
TOWN OF GOLDEN BEACH, FLORIDA 

RESOLUTION NO. 2631.19 

A RESOLUTION OF THE TOWN OF GOLDEN 
BEACH, FLORIDA, AWARDING A 
COMPREHENSIVE HEAL TH INSURANCE PLAN 
FOR THE BENEFIT OF THE TOWN OF GOLDEN 
BEACH EMPLOYEES AND ELIGIBLE 
DEPENDENTS; PROVIDING FOR 
IMPLEMENTATION; AND PROVIDING FOR AN 
EFFECTIVE DATE. 

WHEREAS, the Town's wishes to renew its current insurance agreement with 

the Florida League of Cities who has indicated their agent of record to be the Florida 

Municipal Insurance Trust (FMIT) ; and 

WHEREAS, the Town's current comprehensive health insurance plan with FMIT 

came in at a 6.8% increase: and 

WHEREAS, this year, the Town would like to also offer a buy up option to a 

higher tier plan at the employee's own expense, causing no increase in cost to the 

Town ; and 

WHEREAS, the Town Council finds that entering into this Contract is in the best 

interest of the Town . 

NOW THEREFORE, BE IT RESOLVED BY THE TOWN COUNCIL OF THE 

TOWN OF GOLDEN BEACH, FLORIDA, AS FOLLOWS: 

Section 1. Recitals Adopted. Each of the above recitals are hereby adopted, 

confirmed and incorporated herein. 

Section 2. Proposal Accepted. The proposal to go into a Contract with the 

Florida League of Cities as described and set forth in the Agenda Item Report attached 

hereto and incorporated herein , and are hereby accepted. 
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Section 3. Implementation. The Mayor and Town Manager are hereby 

authorized to take any and all action necessary to implement this Resolution in 

accordance with its terms and conditions including , but not limited to , the designation of 

a new agent of record . 

Section 4. Effective Date. That this Resolution shall become effective 

immediately upon approval of the Town Council. 

Sponsored by the Town Administration. 

The Motion to adopt the foregoing Resolution was offered by Councilmember 

Mendal, seconded by Councilmember Lusskin, and on roll call the following vote ensued: 

Mayor Glenn Singer 
Vice Mayor Kenneth Bernstein 
Councilmember Judy Lusskin 
Councilmember Jaime Mendal 
Councilmember Bernard Einstein 

Aye 
Absent 
Aye 
Aye 
Aye 

PASSED AND ADOPTED by the Town Council of the T n of Golden Beach, 

Florida, this 20th day of August, 2019. 

APPROVED AS TO FORM 
AND LEGAL SUFF. ENCY: 

-
STEPHEN J. HE F 
TOWN ATTORN Y 

M 
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TOWN OF GOLDEN BEACH 

One Golden Beach Drive 
Golden Beach, FL  33160 

 
________________________________________________________________ 

 
M E M O R A N D U M 

________________________________________________________________ 
 
Date: August 20, 2019 

To: Honorable Mayor Glenn Singer & 
Town Council Members 

From: Alexander Diaz, 
Town Manager 

Subject: Resolution No. 2631.19 – A Resolution Renewing 
Comprehensive Health Insurance through the Florida League 
of Cities who has indicated their agent of record will be Florida 
Municipal Insurance Trust  

 
Recommendation: 
 
It is recommended that the Town Council adopt the attached Resolution No. 
2631.19 as presented.    
 
Background: 
 
This past year we once again took a comprehensive approach in determining 
what kind of health insurance we offer our employees and the level of coverage. 
In doing so, we compiled a number of quotes from different insurance providers 
and compared them to the variety of plans offered by our current provider the 
Florida League of Cities (attached).  
 
Our findings- we offer a competitive and fair plan compared to the other 
providers. In relation to the plan we currently offer, we found that keeping the 
current plan serves the Town well (financially) and the employees.  
 
As you may recall, last year we self-funded the additional out of pocket costs 
from switching the Town’s offering from Plan 2 to Plan 3 as offered by the Florida 
League of Cities (the employees have been very appreciative). To date, we have 
reimbursed employees approximately $3,000.00.  
 
For the coming year, I recommend that the Town’s comprehensive group health 
insurance be awarded to the Florida League of Cities Florida Municipal Insurance 

 

Item Number: 
 
_____14_____ 
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Trust (FMIT) as the agent of record. Because of the competitive nature of FMIT’s 
renewal, the Town finds staying with its current agent and carrier the most fiscally 
prudent course of action to take. I am also recommending the Town continue to 
cover all employee out of pocket costs in excess of that between Plan 2 as found 
in the attached. 
 
The renewal premium in comparison to the Town’s current premium has 
increased by 6.8% from $55,276.83 to $59,035.89. 
 
We will continue to offer the “Buy-Up” option; Plan 1 (Cadillac Plan) at no 
additional cost to the Town. For employees that elect to choose Plan 1, the Town 
will only cover the cost for Plan 3 and the employees will have to pay the 
difference in the increase in cost. In addition, the Town will not cover out of 
pocket costs, because they will already be covered in the Plan.   
 
Fiscal Impact: 
 
Because we have not completed our Open Enrollment, it is difficult to provide an 
exact cost.  

 



Florida Municipal Insurance Trust 
Town of Golden Beach 

Rate Quote for Medical and Prescription Drug Benefit Coverage 

Current Rates - UnitedHealthcare Choice Plus Plan 1 
10/1/2018 -

Contract Type Enrollment 

Single 
EE+ Spouse 1 
EE + Children 3 
Family 0 
Total 5 

9/30/2019 

$889.55 
$1 ,912 .53 
$1 ,645 .67 
$2 ,668 .65 

Monthly Premium 

$889.55 
$1 ,912 .53 
$4,937.01 

$0.00 
$7,739.09 

Annual Premium 

$10,674.60 
$22 ,950.36 
$59,244.12 

$0.00 
$92,869.08 

Renewal Rates - UnitedHealthcare Choice Plus Plan 1 
10/1/2019 -

Contract Type Enrollment 9/30/2020 Monthly Premium 

Single 1 
EE+ Spouse 1 
EE + Children 3 
Family 0 
Total 5 

!Percent Change 

Retail : 
Mail Order: 

$967.83 $967.83 
$2 ,080.84 $2 ,080 .84 
$1 ,790.49 $5 ,371.47 
$2 ,903 .50 $0 .00 

$8,420.14 

Medicare Exchange Available 

Prescription Drug Copays 

$10/$35/$60 
$25/$8 7. 50/$150 

Annual Premium 

$11 ,613.96 
$24,970.08 
$64,457.64 

$0.00 
$101,041 .68 

8.80% 



Florida Municipal Insurance Trust 
Town of Golden Beach 

Rate Quote for Medical and Prescription Drug Benefit Coverage 

Current Rates - UnitedHealthcare Choice Plus Plan 3 
10/1/2018 -

Contract Type Enrollment 9/30/2019 Monthly Premium Annual Premium 

Single 31 $818.31 $25,367.61 $304,411 .32 
EE+ Spouse 4 $1 ,759.37 $7,037.48 $84,449.76 
EE + Children 7 $1 ,513 .87 $10,597 .09 $127,165.08 
Family 5 $2 ,454 .93 $12 ,274.65 $147,295.80 
Total 47 $55,276.83 $663,321.96 

Renewal Rates - UnitedHealthcare Choice Plus Plan 3 
10/1/2019 -

Contract Type Enrollment 9/30/2020 Monthly Premium 

Single 
EE+ Spouse 
EE + Children 
Family 
Total 

I Percent Change 

Retail : 
Mail Order: 

31 
4 
7 
5 

47 

$873.96 
$1 ,879 .01 
$1 ,616.82 
$2,621 .87 

$27,092 .76 
$7,516.04 

$11 ,317.74 
$13,109.35 
$59,035.89 

Medicare Exchange Available 

Prescription Drug Copays 

$10/$35/$60 
$25/$87. 50/$150 

Annual Premium 

$325,113.12 
$90,192.48 

$135,812 .88 
$157,312.20 
$708,430.68 

6.80% 



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Service        

                                                                   Choice Plus Plan 1  

 Coverage Period: 10/01/2018 –09/30/2019 
 

Coverage for: Family | Plan Type: PS1 
 

 

 

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, call 1-844-518-8079.or visit 
welcometouhc.com.  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 www.healthcare.gov/sbc-glossary/ or call 1-866-487-2365 to request a copy. 

 
 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

Network: $250 Individual / $500 Family 
Non-Network: $500 Individual / $1,000 Family 
Per calendar 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. Preventive care and categories with a copay are 
covered before you meet your deductible. 

This plan covers some items and services even if you haven’t yet met the 

annual 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 services at 
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? 

Network: $2,000 Individual / $4,000 Family 
Non-Network: $4,000 Individual / $8,000 Family 
Per calendar year. 

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, health care this 
plan doesn’t cover and penalties for failure to obtain 
preauthorization for services. 

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 myuhc.com or call 1-844-518-8079 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. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

i 

Common  
Medical Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions, & Other Important Information Network Provider 
(You will pay the least) 

Non-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 

$15 copay per visit, 
deductible does not apply.  

30% coinsurance  

Virtual visits (Telehealth) - $5 copay per visit by a Designated 

Virtual Network Provider, deductible does not apply. If you 
receive services in addition to office visit, additional copays, 
deductibles or coinsurance may apply e.g. surgery.  

Specialist visit 
$30 copay per visit, 

deductible does not apply. 
30% coinsurance  

If you receive services in addition to office visit, additional 
copays, deductibles or coinsurance may apply e.g. surgery.  

Preventive care/screening/ 
Immunization 

No Charge Not Covered 

You may have to pay for services that aren’t preventive. Ask 

your provider if the services needed are preventive. Then check 
what your plan will pay for. No coverage non-network 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No Charge 30% coinsurance  
Preauthorization is required non-network for certain services or 
benefit reduces to 50% of allowed amount.  

Imaging (CT/PET scans, 
MRIs)  

$100 copay per service, 
deductible does not apply. 

30% coinsurance  
Preauthorization is required non-network or benefit reduces to 
50% of allowed amount. 

If you need drugs 

to treat your 
illness or 
condition 
 
More information 

about prescription 
drug coverage is 
available at 
welcometouhc.com 
 

Tier 1 – Your Lowest Cost 
Option 

Retail: $10 copay, 
deductible does not apply.  

Mail-Order: $25 copay, 
deductible does not apply.   

Retail: $10 copay, 

deductible does not 
apply.  

Provider means pharmacy for purposes of this section. 
Retail: Up to a 31 day supply. Mail-Order: Up to a 90 day supply. 

You may need to obtain certain drugs, including certain 
specialty drugs, from a pharmacy designated by us. Certain 
drugs may have a preauthorization requirement or may result in 
a higher cost.  If you use a non-network pharmacy (including a 

mail order pharmacy), you may be responsible for any amount 
over the allowed amount. Certain preventive medications 
(including certain contraceptives) are covered at No Charge.   
See the website listed for information on drugs covered by your 
plan.  Not all drugs are covered. You may be required to use a 

lower-cost drug(s) prior to benefits under your policy being 
available for certain prescribed drugs. If a dispensed drug has a 
chemically equivalent drug at a lower tier, the cost difference 
between drugs in addition to any applicable copay and/or 
coinsurance may be applied.   

T ier 2 – Your Mid-Range 
Cost Option 

Retail: $35 copay, 

deductible does not apply.   
Mail-Order: $87.50 copay, 
deductible does not apply.   

Retail: $35 copay, 
deductible does not 

apply.   

T ier 3 – Your Mid-Range 
Cost Option  

Retail: $60 copay, 

deductible does not apply.   
Mail-Order: $150 copay, 

deductible does not apply.   

Retail: $60 copay, 
deductible does not 

apply.   

T ier 4 – Your Highest Cost 

Option  
Not Applicable Not Applicable 
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Common  
Medical Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions, & Other Important Information Network Provider 
(You will pay the least) 

Non-Network 

Provider 
(You will pay the 

most)  

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory 
surgery center) 

$100 copay/service, 
deductible does not apply. 

30% coinsurance  
Preauthorization is required non-network for certain services or 
benefit reduces to 50% of allowed amount.  

Physician/surgeon fees 0% coinsurance  30% coinsurance  None 

If you need 

immediate medical 
attention 

Emergency room care 
$125 copay per visit, 

deductible does not apply.  

$125 copay per visit, 
deductible does not 

apply. 
None 

Emergency medical 
transportation 

0% coinsurance  *0% coinsurance  *Network deductible applies 

Urgent care 
$50 copay per visit, 

deductible does not apply.  
30% coinsurance  

If you receive services in addition to Urgent care visit, additional 

copays, deductibles, or coinsurance may apply e.g. surgery. 

If you have a 

hospital stay 

Facility fee (e.g., hospital 

room) 
0% coinsurance 30% coinsurance  

Preauthorization is required non-network or benefit reduces to 

50% of allowed amount. 

Physician/surgeon fees 0% coinsurance  30% coinsurance  None 

If you need mental 
health, behavioral 

health, or 
substance abuse 
services 

Outpatient services 
$15 copay per visit, 

deductible does not apply. 
30% coinsurance 

Network Partial hospitalization/intensive outpatient treatment: 
0% coinsurance  
Preauthorization is required non-network for certain services or 
benefit reduces to 50% of allowed amount.  

Inpatient services 0% coinsurance 30% coinsurance 
Preauthorization is required non-network or benefit reduces to 
50% of allowed amount.  

If you are 
pregnant 

Office visits No Charge 30% coinsurance  Cost sharing does not apply for preventive services.  Depending 
on the type of service 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 

0% coinsurance  30% coinsurance 

Childbirth/delivery facility 
services 

0% coinsurance 30% coinsurance  

Inpatient preauthorization applies non-network if stay exceeds 

48 hours (C-Section: 96 hours) or benefit reduces to 50% of 
allowed amount.  
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Common  
Medical Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions, & Other Important Information Network Provider 
(You will pay the least) 

Non-Network 

Provider 
(You will pay the 

most)  

If you need help 
recovering or have 

other special 
health needs 

Home health care 0% coinsurance  30% coinsurance  

Limited to 60 visits per calendar year.  

Preauthorization is required non-network or benefit reduces to 
50% of allowed amount.  

Rehabilitation services 
$15 copay per visit, 

deductible does not apply. 
30% coinsurance  

Limits per calendar year:  Physical, Speech, Occupational, 
Pulmonary: 20 visits each; Cardiac: 36 visits Preauthorization 

required non-network for certain services or benefit reduces to 
50% of allowed amount.   

Habilitative services 
$15 copay per visit, 

deductible does not apply. 
30% coinsurance  

Services are provided under and limits are combined with 
Rehabilitation Services above. Preauthorization required non-
network for certain services or benefit reduces to 50% of 

allowed amount.  

Skilled nursing care 0% coinsurance 30% coinsurance  
Limited to 60 days per calendar year (combined with inpatient 
rehabilitation). Preauthorization is required non-network or 
benefit reduces to 50% of allowed amount.  

Durable medical equipment 0% coinsurance  30% coinsurance  
Covers 1 per type of DME (including repair/replacement) every 
3 years. Preauthorization is required non-network for DME over 
$1,000 or no coverage.  

Hospice services 0% coinsurance 30% coinsurance 

Preauthorization is required non-network before admission for 

an Inpatient Stay in a hospice facility or benefit reduces to 50% 
of allowed amount.  

If your child needs 
dental or eye care 

Children’s eye exam 
$15 copay per visit, 

deductible does not apply. 
30% coinsurance 

One routine vision exam, including refraction, to detect vision 
impairment. Routine eye exam is limited to 1 every other year. 

Children’s glasses Not Covered Not Covered No coverage for Children’s glasses. 

Children’s dental check-up Not Covered Not Covered No coverage for Children’s Dental check-up. 
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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.) 

 Acupuncture 

 Bariatric surgery 

 Cosmetic surgery 

 Dental care  

 Glasses  

 Infertility treatment 

 Long-term care 

 Non-emergency care when travelling outside - 
the U.S. 

 Private duty nursing 

 Routine foot care – Except as covered for 
Diabetes 

 Weight loss programs 
 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

 Chiropractic (Manipulative care)  – 20 visits per 
calendar year 

 Hearing aids - $2,500 per calendar year  Routine eye care (adult) - 1 exam per 2 years  

 
Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agenc ies is: 
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at 1-

877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health 
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 

grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide 
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: the 
Member Service number listed on the back of your ID card or myuhc.com.  
 
Additionally, a consumer assistance program may help you file your appeal. Contact dol.gov/ebsa/healthreform.   

 
Does this plan provide Minimum Essential Coverage?  Yes 
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 
 

Does this plan meet the Minimum Value Standards?  Yes  
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
 
Language Access Services: 

Spanish (Español): Para obtener asistencia en Español, llame al 1-844-518-8079.  
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-518-8079. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-844-518-8079. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-518-8079. 
 

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––––––––––––– 
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The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6 
  

About these Coverage Examples: 

 

 
 

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.    

 

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

hospital delivery) 

 The plan’s overall deductible $250 
 Specialist  copay $30 
 Hospital (facility) coinsurance  0% 

 Other coinsurance 0% 
 
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)  
 

Total Example Cost $12,800 

  

In this example, Peg would pay: 

Cost Sharing 

Deductibles $250 

Copayments $30 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $340 
 

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

controlled condition) 

 The plan’s overall deductible $250 
 Specialist  copay $30 
 Hospital (facility) coinsurance  0% 

 Other coinsurance 0% 
 
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)  
 

Total Example Cost $7,400 

  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $200 

Copayments $1,200 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $30 

The total Joe would pay is $1,430 
 

Mia’s Simple Fracture 
(in-network emergency room visit and  

follow up care) 

 The plan’s overall deductible $250 
 Specialist  copay $30 
 Hospital (facility) coinsurance  0% 

 Other coinsurance 0% 
 
This EXAMPLE event includes services like:  
Emergency room care (including medical supplies) 
Diagnostic test (x-ray) 

Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 
 

Total Example Cost $1,900 

  

In this example, Mia would pay: 

Cost Sharing 

Deductibles $250 

Copayments $300 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $550 
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We do not treat members differently because of sex, age, race, color, disability or national origin.  
 
If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil 

Rights Coordinator. 
Online: UHC_Civil_Rights@uhc.com 
Mail:  Civil Rights Coordinator.  UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130 
 

You must send the complaint within 60 days of when you found out about it.  A decision will be sent to you within 30 days.  If you disagree with 
the decision, you have 15 days to ask us to look at it again.   
If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, 
Monday through Friday, 8 a.m. to 8 p.m.  

 
You can also file a complaint with the U.S. Dept. of Health and Human Services.  
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD) 
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201  
 
We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To 

ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m. to 
8 p.m.   
 
 

 

mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html


 

                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
                                                           

 



 

                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
                                                           

 
 



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Service        

                                                                   Choice Plus Plan 3  

 Coverage Period: 10/01/2018 –09/30/2019 
 

Coverage for: Family | Plan Type: PS1 
 

 

 

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, call 1-844-518-8079.or visit 
welcometouhc.com.  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 www.healthcare.gov/sbc-glossary/ or call 1-866-487-2365 to request a copy. 

 
 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

Network: $500 Individual / $1,000 Family 
Non-Network: $1,000 Individual / $2,000 Family 
Per calendar 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. Preventive care and categories with a copay are 
covered before you meet your deductible. 

This plan covers some items and services even if you haven’t yet met the 

annual 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 services at 
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? 

Network: $2,500 Individual / $5,000 Family 
Non-Network: $5,000 Individual / $10,000 Family 
Per calendar year. 

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, health care this 
plan doesn’t cover and penalties for failure to obtain 
preauthorization for services. 

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 myuhc.com or call 1-844-518-8079 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. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

i 

Common  
Medical Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions, & Other Important Information Network Provider 
(You will pay the least) 

Non-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 per visit, 
deductible does not apply.  

30% coinsurance  

Virtual visits (Telehealth) - $5 copay per visit by a Designated 

Virtual Network Provider, deductible does not apply. If you 
receive services in addition to office visit, additional copays, 
deductibles or coinsurance may apply e.g. surgery.  

Specialist visit 
$40 copay per visit, 

deductible does not apply. 
30% coinsurance  

If you receive services in addition to office visit, additional 
copays, deductibles or coinsurance may apply e.g. surgery.  

Preventive care/screening/ 
Immunization 

No Charge Not Covered 
You may have to pay for services that aren’t preventive. Ask 
your provider if the services needed are preventive. Then 

check what your plan will pay for. No coverage non-network 

If you have a test 

Diagnostic test (x-ray, blood 

work) 
No Charge 30% coinsurance  

Preauthorization is required non-network for certain services or 

benefit reduces to 50% of allowed amount.  

Imaging (CT/PET scans, 

MRIs)  
10% coinsurance 30% coinsurance  

Preauthorization is required non-network or benefit reduces to 

50% of allowed amount.  

If you need drugs 

to treat your illness 
or condition 
 
More information 
about prescription 

drug coverage is 
available at 
welcometouhc.com 
 

Tier 1 – Your Lowest Cost 
Option 

Retail: $10 copay, 
deductible does not apply.  

Mail-Order: $25 copay, 
deductible does not apply.   

Retail: $10 copay, 
deductible does not 

apply.  

Provider means pharmacy for purposes of this section. 
Retail: Up to a 31 day supply. Mail-Order: Up to a 90 day supply. 
You may need to obtain certain drugs, including certain 
specialty drugs, from a pharmacy designated by us. Certain 

drugs may have a preauthorization requirement or may result in 
a higher cost.  If you use a non-network pharmacy (including a 
mail order pharmacy), you may be responsible for any amount 
over the allowed amount. Certain preventive medications 
(including certain contraceptives) are covered at No Charge.   

See the website listed for information on drugs covered by your 
plan.  Not all drugs are covered. You may be required to use a 
lower-cost drug(s) prior to benefits under your policy being 
available for certain prescribed drugs. If a dispensed drug has 
a chemically equivalent drug at a lower tier, the cost difference 

between drugs in addition to any applicable copay and/or 
coinsurance may be applied.   

T ier 2 – Your Mid-Range 
Cost Option 

Retail: $35 copay, 
deductible does not apply.   
Mail-Order: $87.50 copay, 
deductible does not apply.   

Retail: $35 copay, 
deductible does not 

apply.   

T ier 3 – Your Mid-Range 
Cost Option  

Retail: $60 copay, 
deductible does not apply.   
Mail-Order: $150 copay, 

deductible does not apply.   

Retail: $60 copay, 
deductible does not 

apply.   

T ier 4 – Your Highest Cost 
Option  

Not Applicable Not Applicable 

http://www.welcometouhc.com/
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Common  
Medical Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions, & Other Important Information Network Provider 
(You will pay the least) 

Non-Network 

Provider 
(You will pay the 

most)  

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory 
surgery center) 

10% coinsurance 30% coinsurance  
Preauthorization is required non-network for certain services or 
benefit reduces to 50% of allowed amount.  

Physician/surgeon fees 10% coinsurance  30% coinsurance  None 

If you need 
immediate medical 
attention 

Emergency room care 
$150 copay per visit, 

deductible does not apply.  

$150 copay per visit, 
deductible does not 

apply. 
None 

Emergency medical 
transportation 

10% coinsurance  *10% coinsurance  *Network deductible applies 

Urgent care 
$50 copay per visit, 

deductible does not apply.  
30% coinsurance  

If you receive services in addition to Urgent care visit, 
additional copays, deductibles, or coinsurance may apply e.g. 
surgery. 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

10% coinsurance 30% coinsurance  
Preauthorization is required non-network or benefit reduces to 
50% of allowed amount. 

Physician/surgeon fees 10% coinsurance  30% coinsurance  None 

If you need mental 
health, behavioral 

health, or 
substance abuse 
services 

Outpatient services 
$20 copay per visit, 

deductible does not apply. 
30% coinsurance 

Network Partial hospitalization/intensive outpatient treatment: 
10% coinsurance Preauthorization is required non-network for 
certain services or benefit reduces to 50% of allowed amount.  

Inpatient services 10% coinsurance 30% coinsurance 
Preauthorization is required non-network or benefit reduces to 
50% of allowed amount.  

If you are pregnant 

Office visits No Charge 30% coinsurance  
Cost sharing does not apply for preventive services.  
Depending on the type of service 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 
10% coinsurance  30% coinsurance 

Childbirth/delivery facility 
services 

10% coinsurance 30% coinsurance  
Inpatient preauthorization applies non-network if stay exceeds 
48 hours (C-Section: 96 hours) or benefit reduces to 50% of 
allowed amount.  

If you need help 

recovering or have 
other special health 
needs 

Home health care 10% coinsurance  30% coinsurance  
Limited to 60 visits per calendar year.  
Preauthorization is required non-network or benefit reduces to 
50% of allowed amount.  

Rehabilitation services 
$20 copay per visit, 

deductible does not apply. 
30% coinsurance  

Limits per calendar year:  Physical, Speech, Occupational, 
Pulmonary: 20 visits each; Cardiac: 36 visits  
Preauthorization required non-network for certain services or 
benefit reduces to 50% of allowed amount.   

http://www.welcometouhc.com/
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
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Common  
Medical Event 

Services You May Need 

What You Will Pay 

Limitations, Exceptions, & Other Important Information Network Provider 
(You will pay the least) 

Non-Network 

Provider 
(You will pay the 

most)  

Habilitative services 
$20 copay per visit, 

deductible does not apply. 
30% coinsurance  

Services are provided under and limits are combined with 
Rehabilitation Services above. Preauthorization required non-

network for certain services or benefit reduces to 50% of 
allowed amount.  

Skilled nursing care 10% coinsurance 30% coinsurance  
Limited to 60 days per calendar year (combined with inpatient 
rehabilitation). Preauthorization is required non-network or 
benefit reduces to 50% of allowed amount.  

Durable medical equipment 10% coinsurance  30% coinsurance  
Covers 1 per type of DME (including repair/replacement) every 
3 years. Preauthorization is required non-network for DME over 
$1,000 or no coverage.  

Hospice services 10% coinsurance 30% coinsurance 
Preauthorization is required non-network before admission for 
an Inpatient Stay in a hospice facility or benefit reduces to 50% 

of allowed amount.  

If your child needs 
dental or eye care 

Children’s eye exam 
$20 copay per visit, 

deductible does not apply. 
30% coinsurance 

One routine vision exam, including refraction, to detect vision 
impairment. Routine eye exam is limited to 1 every other year. 

Children’s glasses Not Covered Not Covered No coverage for Children’s glasses. 

Children’s dental check-up Not Covered Not Covered No coverage for Children’s Dental check-up. 
 

 

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.) 

 Acupuncture 

 Bariatric surgery 

 Cosmetic surgery 

 Dental care  

 Glasses  

 Infertility treatment 

 Long-term care 

 Non-emergency care when travelling outside - 
the U.S. 

 Private duty nursing 

 Routine foot care – Except as covered for 

Diabetes 

 Weight loss programs 

 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

 Chiropractic (Manipulative care)  – 20 visits per 
calendar year 

 Hearing aids - $2,500 per calendar year  Routine eye care (adult) - 1 exam per 2 years  

 
 
 

http://www.welcometouhc.com/
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan


* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 5 of 6 
 

 

 
Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agenc ies is: 
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at 1-
877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health 
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  

 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide 
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: the 
Member Service number listed on the back of your ID card or myuhc.com.  

 
Additionally, a consumer assistance program may help you file your appeal. Contact dol.gov/ebsa/healthreform.   
 
Does this plan provide Minimum Essential Coverage?  Yes 
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 

requirement that you have health coverage for that month. 
 
Does this plan meet the Minimum Value Standards?  Yes  
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-844-518-8079.  
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-518-8079. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-844-518-8079. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-518-8079. 
 

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––––––––––––– 
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About these Coverage Examples: 

 

 
 

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.    

 

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

hospital delivery) 

 The plan’s overall deductible $500 
 Specialist  copay $40 
 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)  
 

Total Example Cost $12,800 

  

In this example, Peg would pay: 

Cost Sharing 

Deductibles $500 

Copayments $30 

Coinsurance $1,000 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $1,590 
 

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

controlled condition) 

 The plan’s overall deductible $500 
 Specialist  copay $40 
 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)  
 

Total Example Cost $7,400 

  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $200 

Copayments $1,200 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $30 

The total Joe would pay is $1,430 
 

Mia’s Simple Fracture 
(in-network emergency room visit and  

follow up care) 

 The plan’s overall deductible $500 
 Specialist  copay $40 
 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) 
 
 

Total Example Cost $1,900 

  

In this example, Mia would pay: 

Cost Sharing 

Deductibles $500 

Copayments $300 

Coinsurance $30 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $830 
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We do not treat members differently because of sex, age, race, color, disability or national origin.  
 
If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil 

Rights Coordinator. 
Online: UHC_Civil_Rights@uhc.com 
Mail:  Civil Rights Coordinator.  UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130 
 

You must send the complaint within 60 days of when you found out about it.  A decision will be sent to you within 30 days.  If you disagree with 
the decision, you have 15 days to ask us to look at it again.   
If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, 
Monday through Friday, 8 a.m. to 8 p.m.  

 
You can also file a complaint with the U.S. Dept. of Health and Human Services.  
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD) 
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201  
 
We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To 

ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m. to 
8 p.m.   
 
 

 

mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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