaCare USA as your 
network.

Or call Customer Service at 800-422-4234 for help in finding a DeltaCare USA dentist.

Welcome to DeltaCare USA — quality, convenience, predictable costs

DeltaCare USA is a dental program that provides you and your family with quality dental benefits at an 
affordable cost. Offered through Delta Dental Insurance Company, the DeltaCare USA program is designed 
to encourage you and your family to visit the dentist regularly to maintain your dental health.

When you enroll, you select a contract dentist to provide services. The  
DeltaCare USA network consists of private practice dental facilities that have been carefully screened for 
quality.

Delta Dental Insurance Company provides benefits as a Prepaid Limited Health Services Organization as 
described in Chapter 636 of the Florida Statutes.

Enroll in DeltaCare USA and you’ll enjoy these features:

Quality

•  Extensive benefits for you and
your family

•  No restrictions on pre-existing
conditions, except for work in
progress

•  Large, stable network of dentists,
so you can enjoy a long-term
relationship with your dentist

Convenience

• No claim forms to complete

•  Easy access to specialty care

•  Expanded business hours for
toll-free customer service, from
8 a.m. to 9 p.m., Eastern time

Predictable costs

• No deductibles

•  Out-of-pocket costs are clearly
defined

•  Out-of-area dental emergency
coverage up to $100 per
emergency

•  No annual or lifetime dollar
maximums
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NOTE: THIS IS ONLY A BRIEF SUMMARY OF THE PLAN.
The Group Dental Service Contract must be consulted to determine 
the exact terms and conditions of coverage.  A Certificate of Coverage 
will be sent to you upon enrollment. If you wish to review an Evidence 
of Coverage prior to enrollment, you may request a copy by calling 
Customer Service at 800-422-4234.
In Florida, DeltaCare USA is underwritten and administered by Delta 
Dental Insurance Company.

Customer Service 
800-422-4234
Monday through Friday
8 a.m. to 9 p.m., Eastern time

Provided by: 
Delta Dental Insurance Company 
1130 Sanctuary Parkway, Suite 600 
Alpharetta, GA 30009

deltadentalins.com/enrollees

800-422-4234

DeltaCare USA Customer Service

SmileWay® Wellness Program

Find all of our dental health resources, including a risk assessment tool, 
articles, videos and a free e-newsletter subscription, at: mysmileway.com.
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B. DELTACARE® USA COMPREHENSIVE MANAGED CARE DENTAL
PLAN (PLAN FLM97)
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Administered by Delta Dental Insurance Company

  Find a DeltaCare USA dentist

We’ll do whatever it takes and then some.

DeltaCare
®

 USA – provided by Delta Dental Insurance Company

Select from among the many conveniently located DeltaCare USA contracted general dentists. To find the 
most current listing of DeltaCare USA dental offices you can:

Visit our website at deltadentalins.com/enrollees. Under Find a dentist, select DeltaCare USA as your 
network.

Or call Customer Service at 800-422-4234 for help in finding a DeltaCare USA dentist.

Welcome to DeltaCare USA — quality, convenience, predictable costs

DeltaCare USA is a dental program that provides you and your family with quality dental benefits at an 
affordable cost. Offered through Delta Dental Insurance Company, the DeltaCare USA program is designed 
to encourage you and your family to visit the dentist regularly to maintain your dental health.

When you enroll, you select a contract dentist to provide services. The  
DeltaCare USA network consists of private practice dental facilities that have been carefully screened for 
quality.

Delta Dental Insurance Company provides benefits as a Prepaid Limited Health Services Organization as 
described in Chapter 636 of the Florida Statutes.

Enroll in DeltaCare USA and you’ll enjoy these features:

Quality

•  Extensive benefits for you and
your family

•  No restrictions on pre-existing
conditions, except for work in
progress

•  Large, stable network of dentists,
so you can enjoy a long-term
relationship with your dentist

Convenience

• No claim forms to complete

•  Easy access to specialty care

•  Expanded business hours for
toll-free customer service, from
8 a.m. to 9 p.m., Eastern time

Predictable costs

• No deductibles

•  Out-of-pocket costs are clearly
defined

•  Out-of-area dental emergency
coverage up to $100 per
emergency

•  No annual or lifetime dollar
maximums
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NOTE: THIS IS ONLY A BRIEF SUMMARY OF THE PLAN.
The Group Dental Service Contract must be consulted to determine 
the exact terms and conditions of coverage.  A Certificate of Coverage 
will be sent to you upon enrollment. If you wish to review an Evidence 
of Coverage prior to enrollment, you may request a copy by calling 
Customer Service at 800-422-4234.
In Florida, DeltaCare USA is underwritten and administered by Delta 
Dental Insurance Company.

Customer Service 
800-422-4234
Monday through Friday
8 a.m. to 9 p.m., Eastern time

Provided by: 
Delta Dental Insurance Company 
1130 Sanctuary Parkway, Suite 600 
Alpharetta, GA 30009

deltadentalins.com/enrollees

800-422-4234

DeltaCare USA Customer Service

SmileWay® Wellness Program

Find all of our dental health resources, including a risk assessment tool, 
articles, videos and a free e-newsletter subscription, at: mysmileway.com.
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C. DELTA DENTAL PPO DENTAL PLAN
(PREFERRED PROVIDER ORGANIZATION)
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Eligibility Primary enrollee, spouse (includes domestic partner) and eligible dependent
children to the end of the yea dependent turns age age 26

Deductibles In-Network:       $25 per person / $75 per family each calendar year
Out-of-Network: $50 per person / $150 per family each calendar year

Deductibles waived for D & P? Yes

Maximums $1,300 per person each calendar year 
D & P counts toward
maximum?

No

Waiting Period(s) Basic Benefits
0 Months

Major Benefits
0 Months

Orthodontics
0 Months

* Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.
Reimbursement is based on Delta Dental maximum contract allowances and not necessarily each dentist’s submitted fees.

** Reimbursement is based on PPO contracted fees for PPO dentists, PPO contracted fees for Premier dentists and
Premier contracted fees for non-Delta Dental dentists.

Delta Dental of Pennsylvania
One Delta Drive
Mechanicsburg, PA 17055

Customer Service 
800-932-0783

Claims Address 
P.O. Box 2105
Mechanicsburg, PA 17055-6999 

deltadentalins.com 

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or
Summary Plan Description. If you have specific questions regarding the benefits, limitations or exclusions for your
plan, please consult your company’s benefits representative.

Plan Benefit Highlights for: Orange County Public Schools

Group No: 01552

Benefits and 
Covered Services* 

Delta Dental PPO 
dentists** 

Non-Delta Dental PPO 
dentists** 

Diagnostic & Preventive 
Services (D & P) 

Exams, cleanings, fluoride
treatment,  space maintainers,
sealants and  x-rays

100 % 80 %

Basic Services 
Fillings

80 % 60 %

Endodontics (root canals) 
Covered Under Basic Services 

80 % 60 %

Periodontics (gum treatment) 
Covered Under Basic Services 

80 % 60 %

Oral Surgery 
Incisions, excisions and surgical
removal of tooth
Covered Under Basic Services 

80 % 60 %

Major Services 
Crowns, inlays, onlays and cast
restorations, Major Endodontics
and  Major Periodontics

50 % 40 %

Prosthodontics 
Bridges and dentures 

50 % 40 %
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Delta Dental PPO Plan 
Frequently Asked Questions 

1. What is my deductible?

Your deductible will vary dependi ng on whether or not you choose to use a participating Delta
Dental PPO provider. When using the in-network PPO dentist, you will have a $25 calendar year
deductible (maximum $75 per fam ily). When using the out-of-network dentist you will ha ve a
$50 calendar y ear deduc tible (m aximum $150 per family). The deductibl e is waived  for
Preventive and Diagnostic procedures.

2. What is my maximum benefit?

The maximum benefit payable is $1,300 per covered enrollee per calendar year.

Your plan includes the D&P Maximum Waiver benefit allowing you to obtain diagnostic and
preventive dental services without those costs applying to the plan year maximum.

3. Who submits my claim – me or the dentist?

Delta Dental denti sts will file all cl aim forms for the enrol lee and accept payment directly from
Delta Dental.

4. Who gets paid – me or the dentist?

Participating dentists accept pa yment direc tly from Delta De ntal. Delta Dental pays patients for
claims processed if the patients visit a non-network dentist who does not file the  enrollee’s claim,
or if the assignment of benefits to the non-network dentist was not indicated on the claim.

5. How are benefits coordinated if I am covered under more than one policy?

If enrollees are covered under more than one plan, Delta Dental’s coordination of benefits (COB)
procedures follow the in dustry standard “birthda y rule”. The insurance car rier covering the
primary insured will be the first carrier respons ible to pay  the prim ary insured’s claim s. For
covered dependent childre n, the bir thday rule is applied. Under this rule, the com pany insuring
the parent whose birthday falls earliest in each calendar year will pay claims first. The rem aining
amount may be reim bursed by the secondar y insurer, up to 100 % of the procedure (individual
contract requirements may supersede). Delta D ental returns al l clai ms that  do not include
coordination of benefit inform ation to the dent al office, and sends a co py of the missing
information letter to the patient.

6. How do I obtain a claim form?

We can provide School Bo ard of Orange Count y a supply of claim forms; however, a company-
specific claim form is not required. Cla im forms may also be obtained by  visiting our web site at
www.deltadentalins.com.

7. How long do I have to file a claim?

All claims are to be filed within one (1) year from the date of service.
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8. Can I go to any dentist?

Yes, Delta Dental allows enrollees co mplete freedom of choice  when selecti ng either a general
dentist or a specialist.

9. Is there an o rthodontic discount plan available to Orange County Public S chool retirees
and their families?

Yes, contact 407-660-9034 for a list of the orthodontists who are available to you.

10. What is the Delta Dental Premier network?

PPO dentist fees usually  offer the greate st savings but if you do not visit a PPO dentist, you may
benefit by choosing a Delta Dental Premier dentist over a non-Delta Dental dentist. Since Premier
dentists agree not to balance bill over Delta De ntal’s approved amount, your out-of-pocket costs
may be lower than with non-Delta Dental Dentists.
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* The maximum allowable fee for each dental procedure agreed to by Delta Dental PPO providers - not applicable to specialists.
** The maximum Delta Dental will pay for each dental procedure – not applicable to specialists. 

Delta Dental PPO Schedule of Benefits   
Orlando, Tampa, & St. Petersburg Areas Only  
Covering Zip Codes 327, 328, 335 - 337, 342, 346, 347 

Procedure  Description  

Maximum*
Allowable 

Charge 

Maximum** 
Reimbursement 

In Network 

Maximum** 
Reimbursement 
Out of Network 

DIAGNOSTIC (Deductible does not apply) Clinical Oral Evaluations
D0120 periodic oral evaluation - established patient $24.00  $24.00  $19.20  
D0140 limited oral evaluation - problem focused $40.00  $40.00  $32.00  

D0145 
oral evaluation for a patient under three years of age and 
counseling with primary caregiver $24.00  $24.00  $19.20  

D0150 comprehensive oral evaluation - new or established patient $39.00  $39.00  $31.20  

D0160 
detailed and extensive oral evaluation - problem focused, by 
report $64.00  $64.00  $51.20  

D0170 
re-evaluation - limited, problem focused (established patient; 
not post-operative visit) $40.00  $40.00  $32.00  

D0171 re-evaluation – post-operative office visit $40.00  $40.00  $32.00  

D0180 
comprehensive periodontal evaluation - new or established 
patient $49.00  $49.00  $39.20  

D0190 screening of a patient  $17.00  $17.00  $13.60  
D0191 assessment of a patient $17.00  $17.00  $13.60  
Radiographs/Diagnostic Imaging  (Including Interpretation) (Any combination of bitewings, periapicals, and panoramic 
films taken on the same day will be combined as a complete series) (Deductible does not apply) 
D0210 intraoral - complete series of radiographic images $75.00  $75.00  $60.00  
D0220 intraoral - periapical first radiographic image $15.00  $15.00  $12.00  
D0230 intraoral - periapical each additional radiographic image $12.00 $12.00 $9.60 
D0240 intraoral - occlusal radiographic image $17.00 $17.00 $13.60 

D0250 
extra-oral –  2D projection radiographic image created using 
a stationary radiation source, and detector $21.00  $21.00  $16.80  

D0270 bitewing - single radiographic image $15.00  $15.00  $12.00  
D0272 bitewings - two radiographic images $22.00  $22.00  $17.60  
D0273 bitewings - three radiographic images $27.00 $27.00 $21.60 
D0274 bitewings - four radiographic images $31.00  $31.00  $24.80  
D0277 vertical bitewings - 7 to 8 radiographic images $32.00  $32.00  $25.60  

D0290 
posterior-anterior or lateral skull and facial bone survey 
radiographic image $64.00  $64.00  $51.20  

D0310 sialography $299.00  $299.00  $239.20  
D0320 temporomandibular joint arthrogram, including injection $234.00  $234.00  $187.20  

D0321 
other temporomandibular joint radiographic images, by 
report $73.00  $73.00  $58.40  

D0322 tomographic survey $258.00  $258.00  $206.40  
D0330 panoramic radiographic image $64.00  $64.00  $51.20  

D0340 
2D cephalometric radiographic image – acquisition, 
measurement and analysis $59.00  $59.00  $47.20  

D0350 
2D oral/facial photographic image obtained intra-orally or 
extra-orally $33.00  $33.00  $26.40  

D0351 3D photographic image $32.00  $32.00  $25.60  

D0364 
cone beam CT capture and interpretation with limited field of 
view – less than one whole jaw $193.00  $193.00  $154.40  

D0365 
cone beam CT capture and interpretation with field of view 
of one full dental arch – mandible $235.00 $235.00 $188.00 

D0366 
cone beam CT capture and interpretation with field of view 
of one full dental arch – maxilla, with or without cranium $228.00  $228.00  $182.40  

D0367 
cone beam CT capture and interpretation with field of view 
of both jaws, with or without cranium $301.00  $301.00  $240.80  

D0368 
cone beam CT capture and interpretation for TMJ series 
including two or more exposures $125.00 $125.00 $100.00 

D0369 maxillofacial MRI capture and interpretation $159.00  $159.00  $127.20  

2016-2017
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* The maximum allowable fee for each dental procedure agreed to by Delta Dental PPO providers - not applicable to specialists.
** The maximum Delta Dental will pay for each dental procedure – not applicable to specialists.

Procedure Description 

Maximum*
Allowable 

Charge 

Maximum** 
Reimbursement 

In Network 

Maximum** 
Reimbursement 
Out of Network 

D0370 maxillofacial ultrasound capture and interpretation $64.00  $64.00  $51.20  
D0371  sialoendoscopy capture and interpretation $111.00  $111.00  $88.80  

D0380 
cone beam CT image capture with limited field of view – 
less than one whole jaw $289.00  $289.00  $231.20  

D0381 
cone beam CT image capture with field of view of one full 
dental arch – mandible $206.00 $206.00 $164.80 

D0382 
cone beam CT image capture with field of view of one full 
dental arch – maxilla, with or without cranium $285.00 $285.00 $228.00 

D0383 
cone beam CT image capture with field of view of both jaws, 
with or without cranium $335.00  $335.00  $268.00  

D0384 
cone beam CT image capture for TMJ series including two 
or more exposures $250.00  $250.00  $200.00  

D0385 maxillofacial MRI image capture $120.00 $120.00 $96.00 
D0386 maxillofacial ultrasound image capture $486.00 $486.00 $388.80 

D0391 
interpretation of diagnostic image by a practitioner not 
associated with capture of the image, including report $122.00  $122.00  $97.60  

D0393 treatment simulation using 3D image volume $212.00  $212.00  $169.60  

D0394 
digital subtraction of two or more images or image volumes 
of the same modality $251.00 $251.00 $200.80 

D0395 
fusion of two or more 3D image volumes of one or more 
modalities $350.00  $350.00  $280.00  

D0415 collection of microorganisms for culture and sensitivity $21.00  $21.00  $16.80  
D0416 viral culture $77.00  $77.00  $61.60  

D0417 
collection and preparation of saliva sample for laboratory 
diagnostic testing $139.00  $139.00  $111.20  

D0418 analysis of saliva sample $212.00 $212.00 $169.60 
D0425 caries susceptibility tests $88.00  $88.00  $70.40  

D0431 

adjunctive pre-diagnostic test that aids in detection of 
mucosal abnormalities including premalignant and malignant 
lesions, not to include cytology or biopsy procedures $32.00 $32.00 $25.60 

Tests and Examinations (Deductible does not apply)
D0460 pulp vitality tests $25.00  $25.00  $20.00  
D0470 diagnostic casts $52.00  $52.00  $41.60  
Oral Pathology Laboratory (Deductible does not apply)

D0472 
accession of tissue, gross examination, preparation and 
transmission of written report $54.00  $54.00  $43.20  

D0473 
accession of tissue, gross and microscopic examination, 
preparation and transmission of written report $88.00 $88.00 $70.40 

D0474 

accession of tissue, gross and microscopic examination, 
including assessment of surgical margins for presence of 
disease, preparation and transmission of written report $99.00 $99.00 $79.20 

D0475 decalcification procedure $75.00  $75.00  $60.00  
D0476 special stains for microorganisms $166.00  $166.00  $132.80  
D0477 special stains, not for microorganisms $139.00  $139.00  $111.20  
D0478  immunohistochemical stains $50.00  $50.00  $40.00  
D0479 tissue in-situ hybridization, including interpretation $15.00  $15.00  $12.00  

D0480 
accession of exfoliative cytologic smears, microscopic 
examination, preparation and transmission of written report $106.00 $106.00 $84.80 

D0481 electron microscopy $33.00  $33.00  $26.40  
D0482  direct immunofluorescence $31.00  $31.00  $24.80  
D0483 indirect immunofluorescence $273.00  $273.00  $218.40  
D0484 consultation on slides prepared elsewhere $80.00  $80.00  $64.00  

D0485 
consultation, including preparation of slides from biopsy 
material supplied by referring source $711.00  $711.00  $568.80  

D0486 

laboratory accession of transepithelial cytologic sample, 
microscopic examination, preparation and transmission of 
written report $77.00  $77.00  $61.60  

D0502 other oral pathology procedures, by report $94.00  $94.00  $75.20  
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D0601 
caries risk assessment and documentation, with a finding of 
low risk  $5.00  $5.00  $4.00  

D0602 
caries risk assessment and documentation, with a finding of 
moderate risk $5.00  $5.00  $4.00  

D0603 
caries risk assessment and documentation, with a finding of 
high risk $5.00  $5.00  $4.00  

D0999  unspecified diagnostic procedure, by report $59.00  $59.00  $47.20  

PREVENTIVE (Deductible does not apply) 
Dental Prophylaxis 
D1110 prophylaxis - adult $54.00  $54.00  $43.20  
D1120 prophylaxis - child $33.00  $33.00  $26.40  
Topical Fluoride Treatment (Office Procedure) (Deductible does not 
apply) 
D1206 topical application of fluoride varnish $20.00  $20.00  $16.00  
D1208 topical application of fluoride – excluding varnish $20.00  $20.00  $16.00  
D1310 nutritional counseling for control of dental disease $41.00  $41.00  $32.80  

D1320 
tobacco counseling for the control and prevention of oral 
disease $32.00  $32.00  $25.60  

D1330 oral hygiene instructions $32.00  $32.00  $25.60  

Other Preventive Services (Deductible does not apply)
D1351 sealant – per tooth $26.00 $26.00 $20.80 

D1352 
preventive resin restoration in a moderate to high caries risk 
patient – permanent tooth $32.00  $32.00  $25.60  

D1353 sealant repair – per tooth $26.00  $26.00  $20.80  
Space Maintenance (Passive Appliances)  (Deductible does not apply)
D1510 space maintainer - fixed - unilateral $164.00 $164.00 $131.20 
D1515 space maintainer - fixed - bilateral $274.00 $274.00 $219.20 
D1520 space maintainer - removable - unilateral $199.00 $199.00 $159.20 
D1525 space maintainer - removable - bilateral $274.00 $274.00 $219.20 
D1550 re-cement or re-bond space maintainer $43.00 $43.00 $34.40 
D1555 removal of fixed space maintainer $43.00  $43.00  $34.40  
RESTORATIVE 

Amalgam Restorations (Including Polishing) 
D2140 amalgam - one surface, primary or permanent $67.00  $53.60  $40.20  
D2150 amalgam - two surfaces, primary or permanent $86.00 $68.80 $51.60 
D2160 amalgam - three surfaces, primary or permanent $103.00  $82.40  $61.80  
D2161 amalgam - four or more surfaces, primary or permanent $128.00  $102.40  $76.80  

Resin-Based Composite Restorations - Direct 
D2330 resin-based composite - one surface, anterior $78.00  $62.40  $46.80  
D2331 resin-based composite - two surfaces, anterior $98.00  $78.40  $58.80  
D2332 resin-based composite - three surfaces, anterior $121.00  $96.80  $72.60  

D2335 
resin-based composite - four or more surfaces or involving 
incisal angle (anterior) $143.00  $114.40  $85.80  

D2390 resin-based composite crown, anterior $180.00  $144.00  $108.00  
D2391 resin-based composite - one surface, posterior $90.00  $72.00  $54.00  
D2392 resin-based composite - two surfaces, posterior $117.00  $93.60  $70.20  
D2393 resin-based composite - three surfaces, posterior $150.00  $120.00  $90.00  
D2394 resin-based composite - four or more surfaces, posterior $179.00  $143.20  $107.40  
D2410 gold foil - one surface $193.00 $154.40 $115.80 
D2420 gold foil - two surfaces $316.00 $252.80 $189.60 
D2430 gold foil - three surfaces $390.00  $312.00  $234.00  

Inlay/Onlay Restorations 
D2510 inlay - metallic - one surface $415.00 $207.50 $166.00 
D2520 inlay - metallic - two surfaces $474.00  $237.00  $189.60  
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D2530 inlay - metallic - three or more surfaces $518.00 $259.00 $207.20 
D2542 onlay - metallic - two surfaces $528.00 $264.00 $211.20 
D2543 onlay - metallic - three surfaces $608.00  $304.00  $243.20  
D2544 onlay - metallic - four or more surfaces $622.00 $311.00 $248.80 
D2610 inlay - porcelain/ceramic - one surface $457.00  $228.50  $182.80  
D2620 inlay - porcelain/ceramic - two surfaces $522.00 $261.00 $208.80 
D2630 inlay - porcelain/ceramic - three or more surfaces $570.00  $285.00  $228.00  
D2642 onlay - porcelain/ceramic - two surfaces $581.00 $290.50 $232.40 
D2643 onlay - porcelain/ceramic - three surfaces $669.00 $334.50 $267.60 
D2644 onlay - porcelain/ceramic - four or more surfaces $685.00  $342.50  $274.00  
D2650 inlay - resin-based composite - one surface $384.00  $192.00  $153.60  
D2651 inlay - resin-based composite - two surfaces $431.00  $215.50  $172.40  
D2652 inlay - resin-based composite - three or more surfaces $508.00 $254.00 $203.20 
D2662 onlay - resin-based composite - two surfaces $457.00 $228.50 $182.80 
D2663 onlay - resin-based composite - three surfaces $477.00 $238.50 $190.80 
D2664 onlay - resin-based composite - four or more surfaces $547.00 $273.50 $218.80 
Crowns - Single Restorations Only 
D2710 crown - resin-based composite (indirect) $332.00  $166.00  $132.80  
D2712 crown – ¾ resin-based composite (indirect) $332.00  $166.00  $132.80  
D2720 crown - resin with high noble metal $586.00  $293.00  $234.40  
D2721 crown - resin with predominantly base metal $530.00  $265.00  $212.00  
D2722 crown - resin with noble metal $533.00  $266.50  $213.20  
D2740 crown - porcelain/ceramic substrate $747.00  $373.50  $298.80  
D2750 crown - porcelain fused to high noble metal $727.00  $363.50  $290.80  
D2751 crown - porcelain fused to predominantly base metal $588.00  $294.00  $235.20  
D2752 crown - porcelain fused to noble metal $629.00 $314.50 $251.60 
D2780 crown - 3/4 cast high noble metal $614.00  $307.00  $245.60  
D2781 crown - 3/4 cast predominantly base metal $595.00  $297.50  $238.00  
D2782 crown - 3/4 cast noble metal $603.00  $301.50  $241.20  
D2783 crown – ¾ porcelain/ceramic $620.00  $310.00  $248.00  
D2790 crown - full cast high noble metal $646.00  $323.00  $258.40  
D2791 crown - full cast predominantly base metal $557.00  $278.50  $222.80  
D2792 crown - full cast noble metal $603.00  $301.50  $241.20  
D2794 crown - titanium $664.00  $332.00  $265.60  

D2799 
provisional crown– further treatment or completion of 
diagnosis necessary prior to final impression $159.00  $79.50  $63.60  

Other Restorative Services 

D2910 
re-cement or re-bond inlay, onlay, veneer or partial coverage 
restoration $52.00  $26.00  $20.80  

D2915 
re-cement or re-bond indirectly fabricated or prefabricated 
post and core $52.00  $26.00  $20.80  

D2920 re-cement or re-bond crown $52.00 $26.00 $20.80 
D2921 reattachment of tooth fragment, incisal edge or cusp $107.00 $53.50 $42.80 
D2929 prefabricated porcelain/ceramic crown – primary tooth $194.00  $97.00  $77.60  
D2930 prefabricated stainless steel crown - primary tooth $139.00  $69.50  $55.60  
D2931 prefabricated stainless steel crown - permanent tooth $158.00 $79.00 $63.20 
D2932 prefabricated resin crown $173.00  $86.50  $69.20  
D2933 prefabricated stainless steel crown with resin window $194.00  $97.00  $77.60  

D2934 
prefabricated esthetic coated stainless steel crown - primary 
tooth $194.00  $97.00  $77.60  

D2940 protective restoration $54.00  $27.00  $21.60  
D2941 interim therapeutic restoration – primary dentition $54.00  $27.00  $21.60  
D2949 restorative foundation for an indirect restoration $169.00  $84.50  $67.60  
D2950 core buildup, including any pins when required $129.00  $64.50  $51.60  
D2951 pin retention - per tooth, in addition to restoration $31.00  $15.50  $12.40  
D2952 post and core in addition to crown, indirectly fabricated $194.00  $97.00  $77.60  
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D2953 each additional indirectly fabricated post - same tooth $117.00 $58.50 $46.80 
D2954 prefabricated post and core in addition to crown $162.00  $81.00  $64.80  
D2955 post removal  $165.00  $82.50  $66.00  
D2957 each additional prefabricated post - same tooth $130.00  $65.00  $52.00  
D2960 labial veneer (resin laminate) - chairside $297.00  $148.50  $118.80  
D2961 labial veneer (resin laminate) - laboratory $456.00  $228.00  $182.40  
D2962 labial veneer (porcelain laminate) - laboratory $537.00  $268.50  $214.80  

D2971 
additional procedures to construct new crown under existing 
partial denture framework $100.00  $50.00  $40.00  

D2975 coping $568.00  $284.00  $227.20  
D2980 crown repair necessitated by restorative material failure $129.00  $64.50  $51.60  
D2981 inlay repair necessitated by restorative material failure $143.00  $71.50  $57.20  
D2982 onlay repair necessitated by restorative material failure $400.00  $200.00  $160.00  
D2983 veneer repair necessitated by restorative material failure $196.00  $98.00  $78.40  
D2990 resin infiltration of incipient smooth surface lesions $85.00  $42.50  $34.00  
D2999 unspecified restorative procedure, by report $104.00  $52.00  $41.60  
ENDODONTICS 
Pulpotomy 
D3110 pulp cap - direct (excluding final restoration) $39.00  $31.20  $23.40  
D3120 pulp cap - indirect (excluding final restoration) $44.00  $35.20  $26.40  

D3220 

therapeutic pulpotomy (excluding final restoration) - removal 
of pulp coronal to the dentinocemental junction and 
application of medicament $106.00  $84.80  $63.60  

D3221 pulpal debridement, primary and permanent teeth $123.00  $98.40  $73.80  

D3222 
partial pulpotomy for apexogenesis - permanent tooth with 
incomplete root development $103.00  $82.40  $61.80  

Endodontic Therapy of Primary Teeth 

D3230 
pulpal therapy (resorbable filling) - anterior, primary tooth 
(excluding final restoration)  $141.00  $112.80  $84.60  

D3240 
pulpal therapy (resorbable filling) - posterior, primary tooth 
(excluding final restoration) $154.00  $123.20  $92.40  

Endodontic Therapy (Including Treatment Plan, Clinical Procedures and Follow-Up Care)

D3310 
endodontic therapy, anterior tooth (excluding final 
restoration) $418.00  $334.40  $250.80  

D3320 
endodontic therapy, bicuspid tooth (excluding final 
restoration) $500.00  $400.00  $300.00  

D3330 endodontic therapy, molar tooth (excluding final restoration) $660.00  $528.00  $396.00  
D3331 treatment of root canal obstruction; non-surgical access $82.00 $65.60 $49.20 

D3332 
incomplete endodontic therapy; inoperable, unrestorable or 
fractured tooth $280.00  $224.00  $168.00  

D3333 internal root repair of perforation defects $121.00 $96.80 $72.60 
Endodontic Retreatment 
D3346 retreatment of previous root canal therapy - anterior $523.00  $418.40  $313.80  
D3347 retreatment of previous root canal therapy - bicuspid $578.00  $462.40  $346.80  
D3348 retreatment of previous root canal therapy - molar $710.00  $568.00  $426.00  
Apexification/Recalcification Procedures 

D3351 
apexification/recalcification – initial visit (apical closure / 
calcific repair of perforations, root resorption, etc.) $200.00  $160.00  $120.00  

D3352 

apexification/recalcification – interim medication 
replacement (apical closure/calcific repair of perforations, 
root resorption, pulp space disinfection, etc.) $116.00  $92.80  $69.60  

D3353 

apexification/recalcification - final visit (includes completed 
root canal therapy - apical closure/calcific repair of 
perforations, root resorption, etc.) $306.00  $244.80  $183.60  

D3355 pulpal regeneration - initial visit $234.00  $187.20  $140.40  
D3356 pulpal regeneration - interim medication replacement $270.00 $216.00 $162.00 
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D3357 pulpal regeneration - completion of treatment $398.00  $318.40  $238.80  
Apicoectomy/Periradicular Services 
D3410 apicoectomy – anterior $438.00  $350.40  $262.80  
D3421 apicoectomy – bicuspid (first root) $457.00 $365.60 $274.20 
D3425 apicoectomy – molar (first root) $557.00  $445.60  $334.20  
D3426 apicoectomy (each additional root) $202.00 $161.60 $121.20 
D3427 periradicular surgery without apicoectomy $129.00  $103.20  $77.40  

D3428 
bone graft in conjunction with periradicular surgery – per 
tooth, single site $243.00  $194.40  $145.80  

D3429 
bone graft in conjunction with periradicular surgery – each 
additional contiguous tooth in the same surgical site $343.00 $274.40 $205.80 

D3430 retrograde filling - per root $129.00 $103.20 $77.40 

D3431 
biologic materials to aid in soft and osseous tissue 
regeneration in conjunction with periradicular surgery $1,050.00  $840.00  $630.00  

D3432 
guided tissue regeneration, resorbable barrier, per site, in 
conjunction with periradicular surgery $375.00  $300.00  $225.00  

D3450 root amputation - per root $290.00  $232.00  $174.00  
D3460 endodontic endosseous implant $1,126.00  $900.80  $675.60  
D3470 intentional reimplantation (including necessary splinting) $163.00  $130.40  $97.80  

Other Endodontic Procedures 
D3910 surgical procedure for isolation of tooth with rubber dam $111.00 $88.80 $66.60 

D3920 
hemisection (including any root removal), not including root 
canal therapy $221.00  $176.80  $132.60  

D3950 canal preparation and fitting of preformed dowel or post $149.00  $119.20  $89.40  
D3999 unspecified endodontic procedure, by report $203.00  $162.40  $121.80  

PERIODONTICS 
Surgical Services (Including Usual Postoperative Care) 

D4210 
gingivectomy or gingivoplasty - four or more contiguous 
teeth or tooth bounded spaces per quadrant $350.00  $280.00  $210.00  

D4211 
gingivectomy or gingivoplasty - one to three contiguous 
teeth or tooth bounded spaces per quadrant $211.00  $168.80  $126.60  

D4212 
gingivectomy or gingivoplasty to allow access for restorative 
procedure, per tooth $211.00  $168.80  $126.60  

D4230 
anatomical crown exposure - four or more contiguous teeth 
per quadrant $564.00  $451.20  $338.40  

D4231 anatomical crown exposure - one to three teeth per quadrant $476.00 $380.80 $285.60 

D4240 
gingival flap procedure, including root planing - four or more 
contiguous teeth or tooth bounded spaces per quadrant $429.00 $343.20 $257.40 

D4241 
gingival flap procedure, including root planing - one to three 
contiguous teeth or tooth bounded spaces per quadrant $294.00 $235.20 $176.40 

D4245 apically positioned flap $317.00  $253.60  $190.20  
D4249 clinical crown lengthening – hard tissue $437.00  $349.60  $262.20  

D4260 

osseous surgery (including elevation of a full thickness flap 
and closure) – four or more contiguous teeth or tooth 
bounded spaces per quadrant  $626.00  $500.80  $375.60  

D4261 

osseous surgery (including elevation of a full thickness flap 
and closure) – one to three contiguous teeth or tooth bounded 
spaces per quadrant $437.00  $349.60  $262.20  

D4263 bone replacement graft - first site in quadrant $251.00  $200.80  $150.60  
D4264 bone replacement graft - each additional site in quadrant $250.00 $200.00 $150.00 

D4265 
biologic materials to aid in soft and osseous tissue 
regeneration $408.00  $326.40  $244.80  

D4266 guided tissue regeneration - resorbable barrier, per site $410.00 $328.00 $246.00 

D4267 
guided tissue regeneration - nonresorbable barrier, per site 
(includes membrane removal) $513.00  $410.40  $307.80  

D4268 surgical revision procedure, per tooth $332.00  $265.60  $199.20  
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D4270 pedicle soft tissue graft procedure $475.00 $380.00 $285.00 

D4273 

autogenous  connective tissue graft procedure (including 
donor and recipient surgical sites) first tooth, implant, or 
edentulous tooth position in graft $615.00 $492.00 $369.00 

D4274 

distal or proximal wedge procedure (when not performed in 
conjunction with surgical procedures in the same anatomical 
area) $326.00  $260.80  $195.60  

D4275 

non-autogenous connective  tissue graft (including recipient 
site and donor material) first tooth, implant, or edentulous 
tooth position in graft $292.00  $233.60  $175.20  

D4276 
combined connective tissue and double pedicle graft, per 
tooth $554.00  $443.20  $332.40  

D4277 

free soft tissue graft procedure (including recipient and donor 
surgical sites  first tooth, implant, or edentulous tooth 
position in graft $503.00  $402.40  $301.80  

D4278 

free soft tissue graft procedure (including recipient and donor 
surgical sites) each additional contiguous tooth, implant, or 
edentulous tooth position in same graft site $377.00 $301.60 $226.20 

D4283 

autogenous connective tissue graft procedure (including 
donor and recipient surgical sites) – each additional 
contiguous tooth, implant or edentulous tooth position in 
same graft site $369.00  $295.20  $221.40  

D4285 

non-autogenous connective tissue graft procedure (including 
recipient surgical site and donor material) – each additional 
contiguous tooth, implant or edentulous tooth position in 
same graft site $175.00  $140.00  $105.00  

Non-Surgical Periodontal Service 
D4320 provisional splinting - intracoronal $146.00 $116.80 $87.60 
D4321 provisional splinting - extracoronal $222.00 $177.60 $133.20 

D4341 
periodontal scaling and root planing - four or more teeth per 
quadrant $130.00  $104.00  $78.00  

D4342 
periodontal scaling and root planing - one to three teeth per 
quadrant $93.00  $74.40  $55.80  

D4355 
full mouth debridement to enable comprehensive evaluation 
and diagnosis $54.00  $43.20  $32.40  

D4381 
localized delivery of antimicrobial agents via controlled 
release vehicle into diseased crevicular tissue, per tooth $24.00 $19.20 $14.40 

Other Periodontal Service 
D4910 periodperiontal maintenance $70.00  $56.00  $42.00  

D4920 
unscheduled dressing change (by someone other than treating 
dentist or their staff) $49.00 $39.20 $29.40 

D4921 gingival irrigation – per quadrant $22.00  $17.60  $13.20  
D4999  unspecified periodontal procedure, by report $55.00  $44.00  $33.00  
PROSTHODONTICS (Removable) 
Complete Dentures (Including Routine Post-Delivery Care) (includes routine post-delivery care for the first six months 
after placement) 
D5110 complete denture - maxillary $862.00 $431.00 $344.80 
D5120 complete denture - mandibular $862.00 $431.00 $344.80 
D5130 Immediate denture, maxillary $949.00  $474.50  $379.60  

D5140 

Immediate dePartial Dentures (Including Routine Post-
Delivery Care) (includes routine post-delivery care for the 
first six months after placement)nture, mandibular $949.00 $474.50 $379.60 

Partial Dentures (Including Routine Post-Delivery Care) (includes routine post-delivery care for the first six months after 
placement)

D5211 
maxillary partial denture - resin base (including any 
conventional clasps, rests and teeth) $634.00  $317.00  $253.60  
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D5212 
mandibular partial denture - resin base (including any 
conventional clasps, rests and teeth) $634.00  $317.00  $253.60  

D5213 

maxillary partial denture - cast metal framework with resin 
denture bases (including any conventional clasps, rests and 
teeth) $948.00  $474.00  $379.20  

D5214 

mandibular partial denture - cast metal framework with resin 
denture bases (including any conventional clasps, rests and 
teeth) $948.00  $474.00  $379.20  

D5221 
immediate maxillary partial denture – resin base (including 
any conventional clasps, rests and teeth) $761.00 $380.50 $304.40 

D5222 
immediate mandibular partial denture – resin base (including 
any conventional clasps, rests and teeth) $761.00 $380.50 $304.40 

D5223 

immediate maxillary partial denture – cast metal framework 
with resin denture bases (including any conventional clasps, 
rests and teeth) $1,138.00  $569.00  $455.20  

D5224 

immediate mandibular partial denture – cast metal 
framework with resin denture bases (including any 
conventional clasps, rests and teeth) $1,138.00  $569.00  $455.20  

D5225 
maxillary partial denture - flexible base (including any 
clasps, rests and teeth) $711.00  $355.50  $284.40  

D5226 
mandibular partial denture - flexible base (including any 
clasps, rests and teeth) $711.00  $355.50  $284.40  

D5281 
removable unilateral partial denture - one piece cast metal 
(including clasps and teeth) $522.00  $261.00  $208.80  

Adjustments to Dentures 
D5410 adjust complete denture - maxillary $43.00  $21.50  $17.20  
D5411 adjust complete denture - mandibular $43.00  $21.50  $17.20  
D5421 adjust partial denture - maxillary $43.00  $21.50  $17.20  
D5422 adjust partial denture - mandibular $43.00  $21.50  $17.20  

Repairs to Complete Dentures 
D5510 repair broken complete denture base $105.00  $52.50  $42.00  

D5520 
replace missing or broken teeth - complete denture (each 
tooth) $85.00  $42.50  $34.00  

Repairs to Partial Dentures 
D5610 repair resin denture base $87.00  $43.50  $34.80  
D5620 repair cast framework $132.00  $66.00  $52.80  
D5630 repair or replace broken clasp – per tooth $127.00 $63.50 $50.80 
D5640 replace broken teeth - per tooth $85.00  $42.50  $34.00  
D5650 add tooth to existing partial denture $98.00 $49.00 $39.20 
D5660 add clasp to existing partial denture – per tooth $127.00  $63.50  $50.80  

D5670 
replace all teeth and acrylic on cast metal framework 
(maxillary) $401.00  $200.50  $160.40  

D5671 
replace all teeth and acrylic on cast metal framework 
(mandibular) $401.00  $200.50  $160.40  

Denture Rebase Procedures 
D5710 rebase complete maxillary denture $263.00  $131.50  $105.20  
D5711 rebase complete mandibular denture $263.00  $131.50  $105.20  
D5720 rebase maxillary partial denture $254.00  $127.00  $101.60  
D5721 rebase mandibular partial denture $254.00  $127.00  $101.60  

Denture Reline Procedures 
D5730 reline complete maxillary denture (chairside) $167.00  $83.50  $66.80  
D5731 reline complete mandibular denture (chairside) $167.00  $83.50  $66.80  
D5740 reline maxillary partial denture (chairside) $157.00  $78.50  $62.80  
D5741 reline mandibular partial denture (chairside) $157.00  $78.50  $62.80  
D5750 reline complete maxillary denture (laboratory) $217.00  $108.50  $86.80  
D5751 reline complete mandibular denture (laboratory) $217.00  $108.50  $86.80  
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D5760 reline maxillary partial denture (laboratory) $208.00  $104.00  $83.20  
D5761 reline mandibular partial denture (laboratory) $208.00  $104.00  $83.20  
Interim Prosthesis 
D5810 interim complete denture (maxillary) $350.00  $175.00  $140.00  
D5811 interim complete denture (mandibular) $350.00  $175.00  $140.00  
D5820 interim partial denture (maxillary) $329.00  $164.50  $131.60  
D5821 interim partial denture (mandibular) $329.00  $164.50  $131.60  
Other Removable Prosthetic Services 
D5850 tissue conditioning, maxillary $81.00  $40.50  $32.40  
D5851 tissue conditioning, mandibular $81.00  $40.50  $32.40  
D5862 precision attachment, by report $380.00  $190.00  $152.00  
D5863 overdenture – complete maxillary $862.00 $431.00 $344.80 
D5864 overdenture – partial maxillary $948.00  $474.00  $379.20  
D5865 overdenture – complete mandibular $862.00  $431.00  $344.80  
D5866 overdenture – partial mandibular $948.00 $474.00 $379.20 

D5867 
replacement of replaceable part of semi-precision or 
precision attachment (male or female component) $105.00  $52.50  $42.00  

D5875 
modification of removable prosthesis following implant 
surgery $162.00  $81.00  $64.80  

D5899 unspecified removable prosthodontic procedure, by report $476.00  $238.00  $190.40  
D5911 facial moulage (sectional) $150.00  $75.00  $60.00  
D5912 facial moulage (complete) $67.00  $33.50  $26.80  
D5913  nasal prosthesis $5,729.00  $2,864.50  $2,291.60  
D5914  auricular prosthesis $9,981.00  $4,990.50  $3,992.40  
D5915 orbital prosthesis $7,670.00  $3,835.00  $3,068.00  
D5916 ocular prosthesis $1,424.00  $712.00  $569.60  
D5919 facial prosthesis $800.00  $400.00  $320.00  
D5922 nasal septal prosthesis $135.00  $67.50  $54.00  
D5923 ocular prosthesis, interim $2,558.00  $1,279.00  $1,023.20  
D5924 cranial prosthesis $242.00  $121.00  $96.80  
D5925 facial augmentation implant prosthesis $850.00  $425.00  $340.00  
D5926  nasal prosthesis, replacement $545.00  $272.50  $218.00  
D5927 auricular prosthesis, replacement $150.00  $75.00  $60.00  
D5928 orbital prosthesis, replacement $450.00  $225.00  $180.00  
D5929 facial prosthesis, replacement $428.00  $214.00  $171.20  
D5931 obturator prosthesis, surgical $1,056.00  $528.00  $422.40  
D5932 obturator prosthesis, definitive $3,771.00  $1,885.50  $1,508.40  
D5933 obturator prosthesis, modification $338.00  $169.00  $135.20  
D5934 mandibular resection prosthesis with guide flange $750.00  $375.00  $300.00  
D5935 mandibular resection prosthesis without guide flange $6,362.00  $3,181.00  $2,544.80  
D5936 obturator prosthesis, interim $610.00  $305.00  $244.00  
D5937 trismus appliance (not for TMD treatment) $750.00  $375.00  $300.00  
D5951 feeding aid $195.00  $97.50  $78.00  
D5952 speech aid prosthesis, pediatric $500.00  $250.00  $200.00  
D5953 speech aid prosthesis, adult $1,200.00  $600.00  $480.00  
D5954 palatal augmentation prosthesis $250.00  $125.00  $100.00  
D5955 palatal lift prosthesis, definitive $7,694.00  $3,847.00  $3,077.60  
D5958 palatal lift prosthesis, interim $747.00 $373.50 $298.80 
D5959 palatal lift prosthesis, modification $384.00  $192.00  $153.60  
D5960 speech aid prosthesis, modification $223.00  $111.50  $89.20  
D5982 surgical stent $276.00  $138.00  $110.40  
D5983 radiation carrier $487.00  $243.50  $194.80  
D5984 radiation shield $429.00  $214.50  $171.60  
D5985 radiation cone locator $673.00  $336.50  $269.20  
D5986 fluoride gel carrier $118.00  $59.00  $47.20  
D5987 commissure splint $301.00  $150.50  $120.40  
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D5988 surgical splint $250.00  $125.00  $100.00  
D5991 vesiculobullous disease medicament carrier $495.00  $247.50  $198.00  
D5992 adjust maxillofacial prosthetic appliance, by report $82.00  $41.00  $32.80  

D5993 

maintenance and cleaning of a maxillofacial prosthesis 
(extra- or intra-oral) other than required adjustments, by 
report $73.00  $36.50  $29.20  

D5994 
periodontal medicament carrier with peripheral seal – 
laboratory processed $1,250.00  $625.00  $500.00  

D5999 unspecified maxillofacial prosthesis, by report $476.00  $238.00  $190.40  
PROSTHODONTICS, FIXED 
Fixed Partial Denture Pontics 
D6205 pontic - indirect resin based composite $674.00  $337.00  $269.60  
D6210 pontic - cast high noble metal $571.00 $285.50 $228.40 
D6211 pontic - cast predominantly base metal $490.00  $245.00  $196.00  
D6212 pontic - cast noble metal $560.00  $280.00  $224.00  
D6214 pontic - titanium $664.00  $332.00  $265.60  
D6240 pontic - porcelain fused to high noble metal $593.00  $296.50  $237.20  
D6241 pontic - porcelain fused to predominantly base metal $518.00  $259.00  $207.20  
D6242 pontic - porcelain fused to noble metal $534.00  $267.00  $213.60  
D6245 pontic - porcelain/ceramic $800.00  $400.00  $320.00  
D6250 pontic - resin with high noble metal $555.00  $277.50  $222.00  
D6251 pontic - resin with predominantly base metal $470.00  $235.00  $188.00  
D6252 pontic - resin with noble metal $518.00  $259.00  $207.20  

D6253 
provisional pontic– further treatment or completion of 
diagnosis necessary prior to final  impression $233.00  $116.50  $93.20  

Fixed Partial Denture Retainers - Inlays/Onlays 
D6545 retainer - cast metal for resin bonded fixed prosthesis $434.00  $217.00  $173.60  
D6548 retainer - porcelain/ceramic for resin bonded fixed prosthesis $478.00 $239.00 $191.20 
D6549 resin retainer –for resin bonded fixed prosthesis $434.00  $217.00  $173.60  
D6600 retainer inlay - porcelain/ceramic, two surfaces $608.00  $304.00  $243.20  
D6601 retainer inlay - porcelain/ ceramic - three or more surfaces $637.00  $318.50  $254.80  
D6602 retainer inlay - cast high noble metal, two surfaces $552.00  $276.00  $220.80  
D6603 retainer inlay - cast high noble metal, three or more surfaces $579.00 $289.50 $231.60 
D6604 retainer inlay - cast predominantly base metal, two surfaces $518.00  $259.00  $207.20  

D6605 
retainer inlay – cast predominantly base metal, three or more 
surfaces $523.00  $261.50  $209.20  

D6606 retainer inlay – cast noble metal, two surfaces $537.00  $268.50  $214.80  
D6607 retainer inlay – cast noble metal – three or more surfaces $551.00 $275.50 $220.40 
D6608 retainer onlay - porcelain/ ceramic, two surfaces $707.00  $353.50  $282.80  
D6609 retainer onlay porcelain/ ceramic, three or more surfaces $753.00 $376.50 $301.20 
D6610 retainer onlay - cast high noble metal, two surfaces $642.00  $321.00  $256.80  
D6611 retainer onlay - cast high noble metal, three or more surfaces $684.00 $342.00 $273.60 
D6612 retainer onlay - cast  predominantly base metal, two surfaces $555.00 $277.50 $222.00 

D6613 
retainer onlay - cast predominantly base metal, three or more 
surfaces $591.00  $295.50  $236.40  

D6614 retainer onlay - cast noble metal, two surfaces $583.00  $291.50  $233.20  
D6615 retainer onlay -  cast noble metal, three or more surfaces $622.00 $311.00 $248.80 
D6624 retainer Inlay – titanium $579.00  $289.50  $231.60  
D6634 retainer Onlay - titanium $684.00  $342.00  $273.60  

Fixed Partial Denture Retainers - Crowns 
D6710 retainer crown - indirect resin based composite $674.00  $337.00  $269.60  
D6720 retainer crown - resin with high noble metal $586.00  $293.00  $234.40  
D6721 retainer crown - resin with predominantly base metal $530.00  $265.00  $212.00  
D6722 retainer crown - resin with noble metal $533.00  $266.50  $213.20  
D6740 retainer crown - porcelain/ceramic $800.00  $400.00  $320.00  
D6750 retainer crown - porcelain fused to high noble metal $727.00 $363.50 $290.80 
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D6751 retainer crown - porcelain fused to predominantly base metal $588.00  $294.00  $235.20  
D6752 retainer crown - porcelain fused to noble metal $629.00 $314.50 $251.60 
D6780 retainer crown - 3/4 cast high noble metal $614.00  $307.00  $245.60  
D6781 retainer crown - 3/4 cast predominantly base metal $595.00  $297.50  $238.00  
D6782 retainer crown - 3/4 cast noble metal $603.00 $301.50 $241.20 
D6783 retianer crown - 3/4 porcelain/ceramic $800.00  $400.00  $320.00  
D6790 retainer crown - full cast high noble metal $646.00  $323.00  $258.40  
D6791 retainer crown - full cast predominantly base metal $557.00  $278.50  $222.80  
D6792 retainer crown - full cast noble metal $603.00  $301.50  $241.20  

D6793 
provisional retainer crown– further treatment or completion 
of diagnosis   necessary prior to final impression $233.00  $116.50  $93.20  

D6794 retainer crown - titanium $664.00  $332.00  $265.60  
Other Fixed Partial Denture Services 
D6920 connector bar $221.00  $110.50  $88.40  
D6930 re-cement or re-bond fixed partial denture $78.00  $39.00  $31.20  
D6940 stress breaker $199.00  $99.50  $79.60  
D6950 precision attachment $384.00  $192.00  $153.60  

D6980 
fixed partial denture repair necessitated by restorative 
material failure $299.00  $149.50  $119.60  

D6985 pediatric partial denture, fixed $260.00  $130.00  $104.00  
D6999 unspecified fixed prosthodontic procedure, by report $321.00  $160.50  $128.40  
ORAL AND MAXILLOFACIAL SURGERY
Extractions (Includes Local Anesthesia, Suturing, If Needed, and 
Routine Postoperative Care) 
D7111 extraction, coronal remnants - deciduous tooth $58.00  $46.40  $34.80  

D7140 
extraction, erupted tooth or exposed root (elevation and/or 
forceps removal) $77.00  $61.60  $46.20  

Surgical Extractions (Includes Local Anesthesia, Suturing, If Needed, and 
Routine Postoperative Care) 

D7210 

surgical removal of erupted tooth requiring removal of bone 
and/or sectioning of tooth, and including elevation of 
mucoperiosteal flap if indicated $131.00  $104.80  $78.60  

D7220 removal of impacted tooth - soft tissue $163.00  $130.40  $97.80  
D7230 removal of impacted tooth - partially bony $211.00  $168.80  $126.60  
D7240 removal of impacted tooth - completely bony $245.00  $196.00  $147.00  

D7241 
removal of impacted tooth - completely bony, with unusual 
surgical complications $270.00  $216.00  $162.00  

D7250 surgical removal of residual tooth roots (cutting procedure) $141.00  $112.80  $84.60  
D7251 coronectomy – intentional partial tooth removal $368.00  $294.40  $220.80  

Other Surgical Procedures 
D7260 oroantral fistula closure $924.00  $739.20  $554.40  
D7261 primary closure of a sinus perforation $924.00 $739.20 $554.40 

D7270 
tooth reimplantation and/or stabilization of accidentally 
evulsed or displaced tooth $247.00  $197.60  $148.20  

D7272 
tooth transplantation (includes reimplantation from one site 
to another and splinting and/or stabilization) $250.00 $200.00 $150.00 

D7280 surgical access of an unerupted tooth $302.00 $241.60 $181.20 

D7282 
mobilization of erupted or malpositioned tooth to aid 
eruption $105.00  $84.00  $63.00  

D7283 placement of device to facilitate eruption of impacted tooth $105.00  $84.00  $63.00  
D7285 incisional biopsy of oral tissue-hard (bone, tooth) $265.00 $212.00 $159.00 
D7286 incisional biopsy of oral tissue-soft $164.00  $131.20  $98.40  
D7287  exfoliative cytological sample collection $172.00  $137.60  $103.20  
D7288 brush biopsy - transepithelial sample collection $99.00  $79.20  $59.40  
D7290 surgical repositioning of teeth $131.00  $104.80  $78.60  
D7291 transseptal fiberotomy/supra crestal fiberotomy, by report $75.00  $60.00  $45.00  
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D7292 
surgical placement of temporary anchorage device [screw 
retained plate] requiring flap; includes device removal $970.00  $776.00  $582.00  

D7293 
surgical placement of temporary anchorage device requiring 
flap; includes device removal $541.00  $432.80  $324.60  

D7294 
surgical placement of temporary anchorage device without 
flap; includes device removal $833.00  $666.40  $499.80  

D7295 harvest of bone for use in autogenous grafting procedure $347.00  $277.60  $208.20  
Alveoloplasty - Surgical Preparation of Ridge for Dentures 

D7310 
alveoloplasty in conjunction with extractions - four or more 
teeth or tooth spaces, per quadrant $141.00 $112.80 $84.60 

D7311 
alveoloplasty in conjunction with extractions - one to three 
teeth or tooth spaces, per quadrant $85.00 $68.00 $51.00 

D7320 
alveoloplasty not in conjunction with extractions - four or 
more teeth or tooth spaces, per quadrant $235.00 $188.00 $141.00 

D7321 
alveoloplasty not in conjunction with extractions - one to 
three teeth or tooth spaces, per quadrant $142.00 $113.60 $85.20 

Vestibuloplasty 

D7340 
vestibuloplasty - ridge extension (secondary 
epithelialization) $433.00  $346.40  $259.80  

D7350 

vestibuloplasty - ridge extension (including soft tissue grafts, 
muscle reattachment, revision of soft tissue attachment and 
management of hypertrophied and hyperplastic tissue) $540.00  $432.00  $324.00  

Surgical Excision of Soft Tissue Lesions 
D7410 excision of benign lesion up to 1.25 cm $253.00 $202.40 $151.80 
D7411 excision of benign lesion greater than 1.25 cm $385.00 $308.00 $231.00 
D7412 excision of benign lesion, complicated $423.00  $338.40  $253.80  
D7413 excision of malignant lesion up to 1.25 cm $457.00 $365.60 $274.20 
D7414 excision of malignant lesion greater than 1.25 cm $500.00 $400.00 $300.00 
D7415 excision of malignant lesion, complicated $721.00  $576.80  $432.60  
D7440 excision of malignant tumor - lesion diameter up to 1.25 cm $357.00 $285.60 $214.20 

D7441 
excision of malignant tumor - lesion diameter greater than 
1.25 cm $498.00  $398.40  $298.80  

Surgical Excision of Intra-Osseous Lesions 

D7450 
removal of benign odontogenic cyst or tumor - lesion 
diameter up to 1.25 cm $328.00  $262.40  $196.80  

D7451 
removal of benign odontogenic cyst or tumor - lesion 
diameter greater than 1.25 cm $399.00  $319.20  $239.40  

D7460 
removal of benign nonodontogenic cyst or tumor - lesion 
diameter up to 1.25 cm $303.00  $242.40  $181.80  

D7461 
removal of benign nonodontogenic cyst or tumor - lesion 
diameter greater than 1.25 cm $399.00  $319.20  $239.40  

D7465 
destruction of lesion(s) by physical or chemical method, by 
report $193.00  $154.40  $115.80  

Excision of Bone Tissue 
D7471 removal of lateral exostosis (maxilla or mandible) $496.00 $396.80 $297.60 
D7472 removal of torus palatinus $496.00 $396.80 $297.60 
D7473 removal of torus mandibularis $496.00 $396.80 $297.60 
D7485 surgical reduction of osseous tuberosity $496.00 $396.80 $297.60 
D7490 radical resection of maxilla or mandible $853.00  $682.40  $511.80  
Surgical Incision 
D7510 incision and drainage of abscess - intraoral soft tissue $129.00  $103.20  $77.40  

D7511 
incision and drainage of abscess - intraoral soft tissue - 
complicated (includes drainage of multiple fascial spaces) $149.00 $119.20 $89.40 

D7520 incision and drainage of abscess - extraoral soft tissue $181.00  $144.80  $108.60  

D7521 
incision and drainage of abscess - extraoral soft tissue - 
complicated (includes drainage of multiple fascial spaces) $409.00 $327.20 $245.40 
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D7530 
removal of foreign body from mucosa, skin, or subcutaneous 
alveolar tissue $153.00  $122.40  $91.80  

D7540 
removal of reaction producing foreign bodies, 
musculoskeletal system $279.00  $223.20  $167.40  

D7550 
partial ostectomy/sequestrectomy for removal of non-vital 
bone $261.00  $208.80  $156.60  

D7560 
maxillary sinusotomy for removal of tooth fragment or 
foreign body $520.00  $416.00  $312.00  

D7610 maxilla - open reduction (teeth immobilized, if present) $3,833.00  $3,066.40  $2,299.80  
D7620 maxilla - closed reduction (teeth immobilized, if present) $3,833.00  $3,066.40  $2,299.80  
D7630 mandible - open reduction (teeth immobilized, if present) $4,811.00  $3,848.80  $2,886.60  
D7640 mandible - closed reduction (teeth immobilized, if present) $2,932.00  $2,345.60  $1,759.20  
D7650 malar and/or zygomatic arch - open reduction $1,125.00  $900.00  $675.00  
D7660 malar and/or zygomatic arch - closed reduction $239.00  $191.20  $143.40  
D7670 alveolus - closed reduction, may include stabilization of teeth $1,007.00  $805.60  $604.20  
D7671 alveolus - open reduction, may include stabilization of teeth $2,903.00  $2,322.40  $1,741.80  

D7680 
facial bones - complicated reduction with fixation and 
multiple surgical approaches $897.00  $717.60  $538.20  

D7710 maxilla - open reduction $297.00 $237.60 $178.20 
D7720 maxilla - closed reduction $619.00  $495.20  $371.40  
D7730 mandible - open reduction $4,042.00  $3,233.60  $2,425.20  
D7740 mandible - closed reduction $1,979.00  $1,583.20  $1,187.40  
D7750 malar and/or zygomatic arch - open reduction $1,214.00  $971.20  $728.40  
D7760 malar and/or zygomatic arch - closed reduction $228.00  $182.40  $136.80  
D7770 alveolus - open reduction stabilization of teeth $170.00  $136.00  $102.00  
D7771 alveolus, closed reduction stabilization of teeth $1,073.00  $858.40  $643.80  

D7780 
facial bones - complicated reduction with fixation and 
multiple surgical approaches $2,621.00  $2,096.80  $1,572.60  

Other Repair Procedures 
D7910 suture of recent small wounds up to 5 cm $143.00 $114.40 $85.80 
D7911 complicated suture - up to 5 cm $202.00 $161.60 $121.20 
D7912 complicated suture - greater than 5 cm $303.00 $242.40 $181.80 
D7920 skin graft (identify defect covered, location and type of graft) $371.00  $296.80  $222.60  

D7921 
collection and application of autologous blood concentrate 
product $424.00  $339.20  $254.40  

D7940 osteoplasty - for orthognathic deformities $300.00  $240.00  $180.00  
D7941 osteotomy - mandibular rami $5,087.00  $4,069.60  $3,052.20  

D7943 
osteotomy - mandibular rami with bone graft; includes 
obtaining the graft $619.00  $495.20  $371.40  

D7944 osteotomy - segmented or subapical $1,739.00  $1,391.20  $1,043.40  
D7945 osteotomy - body of mandible $1,344.00  $1,075.20  $806.40  
D7946 LeFort I (maxilla - total) $7,093.00  $5,674.40  $4,255.80  
D7947 LeFort I (maxilla - segmented) $5,863.00  $4,690.40  $3,517.80  

D7948 
LeFort II or LeFort III (osteoplasty of facial bones for 
midface hypoplasia or retrusion)-without bone graft $2,200.00  $1,760.00  $1,320.00  

D7949 LeFort II or LeFort III - with bone graft $595.00 $476.00 $357.00 

D7950 
osseous, osteoperiosteal, or cartilage graft of the mandible or 
maxilla - autogenous or nonautogenous, by report $1,028.00  $822.40  $616.80  

D7951 
sinus augmentation with bone or bone substitutes via a lateral 
open approach $636.00  $508.80  $381.60  

D7952 sinus augmentation via a vertical approach $636.00  $508.80  $381.60  
D7953 bone replacement graft for ridge preservation - per site $212.00 $169.60 $127.20 
D7955 repair of maxillofacial soft and/or hard tissue defect $996.00  $796.80  $597.60  

D7960 
frenulectomy – also known as frenectomy or frenotomy – 
separate procedure not incidental to another procedure $297.00  $237.60  $178.20  

D7963 frenuloplasty $384.00  $307.20  $230.40  
D7970 excision of hyperplastic tissue - per arch $297.00 $237.60 $178.20 
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D7971 excision of pericoronal gingiva $126.00 $100.80 $75.60 
D7972 surgical reduction of fibrous tuberosity $222.00  $177.60  $133.20  
D7980 sialolithotomy $688.00  $550.40  $412.80  
D7981 excision of salivary gland, by report $383.00 $306.40 $229.80 
D7982 sialodochoplasty $700.00  $560.00  $420.00  
D7983 closure of salivary fistula $312.00  $249.60  $187.20  
D7990 emergency tracheotomy $130.00  $104.00  $78.00  
D7991 coronoidectomy $1,107.00  $885.60  $664.20  
D7995 synthetic graft - mandible or facial bones, by report $1,125.00 $900.00 $675.00 

D7996 
implant-mandible for augmentation purposes (excluding 
alveolar ridge), by report $1,495.00  $1,196.00  $897.00  

D7997 
appliance removal (not by dentist who placed appliance), 
includes removal of archbar $270.00  $216.00  $162.00  

D7998 
intraoral placement of a fixation device not in conjunction 
with a fracture $105.00  $84.00  $63.00  

D7999 unspecified oral surgery procedure, by report $136.00  $108.80  $81.60  
ADJUNCTIVE GENERAL SERVICES 
Unclassified Treatment 

D9110 
palliative (emergency) treatment of dental pain - minor 
procedure $57.00  $45.60  $34.20  

D9120 fixed partial denture sectioning $98.00  $78.40  $58.80  
Anesthesia 

D9210 
local anesthesia not in conjunction with operative or surgical 
procedures $12.00  $9.60  $7.20  

D9211 regional block anesthesia $16.00  $12.80  $9.60  
D9212 trigeminal division block anesthesia $32.00 $25.60 $19.20 

D9215 
local anesthesia in conjunction with operative or surgical 
procedures $25.00  $20.00  $15.00  

D9219 evaluation for deep sedation or general anesthesia $36.00  $28.80  $21.60  
D9223 deep sedation/general anesthesia – each 15 minute increment $98.00 $78.40 $58.80 

D9243 
intravenous moderate (conscious) sedation/analgesia – each 
15 minute increment $87.00  $69.60  $52.20  

D9248 Non-intravenous conscious sedation $188.00  $150.40  $112.80  

Professional Consultation 

D9310 
consultation - diagnostic service provided by dentist or 
physician other than requesting dentist or physician $64.00  $51.20  $38.40  

D9430 
office visit for observation (during regularly scheduled 
hours) - no other services performed $34.00 $27.20 $20.40 

D9440 office visit - after regularly scheduled hours $76.00  $60.80  $45.60  
D9630 other drugs and/or medicaments, by report $18.00  $14.40  $10.80  
D9910 application of desensitizing medicament $23.00 $18.40 $13.80 

D9911 
application of desensitizing resin for cervical and/or root 
surface, per tooth $24.00  $19.20  $14.40  

D9930 
treatment of complications (post-surgical) - unusual 
circumstances, by report $67.00  $53.60  $40.20  

D9999  unspecified adjunctive procedure, by report $85.00  $68.00  $51.00  

Note 1: 
The CDT codes and nomenclature are copyright of the American Dental Association. Notes that appear in italic type are 
important clarifications of differences between Delta's processing policies and CDT coding. B/R indicates a by-report procedure. 

Note 2: 
The information listed in this schedule is based on the current fees as of 4/21/2015 and is subject to change. The maximum 
allowable fees listed apply to dental services obtained in the areas listed above. Fees outside of this area can be different.  
All services listed are subject to deductibles, maximums, benefit limitations and exclusions. 
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Summary of Limitations 

Limitations on Diagnostic and Preventive Benefits: 
a. Delta Dental will pay for routine oral examinations and cleanings (including periodontal cleanings) no more than twice in

any 12 month period while the person is an Enrollee under any Delta Dental program or dental care program provided by
the Contractholder.  Note that periodontal cleanings are covered as a Major Benefit and routine cleanings are covered as a
Diagnostic and Preventive Benefit.

b. Full-mouth x-rays and panoramic x-rays are limited to once every five (5) years while the person is an Enrollee under any
Delta Dental program.

c. Bitewing x-rays are limited to once each 12 months for Primary Enrollees and Dependent Spouse Enrollees and twice in
a 12 month period for Dependent Child Enrollees.

d. Topical application of fluoride solutions is limited to Enrollees under age 19.
e. Space maintainers are limited to the initial appliance only and to Enrollees under age 14.
f. Sealants are limited as follows:

(1) to permanent first molars through age eight (8) and to permanent second molars through age 1 5 if they are wi thout
cavities or restorations on the occlusal surface.

(2) Sealants do not include repair or replacement of a sealant on any tooth within two (2) years of its application.

Limitations on Basic Benefits: 
a. Delta Dental will not pay t o re place an a malgam, synthetic porcelain or plastic restorations (fillings) or prefa bricated

stainless steel restorations within 24 months of treatment if the service is provided by the same Dentist.
b. Delta Dent al l imits paym ent for st ainless steel crow ns u nder t his sect ion t o se rvices on baby t eeth.  H owever, after

consultant’s review, Delta Dental may allow stainless steel crowns on permanent teeth as a Major Benefit.
c. Benefits for periodontal scaling and root planing in the same quadrant are limited to once in every 24-month period.

Limitations on Major Benefits: 
a. Delta Dental will not pay to re place an y crowns, inlays/onlays or cast  restora tions which the Enro llee received in the

previous five (5) years under any Delta Dental program or any program of the Contractholder.
b. Prosthodontic appliances that were provided under any Delta Dental program will be replaced only after five (5) years have

passed, except when Delta Dental determines that there is su ch extensive loss of remaining teeth or change in supporting
tissue that the existing fixed bridge or denture cannot be made satisfactory.  Replacement of a prosthodontic appliance not
provided under a Delta Dental program will b e made if Delta Dental determines it is u nsatisfactory and cannot be made
satisfactory.

c. Delta Dental limits payment for dentures to a standard partial or denture (coinsurances apply). A standard denture means a
removable appliance to repla ce missing natural, permanent teeth that is made from acceptable m aterials by convent ional
means.

d. Delta Dental will not pay for implants (artificial teeth implanted into or on bone or gums), their removal or other associated
procedures, but Delta Den tal will credit the cost of a crown or standard complete or partial denture toward the cost of the
implant associated appliance, i.e. the implant supported crown or denture.

Limitations o n All Benefit s – Services t hat are m ore expensive t han t he f orm of t reatment cust omarily provi ded under 
accepted dent al practice standa rds are ca lled Optional Services . Optional Se rvices also include  the use of s pecialized 
techniques instead of standard procedures. For example: 
a. a crown where a filling would restore the tooth;
b. a precision denture/partial where a standard denture/partial could be used;
c. an inlay/onlay instead of an amalgam restoration; or
d. a composite/resin restoration instead of an amalgam restoration on posterior teeth.

If you receive Optional Services, your Bene fits will be based on the lower cost of t he customary service or standa rd practice 
instead of the higher cost of the Optional Service. You will be responsible for the  difference between the higher cost of the  
Optional Service and the lower cost of the customary service or standard procedure. 

NOTE: THIS IS ONLY A BRIEF SUMMARY OF THE PLAN. The dental plan contract must be consulted to determine 
the exact terms and conditions of coverage. After you enroll, you will receive an Evidence of Coverage which contains a full 
explanation of benefits, limitations and exclusions. 
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D. ORTHODONTICS DISCOUNT PROGRAM FOR RETIREES

OVERVIEW 
As a retiree of Orange County Public Schools, you and your dependents are eligible to receive a 
25 percent courtesy discount on orthodontics. There is no monthly premium and it is not 
necessary to complete any enrollment forms. The participating orthodontist will ask for proper 
proof of retirement from OCPS.  

To receive a list of participating orthodontists, please call 407-660-9034. 

VI. DENTAL INSURANCE

VI. Dental Insurance   137 



E. VISION DISCOUNT PROGRAM FOR RETIREES

OVERVIEW 
As a retiree from OCPS, you and your dependents are eligible to receive a courtesy discount on 
vision care up to 35 percent. This discount does not replace the Humana Specialty Benefits 
Vision Plan and you don’t have to be enrolled in any Delta Dental plan in order to access 
benefits. There are no monthly premiums and it is not necessary to complete any enrollment 
forms. 

Visit www.eyemedvisioncare.com/deltadental to print an ID card and get a list of participating 
EyeMed providers or call 1.866.246.9041. When scheduling your appointment, inform the office 
that you are an EyeMed member with a Delta Dental discount plan. Present your printed ID card 
at your appointment to receive discounted services. 
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VII. VISION INSURANCE 
HUMANA SPECIALTY BENEFITS VISION PLAN 

 
If you select the Humana Specialty Benefits Vision Plan, you receive prepaid services for routine eye care - 
vision exam plus glasses (lenses and frames) or contacts - through a nationwide network, including more 
than 1,200 eye doctors in Florida. Or you can visit a non-network doctor and be reimbursed according to 
plan allowances less applicable copayments. Coverage is also available for your spouse/domestic partner 
and/or eligible children through payroll deductions. 
 
PREPAID PLAN BENEFITS 
 
Vision Exam: Your network doctor will do a complete analysis of your eyes and related structures to 
determine any vision problems or other abnormalities. 
 
Lenses: The plan provides the lenses you need for your visual welfare, as determined by your network 
doctor.  Your doctor will order your lenses from an approved optical lab and will verify the accuracy of the 
finished lenses. 
 
Frame:  The plan covers a wide range of frames.  You can ask your network doctor to show you the frames 
that the plan covers in full. If you choose a frame that costs more than what the plan covers, you pay the 
additional charges. 
 
Contact Lenses: The plan covers contact lenses, but the extent of coverage depends on whether they 
are medically necessary or elective (i.e., you choose them because you prefer them). 
 
Medically necessary lenses: The plan fully covers contact lenses if they are pre-authorized in any of 
these instances: 

• After cataract surgery 
• To correct extreme visual acuity problems that cannot be corrected to 20/70 with eyeglasses 
• Certain conditions of anisometropia and keratoconus 

 
Your doctor may determine that you need contact lenses due to other conditions. If so, the doctor can ask 
Humana Specialty Benefits Vision Plan for prior approval. If the Plan approves the request, it will fully cover 
your contact lenses if you get them from a network doctor. 
 
Elective lenses:  When you choose contacts instead of glasses, the plan pays a flat benefit of $125 toward 
the combined value of your: 

• Fitting Fees 
• Contact lenses 
• Any follow-up visits 

 
The elective contact lens allowance replaces all other benefits.  You can choose either the examination, 
subject to the copayment, and the $125 allowance or the other covered services (exam and glasses), but 
not both. 

 
LASIK VISION CORRECTION 
 
Reduced fees: Lasik procedures are available if you are nearsighted or have astigmatism and wear 
glasses or contacts. We have contracted with many well-known facilities and eye doctors to offer these 
procedures at substantially reduced fees. 
 
You can take advantage of these low fees when procedures are done by network providers. The network 
locations listed below offer the following prices (per eye): 
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Network Location   Conventional/Traditional                   Custom 
TLC 
888-358-3937    
Designated locations only 

$895 $1,295                     $1,895* 

LasikPlus  
866-757-8082 

$695*                              $1,395* 
LasikPlus                        LasikPlus 
Free enhancements       Free enhancements 
for 1 year                        for life 

                      $1,895* 
                    LasikPlus 
              Free enhancements  
                       for life 

QualSight LASIK 
855-456-2020 

$895                               $1,295 
QualSight                       with QualSight 
Free enhancements       Lifetime Assurance 
for 1 year                        Plan 

$1,320                    $1,995* 
                               with QualSight 
                               Lifetime Assurance 
                               Plan 

*with IntraLase™ 
    
You can also use independent Lasik provider network doctors to receive a 10% discount from usual 
and customary prices and pay no more than $1,800 per eye for Conventional Lasik and $2,300 per 
eye for Custom Lasik. Your ID card verifies your eligibility for Lasik discounts. You can obtain a 
list of providers from our website or by calling 866-537-0229.  

 
PLAN COPAYMENTS 
 
Vision exam  $5 
Lenses and/or frame $15 
 
FREQUENCY OF BENEFITS 
 
Plan services and materials are available according to this timetable: 
 
 Eye exam  Every 12 months 
 Lenses   Every 12 months  
 Frames  Every 12 months  
 
DUAL CHOICE 
 
This is a “dual choice” plan.  This means you can choose a network or non-network doctor. How much you 
pay for covered services and materials depends on whether or not you use a network doctor.  Services 
under the non-network reimbursement schedule are subject to the same timetable and copayments as 
those for network services. (The copayments do not apply to the elective contact lens allowance.) 
 
This chart shows network and non-network maximum allowances: 
 
 
 

Network Doctor 
(up to plan limits, less 

copayments) 

Non-Network Doctor 
(maximum reimbursement,  

less copayments) 
Eye Exam* Paid in Full $ 35   
Standard Plastic Lenses (per pair)  
  Single 
  Bifocal 
  Trifocal 
  Lenticular 
 
No charge for Polycarbonate lenses 
for children <19 years of age 
 

 
Paid in Full 
Paid in Full 
Paid in Full 
Paid in Full 

 
$  25  
$  40 
$  60 
$100 
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Over 200 different Lens Options are available at a copayment. 
Examples of some popular options:  
 
Polycarbonate Lenses                         **$28/$32  (Shatterproof with a UV coat) 
Photochromic/Transitions**               $77-116  (Lenses turn darker in sunlight) 
Progressives***    $60-$270              (Various levels) 
Scratch Resistant**                $16/$53  (Anti-Scratch Coating)  
UV Protection                 $15               (Ultra-Violet Protection) 
Anti-Reflective Coatings**               $44-$130               (Light Reflecting Coating) 
 

The above list is not a complete list of lens option benefits. 
A COMPLETE MEMBER LENS OPTIONS PRICE LIST IS AVAILABLE UPON REQUEST. 

Frame $50 wholesale allowance $  50 
Contact Lenses 
  Elective (Fitting + lenses)***** 
  Medically necessary**** 

 
Exam + $125 

 One Pair of contacts paid in full  

 
Exam + $125 

$210 
       
*Complete vision exam per Department of Professional Regulation rule 21Q-3.07. 
**Copays shown are based on single/multi-focal lenses.  
***Progressive copays shown are a range and vary based on the level.   
****One pair of contact lenses are covered when medically necessary after cataract surgery, or when visual 
acuity cannot be corrected to 20/70, or due to other medical conditions, prior authorization required.   
*****The elective contact lens allowance is paid when a prescription change is warranted, and with the same 
frequency as eyeglass lenses. The plan pays the contact lens allowance in place of all other benefits. 
 
HOW TO USE THIS PLAN 
Network doctor   
Using a network doctor assures quality and cost control, and direct payment to the doctor.  When you use 
a network doctor (as do 97% of all plan members), you’ll show your ID card and pay your plan copayments 
at the time of your visit.  You pay nothing more except the cost of any upgrades or cosmetic extras you 
choose. By using a network doctor you will receive additional value-added extras, such as a 20% discount 
on a second pair of eyeglasses and/or a 15% discount on professional service fees for elective contact 
lenses (fittings).  These extras are available for 12 months after the covered eye exam from the Humana 
Specialty Benefits Vision Plan network doctor who performs that initial exam. 
 
Out-of-state network services 
Humana Specialty Benefits Vision Plan services are available nationwide through a network of 
thousands of doctors.  If you travel, or if a covered family member moves to another state (for example, a 
child away at college), the plan provides the same benefits as long as that plan member is eligible. You 
can view providers on Humana’s website at www.humanavisioncare.com. 
 
Non-network doctor 
If you see a non-network doctor, the plan pays non-network benefits in place of services you would have 
received from a network doctor less applicable copayments.  When you use a non-network doctor, you 
pay that doctor’s regular charges at the time of your visit.  Then send your itemized receipts with Humana’s 
one page claim form to the plan for reimbursement according to the schedule of benefit allowances on 
page 158. The actual benefit amount the plan will reimburse you will be the lowest of the maximum shown 
in the schedule; the amount actually charged; or the amount a doctor usually charges a private patient.  
You should know that there is no guarantee that scheduled benefit amounts will be enough to fully pay for 
your eye exam or glasses. Reimbursement benefits are not assignable. 
 
 
Dependent: Refers to any of the following persons: 

1) Your spouse/domestic partner; 
2) Your child; 

a) From birth through the end of the calendar year in which the child attains the age 
of 26; 

b) At least 26 years of age and; 
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i. Primarily dependent upon you for support because of mental or physical 
handicap; 

ii. Was incapacitated and insured under Policy on his 26th birthday; and 
iii. Continues to be incapacitated beyond his 26th birthday. 

 
A child also includes adopted children, children of a domestic partner, stepchildren, children 
placed in court-ordered custody, including foster children, living with you in a parent-child 
relationship. 
 
LIMITATIONS 
Extra costs: The plan is designed to cover your visual needs, but not cosmetic choices. If you choose any 
of the following items there will be extra charges that you must pay. These items include: 

• Oversized, coated or faceted lenses 
• Blended or progressive lenses 
• Tinted or photochromic lenses (except pink #1 and #2) 
• A frame that costs more than the plan allowance 
• Other cosmetic items 

 
Not covered: The plan does not pay benefits for services or materials connected with: 

• Orthoptics or vision training 
• Subnormal vision aids, aniseikonic lenses or non-prescription (plano) lenses 
• Replacing lost or broken lenses and frames you received from the plan (except at the scheduled 

times when your plan services are otherwise available) 
• Medical or surgical eye treatment 
• Services or materials provided by Workers’ Compensation or any government program 
• Any eye exam required by an employer as a condition of employment 
• Service or material provided by another group plan with vision benefits 
• Two pairs of glasses instead of bifocals 

 
Coordination of benefits: This plan will coordinate benefits with other vision coverage you may have 
(e.g., through your spouse’s/domestic partner’s employer) so that your benefits from all plans do not 
exceed 100% of your allowable expenses. The order of benefit determination follows National Association 
of Insurance Commissioners (NAIC) rules. 
 
WHEN COVERAGE ENDS 
Your vision coverage ends when you are no longer eligible, or when the plan ends. Benefits end on your 
last day of coverage, unless you qualify for extended benefits. 
 
Extension of benefits: If you’re an eligible plan member receiving services and/or benefits on the date 
your coverage ends, service will continue to completion, but not beyond nine months after the date your 
coverage ends. 
 
Continuation of coverage: You can continue your group coverage to an individual vision policy if you 
were covered by this plan for at least 3 straight months, and your coverage ends because your employment 
ends, or a reduction in hours makes you ineligible for the plan.  Covered family members may continue 
coverage if they are no longer eligible because your marriage ends, you die, or a child reaches the age 
limit or no longer qualifies as a dependent.  Coverage may continue through COBRA and/or conversion to 
an individual policy.  Check with the Insurance Benefits Section for details. 
 
ADDITIONAL FORMS TO COMPLETE 
None 
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GLOSSARY 
 

Annual Enrollment: A specified period of time in which employees/retirees may change insurance 
plans offered by their employer/former employer. Annual enrollment occurs once a year. 
 
Appeal: A process available to the patient, their family member, treating provider or authorized 
representative to request reconsideration of a previous adverse determination. 
 
Balance Billing: When a provider bills you for the difference between the provider’s charge and the 
allowed amount. For example, if the provider’s charge is $100 and the allowed amount is $70, the 
provider may bill you for the remaining $30. An in-network provider may not balance bill you for 
covered services. 
 
Benefits: Medical services for which your insurance plan will pay, in full or in part. 
 
Brand-Name Drug: A drug manufactured by a pharmaceutical company which has chosen to patent 
the drug's formula and register its brand name. 
 
Case Management: Coordination of services to help meet a patient's health care needs, usually 
when the patient has a condition which requires multiple services from multiple providers. This term 
is also used to refer to coordination of care during and after a hospital stay. 
 
Claim: A claim is a request for payment under the terms of a health benefits plan. 
 
Coinsurance: Your share of the costs of a covered health care service, calculated as a percent of 
the allowed amount for the service. You pay coinsurance plus any deductibles you owe. There are 
separate coinsurances for in-network and out-of-network services. 
 
Coordination of Benefits: A provision in a contract that applies when a person is covered under 
more than one group health benefits program. It requires that payment of benefits be coordinated by 
all programs to eliminate over insurance or duplication of benefits. 
 
Copayment: A fixed amount (for example, $20) you pay for a covered health care service, usually 
when you receive the service. The amount can vary by the type of covered health care service. 
 
Coverage: The benefits that are provided according to the terms of a participant's specific health 
benefits plan. 
 
Covered Charges: Services or benefits for which the health plan makes either partial or full 
payment. 
 
Covered Services: Hospital, medical, and other health care services incurred by the enrollee that 
are entitled to a payment of benefits under a health benefit contract. The term defines the type and 
amount of expense that will be considered in the calculation of benefits. 
 
Date of Service: The date the service was provided to the participant as specified on the claim. 
 
Deductible: A fixed dollar amount you must pay out-of-pocket before the plan begins to pay. 
Separate limits are applied on a per-person and per-family basis and for in-network and out-of-
network services. 
 
Durable Medical Equipment: Equipment that can withstand repeated use and is primarily and 
usually used to serve a medical purpose, is generally not useful to a person in the absence of illness 
or injury, and is appropriate for use in the home. 
 
Effective Date: The date that insurance coverage begins.  
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Emergency: An accident or sudden illness that a person with an average knowledge of medical 
science believes needs to be treated right away or it could result in loss of life, serious medical 
complications or permanent disability. Examples of emergency situations include: uncontrolled 
bleeding, seizure or loss of consciousness, shortness of breath, chest pain or squeezing sensations 
in the chest, suspected overdose of medication or poisoning, sudden paralysis or slurred speech, 
severe burns, broken bones or severe pain. 
 
Enrollee: An individual who is enrolled and eligible for coverage under a health plan contract. Also 
called Member. 
 
Enrollment Date: The term “Enrollment Date” means the first day that Eligible Employees, Retirees, 
and Dependents are eligible to enroll in the health plan.  The Enrollment Date is the first day of the 
Waiting Period. 
 
Exclusions: Specific conditions or services that are not covered under the health plan benefits. 
 
Explanation of Benefits (EOB): A statement provided by the health benefits administrator that 
explains the benefits provided, the allowable reimbursement amounts, any deductibles, coinsurance 
or other adjustments taken and the net amount paid.  
 
Fee Schedule: A list of amounts to be paid for specific services or procedures by participating 
providers.  
 
Formulary: A list of both generic and brand name drugs that are preferred by your health plan. Many 
prescription drugs produce the same results. Health plans choose formulary drugs that are medically 
safe and cost effective. A team including pharmacists and physicians meet to review the formulary 
and make changes as necessary. 
 
Generic Drug: A prescription that is not protected by a drug patent. A generic medication is basically 
a copy of the brand name drug. A generic drug may have a different color or shape than its brand 
name counterpart, but it must have the same active ingredients, strength, and dosage form (i.e., pill, 
liquid, or injection), and provide the same effectiveness and safety. Generics generally cost less than 
brand name drugs. 
 
Health Maintenance Organization (HMO): A health plan that provides care through contracted 
physicians and hospitals located in particular geographic or service areas. HMOs emphasize 
prevention and early detection of illness. Your eligibility to enroll in an HMO is determined by where 
you live. There are no out-of-network benefits.  
 
HIPAA (Health Insurance Portability and Accountability Act of 1996): The law has several parts: 
The first part addresses health insurance portability and is designed to protect health insurance 
coverage for workers and their families when they change or lose their jobs. The law also includes 
requirements to protect the privacy of individuals' protected health information. Health plans, 
providers and other organizations with access to protected health information are covered by the 
requirements of HIPAA.  
 
Indemnity Plan: A type of health benefits plan under which the covered person pays 100% of all 
covered charges up to an annual deductible. The health benefits plan then pays a percentage of 
covered charges up to an out-of-pocket maximum. 
 
In-network: Describes a provider or health care facility which is part of a health plan's network.  
 
Limitations: A restriction on the amount of benefits paid out for a particular covered expense.  
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Maintenance Medication: Medications that are prescribed for long-term treatment of chronic 
conditions, such as diabetes, high blood pressure or asthma.  
 
Managed Care:  The coordination of health care services in the attempt to produce high quality 
health care for the lowest possible cost. Examples are the use of primary care physicians as 
gatekeepers in HMO plans and pre-certification of care.  
 
Network: A group of doctors, hospitals and other providers contracted to provide services to insured 
individuals for less than their usual fees. Provider networks can cover large geographic markets 
and/or a wide range of health care services. If a health plan uses a preferred provider network, 
insured individuals typically pay less for using a network provider.  
 
Non-Participating Provider/Non-Preferred Providers: A medical provider who has not contracted 
with the health plan. 
 
Occupational Therapy: Treatment to restore a physically disabled person's ability to perform 
activities such as walking, eating, drinking, dressing, toileting, and bathing. 
 
Out-of-Network: Describes a provider or health care facility which is not part of a health plan's 
network. If an insured individual has out-of-network benefits, then they usually pay more when using 
an out-of-network provider. 
 
Out-of-Pocket Maximum: The most a plan member will pay per plan year for covered health 
expenses including copayments, coinsurance and deductibles before the plan pays 100% of covered 
health expenses for the rest of that plan year. This maximum does not include your premium, 
balance-billed charges or health care the plan does not cover. Separate limits are applied for 
medical, pharmacy and mental health/substance abuse maximum amounts and for medical in-
network out-of-pocket maximum amounts and medical out-of-network out-of-pocket maximum 
amounts where applicable. 
 
Participant: A person who is eligible to receive health benefits under a health benefits plan. This 
term may refer to the employee, retiree, spouse or other dependents. 
 
Participating Provider: A physician, hospital, pharmacy, laboratory or other appropriately licensed 
facility or provider of health care services or supplies that has entered into an agreement with a 
health plan to provide services or supplies to a patient enrolled in the plan. 
 
Physical Therapy: Rehabilitation concerned with restoration of function and prevention of physical 
disability following disease, injury or loss of body part. 
 
Plan Year Deductible: A fixed dollar amount you must pay out-of-pocket before the plan will begin 
reimbursing you. Separate limits are applied on a per-person and per-family basis and for in-network 
and out-of-network services. 
 
Pre-authorization: An insurance plan requirement in which you or your primary care physician must 
notify your insurance company in advance about certain medical procedures (like outpatient surgery) 
in order for those procedures to be considered a covered expense.  
 
Precertification: The process of obtaining certification from the health plan for routine hospital stays 
or outpatient procedures.  
 
Pre-existing Condition: An illness, injury or condition for which the insured individual received 
medical advice, treatment, services or supplies; had diagnostic tests done or recommended; had 
medicines prescribed or recommended; or had symptoms of within the 6-month period ending on 
the Enrollment Date.  
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Premiums: Payments to an insurance company providing coverage.  
 
Primary Care Physician: A network physician - a family practitioner, general practitioner, internist 
or pediatrician (for children) - who is responsible for managing and coordinating your healthcare. 
 
Provider: A doctor, hospital, health care practitioner, pharmacy, or health care facility. 
 
Provider Directory: Provider directories are listings of providers who have contracted with a health 
plan to provide care to its participants. Participants refer to the directory to select in-network 
providers. 
 
Rehabilitation: The restoration of or improvement in an employee's health and ability to perform the 
functions of his or her job. It usually involves a program of clinical and vocational services with the 
goal of returning employees to a satisfying occupation if possible. 
 
Risk: Uncertainty of financial loss.  
 
Service Area: The geographical area covered by a network of health care providers. 
 
Specialist: A physician who practices medicine in a specialty area. Cardiologists, orthopedists, 
gynecologists and surgeons are all examples of specialists. Under most health plans, family practice 
physicians, pediatricians and internal medicine physicians are not considered specialists.  
 
Third Party Administrator (TPA): An organization responsible for administering group health plans. 
This includes collecting premiums, paying claims and providing administrative services.  
 
Urgent Care: When prompt medical attention is needed in a non-emergency situation, that's called 
"urgent" care. Examples of urgent care needs include ear infections, sprains, high fevers, vomiting 
and urinary tract infections. Urgent situations are not considered to be emergencies. 
 
Waiting Period: In order to become eligible for coverage under the policy, a benefited employee 
must satisfy a certain number of continuous days of service. This is known as the waiting period. In 
addition, a waiting period can also be the time period between when a disability occurs and when 
payments from the disability insurance policy begin. 
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	› Acne › Allergies › Asthma › Bronchitis › Cold & Flu › Diarrhea › Ear Aches › Fever ›  Head Ache › Infections › Insect Bites › Joint Aches › Nausea › Pink Eye › Rashes › Respiratory Infections › Sinus Infections › Skin Infections › Sore Throat › Urin...
	Child medical conditions - Cold & Flu - Constipation - Ear Aches - Nausea - Pink Eye
	For Copay plans – Pay $10 copay
	For Deductible plans – Pay 100% of the cost of the visit until Deductible is met, then $10 copay
	To access Cigna Telehealth:
	 Register online
	 Patient registers online with one or both vendors so they are ready to use service when needed
	URL: http://www.MDLIVEforCigna.com
	Toll free number: 888.726.3171
	URL: http://www.AmwellforCigna.com
	Toll free number: 855.667.9722
	By Phone:
	 Step 1: Call toll-free
	Patient calls toll-free hotline available 24/7/365 including holidays. MDLIVE 888.726.3171.  American Well 855.667.9722
	 Step 2: Speak with a coordinator
	A consultation coordinator locates the next available doctor and prepares patient for the consultation
	 Step 3: Speak with the doctor
	Once an available doctor is located, the system automatically calls and connects the doctor to the patient vs. others.
	By Video Conference:
	 Step 1: Visit website
	Patient visits the American Well or MDLIVE website or can download each mobile app and log in with username and password.
	 Step 2: Find a doctor
	System helps the patient search for a doctor by a criteria, such as specialty, language, gender, location, or simply finds the next available doctor.
	 Step 3: See the doctor online
	Once an available doctor is located, the system automatically connects the doctor to the patient.
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	 Email communication
	 Patient can elect for consultation history to be sent to personal doctor
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	Please note: List of services is subject to change without notice. When precertifying procedures, all claims are subject to retrospective review, if necessary, to confirm that procedures or services are covered and not excluded under the Plan Document.
	When to use it?
	Cigna Telehealth is available 24 hours a day, seven days a week, 365 days a year to conveniently help you find treatment for minor, non-emergency conditions. You can use it anytime, from anywhere. All you need is a phone or computer with webcam. Use C...
	› Acne › Allergies › Asthma › Bronchitis › Cold & Flu › Diarrhea › Ear Aches › Fever ›  Head Ache › Infections › Insect Bites › Joint Aches › Nausea › Pink Eye › Rashes › Respiratory Infections › Sinus Infections › Skin Infections › Sore Throat › Urin...
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	For Copay plans – Pay $10 copay
	For Deductible plans – Pay 100% of the cost of the visit until Deductible is met, then $10 copay
	To access Cigna Telehealth:
	 Register online
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	Toll free number: 888.726.3171
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	Toll free number: 855.667.9722
	By Phone:
	 Step 1: Call toll-free
	Patient calls toll-free hotline available 24/7/365 including holidays. MDLIVE 888.726.3171.  American Well 855.667.9722
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	A consultation coordinator locates the next available doctor and prepares patient for the consultation
	 Step 3: Speak with the doctor
	Once an available doctor is located, the system automatically calls and connects the doctor to the patient vs. others.
	By Video Conference:
	 Step 1: Visit website
	Patient visits the American Well or MDLIVE website or can download each mobile app and log in with username and password.
	 Step 2: Find a doctor
	System helps the patient search for a doctor by a criteria, such as specialty, language, gender, location, or simply finds the next available doctor.
	 Step 3: See the doctor online
	Once an available doctor is located, the system automatically connects the doctor to the patient.
	Post Visit:
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	Prescription services
	Amwell and MDLIVE doctors may prescribe medication when appropriate and send the prescription directly to your pharmacy*.
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