Regarding: Medical Summary of Benefits and Coverage (SBC)
Dear Employee,

We are pleased to provide you the attached Summary of Benefits & Coverage (SBC)
for the group medical plans offered to our eligible participants for the plan year
which begins on October 1, 2019 and ends September 30, 2020.

Please be advised that an SBC is available for the plans being offered to our group
plan participants and their eligible dependents. The SBC follows a prescribed format
as established under the Affordable Care Act legislation and outlines the benefits of
each medical plan in detail with definitions and descriptions.

SBC’s are available for the following offered plans:

Carrier Plan Name
Florida Blue BlueChoice 0727 Basic Plan
Florida Blue BlueChoice 0702 Traditional Plan

Please refer to the SBC for further information about cost sharing responsibilities
such as, deductibles, co-pays and coinsurance, as well as the selected network.
Printed copies of the SBCs for all plans, as well as the standard glossary, are
available free of charge in the Human Resources office. For a more comprehensive
description of specific plan benefits refer to the Certificate of Coverage (COC). You
may contact Human Resources at (772) 344-4345 with additional questions.

Sincerely,

Claudia McCaskill

Claudia McCaskill
HR Manager, Benefits






Florida Blve &0

with Rx $10/$45/$75

BlueChoice 0727 Coverage Period: 10/01/2019 — 09/30/2020

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Individual and/or Family | Plan Type: PPO

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, www.[insert].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.[insert].com or call 1-800-352-2583 to request a copy.

Important Questions M Why This Matters:

In-Network: $750 Per
What is the overall Person/$1,500 Family. Out-of-

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

deductible? Network: $1,500 Per
Person/$3,000 Family.

Are there services
covered before you meet | Yes. Preventive care.
your deductible?

Are there other
deductibles for specific | No.
services?

Yes. In-Network: $3,000 Per
What is the out-of-pocket | Person/$6,000 Family. Out-Of-
limit for this plan? Network: $6,000 Per
Person/$12,000 Family.
Premium, balance-billed charges,
and health care this plan doesn't
cover.

Yes. See

https://providersearch.floridablue.c
om/providersearch/pub/index.htm

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

Will you pay less if you

their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family 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 www.healthcare.gov/coverage/preventive-care-benefits/.

You don’t have to meet deductibles for specific services.

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.

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

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

use a network provider?

or call 1-800-352-2583 for a list of
network providers.

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.

10f7

SBCID: 1861978



Important Questions

‘ Do you need a referral to

see a specialist?

Answers

No.

Why This Matters:

You can see the specialist you choose without a referral.

A 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

Network Provider

, What You Will Pa | Limitations, Exceptions, & Other Important
Out-of-Network Provider

Information

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

You will

Primary care visit to treat an $30 Copay per Visit Deductible + 60% Physician administered drugs may have higher
injury or iliness ~0pay p Coinsurance cost shares.
, o - - :
Specialist visit $60 Copay per Visit gﬁ?nuszt:gfc; 60% E:gts;ﬂ:pezdmmlstered drugs may have higher
Physician administered drugs may have higher
Sraihe e e cost shares. You may have to pay for services
No Charge 60% Coinsurance that aren’t preventive. Ask your provider if the

immunization

services needed are preventive. Then check
what your plan will pay for.

If you have a test

Independent Clinical
Lab: $20 Copay per

Diagnostic test (x-ray, blood Visit/ Independent Deductible + 60% Tests performed in hospitals may have higher
work) Diagnostic Testing Coinsurance cost-share.

Center: Deductible +

30% Coinsurance

Physician Office: $60

Copay per Visit/ Tests performed in hospitals may have higher

. Independent Diagnostic | Deductible + 60% cost-share. Prior Authorization may be

Tl (CUNFE SEes; SNE) Testing Center: Coinsurance required. Your benefits/services may be

Deductible + 30%
Coinsurance

denied.

For more information about limitations and exceptions, see the plan or policy document at www.[insert].com.
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Common . What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider .
Medical Event - : Information
You will pay the least You will pay the most

$10 Copay per Up to 30 day supply for retail, 90 day supply
If you neeq drugs to Generic drugs Prescription at retail, 50% Coinsurance for mgll order. Responsmle Rx programs such
treat your illness or $20 Copay per EE— as Prior Authorization may apply. See
condition Prescription by mail Medication guide for more information.
More information about $45 Copay per

Prescription at retail, Up to 30 day supply for retail, 90 day supply

prescription drug Preferred brand drugs 50% Coinsurance

coverage is available at D oy for mail order.

: Prescription by mail
wlww.florldablue.com/to $75 Copay per
ols- Prescription at retail, o A Up to 30 day supply for retail, 90 day supply
resources/pharmacy/me = Non-preferred brand drugs $150 Copay per 50% Coinsurance for mail order.
dication-quide Prescription by mail

. $150 Copay per o Ani Not covered through Mail Order. Up to 30 day
Spedialty drugs Prescription (retail) 50% Coinsurance supply for retail.
Ambulatory Surgical

Center: Deductible +

Facility fee (e.g., ambulatory 30% Coinsurance/ M + 60% none
surgery center) Hospital: $500 Copay Coinsurance
If you have outpatient per Visit
surgery érgrﬁilftgg dﬁgtri%ﬁal Ambulatory Surgical
- N " Center: Deductible + 60%
Physician/surgeon fees 30% Coinsurance/ Coinsurance/ Hospital: $60 none
Hospital: $60 Copay per Copav per Visi pita.
Visit opay per Visit
Emergency room care $500 Copay per Visit $500 Copay per Visit none
If vou need immediate Emergency medical Deductible + 30% In-Network Deductible + none
yol . transportation Coinsurance 30% Coinsurance S
medical attention Deductible + $100 Copa
Urgent care $100 Copay per Visit —per Visit ~opay none
i 0 i 0
If you have a hospital = Facility fee (e.g., hospital room) %&; = %&; & none
=R Physician/surgeon fees $60 Copay per Visit $60 Copay per Visit none

For more information about limitations and exceptions, see the plan or policy document at www.[insert].com.
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Common . What You Will Pa : Limitations, Exceptions, & Other Important
) Services You May Need Network Provider Out-of-Network Provider .
Medical Event - : Information
You will pay the least You will pay the most

Physician Office: $60

. . Copay per Visit / Deductible + 60% "
If you need mental ORPERETEEEES Hospital: $500 Copay Coinsurance none
health, behavioral per Visit
health, or substance Physician Services: $60 | Physician Services: $60
abuse services Innatient services Copay per Visit / Copay per Visit/ Hospital: Prior Authorization may be required. Your
P Hospital: Deductible + | Deductible + 60% benefits/services may be denied.
30% Coinsurance Coinsurance
i , 0 Maternity care may include tests and services
Office visits 3?s(?tm o el %c; B described elsewhere in the SBC (i.e.
- ultrasound.)
If you are pregnant g:lj\llciigérsth/dellvery professional $60 Copay per Day $60 Copay per Visit none
Childbirth/delivery facility Deductible + 30% Deductible + 60% none
services Coinsurance Coinsurance o
1 0, 1 0,
Home health care —CDlgidnus?Jtlzlr?c; 30% —CDlgidnus?Jtlzlr?c; 60% Coverage limited to 40 visits.
. - Coverage limited to 70 visits for combined
ggyzlclggr?/T;?S : $60 . Outp.atient Therapy gnd Spinal Manipulations.
Rehabilitation services _UOutpatient Rehab DeQuctlbIe + 60% S.erwces performed in hospital may have
Center: Deductible + Coinsurance hlghgr cost-share. Prlor Authorlzatlon may be
If you need help 30% Coinsurance required. Your benefits/services may be
recovering or have - denied.
other special health Habilitation services Not Covered Not Covered Not Covered
1 0, 1 0,
eets Skilled nursing care %c; 20 %c; B Coverage limited to 60 days.
. 0 . 0 Excludes vehicle modifications, home
Durable medical equipment —ggidnlfszt;gfc; 30% —ggidnlfszt;gfc; 60% modifications, exercise, bathroom equipment
— — and replacement of DME due to use/age.
Hosi . Deductible + 30% Deductible + 60%
OSPICE SEMICES Coinsurance Coinsurance none
If your child needs Children’s eye exam Not Covered Not Covered Not Covered
dental or eye care Children’s glasses Not Covered Not Covered Not Covered

For more information about limitations and exceptions, see the plan or policy document at www.[insert].com.
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Common . What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider .
Medical Event — ; Information
You will pay the least You will pay the most

Children’s dental check-up Not Covered Not Covered Not Covered
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.)

e Acupuncture e Hearing aids e Pediatric glasses

o Cosmetic surgery Infertility treatment Private-duty nursing

e Dental care (Adult) Long-term care Routine eye care (Adult)

e Habilitation services Pediatric dental check-up Routine foot care unless for treatment of diabetes
Pediatric eye exam Weight loss programs

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

e Bariatric surgery o Most coverage provided outside the United o Non-emergency care when traveling outside the
e Chiropractic care States. See www.floridablue.com. U.S.

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
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 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 insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.S. Department
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/consumer_info_health.html .

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 Minimum Value Standards? Yes

For more information about limitations and exceptions, see the plan or policy document at www.[insert].com.
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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.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

For more information about limitations and exceptions, see the plan or policy document at www.[insert].com.
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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

Peg is Having a Baby

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

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

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.

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

hospital delivery)

controlled condition)

care)

M The plan’s overall deductible $750 M The plan’s overall deductible $750 M The plan’s overall deductible $750
M Specialist Copayment $60 M Specialist Copayment $60 M Specialist Copayment $60
M Hospital (facility) Coinsurance 30% M Hospital (facility) Coinsurance 30% M Hospital (facility) Coinsurance 30%
m Other Copayment $20 m Other Coinsurance 30% m Other Copayment $500
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $750 Deductibles $0 Deductibles $750
Copayments $100 Copayments $2,500 Copayments $500
Coinsurance $2,100 Coinsurance $0 Coinsurance $80
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $3,010 The total Joe would pay is $2,560 The total Mia would pay is $1,330
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: www.floridablue.com.
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Section 1557 Notification: Discrimination is Against the Law

We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability,
or sex. We do not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

We provide:

e Free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

e Free language services to people whose primary language is not English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, contact:

e Health and vision coverage: 1-800-352-2583
e Dental, life, and disability coverage: 1-888-223-4892
e Federal Employee Program: 1-800-333-2227

If you believe that we have failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with:

Health and vision coverage (including FEP members):
Section 1557 Coordinator

4800 Deerwood Campus Parkway, DCC1-7
Jacksonville, FL 32246

1-800-477-3736 x29070

1-800-955-8770 (TTY)

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



Fax: 1-904-301-1580

section1557coordinator@floridablue.com

Dental, life and disability coverage:
Civil Rights Coordinator

17500 Chenal Parkway

Little Rock, AR 72223
1-800-260-0331

1-800-955-8770 (TTY)

civilrightscoordinator@fclife.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Section 1557 Coordinator is
available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, DC 20201

1-800-368-1019

1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-800-352-2583 (TTY: 1-
877-955-8773). FEP: Llame al 1-800-333-2227

ATANSYON: Si w pale Kreyol ayisyen, ou ka resevwa yon ed gratis nan lang pa w. Rele 1-800-352-2583 (pou moun ki pa tande byen:
1-800-955-8770). FEP: Rele 1-800-333-2227

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
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http://www.hhs.gov/ocr/office/file/index.html

CHU Y: N&u ban néi Tiéng Viét, c6 dich vu tro gitp ngén ngit mién phi danh cho ban. Hiy goi s6 1-800-352-2583 (TTY: 1-800-955-
8770). FEP: Goi s6 1-800-333-2227

ATENCAO: Se vocé fala portugués, utilize os servicos linguisticos gratuitos disponiveis. Ligue para 1-800-352-2583 (TTY: 1-800-955-
8770). FEP: Ligue para 1-800-333-2227

AR MREERRESX, GALUREERE
800-333-2227

Tiji

EBARTS. #5%(E1-800-352-2583 (TTY: 1-800-955-8770), FEP : FEEHE1-

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-352-2583
(ATS : 1-800-955-8770). FEP : Appelez le 1-800-333-2227

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag
sa 1-800-352-2583 (TTY: 1-800-955-8770). FEP: Tumawag sa 1-800-333-2227

BHUMAHMUE: Eciu BBl roBOpUTE Ha PYCCKOM fI3BIKE, TO BaM AOCTYMHbBI 6ecljIaTHbIE yCayru nepeBoja. 3BoHuTe 1-800-352-2583
(teneranmn: 1-800-955-8770). FEP: 3BonuTe 1-800-333-2227

Jeail, 008-559-0778 - 1: aSill s auall Ciila o8 5) 008-253-3852 - 1 o S, lanally &l al 5 4 galll 52 Lusal) cilada G il S Caaats i€ 13); 4da gale
7222 -333-008-1 4 .

ATTENZIONE: Qualora fosse l'italiano la lingua parlata, sono disponibili dei servizi di assistenza linguistica gratuiti. Chiamare il
numero 1-800-352-2583 (TTY: 1-800-955-8770). FEP: chiamare il numero 1-800-333-2227

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: +1-
800-352-2583 (TTY: +1-800-955-8770). FEP: Rufnummer +1-800-333-2227

FO|: 3= 0] A2 2 ASIA|l= AR, 210 X| A MHIAE 222 0|54 = UELIC} 1-800-352-2583 (TTY: 1-800-955-8770) 2
M3t Al 2. FEP: 1-800-333-2227 2 A EfSIAA| 2,

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-800-352-2583 (TTY: 1-
800-955-8770). FEP: Zadzwon pod numer 1-800-333-2227.

Health INsuiaiite 1> vlicicu MY 11UIIUG DIUCT. VIV LUVCIAET 1D UIITITU MY 1 1UIIUG DIUCT 1HIVIV, dll dlliiaLc vl 1 1VIHIUd DIUT. UTHIWaL HIDUITAIILT 1D VIITITU VY 11UIIud WUITINITITU LT

Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



YUell: ) dR AUl vlladl &), dl otot:Qes HINL ASIY AdL dHIRLHI2 Gudey B, sl 5] 1-800-352-2583 (TTY: 1-800-955-8770).
FEP: §lsi 521 1-800-333-2227

Uszne:aswanen v aauanunsaldusmsthomdavnenne lsws Tasdnsonunsias lusws 1--800--352--2583 (TTY: 1--800--955--
8770) n3o FEP Tns 1--800--333--2227

FEFE: ARBEZHEINDGBE. BHOSEXIEZ CFAVZIHET, 1-800-352-2583 (TTY: 1-800-955-8770) FT. &
BEEIC T TEHK C &Ly, FEP: 1-800-333-2227

2583-352-800-1 s_kadi L, 353 3] & Ladi s 50 OB () Bl eiS on Cranaa o 8 Gl 49 81z 4 55 (TTY: 1-800-955-8770) 28 i, FEP
2,85 i 2227-333-800-1 o e L,

Baa dkoninzin: Diné bizaad bee yanitti’go, saad bee 4kd anawo’, t'aa jiik’eh, na hol¢. Kojj’ hodiilnih 1-800-352-2583 (TTY: 1-800-955-
8770). FEP igii éi kojj’ hodiilnih 1-800-333-2227.

Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.



Supplement to BlueChoice 0727 Basic & BlueChoice 0702 Traditional SBC

Coverage Period 10/01/2019 — 09/30/2020
Other Covered Benefits for Employees of the City of Port St. Lucie
Wellness Incentive Program & Employee Health Center

Employee Health Center — The City of Port St. Lucie provides employees and their dependents covered under the City’s BlueChoice 0727 Basic or BlueChoice
0702 Traditional Health plans access to an employee health center. Eligible services received through the City’s Employee Health Center are covered at 100% for
covered employees and their dependents. There are no deductibles or copayments for services or prescriptions received at the Employee Health Center.

There are four Employee Health Center locations:
1. 2266 SW Best Street, Port St. Lucie, FL 34984
2. 305-B NE Park Street, Okeechobee, FL 34972
3. 3405 NW Federal Highway, Jensen Beach, FL 34957
4. 7195 S George Blvd., Sebring, FL 33875

For more information regarding the Employee Health Center, please contact Human Resources at (772) 344-4345.

Wellness Incentive Program— The City of Port St. Lucie provides employees covered under the City’s BlueChoice 0727 Basic or BlueChoice 0702 Traditional
Health Plans the opportunity to participate in a voluntary Wellness Incentive Program. All employees enrolled in the health plan are eligible to receive incentives
earned for achieved wellness targets for fiscal year 2019 - 2020.

For additional information regarding the Wellness Incentive Program, please contact Human Resources at (772) 344-4345.

Health Reimbursement Account (HRA) — The City of Port St. Lucie provides a Health Reimbursement Account for employees who were enrolled in the City’s
BlueChoice 0727 Basic or BlueChoice 0702 Traditional Health plans, that met and achieved wellness targets for plan year 10/1/18 through 9/30/19 plan. These
employees will receive anywhere from $25 to $500 based on the wellness targets they achieved during the plan year 10/1/18 through 9/30/19. HRA monies are
funded by the City and can be used for any qualified medical, dental, vision and hearing expense that is incurred.

How does it work? — When you incur an eligible expense, you can pay the charge with your HRA debit card instead of paying out of pocket and submitting for
reimbursement. You can utilize your debit card at health care providers and pharmacies that are providers of qualified medical services and accept debit
MasterCards.

If your provider or merchant does not accept MasterCard debit cards or you choose not to use it, you will need to pay for your expenses and submit a request for
reimbursement. Make sure when you submit your reimbursement form you supply the appropriate documentation such as an Explanation of Benefits (EOB) and

receipt of payment for the services rendered.

For additional information regarding the City of Port St. Lucie’s Health Reimbursement Account visit www.chard-snyder.com or call (800) 982-7715.
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