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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023- 12/31/2023 

Coverage for: Family I Plan Type: EP1 I~) UnitedHealthcare' Choice High Plan and Choice High DHP Plan 

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 1-866-633-247 4.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. 

t Questions Answer 

,.... ·-- - -
1 Are there services covered 
before you meet your 

I deductible? 

,___ ___ -
Are there other 

I(; 

services? 

Network: $1,300 Individual I $2,600 Family 
I Per calendar year. 

I 
I 
I 

-
Yes. Preventive care and categories with a copay 
are covered before you meet your deductible. 

l -
I Yes. 

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 1 

1 plan, each family member must meet their own individual deductible until the 
total amount of deductible expenses paid by all family members meets the 

1 overall family deductible. .... - . - - -
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 Q!fil!. 
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/. 

1 There is a separate deductible of $4,500 for Bariatric surgery. 
I deductibles for soecif 

What is the out:ot:PO~ Network Medical: $2,800 Individual I $5,600 Family The out-of-pocket limit is the most you could pay in a year for covered services. ltj 
limit for this plan? Rx: $3,000 Individual I $6,000 Family you have other family members in this plan. they have to meet their own out-of-

Per calendar year. ocket limits until the overall famil out-of- ocket limit has been met. 
What is not included in Premiums. balance-billing charges, health care this Even though you pay these expenses, they don't count toward the out-of-pocket 
the out-of-pocket limit? plan doesn't cover and penalties for failure to obtain limit. 

for services. 1 

Will you pay less if you u_s_e__,_y_e_s_. Se~~co~r call 1·866-633-2474 for a This plan uses a provider network. You will pay less it you use a proVlder in the 'I 

a network provider? list of network providers. 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 .l1!m1 pays (balance billing). Be aware, your network 
provider might use an out-of-network provider for some services (such as lab 
work . Check with our rovider before ou et services. 

Do you need a referral to No. You can see the specialist you choose without a referral. 
see a ~pecialist? _ _ 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

If you have. a test 

Primary care visit to treat 
an injury or illness 

Specialist visit 

Preventive 
care/screening/ 
immunization 
Diagnostic test (x-ray, 
blood work) 

Imaging (CT/PET scans, 
MRls) 

$25 copay per vis~. 
deductible does not apply. 

DHP- Condition Based 
Services: $0 copa 
$50 copay per visit, 

deductible does not apply. 
DHP- Condition Based 

Services: $25 copay per 
vistt, deductible does not 
~y_. __ -+ 

No Charge 

Office: 
No Charge 

l Free Standing Lab: 
1 20% coinsurance, 
I deductible does not apply j 

up to $100, then No 

Charge ~ Outpatient Facility: 
20% coinsurance 

Office: 
No Charge 

Free Standing Lab: 
20% coinsurance, 

deductible does not apply 
up to $100, then No 

Charge 
Outpatient Facility: 
20% coinsurance 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Virtual visits - $10 copay per visit by a Designated Virtual 
Network Provider, deductible does not apply. If you receive 
services in addition to office visit additional ~. 
deductibles or coinsurance may appl~g. surgery. 
If you receive services in addition to office visit, no 
additional cost. 

-
You may have to pay for services that aren't preventive. 
Ask your provider if the services needed are preventive. 
Then check what your t?l~n will oav for. 
None 

- --· ~ --- -
None 

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 2 of 7 



What You Will Pay 
Common 

Medical Event 
Services You May Need Network Provider Out-of-Network Provider Limitations, Exceptions, & Other Important Information 

(You will pay the least} (You will pay the most) 

If you need dr~gs I Tier 1 - Your Lowest 
to treat your illness Cost Option* 
or condition 

More information 
about prescription 
drug coverage is 
available at 
welcometouhc.com 

! If yo"' have 
outpatient surgery 

Tier 2 - Your Mid-Range 
Cost Option* 

Tier 3- Your Hightest 
Cost Option* 

Tier 4 - Specialty 
Medications 

Facility fee (e.g., 
ambulatory surgery 

Retail: I 
$7 copay, deductible does j 

not apply 
1 

Mail-Order: 
$14 copay, deductible 

does not apply 
Retail: 

$30 copay, deductible 
does not apply 

Mail-Order: 
$60 copay, deductible 

dQ~s nQ! ~0llY J 
Retail: · 

$45 copay, deductible 
does not apply 

Mail-Order: 
$90 copay, deductible 

d_Q__es no_L<!2PIY 
$75 copay, deductible 

does not apply 

20% coinsurance after 
deductible 

center) ___ -·---+--- - --

If you ti~_ed 

Lmmetfi.at~ medical 
attention 

Physician/surgeon fees 

Emergency room care 

Emergency medical 
transoortation 
Urgent care 

20% coinsurance after 
deductible 

Office: No Charae 
$250 copay per visit, 

deductible does not aool •. 
20% coinsurance after 

deductible 
$50 copay per visit, 

deductible does not aool •. 

overea 

Not Covered 

Not Covered 

Not Applicable 

Not Covered 

Provider means pharmacy for purposes of this section. 
. Retail: Up to a 31 day supply. 
I Mai~Order: Up to a 90 day supply or Preferred 90 Day Retail! 
i Network Pharmacy 
1 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 an out-of-network pharmacy (including a mail 
I order pharmacy), you may be responsible for any amount 

over the allowed amount. 
J Certain preventive medications (including certain 
1 contraceptives) are covered at No Charge. 

See the website listed for information on drugs covered by 
your plan. Not all drugs are covered. 

1 
You may be required to use a lower-cost drug(s) prior to 

I benefits under your policy being available for certain 
. prescribed drugs. If a dispensed drug has a chemically 

I equivalent drug at a lower tier, the cost difference between 
drugs in addition to any applicable copay and/or 
coinsurance may be applied. 

*DHP Condition Based Medications - No Charae 
None 

-·- ----- -- - -· -- --- ; 

Not Covered 

$250 copay per visit, 
deductible does not aool •. 

*20% coinsurance after 
deductible 

Not Covered 

None 

None 

•Network deductible applies 

If you receive services in addition to Urgent care visit, 
additional cooavs, deductibles, or coinsurance may appl 

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 3of7 



Facility fee (e.g., hospital 20% coinsurance after I Not Covered 
room) deductible 

Physician/surgeon fees 20% coinsurance after Not Covered None 
deductible 

Office: No Char e 
Outpatient services I First 20 visits per year: Not Covered Network Partial hospitalization/intensive outpatient 

No Charge treatment: $25 copay per visit, deductible does not apply. 
After 20 visits: 

$25 copay per visit, 
services I j deductible does not appl~. 

I None 
-

Inpatient services I 20% coinsurance after I Not Covered 
deductible 

If you ate pre.grtant· j Office visits t NoCharge _ Not Covered Cost sharing does not apply for preventive services. 
Childbirth/delivery 20% coinsurance after Not Covered Depending on the type of service a copayment, 
professional services deductible coinsurance or deductible may apply. Maternity care may 

Office: No Charge include tests and services described elsewhere in the SBC 

--·--
i.e. ultrasound.) --n ------ ---

Childbirth/delivery facility 20% coinsurance after I Not Covered None 
services deductible 

W Y!!ll nel!d help I Home health care 20% coinsurance after Not Covered Limited to 60 visits per calendar year. 
recov~rihg or have deductible 
other sp,eclal ·health - _ - __ ------r -- - -- 1 Limits per calendar year: Physical, Speech, Occupational: needs. Rehabilitation services 20% coinsurance after Not Covered 

deductible combined limit 60 visits; Cardiac and Pulmonary: 
Unlimited. ---

Habilitative services I 20% coinsurance. after Not Covered . f.rvices are pro~ded under and lim~s are combined with 
deductible Rehabilitation Services above. 

Skilled nursina care I 20% coinsurance after ---rJ"ot Covered - Limited to 60 days per calendar year (combined with 
deductible _ inpatient rehabilitation). . _ _ ___ 

Durable medical 
I 

20% coinsurance after Not Covered None 
eaui[_ment deductible - --- --

• For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 4 of 7 



If your child needs l Children's eye exam I No Charge I Not Covered Limited to 1 exam every year. I 

dental or eye care 
• 

f 
Children's glasses Covered Not Covered See Vision Discount Rider. 
Children's dental check- Covered Not Covered See Dental Discount Rider. 

-- -~ up L 

Excluded Services & Other Covered Services: 
Services Your .el.fill Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.} 

i • Acupuncture • Infertility treatment -- / • Private duty nursing 
I • Cosmetic surgery • Long-term care 1 • Routine foot care - Except as covered for 

• Non-emergency care when travelling outside - Diabetes 
the U.S. 1 • 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}- 24 visits per • Glasses • Routine eye care (adult} - 1 exam per 1 year 
calendar year • Hearing aids - $1,500 per calendar year • Bariatric Surgery 

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 5 of 7 



Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage alter it ends. The contact information for those agencies 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 on how to submit a claim.~ 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 or the Employee Benefits Security Administration at 1-866-444-3272 or 
dol.gov/ebsa/healthreform. 

Additionally, a consumer assistance program may help you file your appeal. Contact dol.gov/ebsa/healthreform. 

Does this plan provide Minimum Essential Coverage? Yes 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 

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 (Espanol): Para obtener asistencia en Espanol, llame al 1-866-633-2474. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-633-2474. 

Chinese(cr::it): tlo *~i,r~ crx~~mM, iitlH~1'~~ 1-866-633-2474. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-633-2474. 

[ ___ -- 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 welcometouhc.com. Page 6 of 7 



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 
• Specialist copay 
• Hospital (facility} coinsurance 
• Other coinsurance 

$1,300 
$50 

20% 
20% 

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

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

control led condition) 

• The plan's overall deductible 
• Specialist copay 
• Hospital (facility) coinsurance 
• Other coinsurance 

$1,300 
$50 

20% 
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) 

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

follow up care) 

• The plan's overall deductible 
• Specialist copay 
• Hospital (facility) coinsurance 
• Other coinsurance 

$1,300 
$50 

20% 
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) 

Total Example Cost ___ .J__._;_$12,70Q_ !_otal Exafl!ple Co . .::....:s_t __ _ L $5,6_9Q_ T~tal Example Cost _ 
I -

J_ $2,800 

In this exam~ Peg would pal'._ _ _ _ _ In this examP-_le, Joe would pay: 
Cost Sharing 

-De_d_u-cti-bl-es- -_-_ -·_ ~---~·' _ $1,300 

Copayme~ts $0 
Coinsurance $1,500 

What isn't covered 
Limits or exclusions $100 
'Fhe total' Pe-g \Ve>Qi~ pay· is ·$2,90Q 

Cost Sharing - -----
Deductibles 
Copayments 
Coinsurance 

What isn't covered 

$200 
$200 

$0 

$6000 
·$6;400 

In this exa~le, Mia would pay: 
_ _ _ _ Cost Sharing 

Deductibles 
Co payments 
Coinsurance 

What isn't covered 

.;._ $950 
$300 

$0 

Limits or exclusions · $0 
Ttte· total Mia WQl,l(d, pay is~ . . I $1,250 

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: 1-866-633-2474. 

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7 



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/ lobhy .jsf 
Complaint forms are available at http://wwv>.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 71 I , Monday through Friday, 8 a.m. to 
8 p.m . 

A TEN CI ON : Si habla espaiiol (Spanish), hay sexvicios de asistencia de idiomas, sin cargo, a su disposici6n. Llame al mimero gratuito que 
aparece en este Resumen de Beneficios y Cobertura (Summary of Benefits and Cov erage, SBC). 

~a~ : ~P!ilt~~r:p)t (Chinese) , ftfl~JtA~~~iB" § tib.lt1J~IR$ o ~}DH.iffifU~~~-~(Summary of Benefits and Coverage, 

SBC) P\l ji.fi 9JJ~:~:f'fjf~~*iio 

XIN L U'U Y: N ~u quy ' i n6i ti~ng Vi~t (Vietnamese), qu)' vi se duc;Yc cwig d p di ch Vl,l. trQ' giup ve ngon ngl} mi~n phi Vui long gQi so di~n 
thotil mifu phi ghi trong ban T6m lll'Q'c ve quy~n l9i va ctii tho bao hi~m (Summary of Benefits and Coverage, SBC) nay. 



~'6: E_l-~01(Korean)~ A!--§ "5. Al-E ~-9 <2jo~ XI~ A-H::! k'-- ~ ¥li£ O lg~~ * ?l~ L..l c~ . ~ fr!J~ ~ 5!. Y RQf=.A.i (Summary of 

Benefius and Ccn:er:lge, SBC)Oil 7 1 ;\ff~ -!f. li~~H!:!.Y <:;:: ~*~~A.1.2. . 

.P AUNA \YA : K11lllg nagsasalita ka n g Tagalog (I agalog), may makukuha kang mga libreng serbisyo ng rulong sa wika .. Pakita\vagan ang 
t oll-free n a numernng nakalista sa Bu od na ito ng Mga Benepisyo at Saklaw (Summary of Benefits an.d Coverage o SBC) .. 

BHili\:iAHHE: oecn.:IaTili:&!e y c.;iyr n nepeBO.:ta .:tOCT}'IlHl>I ,;::r.,-ur .:no.:teii, '!ell P O.::tHOH H'.Thl!K RB..""HreTOI p:ycc~OM (Russian) .. II 03BOHHTe no 
oecn.:ULI'E!O~·llY HO~.s:epy Ie."Je¢oHa, y xa.3a.HHO:'.llY B .:taHHO!\JI <<Ofoope .Thl"OT H Il!Ol\.'J)hrrmI:» (Swnm:n y of Benefit s m d Co\'erage, SBC) .. 

;;...t1;._J]"i . 1 .. ..:1 -"'Ji ·A.h...r. J;. '•.::.J "'." _).:..-J'> ;i1..::......Ji ~;_.J\ ~ , , 11.......:.J';'" \ ..?-- : . 2i) ;;-=>-u,, ;wr..::......J•, 4....:oi.B\ -s .:.c l... .... ,_,J\ .:J_,..s. -I.;. ,( ;\rabic) :; ·· -11 ..::.::.:....J. 3 •,::;. -~...u.:w 
.- _,., ~ _, - - • - - • -., • _,r:: - ~ - _,r,;. - , - .,.. _,, - : - ~ : • , • 

. i::.i, (Summa1y of Benefits and CO\•erage, SBC) 

ATANSYON : Si\\' pale Kreyol ayis·yen (Haitian Creole), OU kapab benefisye se\oiS ki gratis pou edew nan lan.g pa W .. Tanpri rele nime\VO 
grat.i!s kr nan R.ezi:me avamaj ak p\vot eksyon sa a (Summary of Benefits and Coverage, SBC). 

A TIENTION : Sii Yous padez franc;a.is (French), des sen.i ces di° aiide lingfilstique vom sont proposes gnt-Wtement. \ .r euillez a.ppeler le 
nume:m sms frai.i s t1gm:mt dans ce Sommaire des prestations et de ba cou.vertme (Summary of Benellirs and Coverage, SBC) .. 

U \\?AG-4: Jiezdi m6,;.,jsz po polslrn (Polish), udost~pnili5my damiowe uslugi ttlmna.cza_ Prosimy zad.vs oniicpod! bezplatny numer podany w 

mmej szyn1 Zestai.•:1eniu s·n-iadczai i Jrefundacji (Summary of Baiefits and Cova-age, SBC}. 

AITN<;AO: Se voce falia portugues (Portuguese), contate o savic;o d e assistencia d e idiomas gratuito_ l.igue pan. o mimero gratuito listado 
n estre Resumo de Beneficios e Coba:t.ma (Summary of Benefns and Cova-age - SBC}. 

A TIENZIONI: : in ca.so la lingua parlata sia. l'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti.. Chiamate il numern 
v erdemclicat o all'intemo di questo Sommario d ei Benefit e della Copertma (Summary ofBenditsand Coverage, SBC)_ 

ACHTIJNG: Fcclil!.s Siie Deutsch (German) sprech en, stehen Thnmkostmlos spucliliche Hilfsdimstlastl!m.g.m zur Verflligung. Bitte ruf en Sie 
die m dieseir Zmammenfassung. der l.eistungen und Kostenubemabmen (Snmmaxy of B enefit s and Cov a:age, SBC) angegebene gebuhrenfreie 
Rlil!.fummneir 8!1ll... 

7.!~~;i:~: B*~ (Japanese) ~i~~:h.'5~-@-, ~J~O)~i!~f~~--- l::'A~ .:'.';fljfflv"t~t::~i''*T o 

~ f {~~~:8 ~ trf~{t O):{I~ J (Summary of Benefits and Coverage, SBC) ~.: ~c~ ~ :h Tv" .Q 7 l} --­
-!;t' -1 '\:' ;t-K T :81i:i~ < t:_' ~v"o 



Career 
Source 

Dental PPO 

Deductible*-Before the plan pays, you'll 
pay all costs up to: 

Employee/Family 

Coinsurance*-Once the deductible is met, 
the plan pays: 

Diagnostic and preventive services (deductible 
waived) 

Basic dental services: 

Restorations 

Simple extractions 

Emergency treatment/general services 

Endodontics 

Periodontics 

Oral surgery 

Major dental services: 

Crowns and bridges 

Dentures 

- Orthodontic services: 

Child(ren) to age 19 

Lifetime ortho maximum 

$50/$150 $50/$150 

100% 70% 

80% 60% 

80% 60% 

80% 60% 

80% 60% 

80% 60% 

80% 60% 

50% 40% 

50% 40% 

50% 50% 

$1 ,000 $1,000 

For more information. please read your plan documents. Additional information such as benefit details , plan limitations and 
exclusions , and the costs of coverage can be found in the Summary of Benefits 



Get rewarded for 
taking care of your smile. 
Our Consumer MaxMultiplier® program rewards you for keeping 
up with your dental care by adding dollars to next year's annual 
maximum. And it's included as part of your dental plan. 

Program highlights: 

Ec11 n award cloll.:irs io1· 

1s1t1ng you1 cl en ti s t .:ti 

leasl once a yea r 

$ 

• YU L!! , !Well cl d•Jll. 11 :, will l '"' iJ I• J 

fJ d 'J •n r Cldlf ll ', h,11 q 11•0"'\vll d 

:I' I.II ;l i ll'lll.-1 1111.-l "lll Ill 

How your award 
dollars add up: 
Here's an example of th e aware! clollars you coulcl 

ea rn if you vis it you r dentist at least once th is year. 

• IJ ll ' S~d d ·N.'lrd '11111,11 , 

'Hl rol l ov.,·r ,_,ac11 "':I 

51 ,500 

5750 

5100 

~ UnitedHealthcare' 



Program rules: 

1. $1,500 is the most award dollars that can be ro lled 

over to the annual maximum. The total annual 

maximum cannot go above $3.000. 

2. If your plan has different annual network and 

out-of-network maximums, the award dollars will 

be based on the annual out-of-network maximum. 

3. Award dollars can be used for claims filed up to 

180 days after your benefit period encls. 

4. Award dollars can be used for both network ancl 

out-of-network claims. 

5. Award dollars do not apply to orthodontic services. 

6. If you sign up for a UnitedHealtl1care Dental PPO 

or Dental In-Network Only (INO) plan in the last 

t11ree months of a benefit period, you will have to 

wait until the encl of the first full month of the next 

benefit period to participate in this program. 

7. If you end your coverage, but sign up again within 

six months with the same employer, you can keep 

your aware! balance as long as your employer still 

offers a dental plan with Consumer MaxfVlultiplier. 

If si:< montl1s or more pass, you will lose the 

award balance. 

8. If your employer decides to change your dental 

plan, your award balance will move with you as long 

as the new plan includes Consumer lvlaxlVlultiplier. 

View your annual maximum 
balance on myuhc.com~ 

Questions? Call the number 
on the back of your ID card. 

~ UnitedHealthcare' 

1You will not actually enrn cash that you c<..tn access or v .. ithrJraw. Unit1::ic!Healthc1.1rr:! actd!:i the award d0Ha1s ro yotH ;;1nnua! ir1a:< irru un for \ht=: ! ollo ·.~1ir1~1 year and applies therri 
to qualifying cla ims. 

The company does not discriminate on the basis of race, co lor, national origin, sex, age, or disability i11 health programs 
and activities. 

We provide free services to help you communicate w ith us. Such as, lette1·s in other languages or large print. Or, you can 
ask for an interpreter. 

ATENCION: Si habla espafiol (Spanish), hay de asistencia de idiomas, sin cargo, a su cl isposic i6n. Llame al rn'.1mero de 
telefono gratuito que aparece en su tarjeta de identificaci6n. 

g~51~ : ~D~1m~~V=J:l3Z: (C l1inese) • ft{ri*.~~1fitm1#~8 ~ tfihflf.J~IH~ 0 ~~~~~ 

This progr.:un 1ncw nol be available in ;;i ll states. Co111po11ents ·3u b1-ect to change. 

This policy has e:.;clusions, limitations ancl terms under which the polk:y may be conHnued in forct: or rJi::;continuOO. For costs and r.:omp!ele d-3ta!l.s of tile CiJ\1erage. •:;ontact either 
yo1 ' ' broker or tile company. 

UnitedHea lthcare dental covernge und8rwritren l)y Unitf;dHP.al thcarc lnsur;;i.nct; Cnmpany. locaHKi in HartloffJ. Gon11ac1i c:ut. Unit-7clH8rtlt l11>1r ~ 11~s11 1 anc"7' Company of Mr=iw Ynrk. 
located in Islandia. t'lew York. or tneir affilia tes A.dministra tive services prov1cfed by 0 8ntal Benelit Providers.. Inc . Dental Banefit Admirnstrafit;o? Ser•1ices 1C 1-\ only!. UBP Se1·11ices lf\IY 
only), Unitecl f-foalthCare Services, Inc. or their Llffiliates. Plans sold in Ts-xas use iJOlicy form number DPOL.OG TX. OPOL 12.T:< and DPOL 12.T'..\ cR-:-v 9 1 G) and ass•Jcirnecl COC 
fnrm numb!'.!rS DCOC.CER.06. DCOC.CER.IND. 12 .TX c1nc:I DCEFn IND 12.T'<. Plans sole In Virginia use poli r:;v lrmn numbe1 DPOL OG VA ·Nirh as.sociat-sd COC fo,m numb.sr DCOC 
CER.06.VA ancl policy form nurnber OPOL.12.VA •Nilh ~sso1; ia t 1::d COC form nurnber DCOC GER. t 2.V.Ui . 

~ilf · i 1.!63 15.0 I 0/ 1 7 t 201 7 United HealthCa1e Ser-1ices . Inc BST0il06 1 17-.1 258 
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Feel good about choosing 
a HumanaDental plan 
The HumanaDental HS Series dental plan has you covered 
for any circumstance. Whether you simply need routine 
dental care or unexpected dental treatment, you know 
what to expect with HumanaDental. 

• No waiting periods 
• No claims to file 
• No annual maximums 

Use your HumanaDental benefits 
After you enroll in a plan and receive your ID card, you 
can manage your plan information on your personal 
home page on Humana.com. 

• You have the freedom to select any participating 
general dentist as your primary care dentist. To select 
a dental provider from our network, simply visit 
Humana.com. Once there, you con also check your 
benefits, email us and get a new or temporary ID cord. 
If you prefer, contact us at 1-800-342-5209. 
Life without claim forms! With the Humana Dental 
Prepaid plan you pay your dentist directly, 
when applicable. 

• Your primary dentist will provide all of your routine 
dental care and you will pay any copayment or 
discounted charges at the time of service. 

Good health starts with ci 

healthy mouth 
Make denta l visits a priority 
One of the first lines of defense in overall health is dental 
care. Regular dental cleanings con help manage problems 
throughout the body, such as heart disease, diabetes, and 
stroke. The HumonaDental Prepaid plan enables you to 
take better care of your teeth, and you 'll pay less for your 
dental care doing so. 

Go to MyDentalIQ.com 
Take a health risk assessment that immediately rates your 
dental health knowledge. You 'll receive a personalized 
action plan with health tips. You can print a copy of your 
scorecard to discuss with your dentist at your next visit. 

FLHK7F8EN 

Questions? 
Check out Humana.com 

Call 1-800-233-4013, Monday through 
Friday, 8 a.m. to 6 p.m. 
(TDD: 1-800-325-2025). 

For exclusions and limitations, please review the Specialty 
Benefits Regulatory and Technical Information Guide 
available at Disclosure.Humana.com. 



HumanaDental Preprnd HS195MB Plan 

The HumanaDental Prepaid plans focus on maintaining oral health, prevention and cost-containment. Members may 
see a primary care dentist as often as necessary. There are no yearly maximums, no deductibles to meet and no 
waiting periods. HS plans copayments for listed procedures are applicable at either a part icipating general dentist or a 
participating specialist dentist. 

A primary care dentist (PCD) may decide that a member needs to see a contracted dental specialist. No referral is 
necessary to see a network specialist. 

Specialists services: Should members need a specialist, (i.e., endodontist, oral surgeon, periodontist, pediatric dentist), 
they may be referred by a participating general dentist, or members can self-refer to any participating specialist. Visit 
Humana.com to find a participating specialist. 

Summary of services 
Services marked with a single asterisk (*) below also require separate payment of laboratory charges, not to exceed 
$200. The laboratory charges must be paid to the plan dentist in addition to any applicable copayment for the service. 

Appointments Member pays 

09310 Consultation (diagnostic service provided by 
dentist other than practitioner 
providing treatment) .. .. .. .. . ....... . ... .... ... $ 15.00 

09430 Office visit (normal hours) ... ... . . . . .. . .. .. . . . . . $ 5.00 
09440 Office visit (after regularly scheduled hours) .. . . $ 35.00 
09986 Missed appointment . .. ....... .... ............. S 10.00 
09987 Cancelled appointment .. . . ....... ......... .. .. $ 10.00 
09999 Emergency visit during regular scheduled 

hours, by report .... .. .. . . .. ... . . . . .... . .. .. ... . S 20.00 

Diagnostic Member pays 

00120 Periodic oral examination (limited to twice in any 
12 calendar months) .. ... . ....... ...... ........ . no charge 

00140 Limited/comprehensive/detailed and extensive 
oral eval .... . ..... . ... .. .. . . . .. . ... ..... .. . . . . . no charge 

00145 Oral evaluation for a patient under three years 
of age and counseling with primary caregiver . .. no charge 

00150 Limited/comprehensive/detailed and extensive 
oral eval (limited to twice in any 12 calendar 
months) .. ..... . ... .. . . .. .. . ....... .... .. . . .... no charge 

00160 Limited/comprehensive/detailed and extensive 
oral eval ... ... . . . . ........ .... ... . . . .. . ... . .. . . no charge 

00170 Re-evaluation-problem focused 
(not post-operative visit) ........... . . . .. ... .. . . no charge 

00180 Limited/comprehensive/detailed and extensive 
oral eval (limited to twice in any 12 calendar 
months) ..•. . ... .. . .. . ... ... .. . . ... . .. . ........ $ 10.00 

00210 X-ray intraoral-complete series including 
bitewings (once per three calendar years) . .. . .. no charge 

00220 X-ray intraoral-periapica~ first radiographic image no charge 
00230 X-ray intraoral-periapical, each additional 

radiographic image .. .. .. . .. ...... . ... . .. ... . . . no charge 
00240 X-rays intraoral- occlusal radiographic image .. no charge 
00250 Extra-oral- 20 projection radiographic image 

created using a stationary radiation source, and 
detector ........ .. ........... .. ....... ...... ........ no charge 

00270 X-ray bitewing-single radiographic image 
(limited to twice in any 12 calendar months) . ... no charge 

00272 X-ray bitewings-two radiographic images 
(limited to twice in any 12 calendar months) ... . no charge 

00273 X-ray bitewings-three radiographic images 
(limited to twice in any 12 calendar months) .. . . no charge 

002 7 4 Bitewings-four radiographic images (limited to 
twice in any 12 calendar months) . .. .. ... . .. . .. no charge 

00277 X-ray bitewings, vertical-seven to eight 
radiographic images (limited to twice in any 12 
calendar months) ..... .. ..... . .. .. .. .. . ..... ... . . no charge 

00330 Panoramic radiographic image (once per three 
calendar years) . .. . .. .. . .. ... . .. . . .. .... . .. . . .... no charge 

00350 Oral/facial photography images ... . . .... . ... . .. no charge 
00415 Collect microorganisms culture & sensitivity . .. . no charge 
0042 5 Caries susceptibility tests . . .. . . .... .. . . . ...... .. no charge 
00431 Oral cancer screening using a special light source .. . no charge 
00460 Pulp vitality tests 

(not covered if a root canal is performed) ....... no charge 
004 70 Diagnostic casts ....... . .. .. .......... . ...... .. no charge 
00472 Pathology report-gross examination of lesion .. no charge 
004 73 Pathology report-microscopic examination 

oflesion .. . ..... .. .. . . ...... . . . . . . . . .. . ........ no charge 
004 7 4 Pathology report- microscopic examination 

of lesion and orea ... . . .. . ......... . ........ . ... no charge 

Preventive Member pays 

01110 Prophylaxis- adult, (limited to three in any 12 
calendar months, by primary care 
dentist) ...... ... ....... ...... ..... . . . . ...... . .. no charge 

Dl 111 Additional adult prophylaxis, with and without fluoride 
(maximum of two additional per year) ... . . .... . $ 20.00 

01120 Prophylaxis-child (limited to three in any 12 
calendar months , by primary care dentist) .. . . ... no charge 

01121 Additional child prophylaxis, with or without fluoride 
(maximum of two additional per year) . . .... . .. . $20.00 

01206 Topical application offluoride varnish (for child 
<16) (limited to twice in any 12 calendar months) .. no charge 

01208 Topical application offluoride-excluding varnish 
(limited to twice in any 12 calendar months) .... no charge 

01310 Nutrition counseling for the control of dental 
disease ........................... . . . .. .. . .. .. . no charge 

Current Dental Terminology© 2018 American Dental Association. All rights reserved. 
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013 20 Tobacco counseling services for the-Control. or 
prevention ofornl disease . . .... . . .. ... . .. .. . ... no charge 

013 3 O Oral hygiene instruction ....... .. ........ . . . .. •. no charge 
01351 Sealant-per tooth . 

. (permanent teeth only to age 16) , . . ........ ... S 10:00 
01510* Spocemointoiner~fixed; unilateral . 

(through age 14) .. .......... . .. .. .............. $ 45.00 
01515' Space moi ntainer-fixed, bilateral 

(throughage14) . .. ....... .. , .. . .. . ... .. . .. . .. . S 45.00 
01520* Space maintainer-removable, unilateral 

(through age 14) ......... , .. .. ...... , .......... S 85.00 
01525'" sp·ace maintainer- removable; bilateral 

(through age 14) ........... ............. ' ...... $ as.oo 
01550 Re ~cement or re-bond space rraihtainer . ... .... $ 10.00 
01555 Removal affixed space maintainer .. ...... ... .. $ 15.00 
01575 Dis.tot shoe space fT]Ointainer-fixed- unilateral 

· (through age 14; primary teeth only) .... . ... , .. $ 55.00 

Restorative Member pays 

D2140 Amalgam-cone surface, primary or permanent. no charge 
02150 Amalgam-two surfaces, primary or permanent. no charge 
02160 Amalgam-three surfaces, primaiy or permanent. . no charge 
02161 Amalgam-four or more surfaces, primary 

or permanent. ...... ... ........... ... ........ .. no charge 
02940 Protective restoration . . . . ..... . ............ . ... $ 15.00 

Resin restorative 
(inlays ond on lays limited to one 
per tooth every five years) Member pays 

02330 Resin based composite:-one surface; anterior ..• S 35.00 
02331 Resin based composite;....;..twb :surfaces, anterior. S . 40 ~00 
02332 Resin based composite-three surfaces, anterior.$ 50.00 
02335 Resin based composite-four or more.surfaces . 

or involving incisal angle (anterior) .... , . ..... .. S 70.00. 
D'.2390 Resin basec:I composite crown, anterior , .. , . ... . $ 70,00 
02391 Resin based composite,-bnesurfoce, posterior. $ 60.00 
D2 392 Resin based composite:_:two surfaces, posterior . $ 80. oo 
02393 Resin based ccimposite'--threesurfaces, posterior. $100.00 
02394 Resin based composite- four or more .. 

surfaces, posterior .... .. ...... ....... .... . . . ... $120,00 
02510* Inloy-rnetallic, one surface .... ,, . .. , . . ... .. .. $ 95,00 
02520* lnloy-metallic, two surfaces . . .... .... , .. .. .... .$105.00 
02530 .. Inlay- metallic, three or rnore surfaces ......... $130.00 
02542* Onlay-'-ornetallic, two surfoce5 . .• , . , ...... . . . . : . $230.00 
D2543"0tilay- rnetollic; threesurfoces .. , .. ... ........ S 23Q.OO 
02544 * Onloy-metaHit, four or more surfaces ..... . .. . $230.00 
02 61b•'Inlay-"pon:~lain/ceramic, one surface .... . .. . .. $230.00 
02620" Inlay--.,pcircelain/ceramic, two surfaces ... .. . .. . $ 230.00 
02630* Inlay-porcelain/ceramic; three or more surfaces . $ 230.00 
02642* Onlay-..:porcelain/i::erarnic, two surfaces. , . .... . $ 230.00 
0264~· Onlay-porcelain/ceromic, three surfaces ... ,. _. , $230.00 
02644• Onloy-porcel9in/c;eramic,fouror more-surfaces. $ 230.00 
D265o• Inlay-resin based ccimpcisite, one surface . ... . S 230.00 
02 651 *Inlay-resin based composite, two surfaces •. .. $ 230.00 
D2 552• Inlay-resin based composite, three or more surfaces $ 230.00 
02662* Dnlay-resin based composite, two surfaces ... . $ 230.00 
02663" Orilay-resin based eomposite, three surfaces .. $ 230.00 
02 664 • Onloy-cresiri based composite, four ot .·. 

more surfaces .•.. .... . ........... . .. . .......... $ 2 3 o.oo 
CrpVlin .i:J nd bridge . 
(limited to one per tooth every five years) Memper pays 
D27lO*Crown~resin based composite; indirect . . . ..... $230.00 
02712' Crown-3/4 resin based ccimposite1iridirect . .. . $ 230.00 

D2720*Crown-resin with high noble metal ... . ... , .... $230.00 
02721 . Crown-resfn with predominantly base metoL . . $230.00 
02722*Crown- resih with noble metal . . ..... ..... .• . . . $ 230:00 
02 740~ Crown -porcelain/ceramic . , . .... . .. . .. .. .... . , $280.00 
02 750* Crown:_:porcelain fused to high noble metal. ... $280.00 
02751 Crown-porcelain fused to predominantly base . 

metal.'.• .· .. . ' .. ... . ' . ... . ' .. ... .. .... ......... $280:00 
027 52* Cro~vn-porcetainfused to noble metal. . , , . .... $280.00 
D2780*Crown~3/4 cost high noble m(:?taL .... . ... . , .. . $230.00 
02781 Ctovi.rn-3/4 cast predominantly base metal . ... $23Q,OO 
02782• Crowri:-3/4 cast noble rnetaL . ............ , .. .. $230.00 
D278YCrown- 3/4 porcelain/ceramic . .. .... . .... . .... $230;00 
D2790'Crown-fu\l cost high noble metot.. , .... , ,_ ..... $ 280.00 
D2791 Crown-full cast predominantly base metal .. . . $280.00 
D2792*Irown~full. costnoblemetol. ... . . . ............ $280.00 
D2794"Crown-titanium .. .. . ... ........ . .... , .•. ...... $ ~30.00 
02799 Provisional crown . ...... . . ..... . ........... , . . . no charge 
02910 Re-cement or re-~ond inlay, onloy, veneer or 

partial coverage restoration.; ............. ... . , $ 15.00 
02915 Re-cement or re-bond indirectly fabricated or · 

. prefabricated post and core , . ... .. , ...... , ..... no charge 
02920. Re-cement or re-bond crown . ... .... . .. . . . . , ... S 15.00 
02929. Uown-Prefabricqtedporcelain/ceramiccrown -

primary tooth . . .• .. . . ... . ... ...... . .. . ... , . . ... $ 75 .. 00 
01930 Prefabricated stainless steel crown-

primorytooth . .. , .. , .... , .. ..... .. .. .. . . , ....... $ 75.00 
02931 Prefabricated stainless steel trown-

permanenttooth .. ~ ................. . , ... ... .. S 25 .QO 
02932 Prefabricated resin crown ..... ,. . , ...... , .. . .... $ 35.00 
02 9 3 3 · Prefabricated stainless steel crown with 

. resin window . . .... . .. ...... . .... ... .. .•. ... .. . $ 35.00 
02950 Core buildup, including any pins .... ......... .. . $ 45.00 
02951 Pinretention- pertooth, in addition to restoration. $ 15.00 
02952• Cast post ond core in addition tocwwn .... ,. , ,. $ 90.00 
D2953* Each additional cast post~same tooth ... , . .. .. $ 90.00 
02954 Prefabricated post and core in addition to crown. $ 90.'00 
D2955 Postremoval (notin conjunction with 

endgdontic therapy) ...... , . -. ............... ... $ 10.00 
02957 Each additional prefabricated post-same 

tooth, base meta! post . .. .. .. ...... .... . . , ...... S 30.00 
D2960 Labial veneer (resin lamihatel-chairside ...... . $ 250.00 
02961* Labial veneer (resin lominateJ-loboratory ... . .. $300.00 
02962* Labial veneer (porcelain lominote)-laboratory. S 280.00 
D2~7Q Temporarytrown(fractured tooth) ... . ,_ .... . ... no charge 
02971 Additional procedure-new crqwn existing 

partial denture ...... .... .. . ... ... . ... . .. , .. .... $ 5().00 
02980 Crawn repair, necessitated by restorative · 

material failure .. , ... ....... ... .... .. ............ no charg_e 
02981 Inlay repair, necessitated by restorative material . · 

failure . ... , . . . ..... ...... .. .. .. . ....... . . . ..... no charge 
02982 Onlay repair, necessitated byrestorotive · 

material failure . .. . ....... ... . ... . .. '. .. , . . ... .. no charge 
02983 V¢neer repair, necessitat('.'d by restorative 

material failure ... . ... ... .. . . . .. . , ... .. . , ....... no charge 
D6940 Stress breaker" ... : ............... ... . ...... ... $110.00 
06950 . Precision attachment, separate frornprosthesis. $195.00 
D6980*Fixed partial denture repair necessitated by 

restorative material failure .......... ........... $ 45,00 

Prosthodontics .(fixed) 
(replacementlimited to every five 
years, adjustments once pet year) Member pays 
06210" Pantie- cast high noble metal. ............. , •.. $ 280.00 
06211 Pontic-costpredorninontly base metal .. , . ...... $280.00 
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06212* Pantie- cast noble metal ...... , •. . . ... . . . . ... , S 280.00 
06240* Pontitc....porcelain fused to high no?te metal . , . . $ 280;00 
06241 Pontic-porceloinfusedto predominantly base .. 

metal ..... . · ..... . ..... . .... ... ...... : .. · .. . . . ,, . .. .... . $280,.00· 
06242* Pontic-porcelain fused torioble metal.. . . . : .. . . $280:00 
06 750· Retainer crown~porcela in fused to high noble 

metal. . .•... . . . ........ .... .... , .. .. .. ... . . .. . .. ... $280.00 
06751 Retainer crown_:_,_porcelain fused to . . 

predominantly base metal . . . . , . '. ....... .... ... $280.00 
D6752* Retainer crown- porcelain fused to noble metal S 280.00 
06790~ Retainer crown- full cast high nob!emetaL ... . $280.00 
06791 Retainer crown-full castpredominantlybase metal. $ 280 .00 · 
06792* Retainer crown-full cast noble metal . .. .... .. . S 280.00 
06794* Retainer crown- titanium . . , .... , ..... . . .... . . •··' $245.00 
06930 Re-cement or re~bondfixed partial denture (per unit); ~ 10.00 
Prosthodontics 
(replacement limitedto every five years) Member pays 
OS110*Complete denture- maxillary . . . . . . ..... ... ; . . .. . $300.00 
05120kforriplete denture-mandi_bulor .. . .. , ... .. . . ... $300.00 
05130* Imrnediatedenture-mmollary ..... , ...... . .•... $ 300.00 
05140• Immediate denture-mandibula r, . .. . . .. . ... . . $300.00 
05211* Maxilrary portial denture~resin base (inducting . 

any conventional Clasps', rests and teeth) . . .. . . $300.00 
05212*Mandibularpartial denture,-resin base 

(!nc[udinganyconventional clasps, rests. ahd . . . 
teeth)' .. ... . . ... ... ... .. ... .. ....... ... .. . .. . ; .. . ........ $300.00. 

05213" Maxi!lary partial denture-:cast metal 
framework, resin denture bases (including any .. 
conventional clasps, rests and teeth):' . '.'·';.' '. $ 300.00 

05214* Mandibular pcirtlal denture- cost metal 
framework, resin denture bases (including any .. . 
conventional clasps, rests.and teeth) .. ... . .. . .. $300.00 

05221 Immediate maxillary partial denture.,. resin 
base (including any cohveritional clasps, rests . 
and teetli) .. .... ; . .. , .... . . . ... ; . , .. ... , .. .. . .. $ 210.00 

0 5222 Immediote mandibular partial denture - resin 
base (including any conventionalclasps, rests .. 

. . . . . . . . · 210 00 and teeth) . .. .. . .. . ... . .. ..... .. : ... . .. . .. ..•. ·.·. ~ . 
05223 Immediate maxillary partial denture - cost metal 

frarrieworkwith resin denture bases (including any 
conventional clasps, rests and teeth) ..... .. ; .. . ..... $ 330.00 

D5)2lf Immediate mandibular partial denture-.cast metal 
frameworkwithresin denture bases (including any 
convennonal ciasps, rests and teeth) .•. .. . . .. .. .... S 3 30.00 

052 25* Maxillary partialdenture-~exible . 
(including clasps, rests and teeth) ... . . . . , ...... $365.00 

D5 226* Mandibular partial denture- flexible '" ·~ . . 
(including clasps, rests andteeth) . , , . ... . .. ... . :,3o5.00 

D5281* Removable unilcitero\partiol denture-one piece 
· · ccist nietal(includir:ig clasps andteeth} . .... ... ... $300,00 
05410 Adjusttomplete dehture-maxill~ry , , .. '··., . .. $ 30.00 
05411 Adjust complete denture-mqnd1buiar .... . . .. . . $ ~0.00 
05421 Adjust partial denture'-ma~ 1llory .. .. ... . ... ... $ :>0.00 
05422 Adjust partial denture-mandibular . ..... ; .. .. . , $ 30.00 
05660* Add clasp toeidstihg partial denture- per tooth $ · 35.00 

Endodontics 
(each pr6cedure !injited tb . . 
once pe'i'tooth per life} Member pays 

03110 Pulp cop~direct (excluding final restoration. } . .. . $ 5.00 
03120 Pulp cop- indirect (excluding fi~cii restorat ion) . . S s:oo 
03220 Therapeutic pulpotomy (ext ludmg final . 

restoration) ... . . .... . ........ .. .. ... ... ...... . .. S 35,00 

O 32 21 Pulpol debridemeht, primary and permanent 
· teeth (Not to be used when root canal 1s done on . . 
the same day) .. . . . , .. . . . . ....... , .. . .. . . .. . .. . . $100.00 

D3 230 Pulpalthercipy (resorbable filli ng)- anterior, .. .. 
prir:norytooth (excluding final restoration) . . .. .. $ 40.00 

03240 Pulpoft heropy (resorbable fiUing)-·posterior, . 
primary tooth {exdudingfinal restoration)·: . . .. S 40.00 

O 331 O Root ca nol Jheropy- anterior tooth (excluding . .. . . . 
finatrestcircition} .. ... .... . ... . . ... .. . . .. .... .. . $100,00 

033 20 Enc:iodont ic therapy, premolai'tooth (exduding 
final restorat ions) .. ..... .. . . .. . .. . ......... . . . . $200:00 

03330 Endodbiltic therapy, molar tooth (excluding 
final restorations) . : .......... , ... . .. , . . ... , ..... $ 250:00 

03 331 Treotment of root canal obstruction- . 
. non-surgica.l oct ess. . . . . .. .. . ... .. . ; . . ... . · . . .. $ 85.00 

03332 Incomplete endodontic therapy-inoperable or . 
fractured tooth ... . . . ... .. .... .. . . ... . ... ; . . .. . $ 96.00 

03333 lnterna! root repair of perforation defects ..... ,. $ 85.00 
03 346 Re treatment cif previousrootconol theropy-,-onterior $180.00 
0334 7 Retreatmentofprevious root canal therapy·'-bituspid S 280.00 
D 3 348 Retrecitment of previous root canal therapy-molar $ 325 .00 
0335'1 Apex ificatiorVre~alc i fication - initial visit (apical 

dosure I colcificrepairof perforations, root . . .. 
resorption, etc.) .. . ..... ... ... . ... .... . , . . .... .. $ 70.00 

03 3 52 Apexifa:atiori/rec6lc ification--interim 
medicationreplucement (indudes any 
necessary rOdiogrophs) . . ... . .. ..... , . . . .. .. . . . S 70.00 

03353 Apexification/reca!cification- final visit 
. (includes any necessary radiogmphsi . . . .. .. . .. . $ 70.00 

03410 Apicaectomy-anterior . .. .......... .... ....... . 512~ . 00 
03421 Apicoectomy- premolar (fi rst root). , . .. . . . . . . . . $ 95.00 
03425 Apicoectomy-molar (firstroot) . . .. . .. . .. . ... . . $ 95.00 
03426 Apicoectorny- (each additional root) . , ...... " S. ()0.00 
0~430 Retrograde filling ;.....; per root .... , ....... : .... . ... $ 40.00 
03450 Rootomputcitioh- per root (not covered in 

conjLH'ictiori with procedure 03920) . . . ... . ... . . S 95.00 
03910 Surgicalprcicedureto isolate tooth with . 

rubberdom . . . ... . . . .. . . . . , . . ..... . .... ... . ... , . $ 19.00 
03920 Hemisection not included in root canal therapy . $ · 90.00 
03950 ConaLpreporatlOn and fitting of preformed 
· dowelor past . ... . . ... .. .. .. . . .. ..... . .. .... .. . S 1s.oo 
Periodontics (gum treatment} Member pays 

04210 Gingivectomyigingivoplosty-fouror mme 
contiguous te.eth or tdoth bounded spaces per . 
quodrpnt . . ... ........ ........ .. .. ..... , . ...... $125.0Q 

04211 Gingivettomy/gihgivop!asty- one to three 
contiguoust eeth or tooth bounded spates per . . . . 

. quadrant , . .. .... ... ... . .. '. ... . .. . ... . .... : ..... $ 40.00 
0~240 Gingivdl flop; including root ploning,.-fouror 

more teeth, per quadrant . ... . .. . . . .. .. . , . .. . . . $150.00 
04241 Gingival flop; inciuding rciot ploning-ohe to. .· 

threeteeth, per quad(a nt , . .... .. . . ...... . . ..... .$113 .00 
04245 Apically positioned flap . .. .. . . ... . . , . , .... ..... . $165.00 
04249 Clinical crown !engtheh ing~hmd tissue .. .. . .. . $120.00 
04260 Osseous surgery (including elevation of o full 

thickness ffop and closure) - four or more contiguous . 
teeth or tooth bounded spaces per quadrant .... .. $ 350.:00 

04261 Osseous surgery (including elevation of a full 
thickness flap arid closu(e) - ohe to three 
contiguous teeth or tooth bauridedspaces per 
quadrant . . .. . . .. .. . .. . . , . : . . : , . . . . ....... . . . .. · $ 350.00 

04263 Bone replacement graft--retained natural . . 
tooth~first si te in quadrant . ....... .. . . .. .. . . .. $180.00 

current Dental Terminology © 2018 American Dental Association. All rights reserved. 
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04 2 64 Bone replacement gra~ -retained natural 
tooth......:each additional site in qucidrcirit .. '·' .. '' s 95.00 

04265 Biological rnoterialswhith can aid soft and 
osseous tissue regeneration .... . ..... .. . . .. .. .. $ 95.00 

04266 Guided tissue regeneration~resorboble barrier, . 
per site . .... .... ... , . . , ... ........ .... ......... . .$215.QO 

04267 Guided tissue regeneration-non resorboble . 
barrier, per site (includes membrane. removal) .. $ 255.0b 

04270 Pedidesoftt issue graft procedure ........ ... . . . $245.00 
0.4271 Free soft tissue graft procedure 

·(including donor5i te 'surgery) ............. ,,., . . $245.00 
042 73 Autogenousconnective tissue graft procedure 

(including donorand redpierit surgical sites) first 
tooth, implant, or edentLilOus tooth position in 
.graft .. ·:· ................ . , ... .. · .... ..... :., .; .· ....... S ·1s.oo 

D4274 Mesio!/distol wedge procedure, single tooth 
·(when notperformed in conjunction with 
surgicql procedures in the some anatomical 
area) ....... . ... , . ..... ... .. . . .................. $ 70.00 

D4275 Nori-aufogenous cqnnectivetissl.!e graft (includi'ng · · 
retipieiitsite and donor h1citeriaO first tooth; 
implant, or .edentulous tooth position in graft.. , ... $ 380.00 

04277 Free soft tissue graft prqcedure (incluqing recipient 
and donorsurgicol sites) first tooth, implant or 
edentulo1.Jstooth position in graft .... ... ... .. ... ... $ 225:00 

042 78 Free soft tissue graft. procedure (includirig 
redpient and doriorsurgical sites) each additional 
contiguous tooth, implqnt oreoentul.ous tooth 

. position in graft s ite .~ ....... ... .. ...... .. .. .. .. ... . s 1moo 
D4283 Autogenousconnective tis5ue graft procedure · 

(including donor arid redpient surgical.Sites) -
each additional contiguous tooth, implant or 
ed.entulous tooth position insorne. graft site .. .. S 75.00 

04285 Non"outogenous ~onr:iective tissue graft prqcedure 
(including recipient surgical site and donor material) 
- each additional contiguoustooth, implant or · 

. ederituloustootH position in same graftsite, ....... $ 380'.00 
04320 Provisionalsplinting-ihtracorohal .. . , . . . ..... . . S 95~oo 
1)4321 Provisional splinting-extraco~onal . ..... .... ... $ 85.00 
D4 341 Pe(iodontal scaling and root planlng-fo.ur 

or moreteeth per quadrant (limitedto a 
maximum of four (/t) quadrants will be paid In 
any combination per 24 calendar months) ...... $ 50.00 

D4342 Periodontal scaling and root planing or\efo three ·· 
teeth per quadrant( a mqximum of four quadrants 
will be poicUn ar;iycombinations, per 24 calendar 
rnonthsfor protedures 04341 and D4342J ..... . $ 50.00 

04346 Scaling iripresenceofgeneralized moderate . 
or severe gingival innarnmatibh~full mouth, 
after oral evalwation (this servicewill reduce 
the num.tier of cleanings available under. Dl 110 
and/or D 1120) ... . .. . • ... . .. . . ... .• ...... . . . .. . . S 50.00 

D4355 Full mouth debridement to enable a 
comprehensive orql evaluation and diagnosis 
on a subsequent visit (pnce per~ve years) ... .. . $ 45.00 

04381 localized delivery of chemotherapeutic ogent:S 
(per tooth) (limited to one~ per tooth per 12 
months to a maximum of th(ee topth sites per 
quodront,.ond p~rformed no less than _three 
months following active periodontal therapy) •.. . S 4 5.00 

04910 Peribdontal maintenance 
(covered only ofteractive periodontal therapy) . $ 50.00 

04911 Additional periodbntal maintenance procedures 
(beyond two per 12 months) .. .. . . ... , ....... . . S 55.00 

Extradilms/oral and maxillo.fcicial surgery Member pays 
07111 Extraction, coronal remnants - primary tooth .. , no chprge 
D 71 40 Extractio11, erupted tooth or exposed root 

. (elevation a11d/()r forceps removal) .. . .... .. ..... no charge 
07210 Extraction,:erwpted to.0th requiring removal of 

bone dnd/orsectioning of tooth, and including 
. elevation .of tnucoperiosteal flap ifindkcited: .. . $ 40.00 
07220 Rem ova[ of impacted tooth-soft tissue . . .. ... . $ 50,00 
07230 Removql of impacted tooth-partially bony: .. .. $ 70.QO 
072 40 Removal qf impacted tooth-comple~ely bony .. $ 85.0Q 
0724.1 Re_movolofimpactedfoo.th-comp[etely bony; 

. . unusual complications bjreport .... . . .. ..... ... . $100.00 
D7250 Surgical rem.oval ofresjdual tooth roots , .. . ..... $ 35.00 
07270 Tooth re~implontaticin and/or stabilizotionof · · · 

accidentally evulsed or dispioced tooth .... ~ .. .. $ 50,QO 
07280 Exposure of an unerupted tobth (excluding .. 

. Wisdom teeth) .. .. . .. .. ... , . . ....... .. .. . . . .... $ 85,00 
D7282 Mobilization of erupted or molpo,sedtooth to. 

aid eruptiqn . . . .... .... ... , •.. ........... ..... . $ 90.00 
D 72~3 Placement of cievice to foCilitcite eruption of 

impcictect tooth ... .. , ........ ... , .. , . ...... . ... $ 90.00 
07285 Intisional biopsy of oral tissue-hard (bone,tooth) . no charge 
07286 lncisional biopsyof oral: tissue~soft (cillothers) . . no charge 
07287 Exfo[iotive cytological sample collection ........ $ 50.00 
07288 Brush biopsy- transepithelialsomple tollecfion .. $ 50.00 
07310 Alveoloplasty·inconjunction With · · 

. . extracticins- perquodrant.., ..... ....... ; .. ... $ 35.00 
07311 Alveoloplosty in conjunction with extractions'-

one tothree teeth or tooth spaces, per quadront. $ 35.00 
07320 Alveoloplasty not in conjunction with 

extractions- per quadrant., . . ... . . .... . .. ..... $ 70.00 
07321 Alveoloplasty notinconjunction with:extroctions · 
. . . ~one to three teeth or tooth spaces, per quadrant $ 70.0Q 
D7 4 71 Removal of lateraLexostosis · 

(maxilla or mandible) .. , ... .. ... . .... . ... .. ... . $ 80.00 
07472 Removal oftorus palotinus ........ ~ .. . , .. .... . $ 60.00 
07 4 73 Rernovolaf ton.is mandibularis . : ..... , . , • .... , .. $ 60.00 
D.7485 Reduction ofosseoustuberoslty, ..... .. .. . . . ... $ 60.00 
D 7510 Incision and drainage of abscess.~ 

introordl soft tissue . . .. . . : ... ......... .. ..... . , .. $ 25.00 
D7511 Inciskm and drainage afobs.cess-introorolspft 

tissue, complicated . 
(includes drainage of multiple fascia I spaces) ... , ... $ 3 5.00 

07520 Incision oriddrailidge ofabscess-extrootal 
soft tissue . ... , ..... . .. . .. . ...... ... ... . . . . . ..... $ 3 5.00 

07521 Incision and drainage of obscess- extrooral soft· 
tissue, complicated 

. (includes drainage Of multiple fostialspaces) ....... $ 35.00 
07910 Suture of recent smoll wounds up toS cm; ... . .. $ 25.00 
07960 Frenulectomy (frer:iectomy orfrenotomy)-

.seporate procedL1re ... . ......... . ... . . ...... . ... $ SO.OD 
07963 Frenuloplasty .... .... , ...... .... .......... .... . . $ 50,00 
07970 Excision hyperplastic tissue-per arch ...... ..... $ 55.00 
07971 Excision of peritoronoal gingiva .. .. ... ..... ..... $ 40.00 

Repairs to prQ?thetics M.~mber pays 

D551 1 * Repair broken complete denture base, 
mandibular . .... ... ......... ......... •. . .... ... $ 15:00 

05512* Repair broken tornplete denture base, maxillary $ 15.oo 
D5520t R.ii!plocemissing or broken teeth-complete · 

dehture (each tooth) ... . ..... •... .. . . .. ... : .. .. $ 15.00 

Current DentolJerr11inology ©.2018 American Qentol Association. All rights reserved. 
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Don't Miss the Boat 
Get on board w ith our boat loan: 

Great rates and payments 

to fit you r budget 

Loyalty discount 

Easy repayment from your account 

No payments for 90 days2 

Now you can sail 

into summer w ith 

RATES 
AS LOW AS 

3.390/o 
APR1 

Call 954-745-2400, Option 4 

or go to 

WeFloridaFinancial .com/summer-boat 

'APR=Annual Percentage Rate. Rate presented Is for a new boat, defined as previously untitled and for a well-qualified 
borrower who has a Premium membership for 10 years. Payment example: Estimated monthly payments on an 84 
month boat loan at 3.39% APR= $13.40 per $1,000 borrowed. Other rates and terms are available if you apply and 
qualify. Loans will not be financed below our noor rate. 1Durlng the de ferred payment period, interest will continue to 
amue on the deferred amount(s) and no late charge or penalty will be assessed. Refer to your GAP Policy for specific 
terms and conditions on your GAP coverage. Offer/rates may change at any time. We Florida financial membership 
is required. 

We fly is a finance program offering loans fo r all 

elements of aviation, including avion ics upgrades, 

aircraft maintenance and fl ight tra ining. 

Visit us: 

lnstagram @WeFlyFinancing 

Facebook @WeFly 

Home Sweet Loan 
(continued from front) 

·APR=Annual Percentage Rate. Rate presented is for a well-qualified borrower. 
Payment example: Estimated monthly payments on a 60 month fixed home 
equity loan at 2.99% APR = $17.97 per $1,000 borrowed. Loan terms and 
conditions depend on credit qualifications and approval. Other conditions may 
apply. Maximum combined loan to value (LTV) cannot exceed 70%. Ot11 er ra tes 
and terms are available if you apply and qualify. Loans wil l not be financed below 
our floor rate. We Florida Financial NMLS ID 705683. Consult your tax advisor 
regarding interest deductibility. ··Estimate of customary fees imposed/charged 
by the credit union or third parties is up to $2,900: We Florida Financial pays these 
cos ts, provided t11e loan is not paid off within 24 months. Offer/rates may change 
at any time. We Florida Financinl membership is required. 

Access Your Accounts, Anytime, Anywhere 

w:e 
Fiorida 

FINANCIAL 

With 24/7 on line banking you can: 

Check your ba lances 

Pay bi lls 

Transfer funds 

Get alerts 

Depos it checks wi th your smart phone 

Sign up fo r E-statements 

Send secure messages to the 

cred it union 



D5 6l1' Repair resin partfol dentwre base, mandibular . . . $ 15.00 
DS 612" Repair resin partial denture base, maxillary .. . .• $ 15.00 
05621* Repair cast partial framework, mandibular . . .. . . $ 30.00 
05622* Repair castpartial framework; maxillary, . ... . .. S 30:00 
D5630* Repair or replace broken clasp-:cpet tooth ..... . . $ 15.00 
05640* Replace broken teeth-per tooth .. , . , .. ; . ..... ··' S 15.00 
D565Q* Add tooth to existing partial denture .. . . . .. . .. . S 30.QO 
D5670* Replace all teeth and acrylic on cast metal 

. frarneiNork-maXillory . . ... .. ... ... , . . . : .. . .... $1 65.00 
DS 6 71 *Replace all teeth and ciqylic on cast metol 

framework- mandibular, .......... ... . ... .. . . .. .$165.00 
D5710* Rebose complete mciidllary denture .. . . . .... ... $ 75.00 
05711* Rebase complete niandiblilar denture . .. .. . .. .. S 75.00 
D572D*Rebase maxillary pdrtialdenture . .. •....... . . . . $ 75.00 
05721 * Rebase mandfbufor partial denture ... '·· .. .... .. S 7s:oo 
DS 730 Reline complete maxillarydenture (chairside) .. . $ 50.00 
05 7 31 Reline complete mandibular den tu re (chairside) $ 5 Q.00 
05740 Reline maxillary partial denture (cholrside) ... ... $ 50.00 
05741 Reline .mandlbularROrtidldenture (choirside) . . . $ 50.00 
DS 750~ ReUne complete maxillary denture {laboratory) . $ 3SJ)O 
05751 *Reline complete hiaridibulor denture 

(laboratory).~ - · ... , .... • .. ... . ... ; ... .. .... . ;, .. . S 35.00 
05 760* Reline maxillary partial denture (laboratory) . . ... $ 35.00 
OS 761* Reline mandibular·partiol denture (laboratory) . . S 85.00 
05810* Inter.im complete denture (maxillary} .. .. . •. . . . .. $ 230.00 
05811 * ln.terim complete denture (mandibular) . •. ... .. . $23.0.00 
05820* rnterim partial denture (rncixHtary), . .• ... , .. .. .. $ 60.00 
D5821*Interim partial denture (mandibi.J lat) .. . , .. ... .. $ 60.00 
05850 Tissue cbnditioning, maxilta1y .. . . ..... ..... . ... ; S 30.00 
05851 Tissue conditioning, mandibular .... .. . . . . ... ... $ 30.0D 
05862* Preci~ion attachment, by report ... .. . .. . .. . .... $160.00 
D6214*Pontictitonium , . : ........ . ... . .. . .. ... . .. ... . . $230.00 
D6245* Pontic~porcelaih/cerarriic , . . . .. .... . . , . .... . . . $230.00 
06250* Pontic'-resin with high noble metal .. . .... .. ... S 230.00 
06 2 51 Pontit:- resi n with predominantly base metal ... S 230.00 
06252~ Pontic--resin with noble metal .•. . . . . .. . ... , . .. S 230.00 
062 53* Provisional pantie . . ~- .. .. . . . . ....• , . . . ... . . . . . . .. no charge 
06545* Retainer-cost metal, resin bonded 
. fixed prosthesis ... ......•. . ... . •. .•.. . . . ... . . . .. $200.00 
06549 Resin retainer - for resin bonded fixed prosthesis $ 200.0Q 
06600* Retainer inlay-:porcelain/ceramic; two surfaces. $230.0Q 
06601* Retainer inlay- porcelain/ceramic; three or 

more surfoces ... . . .. . . . . .. . .. . .. ... . .. . . .. .. . , $ 2 30.00 
D.6602' Retainer inlay---q:ist high noble metal, t _\,\lo 

surfaces .. .. . . . .... .. .. . .. . . • .. • ,, . .. . . . .. .. . . . . .. $230.00 
06603* Retainer inlay-costhigh noble metal, three .br 

. ·. more surfaces ..... . ... .. . .. .. . . . . ... . .. .. .. . .. $230.00 
06604 Retainer inlay-costpr.edominantly pose rnetal, 

two surfaces ... •. ..... .. . . .. .. . . . .. ......... .. . $230.00 
06'605 Retainer inlay-:cast predominantly base rnetol, . ·. 
. . three or rnore surfaces .. . . .. ..... ..... ... . ... .. $230,00 
066p6• Retainer inlay-cast noble metal, two surfaces . $230.00 
06607"' Retainer inlay-cost noble .metal, three or cnore 

surfqces.' .. .. ... . . ..... ... ' .. . . .. . ' . . . .. ; . . . .. $230.00 
06608• Retainer onlay- porcelain/ceronnic; two surfaces $230.00 
06609" Retainer onlay-porcelain/ceramic; three or 

more surfaces . . . . . .. •. .. . .. . . .. .. . . .. .. •. .. . . . $ 230.QO 
D6610"Retoiner onlay-cast high noble metal, two · 

surfaces ; . .. ' ·· . . : . .... ,, . . .. .. .... . . : .. .. ... .. $230.00 
D66ll*Retainer onlay.......,cast high noble metal, three or 

. .more surfaces ... . .. . , . .. .. . . , , .. ... ..... .. .. . . S 230.00 
D6612 Retoinero11lay- cast predominantly base 

metal; two siJrfqces . . . . . . .. . . . ... •. . ' ... . ' . . . . $ 2 30. 00 

0661 J Retainer onlay'-cost predominantly base 
metal, three or more surfaces .. .. . . .. '. .. . , . , .. . $230.00 

D6614*Retainer onlay- cast noble metal, two surfaces. $230.00 
D6615* Retaineronlay- cast noble metcil,three or 

more surfaces . . . .. . ...... . . . . . . . , . . ... . . . .. .. . $ 230.00 
()5710,· Retainer crown-indirect resinbosed composition. $ 230.00 
D6720* Retqiner crown-resin with high rioble ni etal . . . S 230.00 
06 721 Retainer t:rown:--reSin with predominantly base metal $230.00 
06722* Retainercrovvti-resin with noble metal .. .. ... . $ 230.00 
06740* Retainer crown-poi'celain/ceramrc. .. . .. . . , .. .. $230.00 
D6780' Retainer crown-3/4 cost high noble metal .. ... $230.00 
06781 Retainer crown-3/4 cast predominantly base 

metal .. ..... . ..... . . . .. . , . .. . .. .. . . . . ... . .. ... . $230.00 
06782* Retainer crown-3 /4 cast noble metal . . ... ... . . $2 30:00 
[)6783* Retainer crown~3/4 porcelairi/ceromic, denture $230.DO 
Adjuncthie general service Member pays 

09110 Palliative (emergency) treatment of dental. 
pain-minor procedure ... .. , .... . . . , . ... . . . ... . $ 10.00 

D9120 Fi~<ed partial denture sectioning , . . ; . ..... . .. .. . i•o charge 
D9 210 Local anesthesia not in conjunction with 
. .· . operative or swrgicql procedure~ .. .. . .. . . .. . .. . .. no charge 
09211 Regional block anesthesi() . .. .. .. . ... ... . . . ... .. no charge 
09212 Trigerninal division block.anesthesia . . .. . , .... .. no charge 
09215 lot ulanesthesio in conjunction with operative 

orsurgit alprqcedures .. . ...... .. ......... . .. . ... no charge 
D9222. Deep sedationigeneral anesthesia - first 15 minutes$ 7 5.00 
D9n3 Deep sedoti9n/genera! anesthesia - each · · · · 

subsequentl5 minute increment. ; .. ; . .. . . . . .. $ 64.00 
09230 Inhalat ion of nitrous oxide/onolgesid, onxiolysis $ 15.00 
09239 Intravenous moderate (conscious) sedation/ 

onolgesia .:.: .first 15 minutes .. _, . . ... . ... . ... . : . . $ 75:00 
09243 1ntravenous moderate (conscious) sedation/ 

Oli()lgesia - each subsequ~nt 15 minute 
iticrement .. . , ..... . .. . ... ... ... ... " . .... ... .. $ 64.00 

D9248 Non-intravenous conscious sedation . . ... . .... . $ 15.00 
094 50 t ase presentation, detailed and e:<tensive 

. treatment planning .,. : ... .•. . .. .. . . . . . . . . , .... . no charge 
09610 Nori-intravenouscon:;cious sedation . . .. . , .. .. . $ 15.00 
09612 Therapeutic parenteraLdrugs, t~vo or more 

administrations, different niedicotions .. ... . , . . $ 25.QO 
09630 Other drugs and/or medicaments, by report .. . . $ 15.ciO 
09910 Application of.desensitizing medicament ...... . $ 15.00 
09940 Ocdusal guard. by report . ... . , .. . . .... . . . .... . .. $ 8s:oo 
09942 Bepair ondlor re line ofocclusal gpard . . . . ... . . .. $ 40.00 
09951 Occlusaladjµstment-limited . .. . . . . . ..... .. . . . $ 25.00 
09952 Qcciusai adjustment~cornplete .. ... . .. . . . . , . . $150.00 

. Bleaching Member pays 

099.72 External bleaching in office- per arch . .. . .... •. $125.00 
09975 External bleacilir\g in home'-per arch . . . . . ...... $125.00 

Orthodontks Member pays 
08070 Comprehensive orthodontic Ueotment of the 

transitional dr:ntition .. . . .. ... .. .. . . . .. .... . . . $1,800.00 
Consu ltatiori ..... . . . . , .. ... ... . . . . . ... . . :.· . .• . nci charge 
Evaluation ... . ... . .... . . . .. .. . . . . ...... . . .. . . $ 35.00 
Record5/trecitrnent planning ... .. . . . . , ... . . ... S 250.00 

08080 Comprehensiveorthodontictreatrnent of the 
adolescent dentition .. . . . . •. , .•. , . . . . , . .. ... . $ 1,800.00 
Consultation .. . .. . . . . .. . . .. .... . .. . . .. . .. .. .. . no charge 
Evaluation .. . . ... . ... ... . , . . ; . . . . .. .. . ... . ~, . $ 3 5.00 
Refords/treotment plo nning .. . . ... . ... . . . ... . $ 250.00 

Current Dental Terminology © 2018 American Dental Association. All rights reserv~¢ . 
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08090 Comprehensive orthodontic treatment of the 
adult dentition ...... .. . .. .. ... ... . . ... . . . . ... $ 2,000.00 

08680 Orthodontic retention .. .. . . . .. .. .. . .... ... ... $ 450.00 
08693 Re-cement or re-bond fixed retainer . . .. . . .. .. no charge 

NOTE: 
Not all participating dentists perform all listed procedures, including amalgams. Please consult your dentist prior to 
treatment for availabilty of services. 
Unlisted procedures may be eligible for up to a 25% discount. Members may contact their participating provider to 
determine if any discounts apply. 
When crown and/or bridgework exceeds six units in the same treatment pion, the patient moy be charged an 
additional $75 per unit. 
Some covered services are typically only offered by a specialist (like many oral surgery procedures) 
Additional exclusions and limitations are listed along with full pion information in your certificate of benefits. If you 
do not have a certificate of benefits, please review the Specialty Benefits Regulatory and Technical Information Guide 
available at Disclosure.Humana.com. 

Current Dental Terminology© 2018 American Dental Association. All rights reserved. 
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Florida: HS195MB 

Implants Services: 
Implants and implant supported prostheses are covered with a 50% copayment up to an annual maximum benefit of $1,500 
and a $10,000 lifetime maximum benefit. The Member is responsible for payment of the copoyment and any amounts in ex­
cess of the annual maximum benefit. No benefits for implants and implant supported prostheses ore available after the lifetime 
maximum is met. 

Implants and implant supported prostheses covered under th is plan ore limited to the replacement of permanent teeth ex­
t racted while covered under this plan, or for replacement of a prior prosthesis if it hos been at least five years since the prior 
insertion, and is not, and cannot be mode serviceable. 

NOTE: 
1. Not all Participating Dentists perform all listed procedures, including amalgams. Please consult Your dentist prior to treatment 

for availability of services. 
2. Some Covered Dental Care Services are typically only offered by a specialist (l ike many oral surgery procedures). 
3. When crown and/or bridgework exceeds six units in the same treatment plan, the patient may be charged and additional $75 

per unit. 
4. Additional exclusions and limitations ore listed along with full plan information in your Certificate of Dental Benefits. 
5. Copayment amounts for listed procedures are applicable at either the Participating General Dentist or Participating Specialist. 

Specialist services ore only available in areas where the dental plan hos a Participating Specialist. 

Humana 
FLHKKS3EN 
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:· How to view a copy of your 
: dental identification (ID) carp 

You will have access to view and print your 
dental ID cards via the website or mobile opp 
within 10 working days of enrollment. 

Here's how 
• Go to Humana.com and sign in/register for 

MyHumono (Hove your Humana member ID 
or Social Security number available) 

• Click "Access your ID Card" under "Tools & 
forms" in the lower right of your MyHumana 
home page or in the page's footer under 
"Tools & Resources" 

• A new window will appear with links to the ID 
card or proof of coverage 

• Print if desired. 

Humana. 
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Coll Customer Core at 1-866-4ASSIST 
(1-866-427-7478) for assistance or 
more information 

Humana.com 



• If you expect to pay more than $300 for dental care, your 

dentist may submit a proposed dental treatment plan that 
Humana will use to determine if your dental benefits cover 
the treatment. 

• This is known as a "predetermination of benefits" (also 
called "prior authorization"} 

• The dental treatment plan may include: 
- A list of services to be performed, including any supporting 

documentation 

- A written description from the dentist of the treatment 

- An itemized list of costs 

• Please note: With limited exceptions, predetermination of 
benefits must be granted before the service is provided. It 
will remain valid for up to 90 days after the review, and is 
not a guarantee of what we will pay toward the treatment. 

Humana 



Relationships are,built ontrust. Respect for an individuai's privacy goes a ldhg way toward building trust. 
Humana values our relationship \i\lith you, and we take ydui' personal privacy seriously. Humana'.s Notice 
of Privacy Praetices outlines how Humana may use or diselo.se your personal C!nd health. information. It 
also tells how we protect this ihformaticin. The notice provides an explanation of younights concerning 
your information, induding how you can access this information and how to lim'it access to your 
information. In addition, it provides instructions on how to file a privacy complaint.with Humana or to 
exercise ahy of your rights regarding your information. 

If you'd like a copy of Hurriana's Notice of Privacy Practices, you c~m requ$st a copy by: 

Visiting Humana.com and clicking the Privacy Practices . link at the bottom of the home page 
~ E~mailing us at privacyoffice@humana.com 
• Sending a written requestto: 

Humana Privacy Office 
P .0. Box 1438 
Louisville, KY 40202 



Humana Special 
Discounts Program 
The goal is to help you achieve lifelong well-being through a 

balanced sense of purpose, belonging, health and security. 

Your wellness is Humana's business 
To make it easier and more affordable to take better care of yourself, Humana 
offers the Special Discounts Program. This isn't an insurance plan. It's a 

discount program to strengthen your personal well-being and enrich your life. 

As a Humana member, you have access to this valuable program. 

Humana's Special Discounts Program can help you look and feel your very best 
by giving you more choices and savings for health and wellness procedures. 

All discounts are available to Humana group members at the time of service 
with unlimited usage. 

To access Humana's Special Discounts Program, sign in to MyHumana.com, 
go to the "Coverage" tab at the top and scroll down to Special Discounts. 

Weight loss 
Nutrisystem provides unique solutions for weight loss and weight management by delivering delicious, portion­
controlled meals directly to the home. Members will receive a 50% discount off every Nutrisystem plan, seven 
free high-protein shakes, and free shipping on all orders. 

~ Lasik 
~ Experience the benefits of Lasik and save. With nearly 600 locations nationwide, members may choose any 

in-network provider and receive these discounts: 15% off standard prices or 5% off promotional prices. Extra 
member value-having performed over 1 million procedures nationwide, LasikPlus® is the featured network 
provider and offers members: 
• Special set prices • Multiple technologies 
• Free Lasik exam (save more than $100) (100% bladeless procedures) 
• Financing options • Free enhancements for life on most procedures 

Teeth whitening 
Smile big and proud with a fresh set of pearly whites. Humana teamed up with ProSmileUSA ™to offer up to 
70% off teeth whitening. Just go online and order the ProSmileUSA state-of-the-art whitening system. You'll be 
on your way to glimmering teeth. ProSmileUSA, a division of United Networks of America, is a national dental 
lab that specializes in Hi-Intensity™, competitive strength, professional teeth bleaching. 

Humana 
GCHKVGWEN 0322 
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Aflac 
Short-Term 
Disability 
Insurance 
We've been dedicated to helping provide 

peace of mind and financial security 

for more than 60 years. 

THE INSURANCE POLICY DESCRIBED HEREIN PAYS BENEFITS FOR SHORT-TERM DISABILITY CAUSED BY 
SICKNESS OR OFF-THE-JOB INJURY. THE POLICY IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A 
SUBSTITUTE FOR MAJOR MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTH ER MINIMUM 
ESSENTIAL COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 

A57675RFL IC(G/22) 



Aflac 
Choice 
HOSPITAL CONFINEMENT INDEMNITY INSURANCE - OPTION 1 

We've been dedicated to helping provide 

peace o~ mind and financial security 

for more than 60 years. 

THE POLICY IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR 
MEDICAL COVERAGE. LA.CK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMUM ESSENTIAL 
COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 

B40175RFL IC(1/23) 



Aflac 
Cancer Protection 
Assurance 
CANCER INDEMNITY INSURANCE - OPTION 2 

We've been cledicated to helping provide 

peace of mind and financial security 

for more than 60 yea rs. 

THE POLICY IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR 
MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMUM ESSENTl.A.L 
COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 

B70275FL RC(6/21) 



Aflac 
Critical Care 
Protection 
SPECIFIED HEALTH EVENT INSURANCE - OPTION 3 

We've been dedicated to helping provide 

peace of mind and financial security 

for more than 60 years . 

THE POLICY IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR MEDICAL 
COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMUM ESSENTIAL COVERAGE) MAY RESULT 
IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 

A74375FL RC(3/22) 



Aflac 
Accident Advantage 
ACCIDENT-ONLY INSURANCE - OPTION 4 

We've been dedicated to helping provide 

peace of mind and financial security 

for more than 60 years. 

THE POLICY IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR 
MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMUM ESSENTIAL 
COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 

A36475FL RC(3/21) 



Boost your protection with the Aflac Plus Rider 

Like many people, you probably have insurance to cover auto accidents, fires, 

burglaries, and standard hospital bills. But what would happen to your family 's 

finances if you experienced a catastrophic event, such as a heart attack, 

stroke, advanced Alzheimer's disease, or advanced Parkinson 's disease-an 

event that knocked you off your feet? Even a severe case of COVID, flu or 

pneumonia and accompanying costs could change your li fe forever. 

The Aflac Plus Rider can help. This rider can be attached to select policies, 

fu rther boosting your benefits. The .<\flac Plus Rider pays a specific benefit 

amount when you are diagnosed with a covered event. You can use the cash 

to help pay out-of-pocket expenses, such as uti lity bill s, car payments, and 

mortgage or rent payments. For a list of policies the Aflac Plus Rider can 

be added to, please contact your Aflac insurance agent/producer. 

How it works 

AFLAC PLUS RIDER OPTIONAL LUMP SUM CRITICAL ILLNESS BENEFIT RIDER 

BASE AFLAC 
POLICY 

IS APPLIED FOR. • 
AFLAC PLUS RIDER COVERAGE IS ADDED 
TO ENHANCE BASE BENEFITS. 

POLICYHOLDER IS DIAGNOSED WITH A 
HEART ATIACK. 

AFLAC PLUS RIDER 
COVERAGE PROVIDES THE FOLLOWING: 

$5,000 

Tile above example is based on a scenario lor Atlar. Lump Sum Crilir.al Il lness Benelit Rider lhat includes ll1e followinn heneli l conditions: Heart Attack (Crilical Illness Event Benelit) of 
SS,000. The Criticnl Illness Event Benent pays $5 .000 for a covered crilical illness event. 

Benefits and/or premiums may vary based on state. The rider has limitations, exclusions and pre-existing conditions 
limitations that may affect benefits payable. For costs and complete details of the coverage, contact your Aflac insurance 
agent/producer. This brochure is for illustrative purposes only. Refer to t11e policy and rider for complete benefit details. 
definit ions. limitations ancl exclusions. 

Aflac herein means American Family Life Assurance Company of Columbus. 



Aflac Plus Rider Benefit Overview 

BENEFIT: 

CRITICAL ILLNESS 
EVENT BENEFIT 

SUBSEQUENT 
CRITICAL ILLNESS 
EVENT BENEFIT 

CORONARY ARTERY 
BYPASS GRAFT 

· SURGERY BENEFIT 

CRITICAL VIRAL/ 
BACTERIAL ILLNESS 
EVENT BENEFIT 

DESCRIPTION: 

$5,000 upon a covered person's onset date of one of the following: 

1. Heart Attack 
2. Stroke 
3. Coma 
4. Paralysis 
5. Type 1 Diabetes 
6. Traumatic Brain Injury 
7. Advanced Alzheimer's Disease 
8. Advanced Parkinson's Disease 
9. Amyotrophic Lateral Sclerosis (ALS or Lou Gehrig 's disease) 

10. Loss of Independence 
11. Sustained Multiple Sclerosis 
12. Permanent Loss of Sight 
13. Permanent Loss of Hearing 
14. Permanent Loss of Speech 
15. Sudden Cardiac Arrest 

This benefit is payable once per covered person, per lifetime. 

$2,500 upon a covered person's onset date of: 

• a recurrence of that same Critical Illness Event. or 
• an occurrence of a different Critical Illness Event. 

This benefit is not payable on the same day as the Cri tical Illness Event Benefit. 

$1,250 wben a covered person undergoes Coronary Artery Bypass Graft Surgery. 

This benefit is payable once per covered person, per lifetime. 

Pays the highest applicable benefit amount listed per period of hospital confinement or period of 
intensive care unit confinement upon a covered person 's onset date of the following: 

1. Human Coronavirus 4. Pneumonia 
2. Bird Flu/H5N1 5. Ebola 
3. Influenza 

Benefit amounts: 
Hospital confinement 4-9 days 
Hospital confinement 10 days or more 
Intensive care unit confinement 

$1,250 
$3,125 
$5,000 

Maximum amount payable per 180 days is $5,000. 

Refer to the following outline of coverage for benefit details, definitions, limitations and exclusions. 



>Life/ AD&D 
>Voluntary Life I AD&D 
>Voluntary Short Term Disability 
> Long Term Disability 
> Employee Assistance Program 
> Worldwide Travel Assistance 
>Will Preparation Services 
> Online EOI Instructions 

Q- Mu1uaLefOmaua 

Prepared ll/ 11122 

Insurance products and services are offered by Mutual of Omaha Insurance Company or one of its affiliates. Mutual of Omaha Insurance Company, 3300 Mutual of Omaha Plaza, Omaha, NE 
68175. Mutual of Omaha Insurance Company is licensed nationwide. Affiliates: United of Omaha life Insurance Company, 3300 Mutual of Omaha Plaza, Omaha, NE 68175. United of Omaha 
Life Insurance Company is licensed nationwide, except New York. Companion Life Insurance Company, 425 Broadhollow Road, Second Floor Melville, NY 11747. Companion Life Insurance 
Company Is licensed in New York. 
Each company is solely responsible for its own contractual and financial obligations. Products not available in all states. Some exclusions, limitations and reductions may apply. 
460838 
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United of Omaha Life 
Insurance Company 
A Mutual of Omaha Company 

Term Life Insurance 
FOR EMPLOYEES OF CAREER SOURCE BROWARD 

ELIGIBILITY - ALL ELIGIBLE EMPLOYEES 
Eligibility Requirement 

I 
You must be actively working a minimum of 3 0 hours per week to be 
eligible for coverage. 

Premium Payment II The premiums for this insurance are paid in full by the policyholder. There 
is no cost to you for this insurance. 

BENEFITS 
I Life lnsuran.ce 

Benefit Amount 
For You: An amount equal to 1 times your annual salary, but in no event less than $10,000 I 
or more than $250,000 

In the event of death, the benefit paid will be equal to the benefit amount after any age I 
reductions less any living care/accelerated death benefits previously paid under this plan. I 

~~~~~~-;-~~~~~~-"-~---'><-~~~~~~~~~~~~~~-"->~~~~~~~~ -j 

I 
Accidental For You: The Principal Sum amount is equal to the amount of your life insurance benefit. 

11 Death & 
I Dismemberment 

(AD&D) Benefit 
Amount 

1 Liviilg Oare/ -
Accelerated 
Death Benefit 

I Waiver of 
Premium 

' Additional 
AD&D Benefits 

80% of the amount of the life insurance benefit is available to you if terminally ill, not to 
exceed $200,000. I 
If it is determined that you are totally disabled, your life insurance benefit will continue ---1 
without payment of premium, subject to certain conditions. _ j 
In addition to basic AD&D benefits, you are protected by the following benefits: J 

- Childcare - Child Education - Seat Belt ' 
I 

, - Airbag - Common Carrier - Paralysis i 

________ -_C_o_m_ a__ _ ... _ _ J 
Allows you to continue this insurance program should you leave your employer for any i 
reason, without having to provide evidence ofinsurability (information about your health). ! 

I Portability 

I 
I Conversion 

1 
I_ 

travel 
Assistance 

Employee 
I Assistance 

You will be responsible for the premium for the coverage. __ _____ _ , 
If your employment ends, you may apply for an individual life insurance policy from 1 

Mutual of Omaha without having to provide evidence of insurability (information about 
our health .. You yyill be res onsible for the premium for the coverage. 

The Travel Assistance program is an added benefit that provides assistance for your travels 
over 100 miles away from home or outside the country. 
Mutual of Omaha's team of master's level EAP professionals are available 24171365-to 

I 
-i 
i 

I Program (EAP) 
provide you and your loved ones resources for assistance with personal and workplace 
issues. Access to EAP services is obtained by calling 1-800-316-2796 or by using an 
online submission form for employee convenience at www.mutualofomaha.com/cap. 

45103 

1 Online are valuable resources and links for additional assistance, including current events, 
! family and relationships, emotional well-being, financial wellness, substance abuse and 

___ __ a~~~-tion, l_:~~ as~~tan?~ and_~?!~ a~? _ _c:~r_:eer. _ _ 



Hearing 
Discount 

· Program 

·The Hear~gDTscount Program p~ovides you and your familydiscounted h~aring products, 

1 
including hearing aids and batteries. Call 1-888-534-174 7 or visit 

1 www.amplifonusa.com/mutualofomaha to learn more. 
Will Prep - ---·- ·· We work with Epoq, Inc. to offer employees online will prep tools. In just a few clicks you , 
Services can complete a basic will or other documents to protect your family and property. To get 

started visit www.willprepservices.com. 
AGE REDUCTIONS AND EXCLUSIONS 

-~ -- - -

1 Insurance benefits and guarantee issue amounts are subject to age reductions: 

- At age 65, amounts reduce to 65% 

- At age 70, amounts reduce to 40% 

- At age 75, amounts reduce to 25% 

Information about the AD&D exclusions for this plan will be included in the summary of coverage, which 
, you will receive after enrolling. 

Please contact your employer if you have questions prior to enrolling. 



>Frequently Asked Questions 
Who is eligible forthis insurance? 
You mustbe actively \\torking (perfon::iling all nonrnl d-i1ties ofyourjob}at least 30 hours per \Veek. 

What is Guarantee Issue? 
The amount offosurance applied for withoutahs\\ierii:tg any health questions (or which does not require .evidence of insurability). 
Coverage amounts over the Guarantee ls sue Amount will require evidence of insurability. 

What is Evidence of lnsurability? 
E\ridence of fnsurability orpro6f of good health- rrtay be required if :ypu are a l?te entrant and/or yo11 request any additional 
coverage abo:ve your guarantee issue ammmt. 

Can I take this insurance with me if I change jobs/am .no longer a member of this 
.· . ? group. 

In the event this insurance ends due to a cbange in your employmentimembership status with the group; or for certain 6ther 
reasons; you.may have the right to continue this in.surance l~nderthe Portability or Gqnversion provision, subjectto certain 
conditions. 

Are there any limitations, reductions or exclusions? 
The benefits payable< are based on the following: 

• Insurance benefits and guarantee issue atilounts are subject to age reductions: 

-At age 65, amounts reduce tO 65% 

- At age 70, amounts reduce to 40% 

- At age 75, amounts reduce .to 25% 

o Information about theAD&D exclusions for this .plan will be included fri the summary ofCoverage, which you \Vill receive 
~~~· . . . .. . . .. . .. 

All exclusions may not be applicable, or may be adjtisted, as required by state regulations . 

This iriformafion des.crib es some of the features ofthe benefits plan. Benefits niay not be available iil all states. Please refer to the certificate 
booklet for a fuJl explanaticm of the. plan's benefits, exclusions, limitations and .reductions. Should there.be any distrepari ~y bet\veen the . 
certificate bookletand this outline; the certificate booklet will prev~ii. Life insuranceandaccidentaldeath & dismemberment insurance are 
underwritten by United of Omaha Life Irisurimce Company, 3300 Mutiial of Omaha Plai:a; Omaha, NE 68175. Policy forin imn:iber 
7000GM~U-EZ 201 0 or ~ta~e equivaient (in NC: 7000GM~UcEZ 20i 0 NC). United of Omaha Life Insurance Company is licensed . 
nationwide, except NeV.· York. · · 

TERM LIFE INSURANCE • 
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United of Omaha Life 
Insurance Company 
A Mutual of Omaha Company 

~ Voluntary Term Life Insurance 
. . . FOR EMPLOYEES· OF CAREER SOURCE BROWARD 

: Eligibility Requirement j You must he -activeiy working a minimum of 3 0 hours per week to be 
i eligible fo(cove:rage. 

..•.•. ·· • ··• ¥"•"·•·•· ···-- · ·· · ··· ~---- .. "--·- ·-'-··-----··----· ·-·- - ·-- ' ·- .. 
j Dependent Eligi~ility \ To be eligible for coverage, your dependents must be able to perform 
: Requirement 
; ! normal (ldivities, and not pe confined (at home, in a hospital, or in any 

i othercare facility) , and any child(ren) must be wider age 26. In order for 
I your spouse and/or children to be eligible for co\rerage, you must elect 
! coverage foryourself. 

"'"'"''•"' • ¥ .. ... • • "¥ 0 ,• • •o• -•• • o • A o •-' '•' '"' '~ '" ' ' ' ' ' •, i The premiums for this insurance are paid in full by you. : Premium Payment 
,;covERAGE GUl°pELINES . , : . , : . . , , . .. . , ",• .-.· , , , : . , .".< 
. __ ... _ ----· .... . .. .. .. L_ ..... ___ . ~.~ imum - - .. -----------~~:~!:~~~~l}>sue ___ ·-· --·L--.. ----- --~~~!TE.~---- _____ ~ 

! $10,000 11 tim~s annual salary; up to i $400,000, in increillents of For You 

·: $100,000 : $10,000, but no more than 1 
' I . 
: : times annual salary ------.--- --------------·-· ' ... I 100% of employee's 1 100% of employee's benefit, 
[ benefit; · ! up to $200,000 

: siloii$_e' __ -.. · --- ;· -$s,ooci'-- ----
' i up to $10,000 j ;-.-, ........ ~ _ ........ , ..... ~-· ··· · ·· · ·-· · --- ·· - - -~- ---- ----1---.-. - . ----:----i--- - ' 

Children $10,000 110()% of employee's benefit ! 100% of employee's benefit, 

,_ ............ _. ___ - - ·-.. ----~---- _ _ .c ______ J________ i up to $10,0Q_O _ _ 
Subject to any reductions shown below. Giµrantee Issue is available to new hires. Amourits over the Guarantee Issue wilLrequire a 

' health application/evidence of msurability. Fodate e1itrants, all amounts will require a health application/evidence of insurability. 

;·BENEFITS ".,. - .. -· . . ·. -· · . . . . ·. . . . :' ..... · ..... ".', -.::_ '·.· · · ·:,_ · '. ... , ._\:' 

i Lifa lnsUfahce. ! Within the coverage guidelines defined above, you seleet the auiount oflifeins:utance 
l Ben~fit A.moun~ ( cover3:ge you want. . 

I This plan includes the option to select coverage for your spouse and dependent children. 
j Children include those, 1lpto age 26. 

• In the event ofd~ath, the bem~fit paid willbe equal to the benefit amount after any age · 

... ... .. ................... _ .. .. _ .. i .. ~du_c_!~~~~}~-~~;~!?Xl~~ing_~-~L~ .. ccelera,;t~,~-de~!f!_l:i..eP:efi1!_previouslLPaid_~d~! ~gis p_l~.Il· 
; Accidental l For you, yow spouse and your dependent c]iild(r~n): The Principal Sum amo:untis equal to 
; Death · & ! the amount ofthe life insurance benefit 
· Dismemberment : · 
, (AD&D) Benefit ; Al)&b coverage is available if you or your dependents are injured or die as a result of an 

Amount ; accident, and t11e injury or deatli.is in:dependent of sickriess and all other causes . The 
; beriefitamount depends on the type ofloss incurred; and is either all or a portion of the 
j _!'rjncipal ~~!P: ..... __ . _. _ .. _ 

'.:FEATURES . . . . . . . . . . . .'. . . . _ . . , - . ·. 
1 Living Ca~~t l 80% of the amoupt ofthe life insurance benefit is available to you if tenninally ill, not to 
' Accelerated ' d $320 o·oo 1 excee · · . , .. 
·. _[)_~~~~ .. ~:~~-~.!~~-... . _L _ _____ ·--- -- .. ~ "·"-· " -·-·- ·- ·-- -·-·- --- ... -. ---·- ... ., ....... --- ..... __ ,, _____ . ________ , _______ ., _____ ~ .. - --- ·-·--· .. -· ... , ' 
· Waiver of 1 If it is determined that you are totally disabled, your life insurance benefit Will continue 

. ~~=~i-~_"1 _ ..... -- .. L~!.!!1.~~~J?.ay:in~~t of P!.~Il.l;i~'- su~Jl'.c! to _c~rtqin conditio11s. 

45103 



Annual Benefit 
i Amount 
1 Increase 

I If you enroll for even the minimum amount ~f coverage during your initial enrolhilent,y ou 

I
I have the ability to enroll for additional coverage at your next enrollment by up to $10,000, 

provided the total amount of insurance does not exceed your maximum benefit amount. 
This feature allows you to secure additional life insurance protection in the event your 
needs change (ex. you get married or have a child). Amounts over the Guarantee Issue will 
require evidence of insurability (proof of good health). 

-:--:-:-:--~-:-~~;~~~~~~~~~~~~~~~~~~~~~~~~-~~-~~~~~--- . 

Additional In addition to basic AD&D benefits, you are protected by the following benefits : 
AD&D Benefits 1-Seat Belt - Airbag - Coma 

I - Common Carrier - Paralysis 
I =P_o_rt_a_b-ili-ty- Allows you to confuue this insurance progra~ fo~ yours~ifand yo~ depe~d~nt; sh~uld I 

j you leave your employer for any reason, without having to provide evidence of insurability I 
' (information about your health). You will be responsible for the premium for the coverage._ 

I 
·conversion If your employment ends, you may apply for an individual life insurance policy from 

Mutual of Omaha without having to provide evidence of insurability (information about 
J ______ _ your health). You will be responsible for the rem_ium for t}:te coverag<'.'.. ____ _____ _ 

I Hearing 
Discount 
Program 

Will Prep 
J Services 

The Hearing Discount Program provides you and your family discounted hearing products, 
including hearing aids and batteries. Call 1-888-534-1747 or visit 
www.amplifonusa.com/mutualofomaha to learn more. 
We work with Epoq, Inc. to offer employees online will prep tools. In just a few clicks you 
can complete a basic will or other documents to protect your family and property. To get 
started visit www.will~pservices.com. 

!!'9!!!M!!!~iitP.'iiiiifi!~ 

!I nsurance benefits and guarantee issue amounts are subject to age reductions: 

I -At age 65, amounts reduce to 65% 

I - At age 70, amounts reduce to 40% 
1 - At age 75, amounts reduce to 25% 

j Spouse coverage terminates when you reach age 70. 

I Life insurance benefits will not be paid if the insured's death is the result of suicide within two years from the 
I date coverage begins. If this occurs, the sum of the premiums paid will be returned to the beneficiary. The 
I 

: same applies for any future increases in coverage under this plan. 
1 

Information about the AD&D exclusions for this plan will be included in the summary of coverage, which 
I you will receive after enrolling. 

I '. -~!~ase contact your employer if you have questions prior to enrolling. - --- -- .. ·----- ________ J 



Voluntary Term Life and AD&D Coverage Selectibn and Premium Ga!culation 

Please note thaf thepremium amounts prese1ited below may 
vary slightly from the amounts provided on your enrollment 
fonn, due to rounding. 

To select your benefit amount and calculate JOur. premium, 
do tlte follo1ving: · · 

i ) Lo.cate the benefit ampuntyou want from the top· row· of the 
empl~yee pr.emiwn table. Your benefit amount must be in 
an incrcmentofSJ0,000. Refer to the Coyerage Guidelines 

·section fot:minimums andmaximums, if needed. 

2) Find your age bracket in the far Left coJumrt . 

3) Yoilr premium amount is found in.the box wlicr~ the rO\v 

(your age) and the columri:(benetit amount) intersect .. 

4) Enter the beriefit and preniitm-i ai11011nts irito their respective 
areas in the Vohmtary Life andAD&D section .of;/our 
ennillment fonu . . 

lftbe benefit amount you w.ant to select is greater than any 
amowlt in the. table belo.w, select the benefit a~miunt from the top 
row that when multiplied by another numbei; results in the benefit 
amotirtt .you want. ,Fot .ex.ample, if you want $150;000 in 
coverage, )'oU obtain yotlr pi:emiwu <iITT~>lUlt by fnujtiplying the 
rate for $50,000 times 3. 

; -- ~~t:~;~:· +· :~:fi-~~~0~···f: ·?t~,q9-~:. ~·~~~·-~0-if:r-~~2°lg~-.:. · i ----- fi~~9:~P.· •~E~1~~4:§.9~·- · -•!-- t~~2°t9§2'~-l :·f285~~:tj~:::F~~~.Q~.Q~-. r •t:1~i:;99:9: · ·-1 
!. : ·~~E:~Il so~~~~~.w--J~.'$01i=~-]}~::lC~.=L.~-1-·.~~~~:::JJIJI~~=~[s2 , 7.7 --~:JJE23==!J:f~---- -_ ·~r:ElI __ =1=~}3 ___ .=] 
' 40 - 44 i so:1s l $1.57 r $2.35 I $3.14 ! .S3.92 i S4 .71 j $5-49 . i S(l.28 l goo l sns I 
:.A~~ .. :· §.~ .. .li.IiI~:-=:~1~:~~·.3-T~-~=:~:cfi~E:-=:c~.~~f=~~~n~~71:==rj0.9~.--··=JJJ}I=i~~~:i3===:j::~~~o.3f=~r:~rrI£-=-~1 
! 50 - 54 l $1.71 ! $3.42 . l S:5.l2 ! S6.83 l SS'.54 ! $10. 2~ ) $11 .95 i Sl3.66 j S.15 .37 ! Sl 7.08. i 
>-·'•"'·--·-------;.· .. --- ··--- -----i-- ·- -- ·--·· · · ···-t--··--·-- ·· ·------·--- -·-----------· · ····-·----·-·-·--·-··~···--·-·--·-- ---:---""'-·"' "··---·--· ··-···· 
! 55 .. 59 i $2.72 l £5.45 I S8.1'7 . ! Sl0.89 I Slf62 I $16:34. . l $19.06 l $2].78 ! 5'24.51 i $27.23 . i 
:·-51r:·54-T$4~20-·-· .. ·ns:4_o __ Ts12~60--··Ts16.so - ·-- 1"-S21.ao---rs2;i.20~-·--··rs29~~-i--$33 .60-·-~-f'$3.7:s o · ---n42.oo---·--··: 
: : : J~T~:J:s7.02 __ --Tri:ror ........ 1.~~~os - r~s2s.~~-.=:Is3·~~~-~]~f4i09 _·~.=:cS4·9zc=:=-r~~.~l.2 _ =:Tf63·x:1··:-1II?.~E :=~-J 

Follow the method described ~bove to select a benefit amount and calculate premiums for optional deperideilt spouse and/or 
child( ten) coverage. Your spouse's rate is based op youi· age, so findyour lige bracket in the far Left column of the Spouse 

. Premtum Table. Yqur spouse?s premium amount is found in the box where therow{tb~ age) and the column (benefit amount) 
intersect Your spo:use's benefit amount must beinan.increment of S5,0Q0. Refer to the Coverage Guidelines section for . 

minimums arid IDlL"'<ini\imS, if neieded: 

ALL CHILDREN.PREMIUM TA.BLE. . . 

;_(26 ·PAYROLL DEDUCTIONS PER YEAR)* 

*Regardless of how inany children yoµ have, they are inc_luded in. the "Ali Children" prerrihim amounts_ listed in the.table above .. 



>Frequently Asked Questions 
Who is eligible for this insurance? 
• You must be actively worldng (performing all normal duties ofyour job) at ieast 30 hours per week. 

o Y. o\ir dependent(s) must be performing normal activities and not be confined (at.home or in .a hospitaLitare facility) ai1d any 

child(ren) must be under. age 26, 

Whatis Guarantee Issue? 
The amount of insurance applied for without answering any health questions (or \•,..hi ch does not require evidence. ofilisurability}. 
C(nierage amounts over ihe Guarantee Issue Amount will require evidence of insurahility. 

What is Evidence of lnsurability? 
Evidence ofinsW:ability ·or proofof gooci health - may be required if you arc a late cntrantand/or you requestany additional 
coverage above your guarantee issue amourit. 

Can I take this insurance with me if I chc:mge Jobs/am no longer a member of this 
group? 
In the event this insurance ends due to a change ir.i your employment/membership status with the group, or for certain other 
reasons, you. or your insured ~pouse may have. the right to continue ¢is. insurance under the Porta!JilityorConversion provision, 
· subjec~ to certain conditions. 

Are there, any limitations, reductions or exclusions? 
The benefits payable are based oil the following: 

• Insurance benefits arid guarantee issue amounts ai:e subject to age reductions: 

- At age 65, amounts !'educe to 65% 
- At .<i,ge 7Q,. amounts reduce to 40% 

- At age 7 5, amounts reduce to 25% 

• Spouse coverage te:nninaies when you reach age 70. 

o Life insura_nce benefits will not be paid if the insured's death is the resultof suicide \\;ithm two years from the date coverage 
begins. If this occurs, the sum 0fthe premiums paidwiU be returned to the beneficiary. The same.applies foranyJuture 
increases in coverage under this plan. 

• Information about the AD.S:::D exclusions f6r this plan will be included in the summary qf coverage, wb.ich you will receive 
after enrollirig. . 

All exdusions may not be appiicable1 or may be adjusted; as required by state regulations. 

This irifomiatiori describes seine ofthe ·features of the benefits plan, Benefits niay not.be available.in all states. Please refer fo the certificate 
booklet for a full explanation of the plan~s benefits, exclusfons, limitations and reductions .. Should.there be· any .discrepancy betwee1:nhe 
certificate bocikletand this. outline, tlie certificate· booklet will prevail.. Availability ofbenefit5 is subjectto'finaL acceptance and a:pprovai of 
the group application by the unden\'l'iting company .. Life in_surance and .accidental death &. dismembem1entinsurance are. underwritten by 
United of Omaha Life Insurance Compa:ny,3300 Mutual ofOmii.ha Plaza, Omaha, 1'in 68175, Policy fomi number 7000GM-U-EZ: 20 Hi or 
state equivalent (in.NC: 7000Q!-;1cU-EZ2010 NC) . United of OmahaLife Insurance Company ls licensed nationwide. except New York. 

. . . VOLUNTARY TERM LICE INSURANCE • 



United of Omaha Life 
Insurance Company 
A Mutua l of Omaha Company 

Voluntary Short-Term Disability Insurance 
FOR EMPL.OYEES OF CAREER SOURCE BROWARD 

I Eligibility I You must be actively working a minimum of 30 hours per week to be eligible for 
i Requirement 1 coverage. . 
l ., A·~-- ·· " ' '"--.. -·--A---.. - ---·-·• -"-\--------.-~-- 0 ··--~------------~--·· 
; Premium ! The premiums for this insurance are paid in full by you. 
i P<1YmE!nl i . .·_ _ _ _ _ _ ____ _ _ _ _____ ·---
!-'BENEFITS :- ·. - ·. ·. - ·-:· . _ . · .: _ · -.. _- -~-. -~- . ; -'···:._.;-_:_ - _. -.:::-:· -_·-_·_- __ :: ·_:-::-' 

I Elimir\atidn fl-t'you become disabled, there is an elimination period before benefits are payable. Your 
j Period ! benefits begin: 

, ! o On the day of your disabling injury. 
1 ! • On the 8th day of your disabling illness. _ 
j -W~ek:ly:a·enefif ---T Your benefit is equivalent to 60% of your befor(;!-tax ~~~ekly earnings, not to eJ{ce;-d1 iie -- -
I ! plan's maximum weekly benefit amotint kss other income sources. 
i ~ 

i I 
; ! The premiuilt for your short-term disabillty coverage is "'-'aived while you are receiving 

I benefits. · 
. -- -······· -·· · · · - -·~ ~- -- · · ···· - -· - ····· · -..•. -...... -- .-~ ~~--- ._ ,.,_ ·- ~-·-~-~ ~ - ··----------------·---~~ -~~ ~-·---- ·- --~~-~ -~ -··-·- - - ~ 

j Maximum BMefit ! Up to 9 weeks 
i Period !----·-. ____________ _ --------------- __ ______ .... ____________ ---·---- __ 
fMaximum Weekly I $1,250 
i Benefit ! 
,~ ... - .... ·--··---- ·-.. - ---------·-.. ·-··-i'""'-·· --· .. ---- "" - .------ ---- --- - - --- - -- - - ------ -------- - -! Minimum Weekly 1 $10 · 
; Benefit · i · 
i i 

[' F>iirtf~·-ois~1li1itV __ __ Trf ybu beco~ie -disabled and can work part-time (but not full-titne), -you may be eligibl~ 
! Benefits I for partial disability be?efits, which\v:ill help supplement your income i.liitil you are able 

_ _ .... i __ t() E~t_lIPl.!()_~YQ!~P._l_ll-!1~~· ___ __ ... __ _ ________ _ _ ... ···-·· · ·-__ . _ _ ·- _ __ ___ _. _. ....... _ _ _ _ __ 

i Disability and disabled meaJ.1 tlui.t because of an injury or illness, a significant chan:ge in 
! your mental or functional abilities has occurred; for whl.ch you are prevented from . 
I perfonning atle;ist one of the material duties of your regular job and are unable to 
i generate cl,lITent earnings which exceed 99% of your weekly earnings from your regular 

. : iob. You Call be totally or partiaUy disabled duifug the elihlinatioiJ. period. 
- i5~finftion-or-----r weekly earn.ing~-f~r sa1ari~d e-mpJoye-es. is the gross annual salary u;.-~[f;dt~edjately 
' Weekly Earnings i prior t6 the date disability begjns, divided by 52. Weekly earnings for hourly employees 

i is the hourly rate of pay multiplied by the average number ofhours worked per week 
i during the 6 month period immediately prior to the date disability begins: If employed fot 
i part of the pribr 6 month period, weekly earnings is the'. hourly rate Of pay multiplied by 

_ _1_ th~,:?-verP:gx 1:1~~p-~r_9J !!2~-~ ~q*~4~- · ____ __ _ _ _ ___ _ _ _ _ _ _____ _ _ -
'.- FEATµ,R.ES , · -- _ - -- . . _ ' - -,._ -- _- . ., . -

~ Volunt~ry 
; Voc~tional 

Rehabilitation 
; Beli~flt 

44910 

f lf you become disabled and choose to patj:icipate in the vocational rehabilitation 
j program; you will he eligible for a monthly benefitinctease of 10%. 



Port~bili.ty 
---------------- - -----·-- ------ ------ -- - -

The portability feature allows you to apply for disability insurance through a trust policy 
should your employment end, without having to provide evidence of insurability. You 

I will be responsible for paying the premium for coverage. 
Provides a benefit to the employer to assist in covering costs incurred to make workplace 
modifications for you to return to \\'.~_rk. 

The Hearing Discount Program provides you and your family discounted hearing 
products, including hearing aids and batteries. Call 1-8 88-534-17 4 7 or visit 
www.amplifonusa.com/mutualofomaha to learn more. 

VOLUNTARY SHORT-TERM DISABILITY PREMIUM CALCULATION 

Use the premium factor in the table provided below to calculate your premium for voluntary short-term disability coverage in the 
worksheet below, using the example as a guide. 

Bl-WEEKLY PREMIUM CALCULATION 

List your weekly earnings 
(Maximum is $2,083.33) 

Multiply by the premium factor 

Your Estimated Bi-Weekly Premium** 

$ ______ _ 

0.0063692 
$ ______ _ 

EXAMPLE 
(42-yeal'-old employee 

earning $40,000 a yeal') 

$ 769.23 

O.OQ63692 
$ ___ 4_.9_(!) __ 

**This is an estimate of premium cost. Actual deductions may vary slightly due to rounding and payroll frequency. 



>Frequently Asked Questions 
Who is eligible for this insurance? 
Y qu must be ~ctiv~ly working (perfom1ing all norinal .duties of your job) atleast 30 hours per \veek. 

How long will my benefits be paid? 
Benefits begin after the end of the elimination period and, can be payable up to the maxinl.uhl benefit period as long as you 
remain disabled. · 

Will my benefits be reduced by other sources of income? 
Yes, depending on the type of income you receive, Your. b¢nefit amount may be reduced by other sources of incom(! such as 
retirernent/govermnent plans, other group disability plans, p<!id family lea,1e, salary contibuance/skk leave, settlements on 
payments received an:d no~fauJt benefits. . . 

Does this plan cover me if I become disabled dL1e to ;;;m injury at work? 
No,yolir STD insurance only provides benetits for off-the-job coverage for disabilities due to injury or sickness. 

Are there any limitations or exclusions? 
The benefits payabie are subject to the fo llowing: 

" Your plan is stibjec.tto. a pre-existing condition limitation. A pwexisting condition is one for whith you have received medical 
treatment, consultati.on,. care or: services including diagnosticmeasures, or if you were prescribed µr took prescription 
medications iri the predetenumed tim,e f~ame prior to yo11r: effective date of coverage. The pre-existing. condition under this 
plan is 316 ivhich means arty conditiO~ that you rec~ive medical attention for in the 3 months prior to your effective date of 
coverage that results in a. disability duiingthe fir$f6 months of coverage, w0uld not be covered. 

" Benefits ate not pay(lble for any disability or loss. that: 

- Results from art.act of declared or undedared war or armed aggression 

- Results froi:n .. participatfon in ariotor cominission of or attempt to commit a felony 

- Results frcim elective or cosmetic surgery or prbcedure, or 'resulting c6ri1plicatioils, imless such surgery prprocedure is 
medically necessary for the appropriate diagnosis and tre:atment of your mjury or illness 

- Arises ou t of or in the course of empli:iyment with t he policyholder for benefits under any \vorkers' .cQmpeilsatioii or 
occupational.disease law, or receives any settlement from the. workers ' compensation carrier 

~ Results, whether the .insured person is sane or insane, from an intentionally self"inflicted injul)• ot illness, suicide, or 
attempted suicide 

- Occurs while incarcerated or imprisoned for any peiiocf exceeding Jl days 

- Is.solely a result ofafailed drugtest 

- Is solely a result of a loss of a professional license, occupation license or certification 

All exclusions may not .be applicable, OI'may be adjus.ted, as required by state regulations .. 

Can I take this insurance with me if I change jobs/am no longer a member of thi~ group? 
In t hee.vent this irisillance ends .due to a change in your employl'nent/meinbership status with the group, or for certain oth~.r 
reasons, you have .. the right to port yciui coverage to a group fu!st plari, s'(Ibject to certain conditions. 

This.infonnation.describes same.ofthe features oftlie benefits plan. Benefits may not be .ava.ilablein all states . Please refer to ilie certificate 
bbokleffor afuil explanation of the plan's benefits , exc;lusions, limitations and reductions. Should there be any discrepancy between the 
certifrcate booklet.amfthis sum1n:1ry, the· certificate booklet will prevail. Benefits availability is subject to final acceptance and approval of 
the group application by the underwriting company, [lisabi lify income·insui:ance is. unde[\yritten by United ofOmaha Life Insurance 
Company, 3300 Mutual .ofOrnaha Piaza, Omaha, NE ij8175, J-800-769-7159. Unitedofbmaha Lifelnsnrance Company is licensed 
nationwide~ except in New York. Policy fonn number G2018MP. · 

VOLUNTARY SHORT-TERM DISABILITY INSU~NCE • 



Q 
MllTllillJJ'Omamr 

United of Omaha Life 
Insurance Company 
A Mutual of Omaha Company 

Long-Term Disability Insurance 
FOR EMPLOYEES OF CAREER SOURCE BROWARD 

ELIGIBILITY - ALL ELIGIBLE EMPLOYEES 
I Eligibility 
I Requirement 
I - --

You must be actively working a minimum of30 hours per week to be eligible for 
coverage. ! 

t----~-------------------·----------- - j 
1 Premium 
I Payment 

The premiums for this insurance are paid in full by the policyholder. There is no cost to 1 

you for this insurance. 
BENEFITS 

I 
Eli~ination I Your benefits begin on the later of 60 calendar days after the onset of your disabling 
Pen~---- injury or illness or the date your short-term disability ends. 

I Monthly Benefit Your benefit is equivalent to 60% of your before-tax monthly earnings, not to exceed the 
I plan's maximum monthly benefit amount less other income sources. 
I 
I The premium for your long-term disability coverage is waived while you are receiving 
I benefits. 

I Maximum $6,000 
I -, 
I 
I , Monthly Benefit 

I
Min~umMonfu~ 1-$-10-0----------------------------·----- - ~ 

Benefit 
1---M_a_x-im_u_m_ B_e_n_e_fi_t -i-I-f_y_o_u_b_e_c_o_m_e_d_i_sa_b_l_ed-p-ri_o_r -to- a-ge- 6_2_, b_e_n_e_fi-1t-s _ar_e_p_a_y_a_b-le_t_o_a_g_e_6_5_,_y_o_u_r_S_o_c_ia_l _ - - --·: 

Period Security Normal Retirement Age or 3.5 years, whichever is longest. At age 62 (and 
I 

I Partial Disability 
l Benefits 

DEFINITIONS 

I older), the benefit period will be based on a reduced duration schedule. 
If you become disabled and can work part-time (but not full-time), you may be eligible 
for partial disability benefits. 

1
_o_ w_n_O_· c_c_u_p_a_t1_o_n-;l_2_Y_e_a_rs ___________________________ ____ J 
Own Occupation 99% during your Own Occupation period, then 85% thereafter. ! 
Earnings Test 
---=--=-- ---=---- 1---------------- ----,-----------------.,..,- ·-·--- -: 
Definition of Monthly earnings for salaried employees is the gross annual salary in effect immediately 

i Monthly Earnings prior to the date disability begins, divided by 12. Monthly earnings for hourly employees '. 
1 ! is the hourly rate of pay multiplied by the average number of hours worked per month ' 
\ during the 6 month period immediately prior to the date disability begins. If employed for 

part of the prior 6 month period, monthly earnings is the hourly rate of pay multiplied by 
the average number of hours worked. 

FEATURES 

! Voluntary 
1 Vocational 
I Rehabilitation 
, Benefit 
!-Survivor Benefi.t 

I - - ---- - ------
'. Reasonable 
I Accommodation 
I 

45 104 

I 
If you become disabled and choose to participate in the vocational rehabilitation 
program, you will be eligible for a monthly benefit increase of 10%. 

I 

If you pass away while receiving disability benefits, a lump sum equal to 3 times your 
monthly bene!!_t will be paid to your eligible SUf\'.~~0_! . ____ . _ ... _ _ _____ _ .. ____ _ 

Provides a benefit to the employer to assist in covering costs incurred to make workplace 
modifications for you to return to work. 



>Frequently Asked Questions 
Whq is ellgible for this insurance? 
You must be actively working(perforniing all nonnal duties of yourjob}atleast 30 hours per week. 

How !orig will rny benefits be paid? 
Benefits begin after the end of the dimfnation period ahd can be payable up fo the maxiintini benefit period as I orig as you 
i:emain disabled. 

Will my benefits be reduceq by other sources of income? 
Y cs, depending on the type ofincome you receive. Your beirefifamount may be reduced by other sources ofincori1e suc.h as 
retirementlgovernmenfplans, oiher'grolip disability plans, paid family lea\1e, saHny continuance/sick leave, sehleni.ents on 
payments received and nocfaultberiefits. 

Does this plari cover me if I bec9me disabled due to ari injury at work? 
Yes, yoi.Jr LTD insurance provides bei1efits for both ori"the-job ai1d off-the-job coverage for disabilities due to injUI)' or sickness. 

Are there any limitations or exclusions? 
The benefits payable are subject to the follo\vihg: 

• Disabilities related to alcohol and drug abuse are cinly payable for tip to 24 m1inths per occurrence. 

• Disabilities related to mental disorders are only payable for up to 24 month.<; per occurrence. 

o Your plan is subject to a pre-existing condition limltatiOn. A pre·existi.iig condition is one for s11ihich you have received medical 
treatnient, consultation, cai:e or seri.iices including diagnostic ineasilres, br if you \vere prescribed or took prescriptfori 
medications in the predetermined time frame prior to yolir effective date of coverage. The pre-existing condition under thi'S 
plan is 3/12 which means any coriditicin that you receive medicii.l attention for in the 3 moriths prior to your dfective date of 
coverage thatfosults itui disability during the first 12 rtioriths of coverage, would not be. covered. 

• Benefits are not payable for any disij.bifjt:y .qr loss that 

- ]lcsultS from an act of declared or Wldeclared war or am1ed aggression 

- Results from participation in a riot or commission ofor attempt to commit a felo:ny 

- Results from elective or cosinetic surgery or procedµre; or resulting complications; unless such surgery or procedure is 
medically necessary for the .appropriate diagnosis and treatment .of your injury or'illness 

- Results, whether the insi1red person is s;rne or insane, from an intentionau;, sel(i:nflicted injury or illness, suicide, or 
attempted suicide 

- Results from akcihol and drug abuse andlor substance abuse, except as noted abo\'e 

- Results from a mental dis9rder, except as noted above 

- Is caused by. alccihcil and drug abuse and/cir substance abuse; while not being actively supervised byand receiving continuing 
treatment from a rehabilitation center or. designated institution approvedfor such treatment by an appropriate body in the 
governing jurisdiction 

- Occurs while incarcerated or imprisoned for any period exceeding 31 days 

- ls solely a resulfof a failed drug test 

- Is solely a result c.ifa loss of.a professional license, occupation license or certification 

All exclusfons may not be applicable; or.may be adjusted, as requl.red by state regtilations. 

This information describes some of the features of the benefits phn. Benefits may notbe available in all states. Please refer fo the certificate 
booklet. fo~ a full explanation of the plan's benefits, exclusions,. limitations and reductions. Sl:iould there be any discrepancy between the 
certifii:ate booklet a.nd this summary; the certificate bookletwill prevail. Benefits availability is subjectto final acceptance and approval of 
ihe group application by the imderwnting company. Disabiliiy income insurance is underwnlten by United of OinahaLifo Insurance . 
Company;3300 Mutual of Omaha Plaza .• Omaha, ·}.'E 68175., 1 ~ 800-769-7159. United of Omaha Life insurance Cm:npany is licensed 
nationwide, except.in New York. I'olicy form 11timberc>2018MP. · 

LONGcl'ERM DISABILITY INSURANCE 



Life isn t always easy. Sometimes a personal or professional issue can affect your work. health 

and general we ll-be ing. Du ring these tough t imes, it 's important to ha ve someone to talk with to 

let you know you 're not alone. 

With Mutual of Omaha 's Employee Assistance Program, you 

can get the help you need so you spend less t ime worrying 

about the challenges in your life and can get back to being 

the productive worker your employer counts on to get the 

job done. 

~----- We are here for you 

Vi si t the Employee Assistance Program 
webs ite to view timely articles and resources 

on a vari ety of fi nancial, we ll -be ing, 
behaviora l and menta l hea lth topics . 

Learn more about the Employee Assistance Program services 

available to you. mutualofomaha.com/eap 
or call us: 1-800-316-2796 

Enhanced EAP Services 

Employee Family 
Clinical Services 

Counseling Options 

Exclusive Provider 
Network 

• An in-house team of Master's level EAP professionals who are available 24/7/365 to provide individual 
assessments 

• Outstanding customer service from a team dedicated to ongoing tra ining and education in employee 
assistance matters 

• Access to subject matter experts in the field of EAP service delivery 

• Three sessions per year (per household) conducted by either face-to-face* counseling or video 
telehealth via a secure, HIPAA compliant portal 

• National network of more than 10,000 licensed clinical providers 

• Network continually expanding to meet customer needs 

• Flexibility to meet individual client/member needs 

'Califo rnia Residents: Knox-Keene Statute limits no more than three face-to-face sessions in a six-month period per person. Continued on back. 

Q Mu1uaLefOmaua 
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Enhanced EAP Services (continued) 
·.; ,, .~ 

\, . l :r~' 17~-t l l.t;"' r:..-li'W.•• '"' ; D :t:':T'iJ F I'T:.f'f.'i 
" ·'· . .c . 

"" .. - -
Access . 1-800 hotline with direct access to a Master's level EAP professional . 24/7/ 365 services available . Telephone supp,ort ava ilab le in more than 120 languages . Online submission form available for EAP service requests 

. EAP professionals will help members develop a plan and identify resources·to meet their individual needs 

Employee Family . Valuable resources - legal libraries, tools and forms - available on EAP website 
Legal Services . A counseling session may be subst ituted for one legal consultation (up to 30 minutes) with an attorney . 25% discount for ongoing legal services for same issue 

Employee Family . Inclusive financial platform powered by Enrich that includes financial assessment tools. personalized 
Financial Services courses, articles and resources, and ongoing progress reports to help members monitor their 

financial health 

. A counseling session may be substituted for one financial consultation (up to 30 minutes) with 
an attorney . 25% discount for ongoing financial services for same issue 

Employee Family . Child care resources and referrals 
Work/Life Services . Elder care resources and referra ls 

Online Services . An inclusive website with resources and links for additional assistance, including: . Current events and resources . Legal assistance . Family and re lationships . Physical well-being 

. Emotional well-being . Work and career 

. Financial wellness 

. Substance abuse and addiction 

. Bilingual article library 

Employee . Al l materials available in Engl ish and Spanish 
Communication 
Eligibility . Ful l-time employees and their immediate family members; including the employee, spouse and 

dependent children (unmarried and under 26) who reside with the employee 

Coordination with . EAP professionals will coordinate services with treatment resources/ providers within the employee's 
Health Plan(s) health insurance network to provide counseling services covered by health insurance benefits, 

whenever possible 

Insurance products and services are offered by Mutual of Omaha Insurance Company or one of its affi liates. Mutual of Omaha Insurance Company is licensed nationwide. United of Omaha Life Insurance 
Company is licensed natiomvide, except in New York. Companion Life Insurance Company is licensed in New York. Each underwriting company is solely responsible for its own contractual and financia l 
obligations. Some exclusions or limitations may apply. 



Take comfort in knowing that Travel 
Assistance* travels with you wor ldwide, 

offering access to a network of professionals 

who can help you w ith loca l medica l 
referrals or provide other emergency 

assistance services in foreign locations. 

Enjoy Your Trip - We'll Be There If You 
Need Us - 24/7 
Travel Assistance can help you avo id unexpected bumps in 

the road anywhere in the world. For you, your spouse and 

dependent children on any single trip, up to 120 days in length, 

more than 100 miles from home. 

Pre-trip Assistance** 
M inimize travel hassles by calling us pre-departure for: 

• Information regarding passport, visa or other required 

documentation for foreign travel 

• Travel, health advisories and inoculation requirements for 
foreign countries 

• Domestic and international weather forecasts 

• Daily foreign currency exchange rates 

Consulate and embassy locations 

"Brought to you by Mutual of Omaha Insurance Company, 3300 Mutual of Omaha Plaza, 
Omaha, NE 68175. Services provided by AXA Assistance USA (AXA) 

" Available at any time, not subject to 100 mile travel radius 

Emergency Travel Support Services 

Telephonic translation and interpreter services - 24/ 7 

access to telephone translation services 

• Locating legal services - referrals for local attorney or 

consular offices and help maintain business and family 

communications until legal counsel is retained (includes 

coordination of financial assistance for bonds/ ba il) 

• Baggage - assistance with lost, stolen or delayed baggage 

while traveling on a common carrier 

• Emergency payment and cash - assistance with advance 

of funds for medical expenses or other travel emergencies 

by coord inating with your credit card company, bank, 

employer, or other sources of credit; includes arrangements 

for emergency cash from a friend, fam ily member, business 

or credit card 

• Emergency messages - assistance with recording and 

retrieving messages between you, your family and/or 

business associates at any time 

• Document replacement - coordination of credit card, 

airl ine ticket or other documentation replacement 

• Veh icle return - if evacuation or repatriat ion is necessary, 

return your unattended vehicle to the car rental company 

Q Muruat# Omaua 
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WORLDWIDE 
TRAVEL ASSISTAN CE 

Services available for business and personal travel. 

For inquiries within the Outside the U.S. 
U.S. call toll free: call collect: 

1-800-856-9947 (312) 935-3658 

WORLDWIDE 
TRAVEL ASSISTANCE 

Services available for business and personal travel. 

For inq uiries within the Outside the U.S. 
U.S. call toll free : call collect: 

1-800-856-9947 (312) 935-3658 



Medical Assistance 

• Locating medical providers and referrals 

• Communication on your medical status w ith family, 

physicians, employer, travel company and consulate 

• Emergency evacuation if adequate medical facilities are not 

available, including payment of covered expenses 

• Transportation home for further treatment - in the event of 

death, assist in the return of mortal remains 

• Transportation arrangements for the visit of a family member or 

friend if your hospitalization is more than seven calendar days 

Return home for dependent children if your hospitalization 

is more than seven calendar days 

• Assistance with lodging arrangements if convalescence is 

needed prior to, or after, medical treatment 

• Coordination with your health insurance carrier during a 

medical emergency 

• Assistance obtaining prescription drugs or other necessary 

personal medical items 

Identity Theft 

Your Travel Assistance benefit automatically includes Identity 

Theft Assistance, coordinated at no additional cost. Whether at 

home or traveling, this benefit provides education, prevention 

and recovery information to help you protect your identity. 

Education and Prevention 

• Comprehensive ID theft assistance guide 

• Tips to defend against ID theft 

Recovery Information 

• Information regard ing the steps to recover from credit card 

and check fraud 

Guidelines if your Social Security number is compromised 

• Instructions for lost or stolen passport 

• Contact list for financial institutions, credit bureaus and 

check companies 

Assistance 

If you need help with an ID theft issue, case managers are 

available 24 hours a day, seven days a week and can be 

1·eached by calling the same toll-free number used to contact 

AXA: 800-856-9947. 

Travel Assistance Plan Limitations 

AXA will not pay emergency evacuation, medically necessary 

repatriation, repatriation of remains or other expenses 

incurred while traveling within 100 miles of part icipant's place 

of residence, or for any one of the following reasons: 

• A single trip lasts more than 120 days in length 

Traveling against the advice of a physician 

• Traveling for medical treatment 

Pregnancy and childbirth (exception: complications 

of pregnancy) 

There is a maximum benefit amount per person associated 

with emergency evacuation, medical repatriation and/or return 

of mortal remains. 

All additional costs would be the responsibility of the member. 

This includes medical costs which are the responsib ility of the 

person receiving medical services. Services must be authorized 

and arranged by AXA Assistance USA, Inc. designated 

personnel to be eligible for this program. No reimbursement 

claims for out-of-pocket expenses will be accepted. 

Travel assistance services are independently offered and administered by AXA Assistance USA, Inc. (AXA). Insurance benefits provided as part of Travel Assistance underwritten by a third party. 
AXA is not affiliated in any way with Mutual of Omaha companies. Each company is responsible for its own financial and contractual obligations. There may be times when circumstances beyond AXA 
Assistance USA's control hinder its endeavors to provide services. AXA Assistance USA will make all reasonable efforts to help you resolve the emergency situation. Both companies are responsible 
for their own contractual and financial obligations. 

Q MuruaLefOmaua· 

Carry this ca rd with you 
when you travel 

Brought to you by Mutual of Omaha. 

Services provided by AXA Assistance USA. 

---- --- - --- --- -- ----- -- ------ ------- -------- -------- -----~--------- --- - -. 

Q Murual.efOmaua· 

Carry th is card with you 
when you t ravel 

Brought to you by Mutual of Omaha. 

Services provided by AXA Assistance USA. 



Creating a w ill is an important investment in your future. It specifies how you want your 

possessions to be distributed after you die. Whether you're single, married, have children or are a 

grandparent, your will should be tai lored for your life situation. 

Easy, Free and Secure 

Epoq offers a secure account space that allows you to prepare 

wills and other legal documents. Create a will that's tailored to 

your unique needs from the comforts of your own home. 

Epoq provides the following FREE documents: 

• Living Will and Trust 

• Power of Attorney 

• Healthcare Directive 

• Pour-Over Will 

• Last Will and Testament 

Here's how it works: 

• Log on to www.willprepservices.com and use the code 

MUTUALWILLS to register 

• Answer the simple questions from any device and watch 

the customization of your document happen in real time 

• Download, print and share any document instantly 

• Don't forget to update your documents with any major 

life changes, including marriage, divorce, and birth 

of a ch ild 

• Make the document legally binding - Check with your 

state for requiremens 

Create your w ill at www.willprepservices.com 

and use the code MUTUALWILLS to register 

Q Mu1mnefOmaua· 
Underwritten by 

United of Omaha Life Insurance Company 

A Mutual of Omaha Company 

Will and other document preparation services are independently offered by Epoq, Inc. (Epoq) and are subject to its terms of service and privacy policy. Epoq is an on line service that provides 
certain legal forms and legal information. Epoq is not a law firm and is not a substitute for an attorney's advice. United of Omaha Life Insurance Company and Epoq are independent, unaffiliated 
companies. Although United of Omaha Life Insurance Company make Epoq's services available to group life insurance customers, the use of Epoq's services is entirely voluntary. United of Omaha 
Life Insurance Company does not provide. is not responsible for, does not assume any financial liability for and does not guarantee the accuracy, adequacy or results of any service, advice or 
documents provided by Epoq. United of Omaha Life Insurance Company also is not responsible and do not assume liability for any disclosure of personal data or information by Epoq. These 
services are only available to group life insurance customers of United of Omaha Life Insurance Company. This service is not available in New York. 

456098_0822 



Humana Vision plan 
Broward County BOCC 

Summary of benefits 

Vision member services 

~ 877-398-2980 

Humana® BRJ,9MIARD 
- COUNTY ·•·····•·•·· 



Welcome to Humana 

At Humana, we want to help take care of you - with 

benefits that make it easy for you to get the care you 

need, when you need it. With plan options designed to 

fit your vision health and wellness needs, your care is 

always at the core of what we do. 

Review the information in this guide 
to see the benefits available to you. 

2 



Humana Custom Vision 
Broward County BOCC 

Vision care services 
Exam with dilation as 
necessary 
• Retinal imaging1 

Contact lens exam options2 

• Standard contact lens fit and follow-up 
• Premium contact lens fit and follow-up 

Frames3 

Standard plastic lenses4 

• Single vision 
• Bifocal 
• Trifocal 
• Lenticular 

Covered lens options4 

• UV coating 
• Tint (solid and gradient) 
• Standard scratch-resistance 
• Standard polycarbonate - adults 
• Standard polycarbonate - children <19 
• Standard anti-reflective coating 
• Premium anti-reflective coating 

- Tier 1 
- Tier 2 
- Tier 3 

• Standard progressive (add-on to bifocal) 
• Premium progressive 

- Tier 1 
- Tier 2 
- Tier 3 
- Tier 4 

• Photochromatic I plastic transitions 
• Polarized 

Contact lenses 
(applies to materials only) 

• Conventional 

• Disposable 

$10 

If you use an 
IN-NETWORK provider 

(Member cost) 

Up to $39 

$0 
10% off retail 

$230 allowance 
20% off balance over $230 

$15 
$15 
$15 
$15 

$15 
$13 
$0 
$0 
$0 
$40 
Premium anti-reflective coatings 
as follows: 
$57 
$68 
80% of charge 
$0 
Premium progressives as follows: 
$0 
$120 
$135 
$90 copay, 80% of charge less $120 
allowance 
$50 
20% off retail 

$130 allowance 
15% off balance over $130 
$130 allowance 

FLORIDA 

If you use an 
OUT-OF-NETWORK provider 

(Reimbursement) 

Up to $50 

Not covered 

Not covered 
Not covered 

$80 allowance 

Up to $50 
Up to $75 
Up to $100 
Up to $125 

Not covered 
Not covered 
Not covered 
Not covered 
Not covered 
Not covered 
Premium anti-reflective coatings 
as follows: 
Not covered 
Not covered 
Not covered 
Up to $50 
Premium progressives as follows: 
Not covered 
Not covered 
Not covered 
Not covered 

Not covered 
Not covered 

$115 allowance 

$115 allowance 

• Medically necessary _________ $'-'O ____________ __;c$=2=10;:_c;.al'-'-lo'-'w-'--a=n..:c:c=e ______ _ 
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Humana Custom Vision 

Vision care services 
Frequency 
• Examination 
• Lenses or contact lenses 
• Frame 

Diabetic Eye Care: care and 
testing for diabetic members 
• Examination 

- Up to (2) services per calendar year 
• Retinal Imaging 

- Up to (2) services per calendar year 
• Extended Ophthalmoscopy 

- Up to (2) services per calendar year 
• Gonioscopy 

- Up to (2) services per calendar year 
• Scanning Laser 

- Up to (2) services per calendar year 

If you use an 
IN-NETWORK provider 

(Member cost) 

Once every calendar year 
Once every calendar year 
Once every calendar year 

so 
so 
so 
so 
so 

FLORIDA 

If you use an 
OUT-OF-NETWORK provider 

(Reimbursement) 

Once every calendar year 
Once every calendar year 
Once every calendar year 

Up to S77 

Up to S50 

Up to S15 

Up to S15 

Up to S33 

1 Member costs may exceed S39 with certain providers. Members may contact their participating provider to 
determine what costs or discounts are available. 

2 Premium contact lens exam discounts up to 10% may vary by participating provider. Members may contact their 
participating provider to determine what costs or discounts are available. 

3 Discounts available on all frames except when prohibited by the manufacturer. 
4 Lens option costs may vary by provider. Members may contact their participating provider to determine if listed 

costs are available. 

FLHLYLJEN Page 2 of 5 1-800-233-4013 I Humana.com 



Humana Custom Vision FLORIDA 

Additional plan discounts 
• Member may receive a 20% discount on items not covered by the plan at network Providers. Members may contact 

their participating provider to determine what costs or discounts are available. Discount does not apply to EyeMed 
Provider's professional services, or contact lenses. Plan discounts cannot be combined with any other discounts or 
promotional offers. Services or materials provided by any other group benefit plan providing vision care may not be 
covered. Certain brand name Vision Materials may not be eligible for a discount ifthe manufacturer imposes a no­
discount practice. Frame, Lens, & Lens Option discounts apply only when purchasing a complete pair of eyeglasses. 
If purchased separately, members receive 20% off the retail price. 

• Members may also receive 15% off retail price or 5% off promotional price for LASIK or PRK from the US Laser 
Network, owned and operated by LCA Vision . Since LASIK or PRK vision correction is an elective procedure, 
performed by specialty trained providers, this discount may not always be available from a provider in your 
immediate location. 

1 Thompson Media Inc. 

an ® 

FLHLYLJEN 

II Questions? 

Page 3 of 5 

Check out Humana.com 

Call 1-866-995-9316 seven days a week: 
8 a.m. to 6 p.m. Eastern Time 
Monday through Saturday, and 
11 a.m. to 8 p.m. Sunday. 

1-800-233-4013 \ Humana.com 



Humana Custom Vision 

Limitations and Exclusions: 
In addition to the limitations and exclusions listed in your 
"Vision Benefits" section, this policy does not provide 
benefits for the following: 
1. Any expenses incurred while you qualify for any 

worker's compensation or occupational disease act or 
law, whether or not you applied for coverage. 

2. Services: 
• That are free or that you would not be required to 

pay for if you did not have this insurance, unless 
charges are received from and reimbursable to the 
U.S. government or any of its agencies as required 
by law; 

• Furnished by, or payable under, any plan or law 
through any government or any political subdivision 
(this does not include Medicare or Medicaid); or 

• Furnished by any U.S. government-owned or 
operated hospital/institution/agency for any service 
connected with sickness or bodily injury. 

3. Any loss caused or contributed by: 
• War or any act of war, whether declared or not; 
• Any act of international armed conflict; or 
• Any conflict involving armed forces of any 

international authority. 
4. Any expense arising from the completion of forms. 
5. Your failure to keep an appointment. 
6. Any hospital, surgical or treatment facility, or for 

services of an anesthesiologist or anesthetist. 
7. Prescription drugs or pre-medications, whether 

dispensed or prescribed. 
8. Any service not specifically listed in the Schedule of 

Benefits. 
9. Any service that we determine: 

• Is not a visual necessity; 
• Does not offer a favorable prognosis; 
• Does not have uniform professional endorsement; 

or 
• Is deemed to be experimental or investigational in 

nature. 
10. Orth optic or vision training. 
11. Subnormal vision aids and associated testing. 
12. Aniseikonic lenses. 
13. Any service we consider cosmetic. 
14. Any expense incurred before your effective date 

or after the date your coverage under this policy 
terminates. 

15. Services provided by someone who ordinarily lives in 
your home or who is a family member. 

H a ® 

FLORIDA 

I 

16. Charges exceeding the reimbursement limit for the 
service. 

17. Treatment resulting from any intentionally self­
inflicted injury or bodily illness. 

18. Plano lenses. 
19. Medical or surgical treatment of eye, eyes, or 

supporting structures. 
20. Replacement of lenses or frames furnished under 

this plan which are lost or broken, unless otherwise 
available under the plan. 

21. Any examination or material required by an Employer 
as a condition of employment. 

22 . Non-prescription sunglasses. 
23 . Two pair of glasses in lieu of bifocals. 
24. Services or materials provided by any other group 

benefit plans providing vision care. 
25. Certain name brands when manufacturer imposes no 

discount. 
26. Corrective vision treatment of an experimental nature. 
27. Solutions and/or cleaning products for glasses or 

contact lenses. 
28. Pathological treatment. 
29. Non-prescription items. 
30. Costs associated with securing materials. 
31. Pre- and Post-operative services. 
32 . Orthokeratology. 
33 . Routine maintenance of materials. 
34. Refitting or change in lens design after initial fitting, 

unless specifically allowed elsewhere in the certificate. 
35 . Artistically painted lenses. 

Humana Vision products insured by Humana Insurance 
Company, Humana Health Benefit Plan of Louisiana, The 
Dental Concern, Inc. or Humana Insurance Company 
of New York. In Arizona, group vision plans insured by 
Humana Insurance Company. In New Mexico, group vision 
plans insured by Humana Insurance Company. 

This is not a complete disclosure of the plan qualifications 
and limitations. Specific limitations and exclusions as 
contained in the Regulatory and Technical Information 
Guide will be provided by the agent. Please review this 
information before applying for coverage. 

NOTICE: Your actual expenses for covered services 
may exceed the stated cost or reimbursement amount 
because actual provider charges may not be used to 
determine insurer and member payment obligations. 

Policy number: FL-70148-01LG9/15et.al.;FL-70148-01SG9/15et.al. 
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Important~~~~~~~~~-~~~~~~~~~~~~ 
At Humana, it is important you are treated fairly. 
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national 
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital statu s, religion, 
or language. Discrimination is against the law. Humana and its subsidiaries comply w ith applicable Federal Civil 

Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are 

ways to get help. 

• You may file a complaint, also known as a grievance: 
Discrimination Grievances, P.O. Box 1461 8, Lexington, KY 40512-4618 
If you need help filing a grievance, call 877-320-1235 or if you use a TTY, call 711 . 

• You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through their Complaint Portal, available at https://ocrportal.hhs.gov/ 
ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services, 200 Independence Avenue, SW, 
Room 509F, HHH Building, Washington, DC 20201 , 800-368-1019, 800-537-7697 (TDD). Complaint forms 

are available at https://www.hhs.gov/ocr/office/file/index.html. 

• California residents: You may also call California Department of Insurance toll-free hotline number: 
800-927-HELP (4357), to file a grievance. 

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711) 
Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote 
interpretation, and written information in other formats to people with disabilities when such auxiliary aids 
and services are necessary to ensure an equal opportunity to participate. 

Language assistance services, free of charge, are available to you. 877-320-1235 (TTY: 711) 
Espanol (Spanish): Llame al numero arriba indicado para recibir servicios gratuitos de asistencia lingufstica. 
~tJ;cp;t (Chinese): mn ..tlfila'g~~i5~~!lPPJnl~~~~~1H!Hl;iJij~~ 0 

Tieng Vi~t (Vietnamese): Xin gQi so di~n thoc;ii tren day ae nh~n aliQ'c cac dich vt,J ho trQ' ngon ngCr' mien phi. 
~~Ol (Korean): !f.li '2:101 XI~ ;..il:!I~~ ~2.~~~ ¥121 ~:2:£ :ff2:fof~;..12. 

Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tu long 
sa wika nang walang bayad. 
PyccK111i:1 (Russian): no3BOHvne no HOMepy, yKa3aHHOMY Bb1we, YT06b1 nonyY1t1Tb 6ecnnaTHb1e 
yrnyrn nepeso,LJ.a. 
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sevis ed pou lang ki gratis. 
Fran~ais (French): Appelez le numero ci-dessus pour recevoir gratuitement des services d'aide linguistique. 
Polski (Polish): Aby skorzystac z bezpfatnej pomocy j~zykowej, prosz~ zadzwonic pod wyzej podany numer. 
Portugues (Portuguese): Ligue para o numero acima indicado para receber servi~os lingufsticos, gratis. 
Italiano (Italian): Chiamare ii numero sopra per ricevere servizi di assistenza linguistica gratuiti . 
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche 
Hilfsdienstleistungen zu erhalten. 
B*~!i (Japanese): #lfPJ.O)§~!i3Z:ti-ff -t:'7..:t.f:L:'~~O)~'@;' ~;t, ..t~20)m:·l5"*c·d::J~~i5 ( tC.~ l 'o 

~Jl.9 (Farsi) 
.~~ v-°lo.J _§~ OjlA..1i 4 -:_,~lj 0j~ d4j 0~ c._9y_J ..l ._slY, 

Dine Bizaad {Navajo): Wodahf beesh bee hani'f bee wolta'fgff bich'[' hodfflnih ef bee t'aa jiik'eh saad 
bee aka'anfda'awo'd~~ nika'adoowoL 

4, jJlJI (Arabic) 
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Try our Know Before You Go out-of-pocket 

cost estimator 

Humana Vision members hove access to on out-of-pocket cost 

estimator tool, which con be accessed from MyHumona online 

or the MyHumono mobile opp. 

The Know Before You Go cost estimator tool boosts member 

confidence by explaining the different types of contact and 

eyeglass lenses, lens materials and frame categories. 

Using this tool, you con receive estimated total costs ahead 

of time, so there ore fewer surprises when it's time to pay the 

provider. That's what we call human care. 

Here's how to view your estimated total cost in three easy steps: 

0 Sign in to MyHumana at Humana.com, 

select the "Vision" tab, then select "Humana Vision". 

8 Select the "Estimate Costs" tab. 

0 Complete the Know Before You Go out-of-pocket 
cost estimator. 

Many members often have no out-of-pocket 

costs beyond their copays, but you con feel 

better prepared for your visit by estimating 

costs ahead of time. 

u a 
This communication provides a general description of certain identified insurance or non-insurance benefits provided under 
one or more of our health benefit plans. Our health benefit plans have exclusions and limitations and terms under which 
the coverage may be continued in force or discontinued. For costs and complete details of the coverage, refer to the plan 
document or call or write your Humana insurance agent or the company. In the event of any disagreement between this 
communicotion and the plan document, the plan document will control. 

GCHLKMVEN 0322 



Visio iscounts to 
help members see 
a complete p·ctu e 
Humana knows that good vision health is 
important to overall health. That's why we're 
committed to making sure that members get 
the most value from their vision benefits. 

Humana is making it easier to control out-of­
pocket costs with discounts and rebates. We're 
looking out for our members with everything 
you'd expect from a vision plan, plus more. 
That's what we call human care. 

Vision plan members can learn about 
and access all the discounts available 
to you, go to Humana.com and sign 
in. Select Vision, then select Humana 
vision, then select Special offers. 

~ A vast network 

Our network consists of private practitioners 
including ophthalmologists and optometrists, 
LensCrafters, Target Optical and Pearle Vision; 
as well as online, in-network options, such as 
www.lenscrafters.com, www.glasses.com, 
www.contactsdirect.com and www.ray-ban.com. 

g 
~ Special offers 

Examples of currently available special offers* 
are listed below. New and updated offers are 
added quarterly and annually. 

• LASIK - $800 off LASIK, with the Wavelight Laser, 
at LasikPlus Vision Centers. 

• Target Optical - Additional $25 off when using 
vision insurance at Target Optical. 

• Pearle Vision - $25 toward your purchase of a 
complete pair of glasses or Rx sunglasses. Can be 
combined with vision benefits or select offers. 

Humana® 
GCHLSRCEN 0822 

• Sunglass Hut- $20 off any purchase or $50 off 
purchase of $200 or more from Sunglass Hut. 

• www.Glasses.com - Get $50 off any non­
prescription pair of designer sunglasses above 
$200, or $20 off any other non-prescription 
pair of sunglasses below $200. 

• www.ContactsDirect.com - Get 10% off your 
contact lens purchase, plus free shipping at 
ContactsDirect.com. 

• Special pricing, lens cleaners, Croakies 
retainers, child and adult cases - Special 
member pricing on lens cleaners, (rookies 
retainers, child and adult cases. 

• Prescription glasses - 40% off second pair 
of prescription glasses from participating 
in-network providers.* 

• Sunglasses - 20% off non-Rx sunglasses from 
participating in-network providers.* 

• Frames, lenses or lens options - 20% off 
after coverage has reached its maximum for 
frames, lenses, or lens options at participating 
in-network providers.* 

*For vision plans with qualified materials benefits only. 
Not applicable for exam-only vis ion plans. 

The discounts offered through this Discount Program 
are not insurance or insured benefits. The program is 
subject to change or may be discontinued, without 
notice and at any time. Discounts are not available 
to members w ith policies issued in Illinois, Missouri, 
New Mexico and Texas. 

This is a sample of offers that are available online. 
Offers represented here may not be combined. To 
obtain offer codes, view offer terms and conditions, 
and search other current and available offers, visit 
the website listed on your ID card . 



Important! ~~~~~~~~~~~~~~~~~~~~­

At Humana, it is important you are treated fairly. 
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national 
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion, 

or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil 

Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are 

ways to get help. 

• You may file a complaint, also known as a grievance: 

Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512 -4618 

If you need help fi ling a grievance, call 877-320-1235 or if you use a TTY, call 711. 

• You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through their Complaint Portal, available at https://ocrportal.hhs.gov/ 
ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services, 200 Independence Avenue, SW, 

Room 509F, HHH Building, Washington, DC 20201 , 800-368-1019, 800-537-7697 (TDD). Complaint form s 

are available at https://www.hhs.gov/ocr/office/file/index.html. 

• California residents: You may also call California Department of Insurance toll-free hotline number: 
800-927-HELP (4357), to file a grievance. 

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711) 
Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote 

interpretation, and written information in other formats to people with disabilities when such auxiliary aids 

and services are necessary to ensure an equal opportunity to participate. 

Language assistance services, free of charge, are available to you. 877-320-1235 (TIY: 711) 
Espanol (Spanish): Llame al numero arriba indicado para recibi r servicios gratuitos de asistencia lingufstica . 
~!Hlcp){ (Chinese): mn_tifilB{J~~i!ismli.~tlPPJ~~~~fl~*tU:JJ~&~ 0 

Tieng Vi~t (Vietnamese): Xin gQi s6 di~n tho~i tren day de nh~n d11qc cac djch vt,.1 ho trQ' ngon ngO' mien phi. 
~~OJ (Korean): !f.li <c!Oi ;i;l~ .A.11::11 ~~ ~2.2.~'21-9-1£1 tt!££ ~ :2lol{J.A.l2 . 
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong 
sa wika nang walang bayad . 
PyccK111i.'1 (Russian): no3soH111re no HOMepy, yKa3aHHOMY BblWe, LJT06b1 nonyLJ111Tb 6ecnnarnb1e 
ycnyrn nepeso,£1a. 
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sevis ed pou lang ki gratis. 
Franr;a is (French): Appelez le numero ci-dessus pour recevo ir gratuitement des services d'aide linguistique. 
Polski (Polish): Aby skorzystac z bezptatnej pomocy j~zykowej, prosz~ zadzwonic pod wyi:ej podany nu mer. 
Portugues (Portuguese): Ligue para o numero acima indicado para receber servi~os lingufsticos, gratis. 
Italiano (Italian): Chiamare ii numero sopra per ricevere servizi di assistenza lingu istica gratuiti. 
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kosten lose sprachliche 
Hilfsdienstleistungen zu erhalten. 
B*gfi Uapanese): fflli*3J.O) ~gfi3'z::!i +f-l::'.'.::Z~t:'~~O)~i5 ~cl: , _tgC,0)~-5*c'S~~2i < tc~l \ 0 

-s ~.>l~arsi) 
. ..I..,!~ ~W' ~~ Ojl&o 4 .:.i~lj 0J¥'--I ..)4) 0~ Wl,i.J..I --sly 

Dine Bizaad (Navajo): W6dahi beesh bee hani'i bee wolta'igii bich'[' h6diilnih ei bee t'aa jiik'eh saad 
bee aka'anida'awo'd~~ nika'adoowot. 

o~y ..1~rabic) 
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A dashboard that puts all 
your information in one spot 

MyHumana: 
Your vision health 

plan at 
your fingertip 

Your personal MyHumana 
account gives you quick, 
convenient and secure 

access to your Humana plan 
information, educational 
resources and access to 
wellness programs. It's 

available anytime, 
anywhere. 

Scroll over each bullet point to learn how to 
navigate through the MyHumana dashboard! 

Quick access to your dental or vision plans 

• Chat with a representative with any of your 
questions obout your plan 

Check the stc1tus of your claims 

View, print and email ID cards 

Find o dentist or eye care professional 

Use MyHumana anywhere 
Download the MyHumana Mobile 
opp from your opp store. You can also 
sign up for text message alerts* 
at Humana.com. 

Register for MyHumana today to stay 
connected to your health benefit 
anytime you need them. 

*Message and data rates may apply. 
8 



Relationships are built on trust. Respect for an individual's privacy goes a long way toward building trust. Humana 

values our relationship with you, and we take your personal privacy seriously. Humana's Notice of Privacy Practic­

es outlines how Humana may use or disclose your personal and health information. It also tells how we protect 

this information. The notice provides an explanation of your rights concerning your information, including how 

you can access this information and how to limit access to your information. In addition, it provides instructions 

on how to file a privacy complaint with Humana or to exercise any of your rights regarding your information. 

If you'd like a copy of Humana's Notice of Privacy Practices, you can request a copy by: 

•Visiting Humana.com and clicking the Privacy Practices link at the bottom of the home page 

• E-mailing us at privacyoffice@humana.com 

• Sending a written request to: 

Humana Privacy Office 

P.O. Box 1438 

Louisville, KY 40202 

12 
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The Falllily Def ender 
U.S. Legal Services offers a legal benefit that pays your attorney's fees for all covered legal matters. We 

contract with over 10,000 attorneys across the contiguous U.S. , making it easy to utilize an attorney both 
locally or in the area of your legal matter's jurisdiction. The Family Defender covers you, your 

spouse, and your dependent children up to age 26. 
We make accessing and utilizing our plan easy with no co-pays, no deductibles, and no claims forms for 

in-network, covered services. 

Covered services include, but are not limited to: 
• Consultations 
• Wills/Codicils & Estate Planning 
• Ch. 7 & 13 Bankruptcy* 
• Debt Collection Defense 
• Foreclosure Assistance* 
• Real Estate (Primary) 

• Divorce+* 
• Child Support+* 
• Child Custody+* 
• Domestic Adoption 
• Traffic Violations (Moving, 

Non-criminal) 

• Immigration Matters 
• DUI (First offense only) 
• Juvenile Law 
• Consumer Law 
• Criminal Law (Excludes 

Felony) 

Additional Services 
• 12-hour limitat ion, discount thereafter 
* Subject lo 120-day wailing period 

IDENTITY 
THEFT 

RESTORATION 
PROGRAM 

MOBILE 
APP FOR 

ANDROID OR 
APPLE DEVICES 

• Attorney's fees are paid in full for all covered legal 
matters when you utilize a Network Attorney. 

• The Family Defender offers a 33.3% discounted rate 
off attorney's fees for pre-existing and other non­
excluded legal maters. 

• Coverage does not include fines, court costs, or other 
incidentals relating to the legal matter. 

• Out-of-network benefits are available. 

ONLINE LEGAL 
LIBRARY WITH 

D.l.Y. LEGAL 
DOCUMENTS 

U.S. LEGAL 
SERVICES 

Family Defender 
$t6.75 per month 

Once you enroll in coverage, you will receive a certificate describing the exact coverage benefit purchased. This flyer explains the general purposes of the insurance, but in no way changes or 
affects the insurance afforded under the policy issued. All coverage is to be subject to actual policy conditions and exclusions. Not sponsored or approved by the United States Government or 
any Department or Agency thereof. 



Missi; enSquare 
RET I REMENT 

Invest in a shared sense of serviceT., 

2023 Retirement Plan Contribution 
Limits (401k, 457 & More) 

The information below summarizes the retirement plan contribution limits for 2023. 

Plan Normal Limit "Age 50" Catch-up Limit "Pre-Retirement" Catch-up Limit 

457 $22,500 $7,500 $22,500 

401(a) $66,000 NIA NIA 

401(k) $22,500 $7,500 NIA 

403(b) $22,500 $7,500 $15 ,000 lifetime cap 

IRA $6,500 $1 ,000 NIA 

N/A = Not applicable 

View 2022 contribution limits. 

More detai ls on the retirement plan limits are available from the IRS . 

457 Plans 

The normal contribution limit for elective deferrals to a 457 deferred compensation plan is 

increased to $22,500 in 2023. Employees age 50 or older may contribute up to an additional 

$7 ,500 for a total of $30,000. Employees taking advantage of the special pre-retirement 

catch-up may be eligible to contribute up to double the normal limit, for a total of $45,000. 

401(a) Plans 

The total contribution limit for 401 (a) defined contribution plans under section 415(c)( 1 )(A) 

increased from $61 ,000 to $66,000 for 2023. This includes both employer and employee 

contributions. 



401 (k) Plans 

The annual elective deferral limit for 401 (k) plan employee contributions is increased to 

$22,500 in 2023. Employees age 50 or older may contribute up to an additional $7,500 for a 

total of $30 ,000 

The total contribution limit for both employee and employer contributions to 401 (k) defined 

contribution plans under section 415(c)(1 )(A) increased from $61 ,000 to $66,000 ($73,500 if 

age 50 or older). 

403(b) Plans 

The annual elective deferral limit for 403(b) plan employee contributions is increased to 

$22,500 in 2023. Employees age 50 or older may contribute up to an additional $7 ,500 for a 

total of $30,000. 

The total contribution limit for both employee and employer contributions to 403(b) plans 

under section 415(c)(1 )(A) increased from $61 ,000 to $66,000 ($73,500 if age 50 or older) . 

IRAs 

The contribution limit for Traditional and Roth IRAs increased to $6,500. Employees age 50 

or older are eligible to contribute an additional $1,000, for a total of $7 ,500 



A smart addit ion to any pension 

or Social Security benefits you 

may receive, your 457 Deferred 

Compensation Plan offers simple 

and flexi b le ways to increase your 

retirement savings for a more secure 

and confident financial futu re. 

Missi;:r:nSquare 
RETIREMEN T 

Get to Know Your 
457 Deferred 
Compensation Plan 

A Retirement Plan with Benefits 

With your 457 plan, you're in control of how much 

you save and where you invest those savings, while 

enjoying tax advantages. 

Contributions are made during your 
employment, and you can change, 
stop, and restart them at any time. 

Your account's value is based 
on those contributions and 
subsequent investment returns. 

Earnings are not subject to 
tax until withdrawn . 

You have control over: 

• How your money is invested 

• How funds are withdrawn following 
your separation from service 

• Who receives any remaining assets 
upon your death 

1 cnnnnuQ11 J 
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2 I Get to Know Your 457 Deferred Compensation Plan 

Contributions 

Pre-tax contributions you make reduce your 
taxable income for the year. These contributions 
and all associated earnings won't be taxed until 
you withdraw them - boosting account growth. 

You also may be able to make after-tax Roth 
contributions, if offered by your employer. While 
they don't reduce your taxable income for the year, 
future withdrawals may be tax-free. Alternatively, 
you can contribute to a Roth IRA. For more 
information, visit: www.missionsq.org/ira. 

Investment Control 

A wide range of investment options are available 
to help you build a diversified portfolio. You 
control all investment decisions, including: 

• How your contributions are invested 

• How to manage your investments 
on an ongoing basis. 

• Contribute what 
you can. 

For 2023, you can contribute up to 
$22,500, or $30,000 if age 50 or over. 

More information about current 
contribution limits, including Age 
50 Catch-Up and Pre-Retirement 
Catch-Up limits, is available: 

www.missionsq.org/ 
contributionlimits 

I. I 

l . 

Access to Your Money 

Based on your employer's plan rules, withdrawals 
may be allowed while you're still working . 

When you leave your employer, you can withdraw assets 
regardless of the reason and your years of service. 

Enjoy flexible withdrawal options for vested assets like: 

• Withdrawal of your entire balance 

• Periodic, partial withdrawals as you see fit 

• Installment payments of a certain dollar 
amount and frequency, such as monthly or 
quarterly, that you can change at any time 

• Lifetime income payments 

After you reach age 72 or separate from 
service, whichever is later, you'll be required 
to withdraw at least a minimum amount from 
your account each year, per IRS rules . 

If plan rules and/or IRS rules allow, you can also 
borrow against your vested assets through a loan. 

457 plans are unique . 

Unlike other retirement accounts, you don't have 
to qualify for an exception to avoid the 10% I RS 
penalty tax on withdrawals of your contributions and 
associated earnings before age 59Y2. Just remember 
that your 457 plan is designed to help you meet your 
retirement goals . Any withdrawals prior to retirement 
may reduce your future retirement security. 

J 



3 I Get to Know Your 457 Deferred Compensation Plan 

Don't delay, start saving today! 

Saving now can help alleviate the pressure 

to catch up later. Starting early can give you 

an advantage due to compounding, in which 

your investments produce earnings from 

previous earnings. 

For illustrative purposes on ly. Assumes ar1 effect1'le annual 
rate of 6%, compou nded biweekly. 

Designate Beneficiaries 

You designate a beneficiary, or beneficiaries, to 
receive any remaining assets upon your death . 
Beneficiaries control investment decisions, receive 
the most flexible withdrawal options allowed by law, 
and aren't subject to any additional fees. If you don't 
designate beneficiaries, your estate is the default 
beneficiary, in which case: 

• Assets may not be distributed per your wishes . 

• Assets are subject to probate costs, potential 
delays, and creditor claims. 

• Non-spouse heirs may receive fewer tax benefits . 

·, ..... 
$600,000 

$500,000 

$400,000 

5300,000 

$200,000 

$100 ,0 00 

$ 0 

You at age 65 
$686,674 

Sta rt a ge : 25 
S::.'.S . !;1:,v:k l·: 

Annua l incredse; 
51 O/biweekly 

Learn More 

Ill 
You at age 65 

$463,421 

Ill Sta rt ag e: 40 

Ill $100/ b iwee kly 

Ill 
Annual increa se: 
520/ biweekly 

Get to know your 457 plan: 

www.missionsq.org/457 

Log into your account to manage your savings and 
visit MissionSquare's Financial Wellness Center 
for 100+ interactive, fun, short videos, charts, 
calculators, articles, and tutorials. Get answers to 
your questions about debt, emergency savings, 
college tuition planning, investing, retirement 
planning, and much more: 

www.missionsq.org 

• Guided 
Pathways~1 

MissionSquare can help you decide 
how much to save and how to invest 
through Guided Pathways®. 

www.missionsq.org/ 
guidedpathways 



Founded in 1972, MissionSquare Retirement helps 

those who serve their communities build toward a 

secure and confident financial future. MissionSquare is 

a mission-based, nonstock, nonprofit, financial services 

company that focuses on delivering results-oriented 

reti rement plans, education, investments, and advice 

for over 1.6 million public participant accounts.* 

To learn more, visit www.missionsq.org. 

* As of September 30, 2022. 

Missb:~nsquare 
RE TI REMEN T 

M lssionSquare Retirement 777 N . Ca pito l Street, NE, Wa~hingto ''· D C 20002 -4 2 40 

(800) 669-7400 www.missionsq.org 



CAREERSOURCE BROWARD (CSBD) JOB TITLES AND REMUNERATION 

F'0r j,©ID ~i~les wi~h rmultiple incumbents, we ha~e prnVlided ~lile salary rnng,es. 

Pay Grade CSBD Job Titles Minimum Maximum 
3 Administrative Assistant $36,800 $55,200 

Business Services Manager 
$48,400 $75,000 

6 (Intermediaries) 

4 Computer Technician $40,100 $60,200 
7 Program Manager $54,200 $84,000 

Vice President 
$95,600 $148,200 12 (HR, QA, BS) 

9 Sr. QA Analysts $68,000 $105,400 

Senior Vice President 
$107 , 100 $166 ,000 

13 
(Communications, Operations) 

Executive Vice President 
$140,700 $218 , 100 

15 
(Administration, Operations) 

For those uob titles where there is only one incumbent, the current salary of the individual is 
provided below. 
Pay Grade CSBD Job Titles Current Salary 

8 Accountant 2 $ 73,743.35 
4 Accounts Payable Coordinator $ 40,500.00 
4 Community Liaison $ 48,500.00 
7 Computer Technician Supervisor $ 69,627.87 
9 Controller $ 85,207.00 

7 Executive Assistant $ 60,000.00 
17 General Counsel $ 219,005.48 
5 Human Resources Assistant $ 60,099.78 
6 Legal Secretary $ 48,400.00 
5 Multimedia Design & Marketing Specialist $ 50,363.00 

18 President/CEO $ 234,000.00 

4 Purchasing Coordinator $ 42,315 .78 

7 Quality Assurance Analyst $ 57,000.00 

6 Sr. Business Services Representative $ 60,319.94 

10 Sr. Mgr. Career Center Services $ 93,006.42 

14 Sr. Vice President of Finance $ 154,893 .96 

8 Systems Analyst/Programmer $ 75,000.12 



EXHIBITE 
TOTAL COMPENSATION OF EXECUTIVE LEADERSHIP AND OTHER SPECIFIED EMPLOYEES 

(Subsection 445.007(13), Florida Statutes, and Executive Order 20-44) 

Entity Name: CareerSource Broward FY 22-23 

Employee Ronald Kaminnie S 
Name Carol Hylton Moffett Rochelle Daniels Mark Klincewicz I<angal 

Executive VP Executive VP of SR VP of 
Title President /CEO ofAdmin General Council Operations Finance 
Salarv $235,938.45 $152,053.56 $219,394.31 $145,518.08 $97,266.41 

Bonuses 
Earned Leave 
Distribution $1,560.00 - $50,539.73 $7,060.70 -

Cash 
Equivalents 

Cash 
Equivalents 
Description 

Severance Pav 
Retirement 

Benefits 
(Pension Plan 
Accruals and 

Contributions) 
Employer-Paid 

Insurance 
Benefits $22,150.10 $24,057.97 $1,233.39 $21,927.01 $12,804.70 
Deferred 

Compensation $12,399.72 $10,249.98 $10,249.98 $10,249.98 $8,014.34 
Real Property 

. 

Gifts 
Real Property 

Gifts 
Description 

Other Payouts 
Other Payouts 

Description 

Total Cash 
Comoensation $272,048.27 $186,361.51 $281,417.41 $184,755.77 $118,085.45 
Present Value 

of Vested 
Benefits 

including, but 
not limited to, 

Retirement, 
Accrual Leave 
and Paid Time 

Off $74,526.00 $23,580.37 $21,844.39 $22,120.78 $14,434.72 
Percentage of 

Total 
--

Compensation 
from Federal 
01•.St~te Funds 79.04% 96.73% 93.02% 96.99% 79.04% 

EXHIBITE 

Page 1 of2 



TOTAL COMPENSATION OF EXECUTIVE LEADERSHIP AND OTHER SPECIFIED EMPLOYEES 
(Subsection 445.007(13), Florida Statutes, and Executive Order 20-44) 

Under penalties of perjury, I declare that I have read the foregoing schedule of Total Compensation of Executive 
Leadership and Other Specified Employees and that the facts stated in it are true. 

Kaminnie S Kangal 

Printed Name 

SR VP of Finance 

Title 

Definitions: 

Executive Leadership: Chief executive officer/ executive director of the board and those reporting directly to that 
position. 

Cash Equivalents: Gift cards, vouchers, tickets, or other items of monetary value. 

Other payouts: Cell phone allowances, tuition, gym memberships, car allowances, etc. 

Employer-Paid Insurance Benefits: Amount of insurance paid by the employer for health, vision, life, dental, 
disability, etc. (does not include taxes such as FICA, reemployment, etc.) 

Present Value of Vested Benefits including, but not limited to, Retirement, Accrual Leave and Paid Time 
Off: Current discounted value of any vested benefits, i.e., those the employee is entitled to, for which the Board has 
not yet been required to fund. 

Page 2 of2 



EXHIBIT E 
TOTAL COMPENSATION OF EXECUTIVE LEADERSHIP AND OTHER SPECIFIED 

EMPLOYEES 
(Subsection 445.007(13), Florida Statutes, and Executive Order 20-44) 

Entity 
Name: 

Employee 
Name 

Title 

Salarv 
Bonuses 

Cashed-In 
Leave 
Cash 

Equivalents 
Cash 

Equivalents 
Description 
Severance 

Pav 
Retirement 

Benefits 
(Pension 

Plan 
Accruals 

and 
Contributio 

ns) 
Employer-

Paid 
Insurance 
Benefits 
Deferred 

Compensati 
on 

Real 
Property 

Gifts 
Real 

Property 
Gifts 

Description 
Other 

Payouts 
Other 

Payouts 
Description 

Total 
Compensati 

Carol 
Hylton 

President/ 
CEO 
$230,480.7 

3 

-

$19,028.26 

$11,215.18 

$260, 724.1 
7 

CareerSource Broward FY 21-22 

Ron Rochelle Michael 
Moffett Daniels Kim Bryant Bateman Tony Ash 

Executive General SVP VP Quality 
VP Counsel Operations Assurance VP of CBR 
$143,375. $208,731. $103,622.8 $115,355.7 $103,511. 

57 53 3 7 50 

- - - $3,108.97 $4,978.35 

$20,295.1 $21,119.8 
7 $1,444.43 $11,232.52 $11,342.64 3 

$12,504.8 
7 $9,065.44 $5,951.55 $9,065.44 $6,732.48 

$176,175. $219,241. $120,806.9 $138,872.8 $136,342. 
61 40 0 2 16 
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on 
Present 
Value of 
Vested 

Benefits 
including, 

but not 
limited to, 

Retirement, 
Accrual 

Leave and 
Paid Time $15,509.4 $53,323.7 

Off $69,288.45 7 0 $12,175.35 $30,255.89 $13,967.38 
Percentage 

of Total 
Compensati 

on from 
Federal or 

State Funds 83% 91% 91% 100% 100% 100% 

EXHIBIT E 
TOTAL COMPENSATION OF EXECUTIVE LEADERSHIP AND OTHER SPECIFIED 

EMPLOYEES 
(Subsection 445.007(13), Florida Statutes, and Executive Order 20-44) 

Entity 
Name: 

Employee 
Name 

Title 

Salary 
Bonuses 

Cashed-In 
Leave 
Cash 

Equivalents 
Cash 

Equivalents 
Description 
Severance 

Pav 
Retirement 

Benefits 
(Pension 

Plan 
Accruals 

and 
Contributio 

ns) 

Employer-
Paid 

CareerSource Broward FY 21-22 (continued page 2) 

Christine 
Azor 

Sr VP of 
Finance 
$151,426.6 

6 

$11,726.96 

Page 2 of 4 



Insurance 
Benefits 
Deferred 

Compensati 
on $9,065.44 

Real 
Property 

Gifts 
Real 

Property 
Gifts 

Description 
Other 

Payouts 
Other 

Payouts ' 

Description 
Total 

Compensati $172,219.0 
on 6 

Present 
Value of 
Vested 

Benefits 
including, 

but not 
limited to, 

Retirement, 
Accrual 

Leave and 
Paid Time 

Off $8,531.88 
Percentage 

of Total 
Compensati 

on from 
Federal or 

State Funds 83% 

Page 3 of 4 



Under penalties of perjury, I declare that I have read the foregoing schedule of Total 
Compensation of Executive Leadership and Other Specified Employees and that the 
facts stated in it are true. 

Signature 

Christine Azor 

Printed Name 

Sr. VP of Finance 

Title 

Definitions: 

Executive Leadership: Chief executive officer/executive director of the board and 
those reporting directly to that position. 

Cash Equivalents: Gift cards, vouchers, tickets, or other items of monetary value. 

Other payouts: Cell phone allowances, tuition, gym memberships, car allowances, etc. 

Employer-Paid Insurance Benefits: Amount of insurance paid by the employer for 
health, vision, life, dental, disability, etc. (does not include taxes such as FICA, 
reemployment, etc.) 

Present Value of Vested Benefits including, but not limited to, Retirement, 
Accrual Leave and Paid Time Off: Current discounted value of any vested benefit 
available to the employee at fiscal year end. 
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EXHIBITE 
TOTAL COMPENSATION OF EXECUTIVE LEADERSHIP AND OTHER SPECIFIED EMPLOYEES 

(Subsection 445.007(13), Florida Statutes, and Executive Order 20-44) 

Entity Name: CareerSource Broward 

Employee Rochelle Michael 
Name Carol Hylton Ron Moffett Daniels Christine Azor Bateman · Tony Ash 

General VP Quality 
Title President/ CEO Executive VP Counsel SVP Finance Assurance VP ofCBR 

Salary $200,000.00 $129,900.17 $195,018.37 $141,248.10 $107,016.76 $103,601.34 
Bonuses 

Cashed-In 
Leave $3,846.15 $5,329.23 - - - $3,625.01 
Cash 

Equivalents 
Cash 

Equivalents 
Description 

Severance Pay 
Retirement 

Benefits 
(Pension Plan 
Accruals and 

Contributions) 
Employer-Paid 

Insurance 
Benefits $11,704.17 $10,344.78 $1,678.59 $7,813.77 $7,461.48 $10,804.29 
Deferred 

Compensation $7,774.99 - $5,625.25 $5,625.25 $5,625.25 $2,351.98 
Real Property 

Gifts 
Real Property 

Gifts 
Description 

Other Payouts - - - - - $50.00 
Other Payouts 

Description 
Total 

Compensation $223,325.31 $145,574.18 $202,322.21 $154,687.12 $120,103.49 $120,432.62 
Present Value 

of Vested 
Benefits 

including, but 
not limited to, 

Retirement, 
Accrual Leave 
and Paid Time 

Off $50,830.77 $8,403.53 $33,592.48 $15,498.03 $26,992.38 $13,416.65 
Percentage of 

Total 
Compensation 
from Federal or 

State Funds 89% 93% 94% 89% 100% 100% 

Page1of2 



Under penalties of perjury, I declare that I have read the foregoing schedule of Total Compensation of Executive 

Lea2nd ~ Employm •nd thot th< fac" "'"cl m it "' ttu< 

Signature 

Printed Name 

Title 

Definitions: 

Executive Leadership: Chief executive officer/ executive director of the board and those reporting directly to that 
position. 

Cash Equivalents: Gift cards, vouchers, tickets, or other items of monetary value. 

Other payouts: Cell phone allowances, tuition, gym memberships, car allowances, etc. 

Employer-Paid Insurance Benefits: Amount of insurance paid by the employer for health, vision, life, dental, 
disability, etc. (does not include taxes such as FICA, reemployment, etc.) 

Present Value of Vested Benefits including, but not limited to, Retirement, Accrual Leave and Paid Time 
Off: Current discounted value of any vested benefit available to the employee at fiscal year end. 
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