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NOTICE OF PRIVACY PRACTICES FOR PROTECTION OF MEDICAL INFORMATION

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND SHARED BY 
BROWARD HEALTH AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 
CAREFULLY.

Effective Date: April 14, 2003  (REVISED: March 18, 2009)
1.  Reasons for this notice. Any information that concerns your health, health care or payment for that care 

is considered confidential and protected by Broward Health (“BH”).  This information includes your name, 
address, and other identifying data, as well as information about your health and the health services that 
have been or may be provided to you.  This Notice describes the privacy practices of BH and tells you 
how BH may use and release the information that BH will have about you if you receive services from BH.  
This Notice will also tell you what rights you have with respect to your medical information.  BH requires 
all of its hospitals, clinics, physicians, divisions, employees, staff, volunteers and independent contractors 
to comply with these privacy practices.

(a) Use of this Notice.  BH owns and/or operates four (4) hospitals and many walk-in medical clinics and 
physician medical group practices. For a complete list of facilities please visit the BH Website at www.
browardhealth.org. This Notice describes BH’s privacy practices for all of its facilities.  Whenever the term 
“BH” is used in this Notice, unless specified otherwise, this term means any or all of the BH hospitals, 
clinics and physicians who, or at which, provide medical services to you.

(b) Acknowledgment of Receipt of this Notice.  We are required by federal law to obtain a signed 
acknowledgment from you that you received this Notice.  By signing the BH “General Consent” form as 
provided, you will be acknowledging the receipt of this Notice.

(c) Additional Information. If you have any questions regarding this Notice or would like to discuss any of 
BH’s privacy practices discussed in this Notice, please contact the BH Privacy Office at (954) 847-4295 or 
write to the Privacy Officer: Dept. of Compliance & Ethics, 1608 SE 3rd Ave, Ft. Lauderdale, FL 33316.

2. The Use and Disclosure of Medical Information for Treatment, Payment and Health Care Operations.  
The law allows the BH to use and share your medical information for purposes related to your medical 
treatment (“Treatment”), the payment of your medical treatment (“Payment”) and the health care operations 
of BH (“Operations”).  This includes the sharing of information as necessary between the hospitals, clinics, 
physicians, employees, staff volunteers and independent contractors that may be working together to 
provide services to you on behalf of BH.

Treatment means the provision, coordination or management of health care and related services by or 
involving the BH, such as the coordination of consultations and referrals.  For example, as part of your 
treatment BH can take any of the following actions:

• Share medical information regarding your health condition with another health care provider as part of 
a consultation;

• Share medical information regarding your health condition with another health care provider who indirectly 
provides services to you, such as a radiologist or pathologist;

®

®

®
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• Contact you to remind you to remind you of an appointment or to schedule an appointment; and/or
• Notify you regarding treatment alternatives or other health-related benefits and services that may be of 

interest to you.

Payment means the BH activities related to getting paid for the services that BH provides to you.  Payment 
includes determining your eligibility and coverage for services with your insurance company or the person 
who pays your medical bills, coordination of benefits with other insurers, billing claims management, 
collection, medical necessity review activities, utilization review activities, and disclosure to consumer 
reporting agencies.  For example:

• BH may share medical information with your health plan that is required by the plan to determine whether 
the services that you request are covered by your health plan;

• BH may share a list of the services that you obtained from BH with your health plan so BH can be paid 
by the health plan for providing the services to you.

Operations covers a wide range of activities BH engages in to operate its business. These activities may 
be performed by BH or in some cases, by third-party contractors.  For example, some of these activities 
include:

• Quality assessment and quality improvement activities;
• Peer review, including evaluating practitioner performance;
• Credentialing, licensing and training programs;
• Legal and financial services, including engaging attorneys to defend BH in a legal action;
• Business planning and development;
• Management activities related to BH’s privacy practices;
• Customer services;
• Internal grievances;
• Creating de-identified information for data aggregation or other purposes;
• Fund raising; and/or
• Certain marketing activities.

3. Authorizations for Other Uses and Disclosures of Your Medical Information.  Unless a use or disclosure 
is permitted for treatment, payment or operations purposes under Section 1, or is permitted or required 
under Section 4 or 5, BH must obtain a signed Authorization from you to use or disclose your medical 
information.  BH may also require an Authorization when using or disclosing certain, highly protected 
information, such as substance abuse information.  An Authorization is a written permission that specifically 
identifies the information that BH will use or disclose, and when and how BH will use or disclose it.  You 
may revoke an Authorization at any time except when BH has already used or disclosed information 
based on your Authorization.

4. Use and Disclosure of Medical Information Without Your Authorization If You Don’t Object Verbally.  
Under certain circumstances, BH may use or disclose your medical information without an Authorization 
or other written permission from you if the BH allows you to agree or object verbally.  These circumstances 
are as follows:

(a) For BH’s Hospital Directory.  Unless you notify us that you object, we will use your name, location in the 
facility, general condition, and religious affiliation for our hospital directory. This information may be 
provided to members of the clergy and except for religious affiliation, to other people who ask for you by 
name.
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(b) To a Relative, Friend or Individual Involved in Your Care.  Health professionals, using their best judgment, 
may provide to a family member, other relative, a close friend or any other person you identify, health 
information relevant to that person’s involvement in your care or payment related to your care.

(c) For Disaster Relief Purposes.  BH may use or disclose your medical information to an entity that assists 
in disaster relief efforts.

5. Use and Disclosure of Medical Information Without Your Consent, Authorization or Opportunity to 
Agree or Object Verbally.  Under certain circumstances, BH may use or share your medical information 
without an Authorization or other permission from you.  These circumstances are as follows:

(a) As Required by Law. Numerous federal, state, and local laws require certain uses and disclosures of 
medical information.  BH will use or disclose your medical information as required by these laws.

(b) To Business Associates. BH may share your medical information with its business associates who perform 
functions on behalf of BH, provided that BH first receives a signed agreement that the business associate 
will protect the confidentiality of your medical information.

(c) Public Health Activities. BH may provide medical information for public health activities under the following 
circumstances:

• To a public health authority to:
 • Prevent or control disease, injury or disability
 • To report a birth, death, disease or injury
 • As part of a public health surveillance, investigation or interventions.
• To the Food and Drug Administration to report adverse events, such as product defects, adverse reactions 

to medications, to track products or assist in product recalls or repairs or replacements, or to conduct 
post-marketing surveillance

• To notify a person about exposure or risk of spreading a possible communicable diseases
• To your employer, if your employer provides health care to you, in order to conduct an evaluation relating 

to medical review of the workplace or to evaluate whether you have a work- related illness or injury

(d) Abuse, Neglect, Domestic Violence.  BH may share your medical information with a governmental authority, 
social service or protective services agency to report possible abuse, neglect or domestic violence, if the 
disclosure is required by law, if BH believes the disclosure is necessary to prevent serious harm to you 
or other persons, or if you are unable to respond.  If BH makes such a disclosure, you will be notified 
promptly unless notification to you would place you at a risk of serious harm or not otherwise be in your 
best interest.

(e) For Health Oversight Activities.  BH may disclose your medical information to a health oversight agency 
for oversight of the health care system, and related government and private programs for:

• Audits
• Civil, administrative, or criminal investigations and proceedings
• Licensure actions
• Government investigations
• Inspections
• Disciplinary proceedings
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(f) For Judicial and Administrative Proceedings.  If you are involved in a lawsuit, BH may share your medical 
information as required by a court or administrative order, subpoena, discovery request or other legal 
process, if BH receives proof from the party requesting the information that you have been given informed 
of the request or that reasonable efforts have been made to obtain a qualified protective order.

(g) To Law Enforcement.  BH may provide your medical information to police and other law enforcement 
officers, pursuant to a court order, warrant, subpoena, summons, administrative request, or similar legal 
process to assist in locating or identifying a suspect, fugitive, victim, witness, missing person, or stopping 
a possible crime or notifying of deaths that may have been caused by criminal conduct.

(h) To Coroners, Medical Examiners and Funeral Directors.  BH may share information regarding a person 
who has died as authorized by law or in order to identify the deceased, determine a cause of death, or 
other duties authorized by law. BH will also share medical information with funeral directors to assist with 
such activities.

(i) For Organ, Eye, and Tissue Donation.  BH may provide your medical information to organ and tissue 
procurement organizations and similar entities in order to facilitate organ, eye and tissue donation and 
transplantation.

(j) For Research Purposes.  BH participates in medical research, such as tracking particular diseases and 
testing new medications and procedures.  We may release your protected health information to researchers 
when their research has been approved by an institutional review board that has reviewed the research 
proposal and established protocols to ensure the privacy of your protected health information.

(k) To Avert a Serious Threat to Health and Safety.  BH may use or release your medical information to avert 
a serious and imminent threat to the health and safety of an individual or the public.

(l) For Specialized Government Functions such as:

• Armed Forces.  BH may share your medical information if you are a member of the Armed Forces, as  
required by military command authorities. 

• National Security and Intelligence.  BH may provide your medical information to authorized federal 
officials for lawful intelligence, counterintelligence, and other national security activities, and for protective 
services to the President and other heads of state or authorized persons.

• Correctional Institutions.  If you are an inmate at a correctional facility or are in the custody of a law 
Enforcement agent, we may release your protected health information to that facility or agent. This 
information would be shared with those mentioned above if (1) the correctional institution needed to 
provide you with health care services, (2) to protect the health and safety of you or others or (3) for the 
safety and security of the correctional facility.

• Other Government Agencies.  BH may share your medical information with other government entities 
that provide public benefits to populations similar to the population, which BH serves, if necessary to 
coordinate the functions of the programs.

(m) For Workers’ Compensation.  BH may share information as authorized by workers compensation and 
similar laws that provide benefits for work-related illness and injuries.

(n) Other Permitted Disclosures.  BH may use or release your medical information as required or permitted 
by the privacy regulations in the Health Insurance Portability and Accountability Act (HIPAA).
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6. Individual Rights.  You have the following rights with respect to your medical information:

(a) Restrictions.  You may ask BH not to use or disclose any part of your protected health information for the 
purposes of treatment, payment or health care operations. You may also request that any part of your 
protected health information not be released to family members or friends who may be involved in your 
care or for notification purposes as described in this Notice. Your request must state the specific restriction 
requested and to whom you want the restriction to apply. Your physician is not required to agree to a 
restriction that you may request. If the physician believes it is in your best interest to permit use and 
disclosure of your protected health information, your protected health information will not be restricted. If 
your physician does agree to the requested restriction, we may not use or disclose your protected health 
information in violation of that restriction unless it is needed to provide emergency treatment. With this in 
mind, please discuss any restrictions you may want with your physician or contact the Site Manager of 
the Ambulatory Site, Physician Office Manager or BH’s Privacy Officer at (954)847-4295.

(b) Confidential Communications.  You have the right to request in writing from BH a restriction on the way 
BH communicates information regarding your health, health care services, or payment.  For instance, you 
may ask that BH communicate with you only at your home, not at your workplace.  BH will use reasonable 
efforts to accommodate your request.  Please contact the Medical Record Department Manager or 
designee, the Site Manager of the Ambulatory Site, Physician Office Manager or the BH’s Privacy Officer 
at (954)847-4295 to obtain a form to use to request such a restriction; these forms are also available on 
the www.browardhealth.org website.

(c) Inspection/Copying.  You have the right to inspect and copy your medical information maintained BH. BH 
will make every reasonable attempt to provide you with access to your medical information within thirty 
(30) days of your request if the records are stored on site.  BH may charge a reasonable copying fee.  
In certain limited instances, BH may deny access, such as when the information contains psychotherapy 
notes.  If BH denies your access, you have a right to appeal the denial.  Any request to inspect and copy 
medical information should be made to The Medical Record Department Manager or designee, the Site 
Manager of the Ambulatory Site or the Physician Office Manager.

(d) Amendment.  If you feel that the medical information we have about you is incorrect or inaccurate, you 
may ask us to amend that information. You have the right to request this amendment as long as we keep 
the medical information. To request an amendment, your request must be made in writing and submitted 
to the Medical Record Department Manager, or designee, the Site Manager of the Ambulatory Site or the 
Physician Office Manager.

(e) Accounting.  You have the right to request that BH provide you with an accounting of certain disclosures 
made by BH of your medical information during the six (6) years prior to your request, but no earlier than 
April 14, 2003.  BH will generally provide you with your accounting within sixty (60) days of your request.  
Your request will be filled at no cost to you once every twelve- (12) months.  For additional accountings, BH 
will notify you in advance of the cost and give you an opportunity to continue or withdraw your request.  
These disclosures do not include those made for purposes of Treatment, Payment or Operations, for the 
facility directory, and for other limited purposes and/or as required by Law.  Please contact the Privacy 
Officer in writing at Department of Compliance & Ethics, 1608 SE 3rd Ave, Fort Lauderdale, FL 33316.

(f) Paper Notice.  If you have obtained this Notice electronically, you may obtain a paper copy by contacting 
BH’s Privacy Officer at (954)847-4295.
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(g) Complaints.  If you believe that any of your rights with respect to your medical information have been 
violated by BH, you may file a complaint with BH and/or the Office of Civil Rights.  Please contact BH’s 
Privacy Officer at (954)847-4295 to obtain a complaint form or you may find one quickly and easily at 
www.browardhealth.org. BH will not retaliate against you for filing a complaint.

7. BH’s Duties.
 BH is required by law to maintain the privacy of your medical information and to provide you with this 

Notice of Privacy Practices. The Notice outlines BH’s legal duties and privacy practices with respect to 
your medical information. BH must comply with the terms of the Notice currently in effect.  BH reserves the 
right to change its privacy practices retroactively with respect to medical information previously created or 
received.  BH will revise the Notice if it materially changes any use, disclosure, individual right or legal duty 
or other privacy practice stated in this Notice and will highlight in the Notice the changes from the prior 
Notice.  Please visit BH website:  www.browardhealth.org to obtain additional and relevant information, 
including an electronic copy of this Notice.
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ELIGIBILITY

These requirements pertain to all health plan (medical/dental/vision/prescription drug) participants:

Employees

To be eligible to enroll in Broward Health’s Health Plan Coverage, you must be:

•	 classified	as	full-time	eligible	or	part-time	eligible	and	must	regularly	work	a	minimum	of	40	hours	each	pay	period;

•	 submit	a	completed	health	plan	application	form	and	required	documentation	to	the	Human	Resources	Department	before	
the	effective	date	of	coverage.		Employees who apply for coverage in a timely fashion are enrolled in the plan on the 
first day of the month following eligible employment or transfer to eligible status. All documents must be submitted 
to	Human	Resources	within	60	days	of	hire	however,	in	order	to	maintain	coverage	deductions	are	retroactively	taken	
as	of	the	initial	effective	date	of	eligibility.

 Active employees and their covered dependents who are enrolled in Broward Health’s health plan prior to retirement are 
eligible	to	continue	their	coverage	when	they	retire	from	active	status.	This	plan	is	not	available	to	deferred	annuitants.

Dependents

The	following	individuals	are	eligible	to	apply	for	coverage	under	this	plan:
•	 your	legal	spouse

•	 natural,	newborn,	adopted,	foster,	or	step	child(ren)	,	or	a	child	for	whom	you	have	been	court-appointed	as	legal	guardian	
or	legal	custodian,	who	is	under	the	limiting	age;

•	 children	(as	described	above)	for	whom	you	are	required	to	provide	coverage	under	a	Qualified	Medical	Child	Support	
Order	(QMCSO).	A	copy	of	the	order	and	other	relevant	legal	documents	must	be	provided	to	Human	Resources	at	the	
time	you	enroll	these	child(ren).

Your	spouse	may	be	covered	until	legal	separation	or	divorce.	In	the	event	of	your	death,	coverage	will	be	continued	for	your	
surviving	spouse	and	dependents	for	a	limited	time	period	provided	the	required	premium	payments	are	made	in	a	timely	fashion.

EXTENSION OF ELIGIBILITY - DEPENDENT CHILDREN

The	eligibility	limiting	age	for	a	dependent	child	is	the	end	of	the	calendar	year	in	which	the	child	reaches	age	26.	This	limiting	
age	may	be	extended	for	handicapped	dependent	children	as	outlined	below.	In	the	event	a	claim	is	denied	because	the	child	
attained	the	plan’s	limiting	age,	it	is	the	employee’s	responsibility	to	establish	that	the	child	meets	the	applicable	requirements.	
Additionally,	Broward	Health	will	require	acceptable	documentation	that	a	child	meets	and	continues	to	meet	such	requirements.	
This	extended	eligibility	provision	does	not	modify	any	eligibility	requirement	other	than	the	limiting	age	requirement.

A. Dependent Children
	 	 Child	 dependents	 may	 be	 enrolled	 in	 health	 plans	 until	 the	 end	 of	 the	 calendar	 year	 in	 which	 they	 turn	 26,	 

regardless	of	student	status,	marital	status,	residence	with	the	employee	of	financial	dependence	on	the	employee;	however	
the	spouse	of	a	dependent	child	or	child	of	a	dependent	is	excluded.

	 Broward	Health’s	health	plan	coverage	will	 terminate	on	the	last	day	of	the	month	your	child	no	longer	meets	these	
requirements.	You	are	required	to	inform	Benefits	of	any	change	in	dependent	status.	 	(See	COBRA)

B. Handicapped Children
 An employee’s unmarried child who is and continues to be either physically or mentally handicapped and dependent on the 

employee	for	support	may	be	covered	up	to	any	age.	The	handicap	must	prevent	self	sustaining	employment	and	must	have	
commenced	prior	to	the	end	of	the	calendar	year	in	which	the	child	reached	age	26.	Includes	a	newly	hired	employee.
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	 You	are	responsible	for	providing	Broward	Health	with	documentation	which	establishes	that	your	child	is	mentally	and/
or	physically	handicapped,	continues	to	be	disabled,	and	you	are	responsible	for	his	support.	Enrollment	in	Medicare	or	
Medicaid	is	required.	A	disabled	dependent,	regardless	of	age,	will	cease	to	be	covered	when	the	child	is	no	longer	disabled.	
If	a	disabled	dependent	child	does	not	fulfill	the	specified	eligibility	requirements,	coverage	will	cease	when	the	dependent	
child	reaches	age	26.

 NOTE:		Broward	Health	will	ask	you	for	information	about	a	child’s	continuing	dependent	status	or	disability	annually.	The	
Medical	Director	(Aetna	or	Best	Choice	Plus)	may	request	additional	information	to	support	handicap	status	and	may	assist	
the	Benefits	Department	in	eligibility	determination.	Best	Choice	Plus	may	use	the	Aetna	criteria	for	the	review	process.

C. Adopted/Foster Children

	 Coverage	for	adopted	or	foster	children,	other	than	adopted	newborn	children,	who	have	been	placed	in	your	home	in	
compliance	with	Florida	law,	will	begin	on	the	date	of	placement	provided	the	Human	Resources	Department	receives	the	
appropriate	application/documentation	before	or	within	60	days	after	the	date	the	child	was	placed.		Proof	of	adoption	or	
foster	care	will	be	required	by	Broward	Health.	If	the	appropriate	application	is	received	by	Broward	Health	before	or	within	
this	60	day	period,	premiums	will	not	be	charged	for	the	first	30	days	of	coverage.

 Coverage will apply from:

•	 the	moment	of	birth,	provided	that	you	have	entered	into	a	written	agreement	to	adopt	such	child	prior	to	the	birth	of	the	
child	and	provided	that	Broward	Health	receives	the	appropriate	application	before	or	within	30	days	after	the	birth	of	the	
child;	or

•	 the	date	the	adopted	newborn	child	is	placed	in	your	residence	in	accordance	with	Florida	law,	provided	Broward	Health	
receives	the	appropriate	application	before	or	within	60	days	after	the	date	the	child	is	placed.

	 In	the	event	Broward	Health	does	not	receive	the	appropriate	application	before	or	within	60	days	of	the	date	of	placement	
(for	adopted	or	foster	children)	or	birth	(for	adopted	newborn	children),	the	child	will	be	added	as	of	the	date	of	placement	
(for	adopted	or	foster	children)	or	birth	(for	adopted	newborn	children)	so	long	as	the	applicable	retroactive	premium	is	paid.

	 If	the	adopted	newborn	child	is	not	ultimately	placed	in	the	employee’s	residence,	there	will	be	no	coverage	for	the	adopted	
newborn	child	under	this	plan.	It	is	your	responsibility	to	notify	Broward	Health	within	10	calendar	days	of	the	date	adopted	
newborn	is	not	placed.

	 For	all	children	covered	as	adopted	children,	if	the	final	decree	of	adoption	is	not	issued,	coverage	will	not	be	continued	for	
the	proposed	adopted	child	under	this	plan.	Proof	of	final	adoption	must	be	submitted	to	the	Human	Resources	Department.	
It	 is	your	responsibility	to	notify	Human	Resources	if	the	adoption	does	not	take	place.	Upon	receipt	of	this	notification,	
Broward	Health	will	terminate	the	coverage	of	the	child	effective	the	date	of	receipt	of	the	written	notice.

	 If	your	status	as	a	foster	parent	is	terminated,	coverage	will	not	be	continued	for	any	foster	child.	It	is	your	responsibility	to	
notify	Human	Resources	that	the	foster	child	is	no	longer	in	your	care.	Upon	receipt	of	this	notification,	Broward	Health	will	
terminate	the	coverage	of	the	child	effective	the	date	of	receipt	of	written	notice.

D. Domestic Partners

	 Eligible	 employees	may	 now	 add	 their	 Domestic	 Partner,	 (and	 are	 subject	 to	 “qualifying	 event”	 )	 in	 accordance	
with	 HRAM	 Policy	 6.41,	 as	 a	 dependent	 under	 the	 medical,	 dental	 and	 voluntary	 life	 insurance	 plans.		 
See page 74.

E. Newborn Children of Dependent Children

	 Under	the	plan’s	coverage,	a	newborn	child	of	a	covered	dependent	child,	as	defined	above,	will	be	covered	for	up	to	eighteen	
months	from	the	moment	of	birth	for	any	illness	or	injury,	(as	long	as	the	covered	dependent	remains	on	the	plan).	After	
eighteen	months,	the	baby	is	terminated,	unless	covered	employee	of	the	covered	dependent	child	become	legal	guardian	
of	the	baby.	In	order	for	the	newborn	child	of	a	dependent	to	receive	benefits	under	this	plan,	a	birth	certificate	and	social	
security	card	must	be	furnished	to	the	Human	Resources	Department.
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ENROLLMENT

An	eligible	employee	may	apply	for	coverage	by	completing	an	application	form	which	 is	available	 in	the	Human	Resources	
Department.	You	are	responsible	for	submitting	the	completed	application	and	all	required	documentation	before	the	scheduled	
effective	date	of	coverage.	Eligible	employees	may	apply	for	coverage	at	their	date	of	hire,	when	transferring	to	an	eligible	status,	
due	to	certain	qualifying	events,	or	during	open	enrollment.

TYPE OF COVERAGE 
When you apply, you elect either:

Single coverage:	Individual	Coverage	for	you	as	a	Broward	Health	employee

*Employee & spouse coverage:	Coverage	for	you	and	your	spouse/domestic	partner

Employee & child(ren): Coverage	for	you	and	your	eligible	dependent	child(ren).

*Family coverage:	 Coverage	 for	 you,	 your	 spouse/	 domestic	 partner,	 and	 your	 eligible	 dependent	 children. 
You	must	enroll	your	dependents	within	60	days	of	the	date	they	become	eligible.	This	includes	dependents	you	want	to	enroll	
when	you	first	become	eligible	as	well	as	new	dependents	due	to	birth,	adoption,	legal	guardianship,	or	marriage.

*Includes Domestic Partner

BIRTH 
Coverage	for	newborn	children	will	be	effective	from	the	moment	of	birth,	provided	Broward	Health	receives	the	appropriate	
application	(providing	the	name,	sex	and	date	of	birth	of	the	newborn)	and	documentation	within	60	days	of	the	date	of	birth.		
If	the	appropriate	application	is	received	within	the	first	30	day	period,	premiums	will	not	be	charged	for	the	first	30	days	
of	coverage.	In	the	event	Broward Health	does	not	receive	the	appropriate	application	within	60	days	after	the	date	of	birth,	
the	newborn	child	will	not	be	eligible	for	enrollment	until	the	next	open	enrollment.	Employees	should	complete	a	health	
application	within	the	60	day	time	frame	and	follow	up	with	a	birth	certificate	upon	receipt	from	the	Office	of	Vital	Statistics.

MATERNITY 
Best Choice Plus Medical Plan: 
All	confirmed	pregnancies	must	be	registered	with	TCA’s	utilization	management	company,	(1-800-633-0475)	during	your	first	
trimester.

Aetna: 
Maternity	management	program	is	not	a	requirement	but	recommended.	Pre-certification	is	normally	done	by	the	admitting	
physician.	As	long	as	the	member	uses	an	in	network	provider,	there	is	no	need	for	the	member	to	precertify.	If	the	member	
uses	an	out	of	network	provider	on	the	high	deductible	plan,	then	the	member	is	required	to	precertify	an	inpatient	stay	or	
there	is	a	$500	penalty.	Please	contact	Aetna	Customer	Service	at	 
1-877-245-1813	for	further	detail.

Marriage/Domestic Partner 
You	may	wish	to	add	your	spouse	and	other	new	dependents	to	your	health	plan	coverage	when	you	get	married.	You	must	
apply	for	the	change	in	coverage	within	60	days	of	your	marriage.	Coverage	will	become	effective	on	the	first	day	of	the	month	
following	receipt	of	the	application	and	appropriate	documentation	by	your	Human	Resources	Department.

If	you	do	not	apply	for	coverage	for	your	new	dependents	within	60	days	of	marriage,	you	must	wait	until	the	next	open	enrollment	
to	add	your	dependents.

If	you	and	a	dependent	(spouse	or	child)	both	work	for	Broward Health,	you	can	each	enroll	 for	“Employee	Only”	coverage	
separately,	or	as	an	employee	and	dependent	under	the	same	health	plan.	Children	may	be	covered	by	either	parent,	but	not	by	
both.	Contact	Human	Resources	for	details.
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IMPORTANT:	 Contact	 your	 Human	 Resources	Department	 to	 complete	 a	 new	 enrollment	 application	 each	 time	 you 
add	 or	 delete	 a	 dependent	 under	 this	 plan.	Also, it is your responsibility to notify Human Resources if the correct 
payroll deductions are not made. Dependents are not covered if a payroll deduction is not made for that coverage.

NOTE:  To	ensure	compliance	with	the	rules	of	our	health	plans,	and	to	be	more	cost-effective,	Broward	Health	may	ask	employees	
and	retirees	to	provide	documentation	verifying	the	eligibility	of	their	dependents	enrolled	in	our	health	plan	coverage(s).	Failure	
to	comply	with	these	audit	procedures	may	result	in	loss	of	coverage.

SPECIAL ENROLLMENT PERIODS

Group health plans are required to provide special enrollment periods during which employees who previously declined coverage 
for	themselves	and	their	dependents	may	be	allowed	to	enroll	(without	having	to	wait	until	the	plan’s	next	open	enrollment	period).

A	special	enrollment	opportunity	occurs	if	an	employee	or	a	dependent	of	an	employee	with	other	health	insurance	loses	that	
coverage	or	if	a	person	becomes	a	new	dependent	through	marriage,	birth,	adoption	or	placement	for	adoption.	The	resulting	
coverage	must	be	effective	no	later	than	the	first	day	of	the	first	calendar	month	beginning	after	the	date	the	completed	request	
for	enrollment	is	received.

New	spouses	and	new	dependents	of	retirees	in	a	group	health	plan	may	also	have	special	enrollment	rights	after	a	marriage,	
birth,	adoption	or	placement	for	adoption.

CHILDREN’S HEALTH INSURANCE PROGRAM

* New special enrollment period

Current	HIPAA	rules	require	that	most	employer	group	health	plans	(whether	insured	or	self-insured)	allow	employees	to	enroll	
themselves	and	certain	family	members	within	30	days	of	losing	other	group	health	plan	coverage.	In	addition,	when	employees	gain	
new	dependents	through	marriage,	birth,	adoption	or	placement	for	adoption,	they	have	30	days	to	enroll	the	new	dependent(s)	
in	the	employer’s	plan.	Employers	must	notify	employees	of	these	HIPAA	special	enrollment	rights	when	employees	enroll	in	
the	plan,	or	beforehand.

The	expanded	CHIP	law	creates	a	new	HIPAA	special	enrollment	period	for	eligible	employees	and	their	dependents	if	they	become	
ineligible	for	Medicaid	or	CHIP	and	lose	coverage,	or	if	they	become	eligible	for	a	state’s	premium	assistance	program.	Unlike	
current	HIPAA	special	enrollment	rights,	which	give	employees	30	days	after	a	triggering	event	to	enroll,	employees	experiencing	
a	Medicaid/CHIP	event	have	60	days	from	the	date	of	the	event	to	request	enrollment	in	the	employer	plan.

The	new	special	enrollment	right	was	effective	April	1,	2009.	To	take	advantage	of	the	new	midyear	special	enrollment	right,	
individuals	must	both	experience	a	Medicaid/CHIP	triggering	event	and	provide	the	employer	plan	with	timely	notice	of	the	
event	and	their	enrollment	request.	

Employers	that	sponsor	insured	or	self-insured	group	health	plans	subject	to	HIPAA	must	let	qualifying	employees	and	dependents	
enroll	in	the	plan.	Self-insured	employers	with	stop-loss	contracts	should	contact	their	carriers	to	make	sure	their	contracts	will	
cover	Medicaid/CHIP	special	enrollees.	

The	 new	 law	 gives	 states	 the	 ABILITY	 to	 use	 CHIP	 funds	 to	 pay	 employer	 group	 health	 plan	 premiums	 for	 eligible	 
children	 (and	 in	 some	 cases,	 their	 employed	 parent).	 This	 is	 commonly	 referred	 to	 as	 state	 premium	 assistance.	 
Employees	should	contact	Medicaid	for	state	premium	assistance.

Website:	www.fdhe.state.fl.us/Medicaid

Phone:	1-866-762-2237
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DEPENDENT STUDENT COVERAGE FOR MEDICAL LEAVE

Effective	January	1,	2010	Michelle’s	Law	creates	a	new	federal	coverage	mandate	ensuring	that	dependent	students	who	take	a	
medically	necessary	leave	of	absence	do	not	lose	health	coverage.

To	qualify	under	Michelle’s	Law,	the	following	requirements	must	be	met:

•	The	student	must	be	enrolled	as	a	full-time	student	immediately	before	the	leave	of	absence	or	schedule	reduction;

•	The	treating	physician	must	certify	in	writing	that	the	leave	or	schedule	reduction	is	necessary	due	to	a	severe	illness	or	injury;

•	The	loss	of	student	status	under	the	health	plan	resulting	in	a	medical	leave	and	or	reduced	school	schedule	must	be	due	to	a	
severe	illness	or	injury.

If	qualified,	the	child/dependent	will	continue	to	be	covered	until	one	year	fromn	the	date	the	leave	of	absence	begins,	or	until	
the	date	upon	which	the	coverage	would	otherwise	end,	whichever	comes	first.

In	 order	 for	 coverage	 to	 continue,	 you	must	 provide	 the	 Benefits	 Department	 with	 a	 written	 certification	 from	 the	
child/dependent’s	 physician	 setting	 forth	 the	 nature	 of	 the	 health	 condition	 and	 duration	 and	 that	 the	 school	 leave	 is	 
medically	necessary.

Medicaid	Area	Office	10/Broward	County

1400	W	Commercial	Boulevard,	Suite	110

Fort	Lauderdale,	Florida	33309

Main	Line:	954.202.3200

Fax:	954.202.3220

Toll	Free:	1.866.875.9131
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SPECIAL ENROLLMENT RULES

Eligible Individuals Triggering Event Effective Enrollment Date

Employees/dependents/	 COBRA	coverage	exhausted	 The	first	day	of	the	calendar
employees	and	dependent(s)		 or	other	(non-COBRA)	coverage	 month	following	the	date	the	plan	
who	were	eligible	to	participate		 terminated	 receives	a	completed	request	for
but	who	declined	coverage		 	 	 enrollment.
under the plan due to 
other	coverage.

Employee	who	previously	had		 a)	 Marriage	 a)	 The	first	day	of	the	calendar	
declined	coverage	and	who	 b)	 Birth	of	child	 	 month	following	the	date	the	
acquires a dependent through a  c) Adoption or placement   plan receives a completed 
specified	triggering	event.	 	 of	child	for	adoption	 	 request	for	enrollment
	 	 	 	 	 b)	 The	date	of	child’s	birth
	 	 	 	 	 c)	 The	date	of	child’s	adoption	
	 	 	 	 	 	 or	placement	for	adoption

Employee	who	participates	in	the		 a)	 Marriage	 a)	 The	first	day	of	the	calendar	
plan	and	acquires	a	dependent		 b)	 Birth	of	child	 	 month	following	the	date	the	
through	a	specified	triggering		 c)	 Adoption	of	child	or	placement	 	 plan	receives	a	completed	
event.	 	 	 of	child	for	adoption	 	 request	for	enrollment
	 	 	 	 	 b)	 The	date	of	child’s	birth
	 	 	 	 	 c)	 The	date	of	child’s	adoption	
	 	 	 	 	 	 or	placement	for	adoption

Additional special enrollment opportunities may occur when: 1) An employee or a dependent no longer resides, lives or 
works	in	an	HMO	service	area.

IDENTIFICATION CARDS

You	will	receive	health	plan	identification	cards	at	your	home	address	within	one	month	of	the	effective	date	of	your	coverage.	
The	identification	cards	will	be	issued	in	your	name	and	these	cards	may	be	used	by	you	or	your	covered	dependents.	
Examples	of	these	ID	cards	can	be	viewed	at	the	Employee	Benefits	Section	on	the	Intranet	and	Internet.

Your	health	plan	identification	card	should	be	presented	to	all	medical	providers	at	the	time	of	service.	This	ensures	that	the	
provider	will	have	the	necessary	information	to	file	your	claim.

Effective Dates

Medical	and	Dental	coverage	begins	the	1st	of	the	month	following	employment	and/or	qualifying	event	(with	appropriate	
paperwork	completed	in	accordance	with	this	guidebook.)	Coverage	ends	the	last	day	of	the	month	in	which	you	are	employed	
in	benefits	eligible	position	and/or	you	experience	a	qualifying	event.
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MEDICAL PLAN OPTIONS

Eligible	employees	and	retirees	may	enroll	in	one	of	the	following	Broward	Health	Medical	Plan	options:

•	Best	Choice	Plus	PPO	(which	includes	CVS/CAREMARK	and	HUMANA	Vision	Care	coverage)

•	AETNA	Select	EPO	or	HDHP	(which	includes	Pharmacy	and	vision	coverage)	

We	recommend	you	review	all	options	carefully	before	you	make	your	decision.	Remember	to	consider	the	different	health	plan	
premiums	associated	with	these	plans.	

BEST CHOICE PLUS PPO

This	plan’s	network	consists	of	a	variety	of	experienced	Broward	Health	health	care	providers.	Network	providers	have	entered	
into	an	agreement	to	provide	services	to	you	at	reduced	fees.	If	you	use	the	services	of	a	network	provider,	you	will	minimize	
your	out-of-pocket	expenses.

You	may	also	elect	to	receive	services	from	non-network	providers.	However,	the	plan	allowance	for	covered	benefits	will	be	
reimbursed	at	a	lesser	percentage.	Accordingly,	if	you	use	a	non-network	provider,	your	out-of-pocket	expenses	will	increase.

This	booklet	also	provides	details	regarding	benefits	for	services	not	currently	available	in	the	network,	for	emergency	services	
and	services	received	by	participants	living	outside	the	Best	Choice	Plus	Network’s	service	area.

BEST CHOICE PLUS PPO BENEFITS

OVERVIEW

Claims	Administration:	 	 	 	 Total	Claims	Administration,	Inc.
	 	 	 	 	 	 PO	Box	21128																																																								
	 	 	 	 	 	 Fort	Lauderdale,	FL	33335-1128

Customer	Service	Number:		 	 	 954.767.5500
	 	 	 	 	 	 1.800.867.4446	(outside	Broward)

Pre-admission/Hospital	Stay	Certification:	 	 1.800.633.0475

NETWORK SERVICE AREA

Plan	participants	are	encouraged	to	utilize	the	Best	Choice	Plus	Network.		

NETWORK HOSPITALS

 Broward	Health	Medical	Center		 	 Broward	Health	North

	 Broward	Health	Imperial	Point	 	 Broward	Health	Coral	Springs

                                       Broward Health Weston
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PHYSICIAN NETWORK AND OTHER ANCILLARY PROVIDER NETWORK

You	can	obtain	a	network	Provider	for	Best	Choice	Plus	by	searching	at	www.browardhealth.org

CALENDAR YEAR DEDUCTIBLE

The	calendar	year	deductible	is	waived	for	well-child	care	and	for	certain	covered	services	performed	by	a	network	provider.

There	is	no	co-payment,	co-insurance	or	deductible	for	in-network	preventive	services.	There	is	no	change	to	the	out-of-network	
preventive	benefit.

MAXIMUM OUT-OF-POCKET EXPENSES

Out-of-pocket	 expenses	 include	 your	 co-insurance	 and	deductibles.	Co-payments,	 amounts	 above	 the	plan	 allowance	 and	 
non-covered	benefits	are	not	included	in	out-of-pocket	expenses.

*Network	Services:
Employee	Only	 $2,000

Employee	and	Spouse	 $4,000

Employee	And	Child	 $4,000

*Employee	and	Children	(3	or	more	members)	 $4,000

*Family	Maximum	 $4,000

*NOTE:	Once	 your	 total	 family	 out-of-pocket	maximum	equals	 $4,000.00,	 you	have	met	 your	 out-of-pocket	 amount.	 
	Ex:	employees	$2,000.00,	spouse	=	$1,000.00	and	child	=	$1,000.00	(maximum	out-of	pocket	expenses	has	been	met).	
*There	is	no	out-of-pocket	out	of	network	maximum.

HOSPITAL BENEFITS

Network Hospital Services:	100%	of	network	hospital	allowance	for	covered	services,	no	calendar	year	deductible;	expect	$100	
co-pay	per	admission,	observation	&	short	stay,		a	$50	co-payment	applies	to	emergency	room	services	unless	the	patient	is	
admitted	to	the	hospital.

Non-Network Hospital Services:	60%	of	non-network	allowance,	after	the	$150	calendar	year	deductible.	A	$500	per	admission	
hospital	deductible	will	apply	to	inpatient	admissions	to	a	non-network	hospital.

NOTE:	Emergency	services	rendered	by	a	non-network	provider,	as	reviewed	and	approved	by	the	Plan,	may	be	covered		
under	the	same	benefit	provisions	as	an	in-network	service	(subject	to	applicable	co-pays,	coinsurance,	and	deductible).	
Emergency	services	rendered	by	a	non-network	provider	which	are	determined	as	non-emergency	after	review	are	ineligible	
for	any	benefit	consideration	under	the	plan.	Participants	may	be	subject	to	balance	billing	by	the	non-network	provider.

Hospital Inpatient Days Per Calendar Year:	Unlimited	for	approved	days.

Pre-admission Certification:	required	on	all	admissions	and	short	stay	patients	and	outpatient	stays	past	Midnight.	
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PHYSICIAN BENEFITS

Network Physician Services:	100%	of	the	plan	allowance,	no	calendar	year	deductible,	except	for	the	following:

•	 Examinations and Specific Imaging/Diagnostic/Laboratory Services performed and processed in the Physician’s 
Office: listed	on	page	21	will	be	reimbursed	at	100%	of	the	Best	Choice	Plus	allowance,	after	a	$20	co-payment	per	
physician	office	visit,	$5	per	lab	draw	and	$10	per	imaging,	diagnostic	procedure.

•		 Other Covered Services and Supplies in the Physician’s Office:	 90%	of	 allowance,	 after	 the	$150	calendar	 year	
deductible.

Non-Network Physician Services:	60%	of	the	plan	allowance,	after	the	$150	calendar	year	deductible.

Second/Third Surgical Opinion:	Network	&	non-network	co-pays	and	co-insurance	applies	based	on	consultation/procedure.

If	a	non-Best Choice Plus physician provides emergency medical services to our employees or covered dependents at a Broward 
Health	owned	and	operated	medical	center,	100%	of	charged	fees	will	be	reimbursed.

 

OTHER COVERED BENEFITS

REHABILITATION SERVICES

Network: 

•		 Calendar Year Maximum Benefit:	up	to	60	sessions	for	covered	physical	therapy,	occupational	therapy,	speech	therapy,	
cardiac	and	pulmonary	rehabilitation	services.

•		 Benefit: 100%	of	allowance,	no	calendar	year	deductible,	subject	to	$5	co-pay	per	visit.

•		 Learning disabilities and articulation disorders are not covered but includes autism services such as ABA and related 
therapies.

Non-Network:	Benefits	60%	of	non-network	allowance,	after	the	$150	calendar	year	deductible.	60	visit	limit.

NOTE:	See	Chiropractic	Benefit	information	on	page	29.

HOME HEALTH CARE

•		 Limited	to	120	visits	per	calendar	year,	includes	Private	Duty	Nursing	limited	to	70	eight	hour	shifts	per	calendar	year.

•		 Each	visit	by	a	nurse	or	therapist	is	one	visit.	Each	visit	up	to	4	hours	by	a	home	health	care	aide	is	one	visit.

•		 Network Provider(s):	100%	of	Best	Choice	Plus	allowance,	no	calendar	year	deductible.

•		 Non-Network Provider(s):	60%	of	non-network	allowance,	after	the	$150	calendar	year	deductible.

AMBULANCE SERVICES AND CITY EMERGENCY TRANSPORT  

Network Provider(s): 90%	of	Best	Choice	Plus	allowance	(No	Deductible).

911 City Emergency Transport: 90%	of	non-network	allowance,	after	the	$150	calendar	year	deductible.

DURABLE MEDICAL EQUIPMENT

Network Provider(s):	90%	of	Best	Choice	Plus	allowance	(No	Deductible).

Non-Network Provider(s):	60%	of	non-network	allowance,	after	the	$150	calendar	year	deductible.
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SKILLED NURSING FACILITY/RESIDENTIAL TREATMENT CENTER:

Lifetime Maximum Benefit:		30	days

Network Provider(s)*: 	100%	of	Best	Choice	Plus	Allowance.	No	deductible.	$100	per	admit	co-pay.

Non-Network Provider(s):		60%	of	non-network	allowance,	after	the	$150	calendar	year	deductible.

DIABETIC EDUCATION/TRAINING

Network Hospital Provider(s):	100%	of	Best	Choice	Plus	Allowance,	no	calendar	year	deductible.

Non-network Provider(s): 60%	of	non-network	allowance,	after	the	$150	calendar	year	deductible.

MENTAL AND NERVOUS CONDITIONS/CHEMICAL DEPENDENCY

 Network Providers:	100%	of	Best	Choice	Plus	allowance,	not	subject	to	the	calendar	year	deductible,	except	for	the	
following:

•  $20	co-payment	per	visit.

•  Other Covered Services and Supplies in the Physician’s Office:		90%	of	allowance,	after	the	$150	calendar	year	
deductible.	lab,	diagnostic	or	imaging	co-pay	may	apply	as	applicable.

 Non-Network Providers: 	60%	of	non-network	allowance	after	the	$150	deductible.

YOUR RESPONSIBILITY

CALENDAR YEAR DEDUCTIBLE

The	deductible	is	the	amount	of	money	you	must	pay	before	you	can	receive	certain	benefits	provided	by	this	plan.	This	amount	
is	an	accumulation	of	allowed	charges	for	covered	services	and	is	your	responsibility.	The	deductible	applies	once	each	calendar	
year	to	each	plan	participant	(maximum	of	$400	per	family	with	3	or	more	members).	There	is	no	carryover	provision	under	
Broward Health’s health plan, which means that expenses incurred during one calendar year cannot be carried over to meet the 
next	year’s	deductible.

EMPLOYEE COVERAGE

Participants	who	have	single	coverage	must	pay	a	$150	deductible	per	calendar	year	before	they	receive	a	plan	reimbursement	
for	services	to	which	the	calendar	year	deductible	applies.

EMPLOYEE AND SPOUSE/DOMESTIC PARTNER OR EMPLOYEE AND CHILD COVERAGE

Participants	who	have	single	plus	one	member	coverage	must	pay	$150	deductible	per	person	(totaling	$300	for	the	two	members)	
before	they	receive	a	plan	reimbursement	for	services	to	which	the	calendar	year	deductible	applies.

EMPLOYEE AND CHILDREN COVERAGE

Participants	who	have	single	plus	two	member	coverage,	must	meet	the	annual	deductible	of	$400	per	family.	This	amount	can	
be	the	total	amount	of	all	deductibles	taken	for	all	members	(maximum	per	person	is	$150.00).

FAMILY COVERAGE

For	participants	with	family	coverage	once	the	total	amount	of	deductibles	per	calendar	year	equals	$400,	the	family	deductible	has	
been	met.	Then	the	family	can	be	reimbursed	for	services	to	which	the	calendar	year	deductible	applies.
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HOSPITAL DEDUCTIBLE FOR NON-NETWORK HOSPITALS

If	you	or	your	dependents	are	admitted	as	an	inpatient	to	a	non-network	hospital	in	the	Best	Choice	service	area,	you	must	pay	
a	$500	per	admission	deductible	in	addition	to	the	$150	calendar	year	deductible.

SERVICES NOT AVAILABLE WITHIN NETWORK

If	Best	Choice	Plus	physician	panel	and/or	Broward	Health	Medical	Centers	do	not	provide	a	specific	specialty	care	service, the 
following	guidelines	shall	be	implemented:

•		 100%	of	charged	fees	(after	any	negotiated	discount)	will	be	reimbursed,	subject	to	in-network	co-pays,	deductibles	and	co-
insurance.

•		 Total	Claims	Administration	under	the	guidance	of	the	Medical	Director	of	Best	Choice	Plus	shall	be	responsible	for	reviewing	
and	approving.	Only	those	services	that	can	not	be	performed	by	Best	Choice	Plus	providers	are	impacted.

•		 Pre certification	and	case	management	procedures	still	apply.

CO-PAYMENT FOR NETWORK EMERGENCY ROOM SERVICES

A	$50	co-payment	applies	to	emergency	room	services	received	at	a	network	hospital.	This	co-payment	will	be	waived	if	you	
are	admitted.	No	deductible.

CO-PAYMENT FOR SERVICES IN A NETWORK PHYSICIAN’S OFFICE

The	 examinations,	 imaging,	 diagnostic	 and	 laboratory	 services	 listed	 on	 page	 19	which	 are	 performed	 in	 a	 network	 physician’s	
office	 and	 processed	 in	 either	 the	 physician’s	 office	 or	 a	Broward Health	 hospital	 are	 paid	 at	 100%	 of	 the	 allowance	 after	
you	 pay	 the	 $20	 per	 visit	 co-payment.	 The	 co-payment	 does	 not	 accrue	 to	 the	 plan’s	 calendar	 year	 deductible	 or	maximum	 
out-of-pocket	expenses.

CO-INSURANCE AMOUNTS

After	you	satisfy	the	deductibles	or	co-payment	amounts,	the	plan	will	pay	a	coinsurance	percentage	of	the	plan	allowance	for	
authorized	covered	charges	(up	to	the	plan’s	calendar	year	or	lifetime	limits)	as	follows:

SERVICES Network* Non Network** 
 
Hospital	Services	 100%	 60%	

Physician	Services,	Hospital	Examinations,	and	Specific	X-ray	and		 100%	 60%	
Laboratory	Services	in	Physician’s	Office

Ambulance	Services/City	Emergency	Transport	 90%	 90%		

Durable	Medical	Equipment/Orthodics/Certain	Prosthetics	 90%	 60%	

Home	Health	Care	Services	 100%	 60%	

Hospice	 100%	 60%	

Amniocentesis	&	Genetic	Testing	 100%	 60%	

Mental	&	Nervous	or	Chemical	Dependency	Examinations	and		 100%	 60%	
Specific	X-Ray	and	Laboratory	Services	in	Physician’s	Office

Other	Expenses	 90%	 60%	

Rehabilitation	Services		-	Outpatient	60	visits	 100%	 60%	

Skilled	Nursing	Facilities	-	30	days	 100%	 60%	

Office	Based	Physical	Medicine	Services/Chiro		 100%	 60%	
(Maximum	20	visits	per	year)

NOTE:	Percentages	above	relate	to	payment	schedule	of	allowable	charges.
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MAXIMUM OUT-OF-POCKET EXPENSES

Out-of-pocket	expenses	are	an	accumulation	of	allowed	charges	not	paid	under	this	plan	because	they	have	been	applied	to	the	
calendar	year	deductible	and	the	co-insurance	amount.	Non-covered	amounts,	co-payments,	and	amounts	which	exceed	the	
plan	allowance	do	not	accumulate	to	the	out-of-pocket	maximum.	Once	the	out-of-pocket	expense	maximum	is	met,	the	plan	
will	pay	covered	charges	at	100%	of	the	applicable	allowance	for	the	remainder	of	the	calendar	year.	There	is	no	out-of-pocket,	
out-of-network	maximum.

EMPLOYEE ONLY COVERAGE

Participants	who	have	 single	 coverage	must	 pay	 $2,000	 in	out-of-pocket	 expenses	per	 calendar	 year	 before	 they	 receive	
reimbursement	at	100%	of	the	plan	allowance	for	covered	benefits.

EMPLOYEE AND SPOUSE OR EMPLOYEE AND CHILD COVERAGE

Participants	who	have	single	plus	one	member	coverage	must	pay	$2,000	in	out-of-pocket	expenses	for	each	person	per	calendar	
year	before	they	receive	reimbursement	at	100%	of	the	plan	allowance	for	covered	benefits.

EMPLOYEE AND CHILDREN COVERAGE

Participants	who	have	single	and	two	member	coverage	must	meet	the	$4,000	total	out	of	pocket	maximum.	However,	the	total	
can	be	a	combination	amount	of	all	members.

FAMILY COVERAGE

For	participants	with	family	coverage,	once	the	total	of	$4,000	out-of-pocket	expenses	per	calendar	year	is	met,	they	will	receive	
reimbursements	at	100%	of	the	plan	allowance	for	covered	benefits.

NON-NETWORK

There	is	no	out-of-pocket	maximum	for	these	services.	If	a	non-network	provider’s	charge	is	greater	than	the	plan	allowance,	
you	are	responsible	for	the	difference	between	the	actual	charge	and	the	plan	allowance.

MEDICAL NECESSITY

This	plan	does	not	provide	benefits	for	any	service	rendered	or	any	supply	furnished	which,	in	the	opinion	of	TCA	or	it’s	consulting	
health	professionals/utilization	review	organizations,	is	not	medically	necessary.	Examples	of	hospitalization	and	other	health	
care services and supplies which are not medically necessary include, but are not limited to:

•		 Continued	hospitalization	of	the	mother	because	the	newborn	cannot	be	discharged	or	vice	versa.

•		 Continued	hospitalization	because	arrangements	for	discharge	have	not	been	completed.

•		 Use	of	laboratory,	x-ray,	or	other	diagnostic	testing	which	has	no	clear	indication,	or	is	not	expected	to	alter	the	treatment	
plan	(e.g.,	repetitive	services).

•		 Spinal	manipulation,	physical	therapy,	and	therapeutic	services	for	which	medical	evidence	does	not	substantiate	the	
need	for	continuation	of	therapy.

•		 Hospitalization	because	care	in	the	home	is	unavailable	or	unsuitable;	or	hospitalization	for	any	service	which	could	
have	been	provided	safely	and	adequately	in	an	alternate	setting	(e.g.,	physician’s	office,	hospital	outpatient	department,	
home,	or	skilled	nursing	facility).

•		 Hospitalization	for	the	purpose	of	custodial	care,	convalescent	care,	or	any	other	service	primarily	for	the	convenience	
of	the	patient,	family	members	or	provider.

•		 Services,	 including	 surg ical,	 that	 are	 determined	 to	 be	 non-therapeutic	 and/or	 cosmetic	 and/or	 
experimental/investigational.
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Total	Claims	Administration,	Inc.,	Broward	Health’s	health	plan	administrator,	and/or	its	utilization	review	company	determines	
whether	hospitalization	or	other	health	care	services	or	supplies	are	medically	necessary,	and	therefore	eligible	for	payment	
under	the	terms	of	this	plan.	In	some	instances,	this	decision	is	made	by	TCA	after	the	participant	has	been	hospitalized	or	has	
received	other	health	care	services	or	supplies	and	after	a	claim	for	payment	has	been	submitted.

NOTE:	The	fact	that	a	provider	may	prescribe,	recommend,	approve,	or	furnish	a	service	or	supply,	of	itself	neither	makes	the	
service	or	supply	medically	necessary	or	a	covered	service;	nor	does	it	make	any	charge	an	allowance	under	this	plan,	whether	
or	not	the	service	or	supply	is	specifically	listed	as	an	exclusion.

PROVIDER ALTERNATIVES

The	Benefits	Overview	lists	the	benefits	payable	under	this	plan	when	you	use	a	network	or	non-network	provider.	Since	this	
plan	is	designed	to	encourage	the	use	of	the	Best	Choice	Plus	Network,	you	will	find	that	a	greater	percentage	of	your	medical	
expenses	are	paid	when	you	use	network	providers.	Should	you	decide	to	use	a	non-network	provider,	benefit	payment	is	made	
for	covered	medical	expenses	at	a	lower	level	of	reimbursement.	Your	out-of-pocket	expenses	will	be	greater	when	you	use	a	
non-network	provider.	The	following	section	outlines	provider	alternatives.

Broward	Health	does	not	provide	or	arrange	for	health	care	services	or	supplies.	It	is	the	plan	participant’s	responsibility	to	select	
a	health	care	provider.	Broward	Health	is	not	liable	for	any	damages	or	costs	arising	from	the	actions	or	lack	of	actions	of	any	
health	care	provider	or	the	provider’s	staff.

HOSPITALS

NETWORK HOSPITALS

These	are	Broward	Health	hospitals	which	participate	in	the	Best	Choice	Plus	Network.	They	will	be	reimbursed	at	a	higher	
percentage,	as	specified	in	the	Benefits	Overview.	Those	hospitals	have	agreed	to	accept	the	plan	allowance	as	payment	in	full.	
You	are	responsible	for	any	unsatisfied	co-payment,	co-insurance	and	all	non-covered	services.	Network	hospitals	will	file	claims	
on	your	behalf,	and	payment	will	be	made	directly	to	them.

NON-NETWORK HOSPITALS

These	are	hospitals	which	do	not	participate	in	the	network.	These	hospitals	will	be	reimbursed	at	a	lower	level,	as	specified	
in	the	Benefits	Overview.	When	you	file	a	claim	for	benefits	for	covered	hospital	services,	you	will	be	responsible	to	pay	the	
hospital	the	difference	between	what	the	plan	pays	and	what	was	charged.

PHYSICIANS

NETWORK PHYSICIANS

These	are	physicians	who	have	entered	into	an	agreement	to	participate	in	the	Best	Choice	Plus	Network.	These	physicians	will	be	
reimbursed	at	a	higher	level,	as	outlined	in	the	Benefits	Overview.	Network	physicians	have	agreed	to	accept	the	plan	allowance	
as	payment	in	full.	You	are	responsible	for	unsatisfied	deductibles,	co-payments,	co-insurance	and	non-covered	services.	A	
network	physician	will	file	the	claim	on	your	behalf	and	payment	will	be	made	directly	to	the	network	physician.	Directories	which	
list	network	providers	are	available	in	your	Human	Resources	Department	and	on	Broward Health’s	Intranet	on-line.	Remember:	
The	Best	Choice	Plus	Network	is	subject	to	change	without	prior	notice	to	or	approval	of	the	plan	participants.

NOTE:	The	patient	is	responsible	for	verifying	the	provider’s	status	as	a	Best	Choice	Plus	network	participant	prior	to	receiving	
any	and	all	services.		
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NON-NETWORK PHYSICIANS

These	are	physicians	who	are	not	members	of	the	Best	Choice	Plus	Network.	Non-Network	physicians	will	be	reimbursed	at	a	
lower	percentage,	as	specified	in	the	Benefits	Overview.

When	you	receive	services	from	one	of	these	physicians,	you	will	be	responsible	to	pay	the	physician	the	difference	between	
what	the	plan	pays	and	what	was	charged.

PROVIDERS OUTSIDE THE NETWORK SERVICE AREA

These	providers	are	not	eligible	to	participate	in	the	Best	Choice	Plus	Network	and	will	be	reimbursed	at	the	non-network	level	
as	specified	in	the	Benefits	Overview.	You	will	be	responsible	to	pay	the	provider	the	difference	between	what	the	plan	pays	and	
what	was	charged.

COST CONTAINMENT AND QUALITY ASSURANCE PROGRAMS

This section describes the various programs in place to help provide needed health care services while containing the plan’s costs:

PREADMISSION CERTIFICATION

All	of	us	are	responsible	for	managing	the	effective	use	of	health	care	services.	Preadmission	Certification	is	designed	to	encourage	
you,	your	physician	and	your	hospital	to	choose	the	most	cost-effective	location	for	your	elective	healthcare	treatment.	In	order	
for	you	to	be	eligible	for	full	plan	benefits,	all	hospital	admissions	must	be	reviewed	and	certified	prior	to	admission.

Each	of	us	has	a	part	in	the	Preadmission	Certification	process:

You -	Need	to	show	your	health	plan	identification	card	to	your	physician;	this	will	let	your	physician	know	that	Preadmission	
Certification	is	required.	You	should	also	call	TCA’s	Utilization	Management	Company	(1-800-633-0475)	to	advise	them	that	you	
are	going	to	be	hospitalized.

Your Physician	-	Needs	to	call	TCA’s	Utilization	Management	Company	Care	Allies	during	normal	business	hours	at	least	two	2	
working	days	prior	to	the	scheduled	admission.	The	Utilization	Management	Company’s	Preadmission	Certification	telephone	
number	is	1-800-633-0475.

TCA’s Utilization Management Company	-	Will	evaluate	the	medical	information	provided	by	your	doctor,	based	on	established	
clinical	criteria.	After	these	steps	have	been	completed,	notification	regarding	this	review	will	be	given	to	you,	your	physician	
and	your	hospital.

If	the	inpatient	admission	is	certified,	your	hospital	bill	and	associated	services	will	be	eligible	for		full	plan	benefits.		If	the	inpatient	
admission	is	not	certified,	and	you	choose	to	be	admitted	to	the	hospital,	you	will	be	responsible	for	all	hospital	and	physician	
visit	charges	while	you	are	hospitalized,	and	all	other	charges	which	are	not	covered	by	the	plan.

HOSPITAL STAY CERTIFICATION

In	order	for	you	to	be	eligible	for	full	plan	benefits,	all	hospital	days	must	be	certified.	As	with	Preadmission	Certification,	each	of	
us	has	a	part	in	the	hospital	stay	certification	process.		Precertification	verifies	your	medical	need	to	be	in	the	hospital,	but	does	
not	guarantee	payment.	Your	treatment	must	meet	all	benefit	guidelines	to	be	covered.	

An	approved	length	of	stay	will	be	assigned	to	all	inpatient	hospital	admissions,	both	elective	and	non-elective.
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ELECTIVE ADMISSION

You	-	Need	to	follow	the	Preadmission	Certification	procedures.

TCA’s Utilization Management Company	-	Will	assign	an	approved	length	of	stay	during	the	Preadmission	Certification	process.

The	approved	number	of	days	will	be	included	in	the	Preadmission	Certification	given	to	you,	your	physician	and	the	hospital.

NON-ELECTIVE ADMISSION

You, Your Physician or Hospital	-	Must	contact	the	Utilization	Management	Company	(1-800-633-0475)	within	24	hours	of	
admission	to	a	hospital	or	on	the	first	business	day	following	a	weekend	admission.

NOTE: 	Involuntary	911	medically	necessary	emergency	department	visits	that	require	an	in-patient	hospital	admission	will	not	
require	pre-certification.	However,	upon	admission	lengths	of	stay	must	still	comply	with	Intracorp	pre-certification	and	case	
management	standards.

TCA’s Utilization Management Company	-	Will	assign	a	certified	length	of	stay	and	contact	you,	your	physician	and	the	hospital.

If	your	condition	changes	and	you	need	to	stay	in	the	hospital	beyond	the	initial	approved	length	of	stay:

You, Your Physician or Hospital -	Must	contact	the	Utilization	Management	Company	24	hours	before	the	approved	length	of	
stay	is	scheduled	to	end	and	request	approval	of	additional	days.

TCA’s Utilization Management Company	-	Will	review	your	request	based	on	established	clinical	criteria	and	will	immediately	
notify	you,	your	physician	and	the	hospital	of	its	decision.

If	your	request	for	additional	hospital	days	is	approved,	you	will	receive	full	plan	benefits	for	the	additional	approved	days.	If	
additional	hospital	days	are	not	approved	and	you	choose	to	remain	in	the	hospital	beyond	the	approved	length	of	stay	for	a	
covered	condition,	you	will	be	responsible	for	all	charges	for	all	non-approved	days.

If	 circumstances	change	 so	 that	 approval	of	 the	 additional	days	 is	 appropriate,	 it	 is	 your	 responsibility	 to	 see	 that	 the	new	
information	is	submitted	to	TCA’s	Utilization	Management	Company.

SECOND SURGICAL OPINION PROGRAM

With	 today’s	 advanced	medical	 technology,	many	 times	 there	 are	 alternatives	 to	 having	 an	 elective	 surgical	 procedure. 

An Elective Surgical Procedure	is	defined	as	surgery	not	of	an	urgent	or	emergency	nature	which	can	be	scheduled	in	advance	
and	at	a	time	which	is	convenient	for	you	and	your	physician	without	risking	your	well	being.

In	order	for	you	to	make	a	more	informed	decision	as	to	whether	or	not	you	are	going	to	have	an	elective	surgical	procedure	
performed,	a	voluntary	second	surgical	opinion	program	is	available.

You	-	need	to:

1)		select	a	provider	and	make	an	appointment	for	the	Second	Surgical	Opinion.

2)		Bring	copies	of	your	medical	records,	laboratory	test	results	and	x-rays	to	the	Second	Surgical	Opinion	Consultation.

The Physician	-	should:	

1)		perform	the	physical	exam	and	any	medically	necessary	tests	and	communicate	his	findings	to	you.	

2)		send	 a	 completed	 claim	 form	 which	 is	 clearly	 labeled	 Second	 Surg ical 	 Opinion	 to	 Total 	 Claims			 
Administration,	Inc.,	for	processing.

If	the	second	opinion	does	not	confirm	your	surgeon’s	opinion,	you	have	the	option	of	obtaining	a	third	surgical	opinion,	by	again	
following	the	procedure	outlined	above.

Network	and	Non-Network	co-pays	and	co-insurance	applies	based	on	consultation/procedure.
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DISCHARGE PLANNING

Discharge	Planning	 is	 a	program	which	 identifies	 the	potential	need	 for	 treatment	 following	hospitalization.	TCA’s	Utilization	
Management	Company	will	work	with	your	hospital	and	physician,	and	use	established	clinical	criteria	to	identify	the	need	for	
services	following	discharge	from	the	hospital.

TCA’s	Utilization	Management	Company	will	also	assist	in	the	discharge	planning	process	by	identifying	for	your	physician	and	
hospital	 any	 alternative	healthcare	 services	 available	within	 your	 community.	Additionally,	 if	 your	physician	or	 hospital	 has	
questions	regarding	your	plan’s	coverage	for	services	after	discharge,	TCA’s	Utilization	Management	Company	will	assist	them	
in	obtaining	this	information.

INDIVIDUAL BENEFITS MANAGEMENT

The	Individual	Benefits	Management	Program	is	a	program	which	emphasizes	individual	attention.	It	is	designed	to	review	hospital	
admissions	with	particular	emphasis	on	catastrophic	illness	or	injury	to	determine	if	an	alternative	setting	for	recovery	might	
be	appropriate.	Alternative	benefits	may	be	made	available	on	a	case-by-case	basis	to	individual	participants	who	meet	certain	
pre-established	eligibility	requirements.	Providing	alternative	benefits	in	no	way	obligates	Broward	Health	to	continue	to	provide	
alternative	benefits.

For	more	information	about	the	Individual	Benefits	Management	Program,	please	contact	TCA’s	Utilization	Management	Company	
at	1.800.633.0475.

APPEAL PROCESS

The	participant,	the	physician	or	the	hospital	may	request	that	the	Utilization	Management	Company	review	a	program	decision,	
provided	such	 request	 is	made	 in	writing	within	60	days	of	 the	date	of	 the	decision.	The	 review	 request	should	 include	all	
information	relevant	to	the	admission	in	question.	The	Utilization	Management	Company	will	review	the	decision	in	light	of	such	
information	and	notify	the	participant,	the	hospital	and/or	the	physician	of	the	reviewed	decision.	Submit	request	in	writing	to	
Care	Allies:	Attn:	Appeals	Department:	523	Plymouth	Road,	Plymouth	Meeting,	PA		19462.

COVERED BENEFITS

The	benefits	provided	by	this	plan	are	grouped	into	four	general	categories:

•	 Hospital	Benefits

•	 Medical	and	Surgical	Benefits

•	 Other	Covered	Benefits

•	 Special	Benefits

Benefits	are	subject	to	the	deductibles,	co-payments,	co-insurance,	limitations	and	exclusions	outlined	in	this	chapter.	You	may	
select	your	own	provider	of	service,	but	payment	of	benefits	will	vary	depending	on	the	provider	chosen.	Please	refer	to	the	
Benefits	Overview.

COVERED HOSPITAL BENEFITS

This	section	describes	 the	benefits	 for	covered	medically	necessary	pre	certified	services	 received	 in	a	hospital,	outpatient	
department	of	a	hospital,	or	an	ambulatory	surgical	facility.
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DEDUCTIBLES, CO-PAYMENTS AND CO-INSURANCE AMOUNTS

Network Hospital

100%	of	allowance,	no	calendar	year	deductible,	for	hospital	(not	physician)	services.	A	$50	co-payment	applies	to	emergency	
room	services	unless	you	are	admitted	to	the	hospital.	There	is	also	a	$100	co-pay	per	admit,	$50	outpatient	surgery	and	$100	
observation/SSP.

Non-Network Hospital

60%	of	allowance,	subject	to	the	$150	calendar	year	deductible.	A	per	admission	hospital	deductible	of	$500	will	apply	to	non-
network	hospital	admissions.

ROOM AND BOARD CHARGES

When a physician admits you to a hospital, the hospital daily room and board allowances listed below are reimbursed at the 
appropriate	co-insurance	amounts.

IF YOU ARE IN A:  THE PLAN ALLOWANCE IS BASED ON:

Semi-private	room	 	 The	hospital’s	semi-private	rate.

Private	room	 	 	 The	hospital’s	average	semi-private	rate	unless	it	is	determined	that		 	 	
	 	 	 	 	 isolation	is	necessary	to	prevent	contagion.	(medium	by	which	a	contagious		 	
	 	 	 	 	 disease	is	transmitted).

Intensive	Care	Unit	 	 The	hospital’s	rate	for	the	intensive	care	unit.

HOSPITAL SERVICES AND SUPPLIES (INPATIENT AND OUTPATIENT)

Covered	hospital	services	and	supplies	include	the	following:

•		 Room	and	board

•		 Intensive	care	units	(including	cardiac,	progressive	and	neonatal	care	units)

•		 Use	of	operating	and	recovery	rooms,	including	outpatient	surgery

•		 Use	of	the	emergency	room

•		 Drugs	and	medicines	for	your	use	while	in	the	hospital

•		 Intravenous	solutions

•		 Dressings,	including	ordinary	casts

•		 Anesthetics	and	their	administration	by	licensed/certified	anesthesia	providers

•		 Respiratory	therapy	(i.e.	oxygen	and	IPPB	treatments);

•		 Transfusion	supplies	and	equipment

•		 Diagnostic	x-rays,	ultrasound,	computerized	tomography	(Cat	Scan),	magnetic	resonance	imaging	(MRI),	and	positron	
emission	tomography	(PET	scan)

•		 Chemotherapy	treatment	for	proven	malignant	disease	when	the	drugs	used	are	approved	by	the	Federal	Food	and	Drug	
Administration

•		 Laboratory	and	Pathology	services

•		 Other	 approved	machine	 testing	 (i.e.,	 electrocardiograms	 (EKG),	 electroencephalograms	 (EEG),	 echocardiograms,	
mammograms,	etc.)
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•		 Physical	therapy	in	connection	with	a	covered	condition;

•		 X-ray,	cobalt	and	other	acceptable	forms	of	radiation	therapy	for	treatment	of	proven	malignant	disease;	and

•		 Other	medically	necessary	services	and	supplies.

AMBULATORY SURGICAL CENTER CARE

The	 following	health	 care	 services	 and	 supplies	may	be	covered	benefits	when	 furnished	 to	 a	participant	 at	 an	 ambulatory	 
surgical center:

•		 Use	of	operating	and	recovery	rooms

•		 Respiratory	therapy	(e.g.,	oxygen)

•		 Drugs	and	medicines	administered	at	the	ambulatory	surgical	center

•		 Intravenous	solutions

•		 Dressings,	including	ordinary	casts

•		 Anesthetics	and	their	administration

•		 Transfusion	supplies	and	equipment

•		 Diagnostic	 services,	 including	 radiology,	 ultrasound,	 laboratory,	 pathology	 and	 approved	machine	 testing	 (e.g.,	
electrocardiogram	(EKG)

•		 Chemotherapy	treatment	for	proven	malignant	disease,	and

•		 Other	medically	necessary	services	and	supplies.

COVERED MEDICAL AND SURGICAL BENEFITS

This	section	describes	the	benefits	for	covered	medically	necessary	services	provided	by	a	physician	or	medical	professional.

DEDUCTIBLES, CO-PAYMENTS AND CO-INSURANCE AMOUNTS

Broward Health-owned and operated Physician Practices:

Services	including	Imaging,	Diagnostic	and	Laboratory	Services	when	performed	and	processed	in	a	Broward	Health	owned	and	
operated	Physician	Practices	are	covered	100%	of	allowable	after	$20	co-pay.

Network Physicians

											•	100%	of	allowance/$20	per	visit	co-payment,	no	calendar	year	deductible	for	the	services	below	when	performed	and	processed	 
	 in	the	network	physician’s	office.	(These	services	are	not	subject	to	the	$150	calendar	year	deductible):

The	following	services	are	covered	under	the	$20	co-pay	when	performed	during	an	in-network	physician	office	visit:

•	Blood	Sugar	(CPT-IV	Codes	82947)

•	Chest	X-ray	(CPT-IV	Codes	71010,	71015,	71020-71023,	71030,	71034)

•	Complete	Blood	Count	(CPT-IV	Codes	85025	-	85027)

•	Electrocardiograms	(CPT-IV	Codes	93000,	93005,	93010)

•	Medical	Services	(CPT-IV	Codes	99000,99201-99205,	99211-99215)

•	Opthalmologist	Services	(CPT-IV	Codes	92002,92004,92012,	&	92014)

•	Protime	(CPT-IV	Codes	85610-85613)

•	Psychiatrist	Services	(CPT-IV	Codes	90785,	90791,	90792,	90832-90834,	90836-90840,	&	90863)

•	Throat	Culture	(CPT-IV	Code	86403,	87070,	87081,	87430,	87880)

•	Urinalysis	(CPT-IV	Codes	81000-81003,	81005,	81007,	81015,	81020,	81025)
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All other services	received	during	an	examination	in	the	physician’s	office	are	subject	to	90%	of	allowance	subject	to	the	$150.00	
calendar	year	deductible	(except	lab	fee	of	$5.00	and	radiology	fee	of	$10.00).	Office	surgical	procedures	are	at	100%,	co-
insurance,	no	deductible,	no	co-pay.

Quest Diagnostics Laboratory is an out-of-network	provider	that	offers	a	reduced	fee	schedule	to	Best	Choice	Plus	plan	members.	
This	can	result	in	out-of-network	charges	that	may	be	less	than	other	non-network	labs.	Medically	necessary	lab	work	completed	at	
one	of	Broward Health’s	Medical	Centers	or	Broward Health	practices	is	covered	at	100%.	Any	covered	labs	performed	elsewhere	
are	considered	as	out-of-network	under	the	plan	and	covered	at	only	60%	of	the	plan	allowables	(after	applicable	deductibles/
co-pay).	Quest	offers a discount	off	of	the	out-of-network	fees.

Dermatologic Specimens Processing The	Best	Choice	Plus	 Plan	 announces	 that	 effective	 January	1,	 2008,	 dermatologic	
specimens	 obtained	 by	 a	 Best	 Choice	 Plus	 participating	 dermatologist	 can	 now	 be	 sent	 to	Quest	 Diagnostics	 as	 an	 
in-network	benefit.	Dermatologic	specimens	thus	no	longer	need	to	be	delivered	to	one	of	Broward	Health’s	Laboratories	for	
in-network	benefit	processing	as	dermatology	specimens	processed	by	Quest	Diagnostics	will	now	be	covered	as	an	in-network	
benefit.	There	is	no	calendar	year	deductible	applied	to	this	benefit	and	services	are	paid	at	100%	coinsurance	of	the	contracted	
amount	subject	to	applicable	co-pay.	This	is	an	added	benefit	to	assist	those	employees	and	their	dependents	that	may	find	it	
more	convenient	to	have	their	laboratory	services	administered	directly	by	their	physician’s	office.	  

Aetna Lab

Quest	is	the	preferred	Aetna	lab	provider;	however	our	employees	with	Aetna	may	also	use	Broward	Health’s	hospital labs as in 
network	benefit	subject	to	deductibles,	coinsurance	and	other	plan	provisions.	Please	check	Aetna’s	provider	directory	for	more	
lab	site	information. 

Non-Network Physicians

60%	of	the	plan	allowance,	subject	to	the	$150	calendar	year	deductible.

INPATIENT MEDICAL VISITS

When	you	are	confined	in	the	hospital	for	a	covered	service,	this	plan	covers	your	attending	physician’s	services	(including critical 
care).	Benefits	are	provided	for	up	to	one	physician’s	visit	each	day.	A	visit	means	the	physician	personally	examines	you	while	
you	are	an	inpatient.

NOTE:	Coverage	for	physician’s	visits	will	not	be	paid	in	addition	to	benefits	paid	for	obstetrical	care,	electroshock	therapy,	or	in	
connection	with	surgical	procedures.	(The	physician’s	fee	for	a	hospital	visit	in	connection	with	these	procedures	is	included	in	
the	fee	for	the	procedure).

CONCURRENT CARE BENEFITS

During	an	inpatient	hospital	stay,	you	may	receive	services	from	one	or	more	physicians.	This	plan	will	provide	benefit	payment	
to	more	than	one	physician	if	your	condition:

•	involves	more	than	one	body	system;	or
•	is	so	severe	or	complex	that	one	physician	cannot	provide	your	care	unassisted.

In	addition,	the	physicians	must:

•	have	different	specialties	or	have	the	same	specialty	with	different	sub-specialties;	and
•	actively	participate	in	your	treatment.
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SURGICAL SERVICES

This	plan	provides	benefits	for	surgery	needed	to	diagnose	or	treat	a	condition,	when	performed	by	a	physician	acting	within	
the	scope	of	his	license.

MULTIPLE SURGICAL PROCEDURES

If	the	attending	surgeon	performs	more	than	one	procedure	during	a	single	operative	session,	benefits	will	be	provided	at	the	
allowed	charge	for	the	primary	surgical	procedure.		Additional	2nd	-5th	procedures	will	be	reimbursed	at	50%	of	the	allowance.	
Further	procedures	will	be	reviewed.

INCIDENTAL SURGICAL PROCEDURES

If	the	surgical	procedures	are	not	clearly	identified	or	do	not	add	significant	time	or	complexity	to	the	surgical	session,	they	are	
considered	to	be	incidental	to	the	major	surgical	procedure.	Incidental	surgical	procedures	are	covered	benefits	but	no	separate	
reimbursement	will	be	made	for	these	procedures.	The	allowance	for	the	incidental	procedure	will	be	included	in	the	allowance	
for	the	major	surgical	procedure.	An	example	of	an	incidental	surgical	procedure	is	the	removal	of	an	appendix	at	the	operative	
session	for	a	hysterectomy.

UNRELATED SURGICAL PROCEDURES

Unrelated	 surgical	 procedures	 (i.e.,	 separate	 surgical	 incision	 on	 different	 areas	 of	 the	 body)	 during	 one	 hospital	
confinement	 are	 considered	 to	 be	multiple	 procedures.	 Payment	 is	 subject	 to	 TCA’s	multi-surgical	 rules	 and	 a	 separate 
allowance	 for	each	surgery	 is	paid.	Broward Health’s	health	plan	administrator,	Total	Claims	Administration	 Inc.,	determines 
what	the	maximum	payment	will	be	by	reviewing	each	claim	for	services	on	an	individual	consideration	basis.

COSURGEONS

Each	surgeon	is	reimbursed	at	62.5%	of	the	plan	allowance.

ASSISTANT SURGICAL PROCEDURES

The	services	of	a	physician	surgical	assistant	are	covered.	Benefits	are	payable	if:

•	 assistance	is	medically	necessary;	and
•	 no	intern,	resident,	or	other	staff	physician	is	available.

The	allowable	charge	for	a	surgical	assistant	is	15%	of	the	surgical	allowance	for	the	operating	surgeon.	

ANESTHESIA

General	anesthesia	services	for	eligible	surgical	or	obstetrical	procedures	are	covered	expenses	when	administered	by	a	CRNA	
or	a	physician	other	than	the	operating	physician	or	his	partner/associate.

CONSULTATIONS

Your	physician	may	request	an	inpatient	or	outpatient	consultation	regarding	your	condition.	Consultation	services	are	covered	if:

•		 your	attending	physician	requests	the	consultation;	and

•		 the	consulting	physician	includes	a	written	report	in	your	hospital	record	or	provides	your	physician	with	a	written	report.

Only	one	initial	consultation	per	consulting	physician	will	be	allowed.	Approval	of	follow-up	consultations	will	be	subject	to	Total	
Claim	Administration,	Inc.’s	policy	guidelines.
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MEDICAL AND MENTAL HEALTH PROFESSIONALS

Benefits	are	provided	for	medically	necessary	services	received	from	licensed	medical	and	mental	health	professionals	which	
include, but are not limited to: psychologists, registered nurses, licensed practical nurses, registered physical therapists, speech 
therapists,	occupational	therapists,	midwives,	psychiatric	social	workers,	mental	health	technicians,	psychiatric	nurses,	mental	
health	counselors,	marriage	and	family	therapists,	clinical	social	workers	and	licensed	massage	therapists	for	specific	procedures.

DIAGNOSTIC SERVICES

This	plan	provides	benefits	for	the	following	inpatient	or	outpatient	diagnostic	services,	when	ordered	by	a	physician,	to	diagnose	
or	treat	an	injury	or	illness:

•		 X-rays,	ultrasound,	computerized	 tomography	 (cat	scan),	magnetic	 resonance	 imaging	 (MRI),	and	positron	emission	
tomography	(PET	scan)

•		 Laboratory
•		 Pathology
•		 Approved	machine	testing,	such	as	electrocardiograms	(EKG),	electroencephalograms	(EEG),	mammograms
•		 Medically	necessary	allergy	testing,	by	any	method.	Reimbursement	for	allergy	testing	is	based	on	the	number	of	each	

type	of	test	performed	by	the	same	physician.

THERAPEUTIC SERVICES

This	plan	provides	benefits	for	the	following	therapeutic	services,	inpatient	or	outpatient,	to	treat	an	illness	or	injury:

•		 Physical	therapy	performed	by	a	covered	provider.	Physical	therapy	means	the	treatment	of	disease	or	injury	by	physical	
or	mechanical	means.	

•		 Massage,	when	administered	by	a	massage	therapist,	may	be	a	covered	service	when	prescribed	by	a	physician	licensed	
pursuant	to	Florida	Statute	Chapters	458	(Medical	Practice),	459	(Osteopathy),	460	(Chiropractic)-	see	limits,	461	(Podiatry).	
The	physician’s	prescription	must	state	that	massage	is	medically	necessary	and	specify	the	number	of	treatments.

•		 Medical	necessity	reviews	by	TCA	may	be	conducted	as	needed.

OTHER COVERED SERVICES

•		 Chemotherapy	treatment	for	a	proven	malignant	disease	when	the	drugs	used	are	approved	by	the	Federal	Food	and	
Drug	Administration;

•		 X-ray,	cobalt	and	other	acceptable	forms	of	radiation	therapy	for	treatment	of	a	proven	malignant	disease;

•		 Electroshock	therapy	services	will	be	provided	when	rendered	by	a	physician.	

•		 Allergy	immunotherapy	is	the	treatment	of	allergies	by	the	administration	of	antigens.	Reimbursement	for	the	antigens	
is	based	on	the	number	of	doses	per	vial	(limit	-	60	day	supply).

	 (See	“Benefit	Limitations”	for	additional	details.)

SUPPLEMENTAL ACCIDENT BENEFITS

The	$150	calendar	year	deductible	applies	to	all	applicable	services	relating	to	an	accident.

NOTE: Health care services and supplies provided to a participant to treat damage to natural teeth not previously compromised 
by	decay	or	periodontal	disease,	and	immediate	adjacent	structures	(i.e.,	periodontium)	resulting	from	an	accident,	as	determined	
by	TCA,	may	be	covered,	provided	such	treatment	is	initiated	within	90	days	of	the	date	of	the	accident.	However,	an	unexpected	
event	during	the	chewing	of	food	which	causes	traumatic	injury	to	natural	teeth	is	not	an	accident	as	defined	by	this	plan.
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MATERNITY BENEFITS

The	plan	provides	maternity	benefits	to	a	covered	female	employee	or	the	covered	spouse	of	a	male	employee.	Maternity	benefits	
are	provided	to	covered	dependents.

Recognized	providers	of	maternity	services	are	hospitals,	birthing	centers,	physicians	and	licensed	midwives.	Maternity	benefits	
are	paid	on	the	same	basis	as	benefits	for	an	illness	and	include	delivery	(pre	and	postnatal	care)	and	false	labor	and	toxemia.

The	global	maternity	fee	is	reimbursed	at	100%	of	the	plan	allowance	for	network	providers.	Routine	office	visits	and	laboratory	
tests	are	included	in	this	fee.	Diagnostic	tests	performed	in	an	in-network	physician’s	office	are	subject	to	applicable	co-pays.	
Out-of-network	services	are	subject	to	the	calendar	year	deductible	and	reimbursed	at	60%	of	the	plan	allowance.

COMPLICATIONS OF PREGNANCY

Health	care	services	and	supplies	provided	to	a	participant	for	the	treatment	of	complications	of	pregnancy	may	be	covered.	
Coverage	for	complications	of	pregnancy	is	limited	to	covered	benefits	to	treat	the	condition	covered	by	the	complication,	and	
does	not	include	maternity	coverage.	For	purposes	of	this	section,	the	phrase	“complications	of	pregnancy”	means	a	condition	
which	is	diagnosed	as	a	separate	condition	from	the	pregnancy.

Complications	of	pregnancy	include,	but	are	not	limited	to:

•	 acute	nephritis

•	 cardiac	decompensation

•	 conditions	which	may	require	other	than	a	vaginal	delivery

•	 eclampsia	(toxemia	with	convulsions)

•	 medical	and	surgical	conditions	of	similar	severity

•	 miscarriages,	or

•	 nephrosis

•	 therapeutic	abortion

•	 tubal	pregnancy

•	 uncontrolled	vomiting	requiring	fluid	replacement

Complications	of	pregnancy	do	not	include:

•	 bed	rest	prescribed	by	a	physician

•	 false	labor

•	 morning	sickness

•	 occasional	spotting

•	 pre-eclampsia

•	 similar	problems	associated	with	a	difficult	pregnancy

STERILIZATION

Tubal	ligation	or	vasectomy,	performed	independently	are	covered	services.

NEWBORN CARE

Health	care	services	and	supplies	provided	to	a	newborn	covered	by	the	plan	may	be	covered	from	the	moment	of	birth.	This	
benefit	includes	coverage	for	services	to	treat	congenital	defects,	birth	abnormalities,	and	prematurity.	Additionally,	ambulance	
services	may	be	covered	when	necessary	to	transport	the	newborn	to	the	nearest	hospital	appropriately	staffed	and	equipped	to	
treat	the	newborn’s	condition.	The	need	for	transportation	must	be	certified	by	the	attending	physician	as	necessary	to	protect	
the	child’s	health	and	safety.
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WELL CHILD CARE

No	co-payment,	co-insurance	or	deductible	for	in-network	preventive	services.	Out-of-network	preventive	benefits	subject	to	
deductible	and	co-insurance.	A	complete	list	can	be	found	at	http://www.healthcare.gov/learn/index.html

Physician	delivered	or	physician	supervised	health	care	services	and	supplies	furnished	to	a	participant	who	is	a	dependent	child	
may	be	covered.	Such	services	include:

•		 newborn’s	visits	in	the	hospital.	The	examination	must	be	provided	and	billed	by	a	physician	other	than	the	delivering	
obstetrician	or	anesthesiologist;

•		 periodic	examinations,	at	the	level	listed	below,	which	include	a	history,	physical	examination,	immunizations,	flu	shots,	
developmental	assessment	and	anticipatory	guidance	necessary	to	monitor	the	normal	growth	and	development	of	a	
child;

•		 all	state	required	immunizations	given	to	dependent	children	from	their	birth	through	the	end	of	their	18th	Birthday	year.

•		 laboratory	tests	normally	performed	for	a	well	child	at	the	level	listed	below.

These	services	must	conform	with	prevailing	medical	standards	and	are	limited	to	the	following	age	intervals	and	laboratory	tests	
normally	performed	for	a	well	child	if	performed	at	the	specified	age	intervals:

7	exams	in	the	first	12	months	of	life,	2	exams	in	the	13th-24th	months	of	life;	1	exam	per	12	months	thereafter	to	age	18.	
 

These	benefits	are	limited	to	one	visit	per	age	interval,	are	not	be	subject	to	the	calendar	year	deductible	when	performed	in-network.

ADULT WELL CARE

•		 No	co-payment,	co-insurance	or	deductible	for	in-network	covered	preventive	services.

•		 Out-of-network	covered	preventive	benefits	subject	to	deductible	and	co-insurance.

•		 A	complete	list	can	be	found	at	http://www.healthcare.gov/learn/index.html

NOTE:		Diagnostic	testing	related	to	the	above	covered	illness	are	covered	under	the	medical	section	of	the	plan.

WOMENS PREVENTIVE CARE

Under	Health	Care	Reform,	 in-network	women’s	preventive	services	will	be	covered	without	co-pays	or	coinsurance.	These	
services include: prenatal care, lactation counseling and breast pump equipment, generics and single source brand contraceptives 
coverage,	and	domestic	violence	screenings	and	counceling.

MAMMOGRAM SCREENING SERVICES
Benefits	are	provided	for	mammogram	screening	services	for	covered	female	participants	as	follows:

•		 one	baseline	mammogram	when	the	participant	is	between	35	years	and	40	years	of	age;

•		 one	mammogram	per	calendar	year	when	the	participant	is	age	40	or	over.

NOTE:		Diagnostic	mammograms	for	covered	illness	are	covered	under	the	medical	section	of	the	plan.

These	benefits	will	be	provided	when	a	covered	female	participant	is	referred	by	a	physician	for	breast	cancer	screening	or	when	
she	utilizes	a	health	testing	service	whose	equipment	is	registered	with	the	Department	of	Health	and	Rehabilitative	Services.
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ORGAN TRANSPLANT COVERAGE

This	plan	provides	benefits	for	medically	necessary	services	only	when	provided	for	the	following	major	human	organ	transplants:

•	bone	marrow/stem	cells

•	cornea	 •	heart	

•	kidney	 •	liver	

•	lung	 •	pancreas

NOTE:	 All	other	transplants	are	subject	to	review.

Participants	must	obtain	prior	approval	from	TCA’s	Utilization	Management	Company	for	any	transplant.	To	request	approval,	the	
participant	must	call	the	Utilization	Management	Company	at	1-800-633-0475.

TCA’s	Utilization	Management	Company	will	obtain	the	necessary	medical	information	from	the	patient’s	health	care	provider(s)	
and	make	a	determination	based	upon	specific	medical	criteria	as	to	whether	the	services	and	supplies	will	be	covered,	and	will	
advise	the	patient,	doctor	and	facility	of	the	decision.

Transplant	coverage	also	includes	coverage	for	the	reasonable	cost	of	covered	services	necessary	for	the	acquisition	from	a	
donor	and	for	diagnostic	services	and	supplies	necessary	to	determine	if	the	participant	is	a	suitable	candidate	for	a	transplant	
procedure.	Such	diagnostic	services	and	supplies	include:

•	 electrocardiograms	 	 •			biopsy,	for	purpose	of	tissue	analysis

•	 psychological	evaluation	 	 •			socioeconomic	evaluations

•	 cardiac	catheterization	 	 •			diagnostic	lab	and	x-ray,	including	necessary	tissue	typing

HOME HEALTH CARE

If	you	are	confined	at	home	and	require	home	health	care	visits,	reimbursement	will	be	provided	for	Home	Health	Care	Services	
when	provided	by	a	Home	Health	Agency.	

For	home	health	care	services	to	be	covered,	each	of	the	following	conditions	must	be	met:

•		 Your	physician	must	submit	a	home	health	care	plan	of	treatment	to	Total	Claims	Administration	Inc.’s	utilization	management	
company.

•		 Your	physician	must	certify	that	home	health	care	services	are	medically	necessary	and	inpatient	confinement	in	a	hospital	
or	skilled	nursing	facility	would	be	required	if	it	were	not	for	home	health	care.

•		 TCA’s	utilization	management	company	must	approve	the	plan	of	treatment.

The	utilization	management	company	will	review	your	condition	to	determine	the	medical	necessity	of	home	health	services.	If	
your	condition	does	not	warrant	the	services	provided	by	a	home	health	agency,	benefits	will	be	denied.	However,	at	such	time	
documentation	is	provided	and	the	services	are	found	to	be	medically	necessary,	benefits	will	be	payable.

Home	Health	Services	include:

•		 Skilled	nursing	visits	provided	or	supervised	by	a	registered	nurse;

•		 Physical,	occupational,	speech	or	respiratory	therapy,	by	a	qualified	therapist;

•		 Home	Health	Aide	Services	for	home	health	care	when	other	skilled	needs	are	provided;

•		 Nutritional	guidance	provided	under	the	supervision	of	a	registered	dietitian;

	 		•		 Medical	Services	and	supplies	(e.g.,	IV	therapy,	dressings,	etc)	and	equipment;	 

Home	Health	Services	do	not	include:

•		 Homemaker,	maid,	sitter,	companion,	day	care,	congregate	care	or	nursing	home	services;

•		 Custodial	care
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HOSPICE

This	plan	provides	benefits	for	hospice	care.	To	receive	benefits,	the	hospice	treatment	program	must:

•		 be	licensed,	certified	and	registered	as	required	by	applicable	state	law;

•		 include	support	services	to	help	covered	family	members;

•		 be	directed	by	a	physician	and	coordinated	by	a	registered	nurse,	with	a	treatment	plan	that:

•		 provides	an	organized	system	of	home	or	hospice	facility	care;

•		 uses	a	hospice	team;	and

•		 has	around-the-clock	care	available.

To	qualify	for	hospice	care,	the	patient	must	have	a	life	expectancy	of	six	months	or	less	as	certified	by	the	attending	physician.	
Also,	the	physician	must	design	and	recommend	a	hospice	care	program.	The	physician’s	statement	and	recommended	program	
must	be	submitted	to	TCA’s	utilization	management	company	in	advance	for	approval.

HOSPICE SERVICES AND SUPPLIES

This	plan	provides	benefits	for	the	following	services	and	supplies	provided	by	a	hospice	program	which	has	been	approved	by	
the	utilization	management	company:

•		 Health	care	professional	services

•		 Nursing	care	provided	or	supervised	by	a	registered	nurse

•		 Home	health	aide	services	supervised	by	a	registered	nurse

•		 Physical,	occupational,	speech	or	respiratory	therapy	by	a	qualified	therapist

•		 Nutrition	counseling	provided	under	the	supervision	of	a	registered	dietician

•		 Emotional	support	services	for	the	patient	and	eligible	family	members

•		 Medical	supplies	and	certain	injectable	medications	used	for	pain	and	symptom	control

•		 Bereavement	counseling	if,	on	the	date	of	death,	the	terminally	ill	patient	was	receiving	approved	hospice	care	and	was	
covered under the plan

NOTE:	 Family	members,	 volunteers	 and	 professionals	who	do	 not	 normally	 charge	 for	 their	 services	 are	 not	 eligible	 for	
reimbursement	under	the	plan.

AMBULANCE SERVICES

Benefits	are	provided	for	medically	necessary	ambulance	services	when	needed	to	transport	you	to:

•		 the	nearest	hospital	which	can	provide	proper	care;

•	 	your	nearest	home	only	when	ambulance	services	are	medically	necessary;

•		 a	network	hospital	(from	a	non-network	hospital)	within	the	Tri-County	area.

Transportation	by	water,	airplane	or	helicopter	if	determined	to	be	medically	necessary,	will	be	paid	at	the	allowance	for	a	ground	
vehicle.	Additional	benefits	may	be	reimbursable	if:

•	 	the	pick-up	point	is	inaccessible	by	a	ground	vehicle;

•		 additional	speed	is	critical;

•		 the	distance	involved	in	getting	the	patient	to	the	nearest	hospital	with	appropriate	facilities	is	too	far	for	medical	safety,	
as	determined	after	review	by	TCA.
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NEWBORN TRANSPORTATION

Benefits	are	provided	for	the	transportation	of	a	covered	newborn	participant	to	the	nearest	hospital	appropriately	staffed	and	
equipped	to	treat	the	child’s	condition.	The	need	for	transportation	must	be	certified	by	the	attending	physician	as	required	to	
protect	the	child’s	health	and	safety.

PROSTHETIC AND ORTHOTIC DEVICES

The	plan	provides	benefits	to	purchase,	fit,	adjust,	repair,	or	replace	prosthetic	devices	including	the	initial	prosthetic	device	
following	a	covered	mastectomy.

Benefits	 are	paid	 for	 initial	 glasses/lenses	 following	 cataract	 surgery.	Benefits	 are	not	 paid	 for	 dental	 appliances	or	 for	 the	
replacement	 of	 cataract	 lenses.	However,	 the	 replacement	 of	 cataract	 lenses	will	 be	 covered	 if	 a	 prescription	 change	 is	 
medically	necessary.

Benefits	are	provided	to	purchase	fit,	adjust,	or	repair	certain	orthotic	devices	such	as	shoes	attached	to	leg	braces.	This	plan	
does	not	include	coverage	for	arch	supplies,	shoe	inserts,	support	hose	or	orthopedic	shoes.	This	plan	provides	benefits	for	the	
purchase	of	the	most	cost	effective	covered	prosthetic	device	which	meets	the	participant’s	medical	need	(as	determined	by	TCA).

DURABLE MEDICAL EQUIPMENT

Benefits	 are	provided	 for	 durable	medical	 equipment,	when	 all	 of	 the	 following	 conditions	 are	met	 and	 approved	by	TCA: 

•	 the	equipment	must	be	prescribed	by	a	physician;

•		 the	item	is	not	useful	to	the	patient	in	the	absence	of	illness	or	injury;	and

•		 the	equipment	does	not	serve	as	a	comfort	or	convenience	item.

If	 the	 durable	medical	 equipment	 is	 other	 than	 standard	 equipment,	 individual	 consideration	will	 be	 given,	 based	 on	 
medical	necessity.

The	reimbursement	allowance	for	a	standard	piece	of	equipment	is	based	on	the	lowest	of	the	purchase	price,	lease/purchase	
price,	or	rental	rate.		

NOTE:		The	total	rental	charge	paid	by	this	plan	will	not	exceed	the	total	purchase	price	of	the	equipment.

The	plan	also	covers	the	repair	or	replacement	of	parts	needed	for	the	effective	operation	of	the	equipment	if	you	own	or	are	
purchasing	the	equipment.

Durable	medical	equipment	includes	wheelchairs,	crutches,	hospital-type	beds,	and	oxygen	equipment,	but	does	not	include	
special	devices	for	the	operation	or	utilization	of	motorized	equipment	i.e.,	lift,	or	hot	tubs	or	jacuzzis.

HEARING AID BENEFIT

The	plan	provides	benefits	to	purchase,	fit,	adjust,	repair	or	replace	hearing	aids.	Covered	charges	are	reimbursed	at	80%	of	
the	plan’s	allowance	after	the	calendar	year	deductible.	The	annual	maximum	benefit	is	$500,	subject	to	DME	limit	and	two	year	
replacement	time	frame.	

NOTE: 	Batteries	are	not	covered	by	the	plan.



28

SERVICES OUTSIDE OF THE UNITED STATES

The	plan	will	pay	for	emergency	medically	necessary	covered	services	you	receive	while	you	are	outside	the	United	States.	
Services	received	outside	the	United	States	which	are	not,	in	the	opinion	of	Total	Claims	Administration,	Inc.,	and	its	Utilization	
Management	Consultants,	widely	medically	recognized	or	not	in	accordance	with	the	recognized	professional	standards	in	the	
United	States,	or	are	excluded	under	this	plan,	will	not	be	covered	including	RX’s-Transport	not	included.

BENEFIT LIMITATIONS

TCA’s	payment	for	covered	benefits	is	limited	by	TCA’s	payment	guidelines	in	effect	at	the	time	the	service	is	provided.		These	
guidelines	apply	to	covered	benefits	only	and	are	in	addition	to	all	of	the	other	provisions,	limitations,	and	exclusions	contained	
in	this	booklet.	These	guidelines	include,	but	are	not	limited	to,	the	following:

•		 Covered	benefits	are	limited	to	benefits	for	covered	services	and	supplies	which,	in	TCA’s	opinion,	are	the	most	cost-
effective	setting,	procedure,	treatment,	supply	or	service.	For	example,	benefits	are	limited	to	the	most	cost-effective	
prosthetic device, orthotic device, or durable medical equipment which, in TCA’s opinion, will meet the medical needs 
of	or	restore	the	participant’s	function	lost	due	to	a	condition.

•		 Multiple	surgical	procedures	are	more	than	one	surgical	procedure	performed	on	the	body	during	the	same	operative	
session.	This	 includes	bilateral	procedures	and	all	 surgical	procedures	performed	on	 the	same	date	of	 service.	The	
allowance	for	the	2nd	-	5th	procedure,	other	than	the	primary	procedure,	will	be	limited	to	50%	of	the	allowance	for	
that	procedure(s).

•		 Incidental	surgical	procedures	are	one	or	more	than	one	surgical	procedure	performed	through	the	same	incision	or	
operative	approach	as	the	primary	surgical	procedure	which,	in	TCA’s	opinion,	are	not	clearly	identified	and/or	do	not	add	
significant	time	or	complexity	to	the	surgical	session.	TCA’s	payment	is	limited	to	the	allowance	for	the	primary	procedure,	
and	there	is	no	additional	payment	for	any	incidental	procedure.		For	example,	the	removal	of	a	normal	appendix	during	
the	same	operative	session	in	which	a	hysterectomy	is	performed	is	an	incidental	surgical	procedure	(i.e.,	there	is	no	
reimbursement	under	this	plan	for	the	removal	of	the	normal	appendix	in	this	example).

•		 The	allowance	for	services	rendered	by	a	physician	acting	in	a	surgical	assistant	role	is	limited	to	15%	of	the	allowance	
for	the	surgical	procedure;	provided	no	intern,	resident,	or	other	staff	physician	is	available.		(approved	non-physician	
surgical	assistant	allowance	is	15%	of	the	allowance)

•		 The	allowance	for	allergy	testing	is	based	upon	the	type	and	number	of	tests	performed	by	the	physician.		The	allowance	
for	allergy	immunotherapy	is	based	upon	the	type	and	number	of	doses	per	vial.	Plan	reimbursement	is	limited	to	a	60	
day	supply.

•		 TCA’s	payment	for	many	services	and/or	supplies	may	be	included	within	the	allowance	for	the	primary	procedure.	No	
additional	amount	is	payable	by	TCA	for	any	such	services	and/or	supplies	since	they	would	be	considered	incidental.	

•		 Payment	for	physician	services	(e.g.,	physician	office	or	hospital	visits)	is	included	in	the	allowance	for	the	procedure	with	
which	the	service	is	associated.		Examples	include,	but	are	not	limited	to:	surgical	procedures;	obstetrical	care;	electric	
shock	therapy;	dialysis;	and	therapeutic/diagnostic	radiology	services.

•		 When	multiple	visits	are	provided	by	the	same	physician	on	the	same	date,	payment	is	limited	to	the	one	visit	which	has	
the	highest	allowance.

•		 Payment	for	debridement,	wound	repair,	splinting,	strapping,	unna	boot,	cast	application	and	removal,	and	other	related	
services	and	supplies	is	included	in	the	allowance	for	fracture	care,	dislocation	treatment,	or	other	surgical	services.

•		 Payment	for	a	pathology	consultation	provided	during	surgery	is	included	in	the	allowance	for	a	frozen	section	examination.

•		 TCA’s	payment	for	a	service	includes	all	components	of	the	service	when	such	service	can	be	described	by	a	single	
procedure	code,	or	when	the	service	is	an	essential	part	of	the	associated	therapeutic/diagnostic	service.	For	example,	
a	red	blood	count	(RBC)	is	part	of	a	complete	blood	count	(CBC),	and	a	kidney	ureter	and	bladder	(KUB)	x-ray	is	part	of	
a	barium	enema.
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•		 TCA’s	payment	is	based	on	the	allowance	for	the	actual	service	rendered	(i.e.,	not	based	on	the	allowance	for	a	service	
which	is	more	complex	than	the	service	actually	rendered),	and	is	not	based	on	the	method	utilized	to	perform	the	service	
nor	the	day	of	the	week	or	time	of	day	the	procedure	is	performed.

•		 Initial,	medically	necessary	diagnostic	testing	is	covered	to	determine	the	cause	of	infertility.	After	review	by	TCA’s	Medical	
Director,	certain	surgical	procedures	to	correct	a	surgical	condition	attributing	to	the	cause	for	infertility	may	be	eligible	
for	benefit	consideration.	(NOTE:	Services	incurred	due	to	complications	arising	from	non-covered	infertility	treatments,	
procedures	or	services	are	excluded	for	coverage	under	ther	plan).

•		 Services	for	the	treatment	of	varicose	veins	to	include	the	injection	of	sclerosing	solution	or	surgical	services	(i.e.	ablation	
surgical	procedures)	are	recommended	for	review	and	preauthorization	by	TCA’s	Medical	Director.

•		 Services	for	the	elective	outpatient	surgical	treatment	for	breast	reduction	or	breast	augmentation	are	recommended	for	
review	and	preauthorization	by	TCA’s	Medical	Director.	(NOTE:	Inpatient	treatment	must	be	reviewed	and	approved	by	
TCA’s	utilization	provider,	CareAllies).

•		 Services	for	outpatient	diagnostic	computed	tomography,	heart	and	computed	tomographic	angiography,	heart,	coronary	
arteries	and	bypass	grafts	are	recommended	for	review	and	preauthorization	by	TCA’s	Medical	Director.

•		 Office	based	physical	medicine	chiropractic	services	(office	visits	with	any	combination	of	physical	therapy,	manipulations,	
modalities,	therapeutic	services)	will	be	limited	to	20	visits	per	year.	(Note	that	these	chiropractic	services	like	all	others,	
are	subject	to	the	plan’s	co-insurance	limits,	co-pay,	deductibles	and	allowances).	Physical	medicine	services	received	at	
home	must	meet	the	plan’s	Home	Health	Care	criteria.	(NOTE:	Chiropractic	manipulation	treatment	of	extraspinal	region(s)	
is	a	non	covered	service).
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GENERAL LIMITATIONS

COORDINATION OF BENEFITS

Coordination	of	Benefits	(also	referred	to	as	COB)	is	a	limitation	of	the	benefits	provided	under	this	plan,	and	is	designed	to	avoid	
the	costly	duplication	of	payment	for	institutional	and	professional	services.

COB	is	applied	when	a	participant	is	covered	under	other	contracts	providing	health	care	benefits	which	contain	a	COB	provision	
or	are	construed	by	law	to	contain	a	COB	provision.	The	benefits	this	plan	pays	may	be	reduced	so	that	when	combined	with	the	
participant’s	primary	benefits,	total	payment	under	both	contracts	will	not	exceed	100%	of	the	total	reasonable	expenses	actually	
incurred.	Other	contracts	may	include,	but	are	not	limited	to	any	group	(including	automobile	PIP	and/or	medical	payments),	
group	self-insurance,	health	maintenance	organization,	participation	in	an	organized	sport	(including	the	practice	there	of,	or	
sporting	event	thru	an	accredited	college	or	university,	or	other	plan,	program,	or	policy.

Determination of Benefits	-	The	plan	that	pays	first	is	called	the	primary	plan.	The	primary	plan	pays	without	regard	to	any	other	
plan.	The	secondary	plan	makes	up	the	difference	between	the	benefit	paid	by	the	primary	plan	and	the	allowable	charge	or	
benefit	payable,	as	applicable,	if	benefits	are	available.

These rules determine which plan is primary:

•		 When	another	health	plan	does	not	have	a	coordination	of	benefits	provision,	that	plan	is	always	considered	the	primary	
plan.	It	always	pays	first.

•		 When	the	other	health	plan	has	a	coordination	of	benefits	provision,	the	following	guidelines	are	used:

    Medical Expenses for: Broward Health Plan is:    Spouse’s Group Health Plan is:

	 You	 Primary	 Secondary

	 Spouse	 Secondary	 Primary

	 Child	 Primary,	if	your	birthday		 Secondary,	if	your	birthday
	 	 occurs	first	in	year*	 occurs	second	in	year*
  

*	 If	another	group	health	plan	does	not	utilize	“the	Birthday	Rule,”	benefit	coordination	is	made	 
according	to	“the	Gender	Rule,”	with	the	father’s	coverage	primary	on	the	child	and	the	mother’s	 
coverage	secondary.

NOTE:	Neither	“the	Birthday	Rule”	nor	“the	Gender	Rule”	apply	to	children	of	divorced	or	legally	separated	parents.	Refer	
to	Change	in	Family	Status	on	the	next	page.

•		 If	you	are	also	employed	elsewhere	and	are	covered	under	another	plan,	the	primary	payor	is	the	plan	that	has	covered	
you	the	longest.

•		 If	you	are	an	active	Broward	Health	employee,	Broward	Health’s	Health	Plan	is	primary	over	any	other	plan	that	may	cover	
you	as	a	retired	employee	or	dependent	of	another	company’s	retired	employee.

•	 	If	none	of	these	conditions	apply,	the	primary	plan	is	the	one	that	has	covered	you	or	your	dependents	the	longest.

•		 If	a	Child	dependent	has	their	own	insurance,	their	own	insurance	is	primary.	If	a	Child	dependent	is	married	and	covered	
under	their	spouse	insurance,	their	spouse	insurance	is	primary.

Change in Family Status	-	If	you	are	divorced	or	legally	separated,	benefits	for	dependent	children	are	made	as	follows:

•		 If	ordered	by	the	court,	the	parent	appointed	to	provide	payment	for	health	care	expenses	is	primary.

•		 If	there	is	no	court	ordered	responsibility,	the	plan	of		the	parent	with	custody	is	primary.

•		 The	plan	of	the	spouse	of	the	parent	with	custody	(the	stepparent)	pays	next.

•		 The	plan	of	the	parent	without	custody	pays	last.
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Individual Policies	-	If	you	have	an	individual,	direct	payment	insurance	policy,	any	benefits	you	receive	from	that	policy	are	not	
subject	to	the	coordination	of	benefits	provisions	of	Broward	Health’s	plan.

NOTE:	The	Internal	Revenue	Service	has	ruled	that	CHAMPUS	Tricare	(Civilian	Health	and	Medical	Program	of	the	Uniformed	
Services)	is	not	a	group	program,	so	it	is	treated	as	an	individual	policy	for	coordination	of	benefit	purposes.

Broward Health employees cannot cover each other for coordination of benefit purposes.

SUBROGATION (Third-Party Responsibility)

If	your	illness	or	injury	is	caused	by	the	actions	of	a	third	party,	payment	of	your	expenses	is	the	responsibility	of	that	third	
party.	If	you	receive	any	payment	from	the	third	party,	Broward	Health	expects	100%	reimbursement	for	any	plan	benefits	paid.	
However,	if	the	payment	you	receive	from	the	third	party,	less	your	attorneys’	fees	and	other	legal	expenses,	is	not	enough	to	
reimburse	benefit	payments	at	100%,	you	must	reimburse	the	plan	100%	of	what	is	left	after	paying	your	attorneys’	fees	and	
other	legal	expenses,	according	to	the	Florida	Statutes.

TCA	will	ask	you	to	sign	an	agreement	in	which	you	agree	to	repay	any	money	paid	to	you	or	to	others	on	your	behalf.	Failure	
to	sign	this	agreement	will	cause	benefit	payments	to	be	stopped.	If	you	fail	to	honor	this	agreement,	future	benefit	payments	
to	you	and	your	dependents,	if	applicable,	will	be	withheld	until	the	entire	amount	due	is	reimbursed.	In	addition	to	withholding	
future	plan	benefits,	TCA/Broward	Health	may	take	any	other	legal	action	it	deems	appropriate,	such	as	suing	you	for	the	full	
reimbursement	amount.

GENERAL EXCLUSIONS

The	following	services,	supplies,	or	equipment	are	not	covered	benefits	under	this	plan,	and	therefore,	Broward	Health’s	health	
plan	has	no	liability	for	such	services,	supplies,	or	equipment.	The	participant	is	solely	responsible	for	the	payment	of	charges	
for	all	services	or	supplies	excluded	in	this	section.

	1.		 Any	service	or	supply	not	expressly	covered	by	this	plan.

	2.		 Any	service	or	supply	which	TCA	determines	is	not	MEDICALLY	NECESSARY.

	3.		 Any	service	or	supply	which	TCA	determines	is	EXPERIMENTAL	OR	INVESTIGATIONAL.

	4.		 Any	service	or	supply	to	diagnose	or	treat	any	condition	resulting	from	or	in	connection	with	a	participant’s	job	or	employment.	
Benefits	will	not	be	provided	under	this	plan	to	an	individual	who	elects	exemption	from	or	waives,	or	whose	employer	
elects	not	to	provide	Workers’	Compensation	coverage.

	5.		 Any	service	or	supply	to	diagnose	or	treat	any	condition	associated	with	the	TEETH,	or	adjacent	structures	(e.g.,	periodontium,	
ridge	preparation),	including	but	not	limited	to:	extraction	or	cleaning	of	teeth;	implants;	braces;	crowns;	bridges;	fillings;	
dentures;	x-rays;	periodontal	or	orthodontic	treatment;	rapid	palatal	expander	and	bruxism	appliances,	unless	TCA	determines	
that	the	service	or	supply	is	covered	under	the	Supplemental	Accident	Benefits	section	of	this	plan.

	6.		 TCA	will	not	pay	for	any	service	or	supply	to	diagnose	or	treat	VISION	problems	or	conditions,	including	but	not	limited	
to:	any	surgical	procedure	performed	primarily	 to	correct	or	 improve	myopia	or	other	refractive	disorders	 (e.g.,	 radial	
keratotomy),		Eye	examinations;	eye	exercises	or	visual	training;	eye	glasses	and	contact	lenses	and	their	fitting,	except	
the	initial	glasses	or	lenses	immediately	following	covered	cataract	surgery,	performed	while	a	participant.	Vision	benefit	
provided	by	Humana	(see	vision	program).

	7.		 Any	service	or	supply	to	prevent	the	development	of	a	condition	such	as	surgical	removal	of	tissue	or	organs	solely	because	
of	the	probability	of	developing	a	malignancy	unless	plan	certifies.

8.		 Any	service	or	supply	to	lose,	gain,	or	maintain	WEIGHT,	including	without	limitation;	any	weight	control/loss	program,	
appetite	suppressants,	food	supplements	(does	not	include	feeding	tube,	life	sustaining	IV	or	nutrients),	exercise	programs,	
equipment	or	memberships	vs.	surgical	procedures	for	morbid	obesity	approved	by	the	utilization	review	company	and	
TCA	(In	network	benefit	only).	CVS/Caremark	will	pay	for	limited	weight-loss	RX’s.

9.		 TCA	will	not	pay	for	any	service,	surgery	or	supply	to	eliminate	or	reduce	a	dependency	on	or	addiction	to	TOBACCO,	
including	but	not	limited	to:	nicotine	withdrawal	programs;	and	nicotine	products	(e.g.,	gum,	transdermal	patches).	CVS/
Caremark	will	pay	for	limited	smoking	cessation	RX’s.
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10.		 Any	service	or	supply	to	improve	the	APPEARANCE	or	self-perception	of	an	individual	or	to	correct	a	deformity	which	does	
not	restore	bodily	function,	including	without	limitation:	cosmetic	surgery;	and	procedures	or	supplies	to	correct	hair	loss	
or	skin	wrinkling	(e.g.,	Minoxidil,	Rogaine,	Retin-A	except	for	those	conditions	covered	under	state	statutes	such	as	female	
breast	reconstruction).		Related	complications	to	the	above	procedures	are	excluded.

11.		 Any	service	or	supply	of	a	CUSTODIAL	nature,	 including	without	 limitation:	services	or	supplies	primarily	 to	assist	 the	
participant	in	the	activities	of	daily	living;	including	rest	homes;	home	health	aide;	sitter;	home	mother;	domestic	maid	
services;	and	respite	care.

12.		 Equipment,	other	than	covered	DURABLE	MEDICAL	EQUIPMENT,	including	but	not	limited	to:	modifications	to	motor	
vehicles	and/or	homes	such	as	wheelchair	lifts	or	ramps;	water	therapy	devices	such	as	jacuzzis	or	hot	tubs;	and	exercise	
equipment.

13.		 TCA	will	not	pay	for	any	PRESCRIPTION	OR	NON-PRESCRIPTION	DRUG,	medicine;	biological	product;	pharmaceutical;	
or	chemical	 compound;	vitamins;	mineral	 supplements;	fluoride	drugs	or	products;	or	health	 foods;	even	 if	 a	written	
prescription	was	provided.		All	RX’s	are	provided	by	CVS/Caremark,	including	prenatal	vitamins.	(See	prescription	drug	
program	benefit).

14.		 Any	 training	 or	 EDUCATION	PROGRAMS	or	materials,	 including,	 but	 not	 limited	 to	 programs	or	materials	 for:	 pain	
management;	or	vocational	rehabilitation	(except	for	the	management	of	diabetes).

15.		 Any	service	or	supply	received	in	or	in	connection	with	a	Veterans	Hospital	or	other	GOVERNMENT	FACILITY	or	program	
due	to	or	in	connection	with	a	condition	or	disability	resulting	from	service	in	the	armed	forces/military.

16.		 Any	 service	 or	 supply	 for	which	 there	 is	NO	CHARGE,	 and	 any	 charges	 associated	with	 deductible	 or	 co-insurance	
requirements	which	are	waived	by	a	health	care	provider.

17.		 Any	service	or	supply	provided	or	ordered	by	a	health	care	provider	who	is	a	relative	of	the	participant	by	blood	or	by	
marriage.		(NOTE:		Self-treatment	is	also	excluded.)

18.		 Any	service	or	supply	to	diagnose	or	treat	any	condition	which,	directly	or	indirectly,	resulted	from	or	is	in	connection	with:

•		 WAR	or	an	act	of	war,	whether	declared	or	not;

•		 participation	in,	or	commission	of	any	act	punishable	by	law	as	a	FELONY,	or	which	constitutes	riot,	or	rebellion;

•		 engaging	in	an	ILLEGAL	OCCUPATION;

•		 service	in	the	ARMED	FORCES,	including	the	reserves	and/or	the	National	Guard;

•		 being	under	the	influence	of	ALCOHOL	or	any	NARCOTIC,	unless	taken	on	the	specific	advice	of	a	physician	in a manner 
consistent	with	such	advice.

•		 Usage	of	any	medications	either	prescribed	by	a	physician	or	OTC	for	recreational	use	or	for	use	other	than	what	it	was	
intended	via	physician	orders	or	manufacturer	recommendation.

19.	 Any	service	or	supply	primarily	for	PERSONAL	COMFORT	or	convenience,	including	without	limitation,	beauty	and	barber	
services;	radio	and	television;	non-therapeutic	massages;	telephone	charges;	take-home	supplies	and	guest	meals;	and	
motel/hotel	accommodations.

20.	 Any	service	or	supply	associated	with	an	autopsy	or	postmortem	examination,	including	without	limitation,	the	AUTOPSY.

21.	 BLOOD	and	blood	plasma.

22.	 Any	service,	supply,	or	program	associated	with	BIOFEEDBACK	or	other	forms	of	self-care	or	self-help,	including	without	
limitation:	any	related	diagnostic	testing,	hypnosis,	meditation,	or	aromatherapy.

23.	 Inpatient	PRIVATE	DUTY	NURSING	services	and	outpatient	private	duty	nursing	services	which	are	not	provided	by	a	home	
health	agency.

24.	 Any	service	or	supply	 to	 reverse	a	previous	service	or	supply	 that	was	done	 to	prevent	 fertilization,	 including	without	
limitation,	reversals	of	tubal	ligation	and	vasectomies.
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25.	 Any	form	of	artificial	fertilization,	including	without	limitation:	artificial	insemination:	in-vitro	fertilization	including	surrogate	
pregnancies;	and	gamete	intra-fallopian	transfer,	and	any	diagnostic	and/or	complication	services	related	to	these	procedures.

26.	 Any	service	or	supply	in	connection	with	ABORTIONS,	including	the	abortion,	performed	for	reasons	other	than	documented	
medical	danger	to	the	health	of	the	pregnant	woman	or	when	the	pregnancy	would	result	in	the	birth	of	an	infant	with	 
grave	malformation.

27.	 Any	service	or	supply	including,	without	limitation,	psychiatric	services,	related	to	SEXUAL	REASSIGNMENT	or	modifications.

28.	 Any	service	or	supply	in	connection	with	any	TRANSPLANT,	other	than	those	transplants	specifically	listed	in	the	Organ	
Transplant	Coverage	section.

29.	 Any	service	or	supply	in	connection	with	the	IMPLANT	of	an	artificial	organ,	including	the	implant	of	the	artificial	organ.

30.	 Any	transplanted	organ,	marrow	or	stem	cells	which	are	sold	rather	than	donated	to	the	participant.

31.	 Any	 service	 or	 supply	 in	 connection	with	AUTOLOGOUS	BONE	MARROW	TRANSPLANTATION	or	 autotransfusion/
transplantation	of	AUTOLOGOUS	STEM	CELLS	for	treatment	of	any	disease,	unless	approved	by	CareAllies.	

32.	 Any	service	or	supply	in	connection	with	IDENTIFICATION	OF	A	DONOR	from	a	local,	state	or	national	listing.

33.	 Any	service	or	supply	in	connection	with	foot	care	for	flat	feet,	fallen	arches	and	chronic	foot	strain	or	FOOT	CARE	in	the	
absence	of	severe	systemic	disease,	including	without	limitation:	the	removal	of	corns,	or	calluses,	the	cutting	and	trimming	
of	toenails.

34.	 Arch	supports;	shoe	inserts;	orthopedic	and	molded	shoes;	sneakers;	support	hose;	or	similar	type	devices/appliances	
regardless	of	intended	use.		NOTE:	Surgical	stockings	supplied	in	conjuction	with	an	approved	procedure	may	be	eligible	
for	consideration.

35.	 Room	and	board	and	physician	visits	arising	from	or	associated	with	a	hospital	admission	primarily	for	diagnostic	services,	
physical therapy, occupational therapy, or speech therapy, when such services or supplies could have been provided 
without	admitting	the	participant	to	the	hospital	except	as	provided	in	the	Rehabilitation	Services	section	of	this	book.

36.	 Any	service	or	supply	in	connection	with	SPEECH	or	OCCUPATIONAL	THERAPY,	including	the	therapy,	except	as	provided	
in	the	limited	Home	Health	Care	and	Rehabilitation	Services	sections	of	this	booklet.

37.	 Expenses	 for	TRAVEL	and	Lodging	 related	 to	medical	or	dental	 treatment,	even	 if	 the	 travel	 is	prescribed,	ordered	or	
recommended	by	a	health	care	provider.

38.	 Any	service	or	supply	in	connection	with	ACUPUNCTURE,	including	acupuncture.

39.	 Phase	 II	 treatments	 in	 connection	with	 temporomandibular	 joint	 (TMJ)	 dysfunction,	 as	 set	 forth	 by	 the	American	 
Dental	Association.

40.	 Any	service	or	supply	received	by	a	participant	as	a	result	of	or	in	connection	with	a	COURT	ORDER,	unless	otherwise	a	
covered	benefit.

41.	 Any	service	or	supply	provided	prior	to	the	participant’s	effective	date	or	subsequent	to	the	date	the	participant’s	coverage	
terminated,	unless	benefits	were	extended	pursuant	to	COBRA.

42.	 Any	service	or	supply	to	diagnose	or	treat	a	condition	which	arises	as	a	COMPLICATION	OF	A	NON-COVERED	SERVICE	
(e.g.,	services	or	supplies	to	treat	a	complication	of	a	pre-existing	non	covered	condition	or	cosmetic	surgery).

43.			SYRINGES	and	needles.	(except	for	diabetes	supplies	through	the	approved	network	vendor).

44.			Expenses	which	exceed	the	plan	allowance.

45.			Physician	concierge	fees.
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HEALTH CARE COVERAGE FOR EMPLOYEES/RETIREES/DEPENDENTS WHO ARE ELIGIBLE FOR MEDICARE

Individuals Age 65 or Older

The	Best	Choice	Plus	Medical	Plan	and	Aetna	provides	primary	coverage	for	active	employees	and/or	their	spouses,	age	65	or	
older,	who	are	covered	under	Broward	Health’s	health	plan.

The	Best	Choice	Plus	Medical	Plan	provides	secondary	coverage	for	retirees	and	their	spouses	who	are	eligible	for	Medicare.	
Medicare	eligible	retirees	and	their	Medicare	eligible	spouses	must	be	enrolled	in	Medicare	Parts	A	and	B	in	order	to	be	eligible	
to	participate	in	Broward	Health’s	Best	Choice	Plus	Medical	Plan.

Please note		that	for	Domestic	Partners	that	are	Medicare	eligible,	Medicare	is	the	primary	payer	and	Best	Choice	Plus	medical	
plan	becomes	secondary.

Individuals With End Stage Renal Disease

Primary	 coverage	 for	 a	 period	 of	 thirty	months	 is	 provided	 to	Broward	Health	 employees	 and/or	 their	 dependents	who	 
are	covered	under	this	plan	and	who	are	entitled	to	Medicare	coverage	solely	because	of	end	stage	renal	disease.

Handicapped Dependents

Disabled	dependent	children	over	the	age	of	26	are	required	to	be	enrolled	in	Medicare	or	Medicaid
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For More Information About Your Options Under Medicare Prescription Drug Coverage…  
 
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” handbook. 
You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare 
drug plans.  
 
For more information about Medicare prescription drug coverage:  

• Visit www.medicare.gov 
• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & 

You” handbook for their telephone number) for personalized help  
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.  

 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For 
information about this extra help, visit Social Security on the web at www.socialsecurity.gov,, or call them at 1-800-772-
1213 (TTY 1-800-325-0778).  
Remember: Keep this Creditable Coverage notice. If you decide to enroll in one of the Medicare drug plans, you may be 
required to provide a copy of this notice when you enroll to show whether or not you have maintained creditable coverage 
and, therefore, whether or not you are required to pay a higher premium (a penalty).  
 
 
For your information, please note the following procedures for Broward Health employees’ dependents: 

Type of Coverage Effective Date* While Employed 

Medicare Part A If you are entitled to Social Security benefits, 
in the month you attain age 65, you are 
automatically enrolled in Medicare. 

Broward Health will pay primary.  Medicare Part A is required 
and will pay secondary.  Please note that when your Domestic 
Partner is Medicare eligible, Medicare is the Primary payer 
and Broward Health’s medical insurance becomes secondary. 

Medicare Part B See above.  When you enroll in Part A of 
Medicare, you also automatically enroll in Part 
B, unless you tell the Social Security 
Administration that you don’t want it.  

Broward Health will pay primary.  Medicare Part B is optional 
and if enrolled, will pay secondary.  Please note that when 
your Domestic Partner is Medicare eligible, Medicare is the 
Primary payer and Broward Health’s medical insurance 
becomes secondary. 

Medicare Part D At age 65, you have the option to enroll in a 
Medicare prescription drug plan OR keep your 
current coverage with Broward Health.  

If you enroll in a Medicare prescription drug plan, you will 
automatically lose your Broward Health prescription coverage. 

*Note:  If you choose to enroll in Part D your Broward Health prescription drug plan benefit is lost but premiums are not reduced.   

Please let us know if you are legally separated or divorced and your monthly health care premiums will be adjusted accordingly. 

 Date: 10/1/2012 

 Name of Entity/Sender: Broward Health 

 Contact-Position/Office: Benefits Department  

 Address: 303 SE 17th Street, Fort Lauderdale, FL  33316  

 Phone Number: 954-355-5090 (phone)  954-355-5362 (fax)  
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About Your 2013 Employee Prescription Drug Coverage and Medicare 
 

Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription 
drug coverage with Broward Health and about your options under Medicare’s prescription drug coverage. This information 
can help you decide whether or not you want to join a Medicare drug plan. If you are considering joining, you should 
compare your current coverage, including which drugs are covered at what cost, with the coverage and costs of the plans 
offering Medicare prescription drug coverage in your area. Information about where you can get help to make decisions about 
your prescription drug coverage is at the end of this notice.  
 
There are two important things you need to know about your current coverage and Medicare’s prescription drug 
coverage:  
 
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage if 
you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription 
drug coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some plans may also 
offer more coverage for a higher monthly premium.  
 
2. Broward Health has determined that the prescription drug coverage offered by its Best Choice Plus  and Aetna plans is, on 
average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is 
therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this 
coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan.  
 
When Can You Join A Medicare Drug Plan?  
 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th to 
December 7th.  
 
However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be 
eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan. 

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?  
 
If you decide to join a Medicare drug plan, your current Broward Health coverage will be affected. Broward Health will 
automatically drop your prescription drug coverage.  Please note that you will not be able to get your Broward Health 
prescription drug coverage back until the next open enrollment period. 
 
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?  
 
You should also know that if you drop or lose your current coverage with Broward Health and don’t join a Medicare drug 
plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a 
Medicare drug plan later.  
 
If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by 
at least 1% of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For 
example, if you go nineteen months without creditable coverage, your premium may consistently be at least 19% higher than 
the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as long as you have Medicare 
prescription drug coverage. In addition, you may have to wait until the following October to enroll. 
For More Information About This Notice Or Your Current Prescription Drug Coverage…  
 
Contact the Benefits Department listed below for further information at 954-355-5090 or visit www.browardhealth.org.  
You’ll get this notice each year. You will also get it before the next period you can join a Medicare drug plan, and if this 
coverage through Broward Health changes. You also may request a copy of this notice at any time. 
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TERMINATION OF THE ADMINISTRATIVE SERVICES AGREEMENT

This	plan	remains	in	effect	until	the	agreement	between	Broward	Health	and	TCA	is	terminated	by	either	party	in	accordance	with	
their	agreed	upon	contract	specifications.

When	the	agreement	terminates,	benefit	coverage	ends	on	the	termination	date.	Any	services	rendered	or	supplies	furnished	
on	or	after	that	date	will	not	be	covered	under	this	plan.

WHEN COVERAGE ENDS

Your coverage under this plan will end on the date which:

•		 you	are	no	longer	employed	by	Broward	Health;	or

•		 you	regularly	work	less	than	40	hours	each	pay	period;	or

•		 the	entire	plan	terminates;

•		 you	stop	making	premium	payments	(you	alone	are	responsible	for	notifying	Employee	Benefits/Enrollments	if	the	correct	
payroll	deductions	are	not	made).

Your	dependent’s	coverage	will	end	if:

•		 your	coverage	ends;

•		 the	entire	plan	terminates;

•		 your	dependent	child(ren)	reaches	the	limiting	age	specified	in	this	plan;

•		 you	notify	Broward	Health	in	writing	to	withdraw	any	dependent	from	your	coverage;	or

•		 you	are	legally	separated	or	divorced,	coverage	for	your	spouse	will	end.

When	 your	 coverage	 ends,	 the	plan	will	 not	 provide	benefits	 for	 any	 services	 or	 supplies	 furnished	or	 rendered	 after	 the	
termination	date.

CONTINUATION OF COVERAGE FOR WIDOW(ER)S, SPOUSES, DEPENDENT CHILDREN AND TERMINATED EMPLOYEES

Broward	Health	is	subject	to	the	federal	continuation	of	coverage	requirements	of	the	Consolidated	Omnibus	Budget	Reconciliation	
Act	of	1985	(COBRA),	as	amended,	also	known	as	Section	4980B	of	the	Internal	Revenue	Code	of	1986.

In	general,	the	Consolidated	Omnibus	Budget	Reconciliation	Act	(COBRA)	of	1985	requires	most	employers	to	provide	continuation	
of	group	health	coverage	for	up	to	18,	or	in	some	cases	29	or	36	months,	if	you	or	your	eligible	dependents	would	otherwise	
lose	coverage	because	of	a	specific	“qualifying	event.”

When Dependents Lose Coverage

You	must	notify	Human	Resources	within	60	days	of	the	date:

•		 a	dependent	child	is	no	longer	eligible	for	coverage,	or

•		 your	spouse	loses	coverage	because	of	divorce.

The	dependents	have	the	option	to	continue	coverage	on	their	own.		If	you	do	not	notify	Human	Resources	within	the	60	day	time	
limit,	COBRA	coverage	will	not	be	offered	and	you	will	be	responsible	for	any	expenses	paid	by	the	plan	for	these	dependents.
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Continuation	of	coverage	is	available	to	any	employee,	spouse,	or	dependent	child	who	is	covered	by	a	health	coverage	option	
on	the	day	before	any	of	these	qualifying	events	occur:

•		 termination	of	employment	for	any	reason	other	than	gross	misconduct

•		 change	from	an	eligible	to	an	ineligible	status

•		 death	of	an	employee

•		 divorce	of	a	covered	spouse

•		 a	covered	dependent	child	ceases	to	qualify	as	an	eligible	dependent

•		 retirement,	if	you	do	not	meet	eligibility	requirements	for	continuous	coverage	under	the	health	plan

This	extension	of	coverage	for	18	or	36	months	is	subject	to	certain	notice	requirements	and	time	limitations	as	outlined	in	the	
following	“Qualifying	Event	Chart”.		If	a	qualified	beneficiary	meets	the	Social	Security	guidelines	for	disability	within	60	days	of	
the	date	of	the	qualifying	event,	extension	of	coverage	is	increased	from	18	to	29	months.

Cost of Continued Coverage

To	continue	coverage,	you	are	required	to	pay	the	entire	cost,	including	any	part	previously	paid	by	Broward	Health,	plus	a	2%	
administrative	charge.		(Note	that	the	cost	of	COBRA	coverage	increases	to	150%	of	premium	when	coverage	is	extended	from	
18	months	to	29	months).

When Continuation Coverage Stops

In	all	cases,	continuation	coverage	stops	on	the	earliest	of	the	federally	mandated	date,	or:

•		 you	fail	to	make	your	required	premium	payment	within	the	stated	time	period;

•		 a	qualified	beneficiary	becomes	covered	under	any	other	group	health	plan,	unless	 that	plan	contains	a	preexisting	
condition	exclusion	or	limitation;

•		 any	qualified	beneficiary	becomes	entitled	to	Medicare	coverage	(except	for	cases	of	End	Stage	Renal	Disease);

•		 the	Broward	Health	ceases	to	provide	a	group	health	plan;

•		 your	coverage	period	ends.
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HAVE A QUALIFYING EVENT

Qualifying Event Qualifying Notification Continuation Election Payment  
 Beneficiary (QB) Requirements Period Period Requirements 

Death	of		 Spouse	and		 Human	 36	months	 Employee	Benefits	 QB	has	45	days
employee	 dependent		 Resources	 	 must	notify	QB	of	 from	date	of
	 children	 must	notify	 	 continuation	rights,	 election	to
				 	 Employee		 	 cost	and	requirements	 make	payment
	 	 Benefits	 	 within	14	days	of
	 	 	 	 notification	by	
	 	 	 	 Human	Resources;	
	 	 	 	 then,	QB	has	60	
    days to elect 
    coverage

Termination	of		 Employee,		 Human	 18	months	 	
employment	or		 spouse,	and	 Resources	 (extended	to
change	from		 dependent	 must	notify	 29	if	disabled
eligible	status	to		 children	 Employee	 as	determined
ineligible	status	 	 Benefits	 by	Social
	 	 within	30	days	 Security)
	 	 of	termination	
  or status 
  change

Divorce	 Spouse	 QB	must	notify	 36	months	 	
  Human 
	 	 Resources	
	 	 within	60	days

Dependent	child		 Dependent		 QB	must	notify	 36	months
becomes  child Human
ineligible	for		 Resources		 Resources
coverage	 	 within	60	days	

GENERAL PROVISIONS

HOW TO FILE A CLAIM

Network Providers

In	most	cases,	 the	network	provider	will	file	 the	necessary	claim	for	you.	You	are	only	responsible	 for	deductibles,	co-
payments;	co-insurance	amounts,	and	non-covered	benefits	when	you	use	a	network	provider.	Remember	the	provider	will	
bill	you	directly	for	charges	which	are	not	reimbursed	by	the	plan.

Non-Network Providers

If	you	elect	to	use	a	non-network	provider,	present	your	identification	card	at	the	time	of	service	and	ask	the	provider	to	file	
a	claim	for	you.	If	the	provider	does	not	file	the	claim	for	you,	request	an	itemized	statement	which	includes	the	date,	the	
description	of	service,	the	amount	charged	for	each	service,	a	diagnosis,	location	of	service,	the	provider’s	name	and	address	
and	the	patient’s	name.	Attach	the	itemized	statement	to	a	completed	claim	form	and	send	them	to:
	 Total	Claims	Administration,	Inc.
	 P.O.	Box	21128
	 Fort	Lauderdale,	FL	33335-1128

Medical	claim	forms	may	be	obtained	at	your	Human	Resources	Department.
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Remember to keep a copy of all claims you submit to TCA.

WRITTEN NOTICE OF CLAIM - BEST CHOICE PLUS PPO

Written	notice	of	a	claim	for	benefits	must	be	given	to	Total	Claims	Administration	Inc.	as	soon	as	is	reasonably	possible,	and	under	
no	circumstances	later	than	twelve	months	after	the	service	was	rendered	to	you,	unless	you	are	unable	to	do	so	by	reason	of	
legal	incompetency.		Notice	to	TCA	along	with	enough	information	to	enable	TCA	to	identify	you	(the	name	and	contract	number	
of	the	participant),	is	sufficient.

When	TCA	has	received	your	written	proof	of	claim,	the	claim	will	be	promptly	processed	for	payment	of	all	benefits	due	under	
the	Plan.

LEGAL ACTION

No	action	may	be	brought	to	recover	benefits	under	this	plan	within	60	days	after	written	proof	of	loss	has	been	given	as	required	
under	this	plan.	No	such	action	may	be	brought	after	the	expiration	of	the	applicable	statute	of	limitations	from	the	time	written	
proof	of	loss	required	to	be	given.	All	provisions	in	this	plan	will	be	interpreted	according	to	the	laws	of	the	State	of	Florida.	Any	
legal	dispute	involving	this	plan	shall	be	brought	to	court	in	the	State	of	Florida.

PROMISSORY ESTOPPEL

No	oral	statements,	representations,	or	understandings	by	any	person	can	change,	alter	delete,	add,	or	otherwise	modify	the	
express	written	terms	of	this	plan	to	provide	for	services	or	supplies	which	are	not	covered	here	under.

FRAUDULENT SUBMISSION OF CLAIMS

All	information	submitted	on	itemized	statements	and	claim	forms	must	be	accurate,	truthful	and	complete.	If,	in	the	opinion	of	
Broward	Health	or	Total	Claims	Administration,	Inc.,	any	participant	commits	fraud	or	misrepresents	or	omits	material	information	
in	requesting	the	receipt	of	benefits,	that	participant’s	coverage	may	be	canceled	or	rescinded	at	any	time.	This	remedy	is	available	
in	addition	to	any	other	remedies	which	may	be	available	to	Broward	Health	and	TCA.

NOTICES

Any	notice	which	is	required	or	permitted	by	the	plan	shall	be	deemed	given	if	hand-delivered	or	if	mailed	by	United	States	Mail,	
postage	prepaid,	and	addressed	as	indicated	to	Total	Claims	Administration	Inc.	Such	notice	shall	be	deemed	given	and	effective	
as	of	the	date	delivered	or	so	deposited	in	the	mail.	Upon	receipt	of	any	such	notice	Broward	Health	shall	forward,	as	soon	as	
practicable,	such	notice	to	each	participant	under	this	plan.	It	is	the	responsibility	of	the	participant	to	notify	Broward	Health	in	
the	event	of	any	address	change.

THE PROCESSING OF YOUR CLAIM

In	order	to	process	your	claim,	Total	Claims	Administration	Inc.	may	need	information	from	the	provider	who	supplied	the	service.	
As	a	participant	accepting	benefits	under	this	plan,	you	agree	to	authorize	the	provider	to	release	any	necessary	information	and	
records	to	Broward	Health	and/or	Total	Claims	Administration	Inc.	and	its	designated	Utilization	Management	Company.	The	
provider	is	authorized	to	give	this	information	even	if	it	is	considered	confidential.

In	addition,	Broward	Health	and/or	TCA	may	require	you	to	be	examined	by	a	physician	of	their	choice,	at	the	plan’s	expense.	
Broward	Health	and/or	TCA	has	the	right	to	require	this	as	often	as	is	reasonably	necessary	while	a	claim	is	pending.

If	Total	Claims	Administration	 Inc.	needs	more	than	the	usual	maximum	of	60	days	to	decide	your	claim	because	of	special	
circumstances,	you	will	be	sent	a	notice	within	60	days	after	receipt	of	your	claim	explaining	why	more	time	is	needed.

After	your	claim	has	been	processed,	you	will	be	sent	an	Explanation	of	Benefits	(EOB)	outlining	how	your	claim	was	processed.
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WHEN A CLAIM IS NOT PAID

If	your	claim	includes	services	that	are	considered	not	eligible	for	payment,	in	whole	or	in	part,	because	either	more	information	
is	needed	or	because	the	service	is	considered	not	payable	under	this	plan,	the	Explanation	of	Benefits	will	show:

•		 The	reason(s)	your	claim	was	not	paid;

•		 A	description	of	additional	information	which	may	be	necessary	to	make	your	claim	eligible	for	payment;

•		 An	explanation	of	why	more	information	is	necessary;	and

•		 An	explanation	of	how	you	may	have	the	claim	reviewed	 if	you	do	not	agree	with	Total	Claims	Administration,	 Inc.’s	
decision.

CLAIMS REVIEW

The	following	section	explains	how	you	may	have	your	claim	reviewed	if	you	do	not	agree	with	the	decision	to	deny	all	or	part	
of	your	claim:

FILING YOUR REQUEST FOR A REVIEW

If	you	feel	that	your	claim	was	incorrectly	denied	or	that	benefits	were	not	paid,	obtain	an	appeal	form	from	your	department	and	
complete	it.	Submit	the	completed	form	to	Total	Claims	Administration.	

At	that	time,	you	should	be	prepared	to	explain	why	you	do	not	agree	with	the	claim	processing	decision.	The	60	day	limit	will	be	
extended	only	if	you	appeal	within	the	12	month	claim	filing	period.		(NOTE:	as	described	in	the	Claim	Filing	Section.)

YOUR RIGHT TO REPRESENTATION AND DOCUMENT REVIEW

If	you	prefer,	you	may	designate	a	representative	to	act	for	you	in	the	review	procedure.	Simply	give	that	person	a	written	statement	
designating	him	to	represent	you	in	review	of	your	claim.

You	or	your	authorized	representative	will	have	up	to	45	days	after	TCA	receives	your	request	for	review	to	review	pertinent	
documents	at	the	TCA	office	during	regular	office	hours.	Written	releases	permitting	disclosure	of	information	will	be	required	
from	both	the	patient	and	the	particular	health	care	provider	if	the	information	is	considered	sensitive	or	confidential.

REVIEW PROCEDURES

You	also	have	60	days	to	submit	issues	and	comments	and	any	pertinent	additional	medical	information.

In	unusual	situations	when	you	are	unable	to	submit	written	issues	and	comments	within	60	days	and	you	advise	Total	Claims	
Administration,	Inc.	that	you	need	more	time	within	the	60	days,	your	request	will	be	granted	provided	TCA	has	sufficient	time	
to	give	you	the	extension	notice	that	is	required	by	law.

You	will	 be	provided	with	 a	written	decision	within	60	days	 after	Total	Claims	Administration	 Inc.	 receives	your	 request	 for	
review.	That	written	decision	will	indicate	the	reasons	for	the	decision	and	refer	to	the	section	or	sections	of	the	plan	on	which	
the	decision	was	based.

In	unusual	situations	additional	time	may	be	needed	to	make	a	decision.	In	that	case,	before	the	60	day	period	has	expired,	TCA	
will	send	you	a	written	notice	that	more	time	is	necessary,	extending	the	time	for	a	written	decision	to	a	total	of	120	days	from	
the	date	your	request	for	review	was	received.	TCA	is	precluded	by	law	from	delaying	the	decision	beyond	the	120	day	period	
even	at	your	request.	Approval	for	payment	of	services	or	supplies	must	be	given	by	Total	Claims	Administration,	Inc.
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2ND LEVEL APPEAL PROCESS

In	 cases	where	 the	participant	disagrees	with	 the	policy	 interpretation	of	 a	 reimbursement	 after	 a	1st	 level	 appeal/request	
for	review	has	been	decided	by	the	Total	Claims	Administration,	a	2nd	level	appeal	process	is	available.		Copies	of	previous	
documentation	(ie...request	for	review,	TCA’s	decision	letter)	along	with	an	explanation	of	the	appeal	should	be	resubmitted	to	
Total	Claims	Administration	for	executive	panel	review.

EXTERNAL REVIEW/3RD LEVEL APPEAL

You	may	request	an	external	review	if	you	or	your	provider	disagrees	with	Total	Claims	Administration’s	decision.	An	external	
review is a review by an independent physician panel,	selected	by	an	External	Review	Organization,	who	has	expertise	in	the	
problem	or	question	involved.

To	request	an	external	review,	the	following	requirements	must	be	met:

o	You	have	received	notice	2nd	denial	of	a	claim	by	Total	Claims	Administration;	and

o Your claim was denied because Total Claims Administration determined that the care was not necessary or was   
     experimental or investigational

You	must	submit	the	Request	for	External	Review	Form	to	Total	Claims	Administration	within	60	calendar	days	of	the	date	
you	received	the	2nd	level	claim	denial	letter.	You	must	also	include	a	copy	of	the	claim	denial	letters	and	all	other	pertinent	
information	that	supports	your	request.

TOTAL	CLAIMS	ADMINISTRATION	WILL	CONTACT	THE	EXTERNAL	REVIEW	ORGANIZATION	THAT	WILL	CONDUCT	THE	
REVIEW	OF	YOUR	CLAIM	AND	ADVISE	YOU	OF	THE	TIMELINE/PROCESS.

FINAL APPEAL/4TH LEVEL

If	you	choose	to	appeal	to	the	Benefits	Department	following	an	adverse determination	by	External	Review	you	must	do	so	in	
writing,	and	you	should	send	the	following	information:

	 •			The	specific	reason(s)	for	the	appeal;

	 •			Copies	of	all	past	correspondence	(including	any	EOB’s)

The	Benefits	Department	will	evaluate	your	claim	within	60	days	after	you	file	your	appeal	and	make	a	decision.	If	the	reviewer	
needs	more	time,	the	reviewer	may	take	an	additional	60	day	period.	The	reviewer	will	notify	you	in	advance	of	this	extension.	The	
reviewer	will	notify	you	of	the	final	decision	on	your	appeal	in	writing.	the	written	notice	will	give	you	the	reason	for	the	decision	
and	what	Plan	provisions	apply.	All	decisions	by	the	Benefits	Department	with	respect	to	your	claim	shall	be	final	and	binding.

OTHER REVIEW PROCESS

Employees	with	Aetna,	Caremark,	Safeguard	or	Humana/Vision	should	contact	these	vendors	directly	to	file	a	claim	and/or	appeal.	
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PLAN FEATURES
Deductible (per calendar year) $150 Individual

$450 Family

Member Coinsurance
Applies to all expenses unless otherwise stated.
Payment Limit (per calendar year) $2,000 Individual

$4,000 Family

Lifetime Maximum
Primary Care Physician Selection
Referral Requirement
PREVENTIVE CARE
Routine Adult Physical Exams/ Immunizations

Routine Well Child Exams/Immunizations

Routine Gynecological Care Exams

Routine Mammograms

Women's Health

Routine Digital Rectal Exam / Prostate-specific Antigen Test
For covered males age 40 and over.

Colorectal Cancer Screening
For all members age 50 and over.

Routine Eye Exams
1 routine exam per 12 months
Routine Hearing Exams
1 routine exam per 24 months 
PHYSICIAN SERVICES
Office Visits to PCP

Specialist Office Visits
Pre-Natal Maternity
Maternity Delivery and Post Partum care
Allergy Testing

Allergy Injections
DIAGNOSTIC PROCEDURES
Diagnostic Laboratory and X-ray

EMERGENCY MEDICAL CARE
Urgent Care Provider
(benefit availability may vary by location)
Non-Urgent Use of Urgent Care Provider
Emergency Room
Non-Emergency care in an Emergency Room
Ambulance
HOSPITAL CARE
Inpatient Coverage 

Broward Facilities
Other Aetna Network Facilities 100% after $500 copay/confinement

deductible waived

deductible waived

Once Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the remainder of the 
calendar year.

Includes services of an internist, general physician, family practitioner, ob-gyn or pediatrician.
$30 office visit copay; deductible waived

Covered 100%; deductible waived
For covered females age 40 and over.

Unless otherwise indicated, the Deductible must be met prior to benefits being payable.

Certain member cost sharing elements may not apply toward the Payment Limit.

Once Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the 
calendar year.

None

Includes routine tests and related lab fees

7 exams in the first 12 months of life, 2 exams in the 13th-24th months of life; 1 exam per 12 months thereafter to age 18.

1 exam per 12 months for members age 18 to age 65; 1 exam per 12 months for adults age 65 and older.
Covered 100%; deductible waived

PREFERRED CARE

Optional
Unlimited except where otherwise indicated.

PREFERRED CARE

Covered 100%; deductible waived

Covered 100%; deductible waived

Covered as either PCP or specialist office visit; 

Covered as either PCP or specialist office visit; 

$20 office visit copay; deductible waived

PREFERRED CARE

Not Covered

PREFERRED CARE

10% after deductible

100% after $250 copay/confinement

$30 copay; deductible waived

Covered 100%; deductible waived

Broward Health
Effective Date: 01-01-2013

Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PREFERRED CARE

10%

Only those preferred expenses resulting from the application of coinsurance percentage (except any deductibles, copays, and 
penalty amounts) may be used to satisfy the Payment Limit.

Covered 100%; deductible waived

Includes: Screening for gestational diabetes, HPV (Human Papillomavirus) DNA testing, counseling for sexually transmitted 
infections, counseling and screening for Human Immunodeficiency Virus, screening and counseling for interpersonal and domestic 
violence, breastfeeding support, supplies, and counseling.

10% after deductible

Covered 100%; deductible waived

Covered as either PCP or specialist office visit; deductible 
waived
10% after deductible

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the applicable 
physician's office visit member cost sharing

Not Covered

PLAN DESIGN & BENEFITS  

PREFERRED CARE

Covered same as Specialist Office Visit; deductible waived

Covered 100%; deductible waived

$75 copay; deductible waived

Contraceptive methods, sterilization procedures, patient education and counseling. Limitations may apply.
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PLAN FEATURES
Deductible (per calendar year) $150 Individual

$450 Family

Member Coinsurance
Applies to all expenses unless otherwise stated.
Payment Limit (per calendar year) $2,000 Individual

$4,000 Family

Lifetime Maximum
Primary Care Physician Selection
Referral Requirement
PREVENTIVE CARE
Routine Adult Physical Exams/ Immunizations

Routine Well Child Exams/Immunizations

Routine Gynecological Care Exams

Routine Mammograms

Women's Health

Routine Digital Rectal Exam / Prostate-specific Antigen Test
For covered males age 40 and over.

Colorectal Cancer Screening
For all members age 50 and over.

Routine Eye Exams
1 routine exam per 12 months
Routine Hearing Exams
1 routine exam per 24 months 
PHYSICIAN SERVICES
Office Visits to PCP

Specialist Office Visits
Pre-Natal Maternity
Maternity Delivery and Post Partum care
Allergy Testing

Allergy Injections
DIAGNOSTIC PROCEDURES
Diagnostic Laboratory and X-ray

EMERGENCY MEDICAL CARE
Urgent Care Provider
(benefit availability may vary by location)
Non-Urgent Use of Urgent Care Provider
Emergency Room
Non-Emergency care in an Emergency Room
Ambulance
HOSPITAL CARE
Inpatient Coverage 

Broward Facilities
Other Aetna Network Facilities 100% after $500 copay/confinement

deductible waived

deductible waived

Once Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the remainder of the 
calendar year.

Includes services of an internist, general physician, family practitioner, ob-gyn or pediatrician.
$30 office visit copay; deductible waived

Covered 100%; deductible waived
For covered females age 40 and over.

Unless otherwise indicated, the Deductible must be met prior to benefits being payable.

Certain member cost sharing elements may not apply toward the Payment Limit.

Once Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the 
calendar year.

None

Includes routine tests and related lab fees

7 exams in the first 12 months of life, 2 exams in the 13th-24th months of life; 1 exam per 12 months thereafter to age 18.

1 exam per 12 months for members age 18 to age 65; 1 exam per 12 months for adults age 65 and older.
Covered 100%; deductible waived

PREFERRED CARE

Optional
Unlimited except where otherwise indicated.

PREFERRED CARE

Covered 100%; deductible waived

Covered 100%; deductible waived

Covered as either PCP or specialist office visit; 

Covered as either PCP or specialist office visit; 

$20 office visit copay; deductible waived

PREFERRED CARE

Not Covered

PREFERRED CARE

10% after deductible

100% after $250 copay/confinement

$30 copay; deductible waived

Covered 100%; deductible waived

Broward Health
Effective Date: 01-01-2013

Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PREFERRED CARE

10%

Only those preferred expenses resulting from the application of coinsurance percentage (except any deductibles, copays, and 
penalty amounts) may be used to satisfy the Payment Limit.

Covered 100%; deductible waived

Includes: Screening for gestational diabetes, HPV (Human Papillomavirus) DNA testing, counseling for sexually transmitted 
infections, counseling and screening for Human Immunodeficiency Virus, screening and counseling for interpersonal and domestic 
violence, breastfeeding support, supplies, and counseling.

10% after deductible

Covered 100%; deductible waived

Covered as either PCP or specialist office visit; deductible 
waived
10% after deductible

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the applicable 
physician's office visit member cost sharing

Not Covered

PLAN DESIGN & BENEFITS  

PREFERRED CARE

Covered same as Specialist Office Visit; deductible waived

Covered 100%; deductible waived

$75 copay; deductible waived

Contraceptive methods, sterilization procedures, patient education and counseling. Limitations may apply.
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Broward Health
Effective Date: 01-01-2013

Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PLAN DESIGN & BENEFITS  

Inpatient Maternity Coverage
Broward Facilities
Other Aetna Network Facilities

Outpatient Surgery
Outpatient Hospital Expenses (excluding surgery)

Broward Facilities
Other Aetna Network Facilities

MENTAL HEALTH SERVICES
Inpatient

Broward Facilities
Other Aetna Network Facilities

Outpatient

ALCOHOL/DRUG ABUSE SERVICES
Inpatient

Broward Facilities
Other Aetna Network Facilities

Outpatient

OTHER SERVICES
Convalescent Facility
Limited to 100 days per calendar year.

Home Health Care 

Hospice Care - Inpatient

Hospice Care - Outpatient

Private Duty Nursing - Outpatient (Limited to 70 eight hour 
shifts per calendar year)

Outpatient Short-Term Rehabilitation

Durable Medical Equipment

Diabetic Supplies

Contraceptive drugs and devices not obtainable at a 
pharmacy
Generic FDA-approved Women's Contraceptives
Transplants Coverage is provided at an IOE contracted facility 
only.
Bariatric

Mouth, Jaws and Teeth
(oral surgery procedures, whether medical or dental in nature)

Out of Area Dependents

FAMILY PLANNING
Infertility Treatment

10% after deductible

Each period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift.

Each visiting nurse care or private duty nursing care shift of 4 hours or less counts as one home health visit. Each such shift of over 
4 hours and up to 8 hours counts as two home health care visits.

after deductible

South Florida region. There is no coverage for non-emergency 
care received from non-network providers.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay.

Covered 100%; deductible waived

100% after $100 copay/confinement
100% after $200 copay/confinement

Limited to $10,000 per procedure.

10% (payable as any other covered expense)

10% after deductible

10% after $250 per confinement copay and deductible

10% after deductible

Covered same as any other medical expense.
Maximum annual benefit of $10,000 per member per calendar year

PREFERRED CARE

Each visit by a nurse or therapist is one visit. Each visit up to 4 hours by a home health care aide is one visit.

10% after deductible

The member cost sharing applies to all covered benefits incurring during a member's inpatient stay

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered

Aetna has a nationwide network. Please refer to www.aetna.com 
for in-network providers outside of the 

Diagnosis and treatment of the underlying medical condition.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay
100% after $100 outpatient surgery copay 

PREFERRED CARE

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

$20 copay; deductible waived
The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

Limited to 120 visits per calendar year. 

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

$20 copay; deductible waived

100% after $250 copay/confinement
100% after $500 copay/confinement

100% after $250 copay/confinement
100% after $500 copay/confinement

100% after $250 copay/confinement
100% after $500 copay/confinement

10% after deductible

10% after deductible

10% after deductible
Include Speech, Physical, and Occupational Therapy, limited to 60 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

Covered 100%  after deductible

Page 2Prepared: 10/08/2012 03:30 PM

Broward Health
Effective Date: 01-01-2013

Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PLAN DESIGN & BENEFITS  

Inpatient Maternity Coverage
Broward Facilities
Other Aetna Network Facilities

Outpatient Surgery
Outpatient Hospital Expenses (excluding surgery)

Broward Facilities
Other Aetna Network Facilities

MENTAL HEALTH SERVICES
Inpatient

Broward Facilities
Other Aetna Network Facilities

Outpatient

ALCOHOL/DRUG ABUSE SERVICES
Inpatient

Broward Facilities
Other Aetna Network Facilities

Outpatient

OTHER SERVICES
Convalescent Facility
Limited to 100 days per calendar year.

Home Health Care 

Hospice Care - Inpatient

Hospice Care - Outpatient

Private Duty Nursing - Outpatient (Limited to 70 eight hour 
shifts per calendar year)

Outpatient Short-Term Rehabilitation

Durable Medical Equipment

Diabetic Supplies

Contraceptive drugs and devices not obtainable at a 
pharmacy
Generic FDA-approved Women's Contraceptives
Transplants Coverage is provided at an IOE contracted facility 
only.
Bariatric

Mouth, Jaws and Teeth
(oral surgery procedures, whether medical or dental in nature)

Out of Area Dependents

FAMILY PLANNING
Infertility Treatment

10% after deductible

Each period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift.

Each visiting nurse care or private duty nursing care shift of 4 hours or less counts as one home health visit. Each such shift of over 
4 hours and up to 8 hours counts as two home health care visits.

after deductible

South Florida region. There is no coverage for non-emergency 
care received from non-network providers.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay.

Covered 100%; deductible waived

100% after $100 copay/confinement
100% after $200 copay/confinement

Limited to $10,000 per procedure.

10% (payable as any other covered expense)

10% after deductible

10% after $250 per confinement copay and deductible

10% after deductible

Covered same as any other medical expense.
Maximum annual benefit of $10,000 per member per calendar year

PREFERRED CARE

Each visit by a nurse or therapist is one visit. Each visit up to 4 hours by a home health care aide is one visit.

10% after deductible

The member cost sharing applies to all covered benefits incurring during a member's inpatient stay

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered

Aetna has a nationwide network. Please refer to www.aetna.com 
for in-network providers outside of the 

Diagnosis and treatment of the underlying medical condition.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay
100% after $100 outpatient surgery copay 

PREFERRED CARE

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

$20 copay; deductible waived
The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

Limited to 120 visits per calendar year. 

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

$20 copay; deductible waived

100% after $250 copay/confinement
100% after $500 copay/confinement

100% after $250 copay/confinement
100% after $500 copay/confinement

100% after $250 copay/confinement
100% after $500 copay/confinement

10% after deductible

10% after deductible

10% after deductible
Include Speech, Physical, and Occupational Therapy, limited to 60 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

Covered 100%  after deductible
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Broward Health
Effective Date: 01-01-2013

Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PLAN DESIGN & BENEFITS  

Inpatient Maternity Coverage
Broward Facilities
Other Aetna Network Facilities

Outpatient Surgery
Outpatient Hospital Expenses (excluding surgery)

Broward Facilities
Other Aetna Network Facilities

MENTAL HEALTH SERVICES
Inpatient

Broward Facilities
Other Aetna Network Facilities

Outpatient

ALCOHOL/DRUG ABUSE SERVICES
Inpatient

Broward Facilities
Other Aetna Network Facilities

Outpatient

OTHER SERVICES
Convalescent Facility
Limited to 100 days per calendar year.

Home Health Care 

Hospice Care - Inpatient

Hospice Care - Outpatient

Private Duty Nursing - Outpatient (Limited to 70 eight hour 
shifts per calendar year)

Outpatient Short-Term Rehabilitation

Durable Medical Equipment

Diabetic Supplies

Contraceptive drugs and devices not obtainable at a 
pharmacy
Generic FDA-approved Women's Contraceptives
Transplants Coverage is provided at an IOE contracted facility 
only.
Bariatric

Mouth, Jaws and Teeth
(oral surgery procedures, whether medical or dental in nature)

Out of Area Dependents

FAMILY PLANNING
Infertility Treatment

10% after deductible

Each period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift.

Each visiting nurse care or private duty nursing care shift of 4 hours or less counts as one home health visit. Each such shift of over 
4 hours and up to 8 hours counts as two home health care visits.

after deductible

South Florida region. There is no coverage for non-emergency 
care received from non-network providers.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay.

Covered 100%; deductible waived

100% after $100 copay/confinement
100% after $200 copay/confinement

Limited to $10,000 per procedure.

10% (payable as any other covered expense)

10% after deductible

10% after $250 per confinement copay and deductible

10% after deductible

Covered same as any other medical expense.
Maximum annual benefit of $10,000 per member per calendar year

PREFERRED CARE

Each visit by a nurse or therapist is one visit. Each visit up to 4 hours by a home health care aide is one visit.

10% after deductible

The member cost sharing applies to all covered benefits incurring during a member's inpatient stay

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered

Aetna has a nationwide network. Please refer to www.aetna.com 
for in-network providers outside of the 

Diagnosis and treatment of the underlying medical condition.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay
100% after $100 outpatient surgery copay 

PREFERRED CARE

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

$20 copay; deductible waived
The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

Limited to 120 visits per calendar year. 

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

$20 copay; deductible waived

100% after $250 copay/confinement
100% after $500 copay/confinement

100% after $250 copay/confinement
100% after $500 copay/confinement

100% after $250 copay/confinement
100% after $500 copay/confinement

10% after deductible

10% after deductible

10% after deductible
Include Speech, Physical, and Occupational Therapy, limited to 60 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

Covered 100%  after deductible
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Broward Health
Effective Date: 01-01-2013

Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PLAN DESIGN & BENEFITS  

Voluntary Sterilization
Including tubal ligation and vasectomy.

PHARMACY
Retail

Mail Order

Self-Injectables

Prescription Drug Annual Out of Pocket Maximum

GENERAL PROVISIONS
Dependents Eligibility

Pre-existing Conditions Exclusion

$75 copay
Pharmacy Managed Self Injectables (PMSI)
First prescription fill at any retail or mail order drug facility.  Subsequent fills must be through Aetna Specialty Pharmacy®

status. 

Plan Includes:   Performance Enhancing Medication, Contraceptive drugs and devices obtainable from a pharmacy, Oral fertility 
drugs, Diabetic supplies.

Mandatory Generic (MG) - If the member or the physician requests brand when generic is available, the member pays the 
applicable copay plus the difference between the generic price and the brand price.

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered; after deductible

$10 copay for generic drugs, $30 copay for formulary brand-name 
drugs, and $50 copay for non-formulary brand-name drugs up to a 
30 day supply at participating pharmacies.

Some benefits are subject to limitations or visit maximums.  Certain services require precertification, or prior approval of coverage. 
Failure to precertify for these services may lead to substantially reduced benefits or denial of coverage.  Some of the benefits 
requiring precertification may include, but are not limited to, inpatient hospital, inpatient mental health, inpatient skilled nursing, 
outpatient surgery, substance abuse (detoxification, inpatient and outpatient rehabilitation).  When the Member’s preferred provider 
is coordinating care, the preferred provider will obtain the precertification.  When the member utilizes a non-preferred provider, 
Member must obtain the precertification.  Precertification requirements may vary.  Depending on the plan selected, new prescription 
drugs not yet reviewed by our medication review committee are either available under plans with an open formulary or excluded 
from coverage unless a medical exception is obtained under plans that use a closed formulary.  

PREFERRED CARE

Nonmedically necessary services or supplies; Orthotics; Over-the-counter medications and supplies; Reversal of sterilization; 
Services for the treatment of sexual dysfunction or inadequacies, including therapy, supplies, or counseling; and special duty 
nursing. Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary regimens 
and supplements, appetite suppressants and other medications; food or food supplements, exercise programs, exercise or other 
equipment; and other services and supplies that are primarily intended to control weight or treat obesity, including Morbid Obesity, or 
for the purpose of weight reduction, regardless of the existence of comorbid conditions.

$25 copay for generic drugs, $75 copay for formulary brand-name 
drugs, and $125 copay for non-formulary brand-name drugs up to 
a 31-90 day supply from Aetna Rx Home Delivery®.

They may also be subject to precertification or step-therapy.  Non-prescription drugs and drugs in the Limitations and Exclusions 
section of the plan documents (received after open enrollment) are not covered, and medical exceptions are not available for them.  
While this information is believed to be accurate as of the print date, it is subject to change. 

Plans are administered by Aetna Life Insurance Company.

This plan does not cover all health care expenses and includes exclusions and limitations.  Members should refer to their plan 
documents to determine which health care services are covered and to what extent.  The following is a partial list of services and 
supplies that are generally not covered.  However, your plan documents may contain exceptions to this list based on state mandates 
or the plan design or rider(s) purchased by your employer.

Precert for growth hormones included

This material is for informational purposes only and is neither an offer of coverage nor medical advice.  It contains only a partial, 
general description of plan benefits or programs and does not constitute a contract.  Aetna does not provide health care services 
and, therefore, cannot guarantee results or outcomes.  Consult the plan documents (i.e. Group Insurance Certificate and/or Group 
Policy) to determine governing contractual provisions, including procedures, exclusions and limitation relating to the plan.  With the 
exception of Aetna Rx Home Delivery, all preferred providers and vendors are independent contractors in private practice and are 
neither employees nor agents of Aetna or its affiliates.  Aetna Rx Home Delivery, LLC, is a subsidiary of Aetna Inc. The availability of 
any particular provider cannot be guaranteed, and provider network composition is subject to change without notice. 

Spouse, children from birth to age 26 or approved handicap 

On effective date: Waived

All medical or hospital services not specifically covered in, or which are limited or excluded in the plan documents; Charges related 
to any eye surgery mainly to correct refractive errors; Cosmetic surgery, including breast reduction; Custodial care; Dental care and 
X-rays; Donor egg retrieval; Experimental and investigational procedures; Hearing aids; Immunizations for travel or work; Infertility 
services, including, but not limited to, artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT, ICSI 
and other related services, unless specifically listed as covered in your plan documents; 

Not applicable.

After effective date: Waived

Formulary Generic FDA-approved Women's Contraceptives covered 100% in network
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Broward Health
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Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PLAN DESIGN & BENEFITS  

Voluntary Sterilization
Including tubal ligation and vasectomy.

PHARMACY
Retail

Mail Order

Self-Injectables

Prescription Drug Annual Out of Pocket Maximum

GENERAL PROVISIONS
Dependents Eligibility

Pre-existing Conditions Exclusion

$75 copay
Pharmacy Managed Self Injectables (PMSI)
First prescription fill at any retail or mail order drug facility.  Subsequent fills must be through Aetna Specialty Pharmacy®

status. 

Plan Includes:   Performance Enhancing Medication, Contraceptive drugs and devices obtainable from a pharmacy, Oral fertility 
drugs, Diabetic supplies.

Mandatory Generic (MG) - If the member or the physician requests brand when generic is available, the member pays the 
applicable copay plus the difference between the generic price and the brand price.

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered; after deductible

$10 copay for generic drugs, $30 copay for formulary brand-name 
drugs, and $50 copay for non-formulary brand-name drugs up to a 
30 day supply at participating pharmacies.

Some benefits are subject to limitations or visit maximums.  Certain services require precertification, or prior approval of coverage. 
Failure to precertify for these services may lead to substantially reduced benefits or denial of coverage.  Some of the benefits 
requiring precertification may include, but are not limited to, inpatient hospital, inpatient mental health, inpatient skilled nursing, 
outpatient surgery, substance abuse (detoxification, inpatient and outpatient rehabilitation).  When the Member’s preferred provider 
is coordinating care, the preferred provider will obtain the precertification.  When the member utilizes a non-preferred provider, 
Member must obtain the precertification.  Precertification requirements may vary.  Depending on the plan selected, new prescription 
drugs not yet reviewed by our medication review committee are either available under plans with an open formulary or excluded 
from coverage unless a medical exception is obtained under plans that use a closed formulary.  

PREFERRED CARE

Nonmedically necessary services or supplies; Orthotics; Over-the-counter medications and supplies; Reversal of sterilization; 
Services for the treatment of sexual dysfunction or inadequacies, including therapy, supplies, or counseling; and special duty 
nursing. Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary regimens 
and supplements, appetite suppressants and other medications; food or food supplements, exercise programs, exercise or other 
equipment; and other services and supplies that are primarily intended to control weight or treat obesity, including Morbid Obesity, or 
for the purpose of weight reduction, regardless of the existence of comorbid conditions.

$25 copay for generic drugs, $75 copay for formulary brand-name 
drugs, and $125 copay for non-formulary brand-name drugs up to 
a 31-90 day supply from Aetna Rx Home Delivery®.

They may also be subject to precertification or step-therapy.  Non-prescription drugs and drugs in the Limitations and Exclusions 
section of the plan documents (received after open enrollment) are not covered, and medical exceptions are not available for them.  
While this information is believed to be accurate as of the print date, it is subject to change. 

Plans are administered by Aetna Life Insurance Company.

This plan does not cover all health care expenses and includes exclusions and limitations.  Members should refer to their plan 
documents to determine which health care services are covered and to what extent.  The following is a partial list of services and 
supplies that are generally not covered.  However, your plan documents may contain exceptions to this list based on state mandates 
or the plan design or rider(s) purchased by your employer.

Precert for growth hormones included

This material is for informational purposes only and is neither an offer of coverage nor medical advice.  It contains only a partial, 
general description of plan benefits or programs and does not constitute a contract.  Aetna does not provide health care services 
and, therefore, cannot guarantee results or outcomes.  Consult the plan documents (i.e. Group Insurance Certificate and/or Group 
Policy) to determine governing contractual provisions, including procedures, exclusions and limitation relating to the plan.  With the 
exception of Aetna Rx Home Delivery, all preferred providers and vendors are independent contractors in private practice and are 
neither employees nor agents of Aetna or its affiliates.  Aetna Rx Home Delivery, LLC, is a subsidiary of Aetna Inc. The availability of 
any particular provider cannot be guaranteed, and provider network composition is subject to change without notice. 

Spouse, children from birth to age 26 or approved handicap 

On effective date: Waived

All medical or hospital services not specifically covered in, or which are limited or excluded in the plan documents; Charges related 
to any eye surgery mainly to correct refractive errors; Cosmetic surgery, including breast reduction; Custodial care; Dental care and 
X-rays; Donor egg retrieval; Experimental and investigational procedures; Hearing aids; Immunizations for travel or work; Infertility 
services, including, but not limited to, artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT, ICSI 
and other related services, unless specifically listed as covered in your plan documents; 

Not applicable.

After effective date: Waived

Formulary Generic FDA-approved Women's Contraceptives covered 100% in network
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Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PLAN DESIGN & BENEFITS  

Voluntary Sterilization
Including tubal ligation and vasectomy.

PHARMACY
Retail

Mail Order

Self-Injectables

Prescription Drug Annual Out of Pocket Maximum

GENERAL PROVISIONS
Dependents Eligibility

Pre-existing Conditions Exclusion

$75 copay
Pharmacy Managed Self Injectables (PMSI)
First prescription fill at any retail or mail order drug facility.  Subsequent fills must be through Aetna Specialty Pharmacy®

status. 

Plan Includes:   Performance Enhancing Medication, Contraceptive drugs and devices obtainable from a pharmacy, Oral fertility 
drugs, Diabetic supplies.

Mandatory Generic (MG) - If the member or the physician requests brand when generic is available, the member pays the 
applicable copay plus the difference between the generic price and the brand price.

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered; after deductible

$10 copay for generic drugs, $30 copay for formulary brand-name 
drugs, and $50 copay for non-formulary brand-name drugs up to a 
30 day supply at participating pharmacies.

Some benefits are subject to limitations or visit maximums.  Certain services require precertification, or prior approval of coverage. 
Failure to precertify for these services may lead to substantially reduced benefits or denial of coverage.  Some of the benefits 
requiring precertification may include, but are not limited to, inpatient hospital, inpatient mental health, inpatient skilled nursing, 
outpatient surgery, substance abuse (detoxification, inpatient and outpatient rehabilitation).  When the Member’s preferred provider 
is coordinating care, the preferred provider will obtain the precertification.  When the member utilizes a non-preferred provider, 
Member must obtain the precertification.  Precertification requirements may vary.  Depending on the plan selected, new prescription 
drugs not yet reviewed by our medication review committee are either available under plans with an open formulary or excluded 
from coverage unless a medical exception is obtained under plans that use a closed formulary.  

PREFERRED CARE

Nonmedically necessary services or supplies; Orthotics; Over-the-counter medications and supplies; Reversal of sterilization; 
Services for the treatment of sexual dysfunction or inadequacies, including therapy, supplies, or counseling; and special duty 
nursing. Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary regimens 
and supplements, appetite suppressants and other medications; food or food supplements, exercise programs, exercise or other 
equipment; and other services and supplies that are primarily intended to control weight or treat obesity, including Morbid Obesity, or 
for the purpose of weight reduction, regardless of the existence of comorbid conditions.

$25 copay for generic drugs, $75 copay for formulary brand-name 
drugs, and $125 copay for non-formulary brand-name drugs up to 
a 31-90 day supply from Aetna Rx Home Delivery®.

They may also be subject to precertification or step-therapy.  Non-prescription drugs and drugs in the Limitations and Exclusions 
section of the plan documents (received after open enrollment) are not covered, and medical exceptions are not available for them.  
While this information is believed to be accurate as of the print date, it is subject to change. 

Plans are administered by Aetna Life Insurance Company.

This plan does not cover all health care expenses and includes exclusions and limitations.  Members should refer to their plan 
documents to determine which health care services are covered and to what extent.  The following is a partial list of services and 
supplies that are generally not covered.  However, your plan documents may contain exceptions to this list based on state mandates 
or the plan design or rider(s) purchased by your employer.

Precert for growth hormones included

This material is for informational purposes only and is neither an offer of coverage nor medical advice.  It contains only a partial, 
general description of plan benefits or programs and does not constitute a contract.  Aetna does not provide health care services 
and, therefore, cannot guarantee results or outcomes.  Consult the plan documents (i.e. Group Insurance Certificate and/or Group 
Policy) to determine governing contractual provisions, including procedures, exclusions and limitation relating to the plan.  With the 
exception of Aetna Rx Home Delivery, all preferred providers and vendors are independent contractors in private practice and are 
neither employees nor agents of Aetna or its affiliates.  Aetna Rx Home Delivery, LLC, is a subsidiary of Aetna Inc. The availability of 
any particular provider cannot be guaranteed, and provider network composition is subject to change without notice. 

Spouse, children from birth to age 26 or approved handicap 

On effective date: Waived

All medical or hospital services not specifically covered in, or which are limited or excluded in the plan documents; Charges related 
to any eye surgery mainly to correct refractive errors; Cosmetic surgery, including breast reduction; Custodial care; Dental care and 
X-rays; Donor egg retrieval; Experimental and investigational procedures; Hearing aids; Immunizations for travel or work; Infertility 
services, including, but not limited to, artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT, ICSI 
and other related services, unless specifically listed as covered in your plan documents; 

Not applicable.

After effective date: Waived

Formulary Generic FDA-approved Women's Contraceptives covered 100% in network
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Open Access® Aetna SelectSM - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PLAN DESIGN & BENEFITS  

Voluntary Sterilization
Including tubal ligation and vasectomy.

PHARMACY
Retail

Mail Order

Self-Injectables

Prescription Drug Annual Out of Pocket Maximum

GENERAL PROVISIONS
Dependents Eligibility

Pre-existing Conditions Exclusion

$75 copay
Pharmacy Managed Self Injectables (PMSI)
First prescription fill at any retail or mail order drug facility.  Subsequent fills must be through Aetna Specialty Pharmacy®

status. 

Plan Includes:   Performance Enhancing Medication, Contraceptive drugs and devices obtainable from a pharmacy, Oral fertility 
drugs, Diabetic supplies.

Mandatory Generic (MG) - If the member or the physician requests brand when generic is available, the member pays the 
applicable copay plus the difference between the generic price and the brand price.

Member cost sharing is based on the type of service performed 
and the place of service where it is rendered; after deductible

$10 copay for generic drugs, $30 copay for formulary brand-name 
drugs, and $50 copay for non-formulary brand-name drugs up to a 
30 day supply at participating pharmacies.

Some benefits are subject to limitations or visit maximums.  Certain services require precertification, or prior approval of coverage. 
Failure to precertify for these services may lead to substantially reduced benefits or denial of coverage.  Some of the benefits 
requiring precertification may include, but are not limited to, inpatient hospital, inpatient mental health, inpatient skilled nursing, 
outpatient surgery, substance abuse (detoxification, inpatient and outpatient rehabilitation).  When the Member’s preferred provider 
is coordinating care, the preferred provider will obtain the precertification.  When the member utilizes a non-preferred provider, 
Member must obtain the precertification.  Precertification requirements may vary.  Depending on the plan selected, new prescription 
drugs not yet reviewed by our medication review committee are either available under plans with an open formulary or excluded 
from coverage unless a medical exception is obtained under plans that use a closed formulary.  

PREFERRED CARE

Nonmedically necessary services or supplies; Orthotics; Over-the-counter medications and supplies; Reversal of sterilization; 
Services for the treatment of sexual dysfunction or inadequacies, including therapy, supplies, or counseling; and special duty 
nursing. Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary regimens 
and supplements, appetite suppressants and other medications; food or food supplements, exercise programs, exercise or other 
equipment; and other services and supplies that are primarily intended to control weight or treat obesity, including Morbid Obesity, or 
for the purpose of weight reduction, regardless of the existence of comorbid conditions.

$25 copay for generic drugs, $75 copay for formulary brand-name 
drugs, and $125 copay for non-formulary brand-name drugs up to 
a 31-90 day supply from Aetna Rx Home Delivery®.

They may also be subject to precertification or step-therapy.  Non-prescription drugs and drugs in the Limitations and Exclusions 
section of the plan documents (received after open enrollment) are not covered, and medical exceptions are not available for them.  
While this information is believed to be accurate as of the print date, it is subject to change. 

Plans are administered by Aetna Life Insurance Company.

This plan does not cover all health care expenses and includes exclusions and limitations.  Members should refer to their plan 
documents to determine which health care services are covered and to what extent.  The following is a partial list of services and 
supplies that are generally not covered.  However, your plan documents may contain exceptions to this list based on state mandates 
or the plan design or rider(s) purchased by your employer.

Precert for growth hormones included

This material is for informational purposes only and is neither an offer of coverage nor medical advice.  It contains only a partial, 
general description of plan benefits or programs and does not constitute a contract.  Aetna does not provide health care services 
and, therefore, cannot guarantee results or outcomes.  Consult the plan documents (i.e. Group Insurance Certificate and/or Group 
Policy) to determine governing contractual provisions, including procedures, exclusions and limitation relating to the plan.  With the 
exception of Aetna Rx Home Delivery, all preferred providers and vendors are independent contractors in private practice and are 
neither employees nor agents of Aetna or its affiliates.  Aetna Rx Home Delivery, LLC, is a subsidiary of Aetna Inc. The availability of 
any particular provider cannot be guaranteed, and provider network composition is subject to change without notice. 

Spouse, children from birth to age 26 or approved handicap 

On effective date: Waived

All medical or hospital services not specifically covered in, or which are limited or excluded in the plan documents; Charges related 
to any eye surgery mainly to correct refractive errors; Cosmetic surgery, including breast reduction; Custodial care; Dental care and 
X-rays; Donor egg retrieval; Experimental and investigational procedures; Hearing aids; Immunizations for travel or work; Infertility 
services, including, but not limited to, artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT, ICSI 
and other related services, unless specifically listed as covered in your plan documents; 

Not applicable.

After effective date: Waived

Formulary Generic FDA-approved Women's Contraceptives covered 100% in network
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PLAN FEATURES
Deductible (per calendar year) $1,500 Individual $3,000 Individual

$3,000 Family $6,000 Family

Member Coinsurance
Applies to all expenses unless otherwise stated.
Payment Limit (per calendar year) $5,000 Individual $10,000 Individual

$10,000 Family $20,000 Family

Lifetime Maximum
Primary Care Physician Selection

Referral Requirement
PREVENTIVE CARE
Routine Adult Physical Exams/ Immunizations

Routine Well Child Exams/Immunizations

Routine Gynecological Care Exams

Routine Mammograms

Women's Health

Routine Digital Rectal Exam / Prostate-specific 
Antigen Test
For covered males age 40 and over.

Colorectal Cancer Screening
For all members age 50 and over.

Routine Eye Exams

Routine Hearing Exams

PHYSICIAN SERVICES
Office Visits to PCP

Specialist Office Visits
Pre-Natal Maternity
Allergy Testing

Contraceptive methods, sterilization procedures, patient education and counseling. Limitations may apply.

PLAN DESIGN & BENEFITS  

20% after deductible

Covered 100%; deductible waived

40% after deductible 

40% after deductible 

Includes: Screening for gestational diabetes, HPV (Human Papillomavirus) DNA testing, counseling for sexually transmitted infections, 
counseling and screening for Human Immunodeficiency Virus, screening and counseling for interpersonal and domestic violence, 
breastfeeding support, supplies, and counseling.

40%

Certification Requirements -

Member cost sharing is based on the 
type of service performed and the place 
of service where it is rendered;

40% after deductible Covered 100%; deductible waived
40% after deductible 

40% after deductible 
1 routine exam per 12 months

Covered 100%; deductible waived 40% after deductible 

All covered expenses including prescription drugs accumulate toward both the preferred and non-preferred Deductible.

20%

All covered expenses including Deductible and prescription drugs accumulate toward both the preferred and non-preferred Payment 
Limit.

Covered 100%; deductible waived 40% after deductible 

None

Broward Health
Effective Date: 01-01-2013

Aetna Choice™  POS ll - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PREFERRED CARE NON-PREFERRED CARE

20% after deductible

PREFERRED CARE

Certification for certain types of Non-Preferred care must be obtained to avoid a reduction in benefits paid for that care. Certification for 
Hospital Admissions, Treatment Facility Admissions, Convalescent Facility Admissions, Home Health Care, Hospice Care and Private 
Duty Nursing is  required.

Not applicableOptional

Unlimited except where otherwise 
indicated.

Unlimited except where otherwise 
indicated.

7 exams in the first 12 months of life, 2 exams in the 13th-24th months of life; 1 exam per 12 months thereafter to age 18.

1 exam per calnedar year 18 and older 
Covered 100%; deductible waived

40% after deductible 

None
NON-PREFERRED CARE

NON-PREFERRED CAREPREFERRED CARE

Covered 100%; deductible waived

Covered 100%; deductible waived

Covered 100%; deductible waived

Covered 100%; deductible waived
1 routine exam per 24 months 

Covered 100%; deductible waived 40% after deductible 
For covered females age 40 and over.

40% after deductible 
Includes services of an internist, general physician, family practitioner or pediatrician.

20% after deductible

Unless otherwise indicated, the Deductible must be met prior to benefits being payable.

Certain member cost sharing elements may not apply toward the Payment Limit.

Once Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the calendar 
year.  There is no Individual Deductible to satisfy within the Family Deductible.

Only those out-of-pocket expenses resulting from the application of coinsurance percentage, deductibles, and prescription drug copays 
(except any penalty amounts) may be used to satisfy the Payment Limit.
Once Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the remainder of the 
calendar year.  There is no Individual Payment Limit to satisfy within the Family Payment Limit.

40% after deductible 

Includes routine tests and related lab fees

40% after deductible 
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PLAN DESIGN & BENEFITS  

Broward Health
Effective Date: 01-01-2013

Aetna Choice™  POS ll - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
Allergy Injections

DIAGNOSTIC PROCEDURES
Diagnostic Laboratory and X-ray

EMERGENCY MEDICAL CARE
Urgent Care Provider
(benefit availability may vary by location)
Non-Urgent Use of Urgent Care Provider
Emergency Room
Non-Emergency care in an Emergency Room
Ambulance
HOSPITAL CARE
Inpatient Coverage 

Inpatient Maternity Coverage

Outpatient Surgery
Outpatient Hospital Expenses (excluding 
surgery)

MENTAL HEALTH SERVICES
Inpatient

Outpatient

ALCOHOL/DRUG ABUSE SERVICES
Inpatient

Outpatient

OTHER SERVICES
Convalescent Facility
Limited to 30 days per calendar year.

Home Health Care 

Hospice Care - Inpatient
Limited to 30 days per lifetime.

Hospice Care - Outpatient

Private Duty Nursing - Outpatient (Limited to 70 
eight hour shifts per calendar year)

Outpatient Short-Term Rehabilitation

Spinal Manipulation Therapy

Durable Medical Equipment

Diabetic Supplies

Contraceptive drugs and devices not 
obtainable at a pharmacy
Generic FDA-approved Women's 
Contraceptives
Transplants 

Mouth, Jaws and Teeth
(oral surgery procedures, whether medical or 
dental in nature)

Covered same as Inpatient Hospital 
services.
20%; deductible waived 40% after deductible 

20% after deductible 40% after deductible 

20% after deductible

20% after deductible

20% after deductible

Limited to 120 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

Each period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift.

Covered 100%; deductible waived Not Covered

40% after deductible 

20% after deductible

NON-PREFERRED CARE

20% after deductible

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

20% after deductible

Each visit by a nurse or therapist is one visit. Each visit up to 4 hours by a home health care aide is one visit.

40% after deductible 

20% after deductible

The member cost sharing applies to all covered benefits incurring during a member's inpatient stay

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

NON-PREFERRED CARE

NON-PREFERRED CARE

40% after deductible 

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

20%; deductible waived 40% after deductible 

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

PREFERRED CARE

20% after deductible 40% after deductible 

20% after deductible

PREFERRED CARE

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay
20% after deductible 40% after deductible 

NON-PREFERRED CARE

40% after deductible 

PREFERRED CARE

20% after deductible

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

40% after deductible 

40% after deductible 

20% after deductible

20% after deductible

40% after deductible 
NON-PREFERRED CARE

40% after deductible 20% after deductible

20% after deductible

40% after deductible 

40% after deductible 

20% after deductible

Not Covered
20% after deductible
Not Covered

Each visiting nurse care or private duty nursing care shift of 4 hours or less counts as one home health visit. Each such shift of over 4 
hours and up to 8 hours counts as two home health care visits.

20% after deductible

40% Non-Preferred coverage is provided 
at a Non-IOE facility.

20% (payable as any other covered 
expense)

20% Preferred coverage is provided at 
an IOE contracted facility only

PREFERRED CARE

Not Covered

PREFERRED CARE

NON-PREFERRED CARE
20% after deductible

40% after deductible 
Limited to 20 visits per calendar year

Maximum annual benefit of $10,000 per member per calendar year

40% (payable as any other covered 
expense)

40% after deductible 

Not Covered

20% after deductible 40% after deductible 
Include Speech, Physical, and Occupational Therapy, limited to 60 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

40% after deductible 

Page 1Prepared: 10/08/2012 03:51 PM

PLAN FEATURES
Deductible (per calendar year) $1,500 Individual $3,000 Individual

$3,000 Family $6,000 Family

Member Coinsurance
Applies to all expenses unless otherwise stated.
Payment Limit (per calendar year) $5,000 Individual $10,000 Individual

$10,000 Family $20,000 Family

Lifetime Maximum
Primary Care Physician Selection

Referral Requirement
PREVENTIVE CARE
Routine Adult Physical Exams/ Immunizations

Routine Well Child Exams/Immunizations

Routine Gynecological Care Exams

Routine Mammograms

Women's Health

Routine Digital Rectal Exam / Prostate-specific 
Antigen Test
For covered males age 40 and over.

Colorectal Cancer Screening
For all members age 50 and over.

Routine Eye Exams

Routine Hearing Exams

PHYSICIAN SERVICES
Office Visits to PCP

Specialist Office Visits
Pre-Natal Maternity
Allergy Testing

Contraceptive methods, sterilization procedures, patient education and counseling. Limitations may apply.

PLAN DESIGN & BENEFITS  

20% after deductible

Covered 100%; deductible waived

40% after deductible 

40% after deductible 

Includes: Screening for gestational diabetes, HPV (Human Papillomavirus) DNA testing, counseling for sexually transmitted infections, 
counseling and screening for Human Immunodeficiency Virus, screening and counseling for interpersonal and domestic violence, 
breastfeeding support, supplies, and counseling.

40%

Certification Requirements -

Member cost sharing is based on the 
type of service performed and the place 
of service where it is rendered;

40% after deductible Covered 100%; deductible waived
40% after deductible 

40% after deductible 
1 routine exam per 12 months

Covered 100%; deductible waived 40% after deductible 

All covered expenses including prescription drugs accumulate toward both the preferred and non-preferred Deductible.

20%

All covered expenses including Deductible and prescription drugs accumulate toward both the preferred and non-preferred Payment 
Limit.

Covered 100%; deductible waived 40% after deductible 

None

Broward Health
Effective Date: 01-01-2013

Aetna Choice™  POS ll - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
PREFERRED CARE NON-PREFERRED CARE

20% after deductible

PREFERRED CARE

Certification for certain types of Non-Preferred care must be obtained to avoid a reduction in benefits paid for that care. Certification for 
Hospital Admissions, Treatment Facility Admissions, Convalescent Facility Admissions, Home Health Care, Hospice Care and Private 
Duty Nursing is  required.

Not applicableOptional

Unlimited except where otherwise 
indicated.

Unlimited except where otherwise 
indicated.

7 exams in the first 12 months of life, 2 exams in the 13th-24th months of life; 1 exam per 12 months thereafter to age 18.

1 exam per calnedar year 18 and older 
Covered 100%; deductible waived

40% after deductible 

None
NON-PREFERRED CARE

NON-PREFERRED CAREPREFERRED CARE

Covered 100%; deductible waived

Covered 100%; deductible waived

Covered 100%; deductible waived

Covered 100%; deductible waived
1 routine exam per 24 months 

Covered 100%; deductible waived 40% after deductible 
For covered females age 40 and over.

40% after deductible 
Includes services of an internist, general physician, family practitioner or pediatrician.

20% after deductible

Unless otherwise indicated, the Deductible must be met prior to benefits being payable.

Certain member cost sharing elements may not apply toward the Payment Limit.

Once Family Deductible is met, all family members will be considered as having met their Deductible for the remainder of the calendar 
year.  There is no Individual Deductible to satisfy within the Family Deductible.

Only those out-of-pocket expenses resulting from the application of coinsurance percentage, deductibles, and prescription drug copays 
(except any penalty amounts) may be used to satisfy the Payment Limit.
Once Family Payment Limit is met, all family members will be considered as having met their Payment Limit for the remainder of the 
calendar year.  There is no Individual Payment Limit to satisfy within the Family Payment Limit.

40% after deductible 

Includes routine tests and related lab fees

40% after deductible 
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PLAN DESIGN & BENEFITS  

Broward Health
Effective Date: 01-01-2013

Aetna Choice™  POS ll - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
Allergy Injections

DIAGNOSTIC PROCEDURES
Diagnostic Laboratory and X-ray

EMERGENCY MEDICAL CARE
Urgent Care Provider
(benefit availability may vary by location)
Non-Urgent Use of Urgent Care Provider
Emergency Room
Non-Emergency care in an Emergency Room
Ambulance
HOSPITAL CARE
Inpatient Coverage 

Inpatient Maternity Coverage

Outpatient Surgery
Outpatient Hospital Expenses (excluding 
surgery)

MENTAL HEALTH SERVICES
Inpatient

Outpatient

ALCOHOL/DRUG ABUSE SERVICES
Inpatient

Outpatient

OTHER SERVICES
Convalescent Facility
Limited to 30 days per calendar year.

Home Health Care 

Hospice Care - Inpatient
Limited to 30 days per lifetime.

Hospice Care - Outpatient

Private Duty Nursing - Outpatient (Limited to 70 
eight hour shifts per calendar year)

Outpatient Short-Term Rehabilitation

Spinal Manipulation Therapy

Durable Medical Equipment

Diabetic Supplies

Contraceptive drugs and devices not 
obtainable at a pharmacy
Generic FDA-approved Women's 
Contraceptives
Transplants 

Mouth, Jaws and Teeth
(oral surgery procedures, whether medical or 
dental in nature)

Covered same as Inpatient Hospital 
services.
20%; deductible waived 40% after deductible 

20% after deductible 40% after deductible 

20% after deductible

20% after deductible

20% after deductible

Limited to 120 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

Each period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift.

Covered 100%; deductible waived Not Covered

40% after deductible 

20% after deductible

NON-PREFERRED CARE

20% after deductible

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

20% after deductible

Each visit by a nurse or therapist is one visit. Each visit up to 4 hours by a home health care aide is one visit.

40% after deductible 

20% after deductible

The member cost sharing applies to all covered benefits incurring during a member's inpatient stay

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

NON-PREFERRED CARE

NON-PREFERRED CARE

40% after deductible 

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

20%; deductible waived 40% after deductible 

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

PREFERRED CARE

20% after deductible 40% after deductible 

20% after deductible

PREFERRED CARE

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay
20% after deductible 40% after deductible 

NON-PREFERRED CARE

40% after deductible 

PREFERRED CARE

20% after deductible

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

40% after deductible 

40% after deductible 

20% after deductible

20% after deductible

40% after deductible 
NON-PREFERRED CARE

40% after deductible 20% after deductible

20% after deductible

40% after deductible 

40% after deductible 

20% after deductible

Not Covered
20% after deductible
Not Covered

Each visiting nurse care or private duty nursing care shift of 4 hours or less counts as one home health visit. Each such shift of over 4 
hours and up to 8 hours counts as two home health care visits.

20% after deductible

40% Non-Preferred coverage is provided 
at a Non-IOE facility.

20% (payable as any other covered 
expense)

20% Preferred coverage is provided at 
an IOE contracted facility only

PREFERRED CARE

Not Covered

PREFERRED CARE

NON-PREFERRED CARE
20% after deductible

40% after deductible 
Limited to 20 visits per calendar year

Maximum annual benefit of $10,000 per member per calendar year

40% (payable as any other covered 
expense)

40% after deductible 

Not Covered

20% after deductible 40% after deductible 
Include Speech, Physical, and Occupational Therapy, limited to 60 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

40% after deductible 
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PLAN DESIGN & BENEFITS  

Broward Health
Effective Date: 01-01-2013

Aetna Choice™  POS ll - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
Out of Area Dependents

FAMILY PLANNING
Infertility Treatment

Voluntary Sterilization
Including tubal ligation and vasectomy

PHARMACY

Retail

Mail Order

Aetna Specialty CareRx                          Self-
Injectables 
Pharmacy Managed Self Injectables (PMSI)

Not applicable Not applicable

Not  applicable Not pplicable

GENERAL PROVISIONS
Dependents Eligibility
Pre-existing Conditions Exclusion

Prescription drug calendar year deductible 
(must be satisfied before any drug benefits are 
paid)

20% after deductible

Formulary Generic FDA-approved Women's Contraceptives covered 100% in network

20% after medical plan dedicutible for  
generic drugs, formulary brand-name 
drugs, and non-formulary brand-name 
drugs up to a 30-day supply at 
participating pharmacies. 

Preventive Medications - Deductible is waived for certain preventive medications.  A full list of these drugs is available on 
Aetna Navigator™ or from your employer.

40% after deductible

First prescription fill at any retail drug facility.  Subsequent fills must be through Aetna Specialty Pharmacy®

All medical or hospital services not specifically covered in, or which are limited or excluded in the plan documents; Charges related to 
any eye surgery mainly to correct refractive errors; Cosmetic surgery, including breast reduction; Custodial care; Dental care and X-
rays; Donor egg retrieval; Experimental and investigational procedures; Hearing aids; Immunizations for travel or work; Infertility 
services, including, but not limited to, artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT, ICSI and 
other related services, unless specifically listed as covered in your plan documents; 

Mandatory Generic (MG) - If the member or the physician requests brand when generic is available, the member pays the applicable 
copay plus the difference between the generic price and the brand price.

After effective date: Waived

All covered pharmacy expenses accumulate toward both the preferred and non-preferred pharmacy deductible. Unless otherwise 
indicated, the pharmacy deductible must be met prior to pharmacy benefits being payable. Once family pharmacy deductible is met, all 
family members will be considered as having met their pharmacy deductible for the remainder of the calendar year

On effective date: Waived

40% after deductible

Plan Includes:  Contraceptive drugs and devices obtainable from a pharmacy, Diabetic supplies.

The full cost of the drug is applied to the deductible before benefits are considered for payment under the pharmacy plan.

20% for formulary and non-formulary 
drugs

Not Covered

20% after medical plan deductible for 
generic drugs, formulary brand-name 
drugs, and non-formulary brand-name 
drugs up to a 31-90 day supply from 
Aetna Rx Home Delivery. 

NON-PREFERRED CARE

Aetna has a nationwide network. Please refer to www.aetna.com for in-netowrk 
providers outside of the South Florida region. There is no coverage 

Diagnosis and treatment of the underlying medical condition.

PREFERRED CARE

This plan does not cover all health care expenses and includes exclusions and limitations.  Members should refer to their plan 
documents to determine which health care services are covered and to what extent.  The following is a partial list of services and 
supplies that are generally not covered.  However, your plan documents may contain exceptions to this list based on state mandates or 
the plan design or rider(s) purchased by your employer.

Precert for growth hormones included

Spouse, children from birth to age 26

20% after deductible 40% after deductible

NON-PREFERRED CARE

40% after deductible

PREFERRED CARE

for non-emergency care received from non-network providers. 
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Broward Health
Effective Date: 01-01-2013

Aetna Choice™  POS ll - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
Allergy Injections

DIAGNOSTIC PROCEDURES
Diagnostic Laboratory and X-ray

EMERGENCY MEDICAL CARE
Urgent Care Provider
(benefit availability may vary by location)
Non-Urgent Use of Urgent Care Provider
Emergency Room
Non-Emergency care in an Emergency Room
Ambulance
HOSPITAL CARE
Inpatient Coverage 

Inpatient Maternity Coverage

Outpatient Surgery
Outpatient Hospital Expenses (excluding 
surgery)

MENTAL HEALTH SERVICES
Inpatient

Outpatient

ALCOHOL/DRUG ABUSE SERVICES
Inpatient

Outpatient

OTHER SERVICES
Convalescent Facility
Limited to 30 days per calendar year.

Home Health Care 

Hospice Care - Inpatient
Limited to 30 days per lifetime.

Hospice Care - Outpatient

Private Duty Nursing - Outpatient (Limited to 70 
eight hour shifts per calendar year)

Outpatient Short-Term Rehabilitation

Spinal Manipulation Therapy

Durable Medical Equipment

Diabetic Supplies

Contraceptive drugs and devices not 
obtainable at a pharmacy
Generic FDA-approved Women's 
Contraceptives
Transplants 

Mouth, Jaws and Teeth
(oral surgery procedures, whether medical or 
dental in nature)

Covered same as Inpatient Hospital 
services.
20%; deductible waived 40% after deductible 

20% after deductible 40% after deductible 

20% after deductible

20% after deductible

20% after deductible

Limited to 120 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

Each period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift.

Covered 100%; deductible waived Not Covered

40% after deductible 

20% after deductible

NON-PREFERRED CARE

20% after deductible

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

20% after deductible

Each visit by a nurse or therapist is one visit. Each visit up to 4 hours by a home health care aide is one visit.

40% after deductible 

20% after deductible

The member cost sharing applies to all covered benefits incurring during a member's inpatient stay

PREFERRED CARE

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

NON-PREFERRED CARE

NON-PREFERRED CARE

40% after deductible 

The member cost sharing applies to all Covered Benefits incurred during a member's outpatient visit

20%; deductible waived 40% after deductible 

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

PREFERRED CARE

20% after deductible 40% after deductible 

20% after deductible

PREFERRED CARE

40% after deductible 

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay
20% after deductible 40% after deductible 

NON-PREFERRED CARE

40% after deductible 

PREFERRED CARE

20% after deductible

The member cost sharing applies to all covered benefits incurred during a member's inpatient stay

40% after deductible 

40% after deductible 

20% after deductible

20% after deductible

40% after deductible 
NON-PREFERRED CARE

40% after deductible 20% after deductible

20% after deductible

40% after deductible 

40% after deductible 

20% after deductible

Not Covered
20% after deductible
Not Covered

Each visiting nurse care or private duty nursing care shift of 4 hours or less counts as one home health visit. Each such shift of over 4 
hours and up to 8 hours counts as two home health care visits.

20% after deductible

40% Non-Preferred coverage is provided 
at a Non-IOE facility.

20% (payable as any other covered 
expense)

20% Preferred coverage is provided at 
an IOE contracted facility only

PREFERRED CARE

Not Covered

PREFERRED CARE

NON-PREFERRED CARE
20% after deductible

40% after deductible 
Limited to 20 visits per calendar year

Maximum annual benefit of $10,000 per member per calendar year

40% (payable as any other covered 
expense)

40% after deductible 

Not Covered

20% after deductible 40% after deductible 
Include Speech, Physical, and Occupational Therapy, limited to 60 visits per calendar year.

The member cost sharing applies to all covered benefits incurred during a member's outpatient visit

40% after deductible 
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Broward Health
Effective Date: 01-01-2013

Aetna Choice™  POS ll - ASC

ADMINISTERED BY AETNA LIFE INSURANCE COMPANY
Out of Area Dependents

FAMILY PLANNING
Infertility Treatment

Voluntary Sterilization
Including tubal ligation and vasectomy

PHARMACY

Retail

Mail Order

Aetna Specialty CareRx                          Self-
Injectables 
Pharmacy Managed Self Injectables (PMSI)

Not applicable Not applicable

Not  applicable Not pplicable

GENERAL PROVISIONS
Dependents Eligibility
Pre-existing Conditions Exclusion

Prescription drug calendar year deductible 
(must be satisfied before any drug benefits are 
paid)

20% after deductible

Formulary Generic FDA-approved Women's Contraceptives covered 100% in network

20% after medical plan dedicutible for  
generic drugs, formulary brand-name 
drugs, and non-formulary brand-name 
drugs up to a 30-day supply at 
participating pharmacies. 

Preventive Medications - Deductible is waived for certain preventive medications.  A full list of these drugs is available on 
Aetna Navigator™ or from your employer.

40% after deductible

First prescription fill at any retail drug facility.  Subsequent fills must be through Aetna Specialty Pharmacy®

All medical or hospital services not specifically covered in, or which are limited or excluded in the plan documents; Charges related to 
any eye surgery mainly to correct refractive errors; Cosmetic surgery, including breast reduction; Custodial care; Dental care and X-
rays; Donor egg retrieval; Experimental and investigational procedures; Hearing aids; Immunizations for travel or work; Infertility 
services, including, but not limited to, artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT, ICSI and 
other related services, unless specifically listed as covered in your plan documents; 

Mandatory Generic (MG) - If the member or the physician requests brand when generic is available, the member pays the applicable 
copay plus the difference between the generic price and the brand price.

After effective date: Waived

All covered pharmacy expenses accumulate toward both the preferred and non-preferred pharmacy deductible. Unless otherwise 
indicated, the pharmacy deductible must be met prior to pharmacy benefits being payable. Once family pharmacy deductible is met, all 
family members will be considered as having met their pharmacy deductible for the remainder of the calendar year

On effective date: Waived

40% after deductible

Plan Includes:  Contraceptive drugs and devices obtainable from a pharmacy, Diabetic supplies.

The full cost of the drug is applied to the deductible before benefits are considered for payment under the pharmacy plan.

20% for formulary and non-formulary 
drugs

Not Covered

20% after medical plan deductible for 
generic drugs, formulary brand-name 
drugs, and non-formulary brand-name 
drugs up to a 31-90 day supply from 
Aetna Rx Home Delivery. 

NON-PREFERRED CARE

Aetna has a nationwide network. Please refer to www.aetna.com for in-netowrk 
providers outside of the South Florida region. There is no coverage 

Diagnosis and treatment of the underlying medical condition.

PREFERRED CARE

This plan does not cover all health care expenses and includes exclusions and limitations.  Members should refer to their plan 
documents to determine which health care services are covered and to what extent.  The following is a partial list of services and 
supplies that are generally not covered.  However, your plan documents may contain exceptions to this list based on state mandates or 
the plan design or rider(s) purchased by your employer.

Precert for growth hormones included

Spouse, children from birth to age 26

20% after deductible 40% after deductible

NON-PREFERRED CARE

40% after deductible

PREFERRED CARE

for non-emergency care received from non-network providers. 
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ADMINISTERED BY AETNA LIFE INSURANCE COMPANY

They may also be subject to precertification or step-therapy.  Non-prescription drugs and drugs in the Limitations and Exclusions section 
of the plan documents (received after open enrollment) are not covered, and medical exceptions are not available for them.  While this 
information is believed to be accurate as of the print date, it is subject to change. 

Plans are administered by Aetna Life Insurance Company.

This material is for informational purposes only and is neither an offer of coverage nor medical advice.  It contains only a partial, general 
description of plan benefits or programs and does not constitute a contract.  Aetna does not provide health care services and, therefore, 
cannot guarantee results or outcomes.  Consult the plan documents (i.e. Group Insurance Certificate and/or Group Policy) to determine 
governing contractual provisions, including procedures, exclusions and limitation relating to the plan.  With the exception of Aetna Rx 
Home Delivery, all preferred providers and vendors are independent contractors in private practice and are neither employees nor 
agents of Aetna or its affiliates.  Aetna Rx Home Delivery, LLC, is a subsidiary of Aetna Inc. The availability of any particular provider 
cannot be guaranteed, and provider network composition is subject to change without notice. 

Nonmedically necessary services or supplies; Orthotics; Over-the-counter medications and supplies; Reversal of sterilization; Services 
for the treatment of sexual dysfunction or inadequacies, including therapy, supplies, or counseling; and special duty nursing. Weight 
control services including surgical procedures, medical treatments, weight control/loss programs, dietary regimens and supplements, 
appetite suppressants and other medications; food or food supplements, exercise programs, exercise or other equipment; and other 
services and supplies that are primarily intended to control weight or treat obesity, including Morbid Obesity, or for the purpose of weight 
reduction, regardless of the existence of comorbid conditions.

Some benefits are subject to limitations or visit maximums.  Certain services require precertification, or prior approval of coverage. 
Failure to precertify for these services may lead to substantially reduced benefits or denial of coverage.  Some of the benefits requiring 
precertification may include, but are not limited to, inpatient hospital, inpatient mental health, inpatient skilled nursing, outpatient 
surgery, substance abuse (detoxification, inpatient and outpatient rehabilitation).  When the Member’s preferred provider is coordinating 
care, the preferred provider will obtain the precertification.  When the member utilizes a non-preferred provider, Member must obtain the 
precertification.  Precertification requirements may vary.  Depending on the plan selected, new prescription drugs not yet reviewed by 
our medication review committee are either available under plans with an open formulary or excluded from coverage unless a medical 
exception is obtained under plans that use a closed formulary.  
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They may also be subject to precertification or step-therapy.  Non-prescription drugs and drugs in the Limitations and Exclusions section 
of the plan documents (received after open enrollment) are not covered, and medical exceptions are not available for them.  While this 
information is believed to be accurate as of the print date, it is subject to change. 

Plans are administered by Aetna Life Insurance Company.

This material is for informational purposes only and is neither an offer of coverage nor medical advice.  It contains only a partial, general 
description of plan benefits or programs and does not constitute a contract.  Aetna does not provide health care services and, therefore, 
cannot guarantee results or outcomes.  Consult the plan documents (i.e. Group Insurance Certificate and/or Group Policy) to determine 
governing contractual provisions, including procedures, exclusions and limitation relating to the plan.  With the exception of Aetna Rx 
Home Delivery, all preferred providers and vendors are independent contractors in private practice and are neither employees nor 
agents of Aetna or its affiliates.  Aetna Rx Home Delivery, LLC, is a subsidiary of Aetna Inc. The availability of any particular provider 
cannot be guaranteed, and provider network composition is subject to change without notice. 

Nonmedically necessary services or supplies; Orthotics; Over-the-counter medications and supplies; Reversal of sterilization; Services 
for the treatment of sexual dysfunction or inadequacies, including therapy, supplies, or counseling; and special duty nursing. Weight 
control services including surgical procedures, medical treatments, weight control/loss programs, dietary regimens and supplements, 
appetite suppressants and other medications; food or food supplements, exercise programs, exercise or other equipment; and other 
services and supplies that are primarily intended to control weight or treat obesity, including Morbid Obesity, or for the purpose of weight 
reduction, regardless of the existence of comorbid conditions.

Some benefits are subject to limitations or visit maximums.  Certain services require precertification, or prior approval of coverage. 
Failure to precertify for these services may lead to substantially reduced benefits or denial of coverage.  Some of the benefits requiring 
precertification may include, but are not limited to, inpatient hospital, inpatient mental health, inpatient skilled nursing, outpatient 
surgery, substance abuse (detoxification, inpatient and outpatient rehabilitation).  When the Member’s preferred provider is coordinating 
care, the preferred provider will obtain the precertification.  When the member utilizes a non-preferred provider, Member must obtain the 
precertification.  Precertification requirements may vary.  Depending on the plan selected, new prescription drugs not yet reviewed by 
our medication review committee are either available under plans with an open formulary or excluded from coverage unless a medical 
exception is obtained under plans that use a closed formulary.  
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DENTAL PLAN OPTIONS

Broward	Health’s	health	plan	provides	you	and	your	family	with	valuable	help	in	paying	for	dental	care.	Below	is	a	summary	to	
help	choose	the	dental	plan	that	is	right	for	you.

RELIANCE STANDARD DENTAL
The	Reliance	Standard	Dental	plan	offers	in-network	and	out-of-network	benefits	nationwide.	There	Is	no	deductible	or	co-pay	
for	a	routine	exam	or	regular	cleaning.	Other	In-network	dental	services	are	paid	at	80%	of	the	contract	allowance	rate,	after	a	
$50.00	deductible.	Phone	Number	1.800.497.7044.

SAFEGUARD DENTAL
The	Safeguard	Dental	plan	provides	dental	coverage	for	In-network	claims	in	Califorina,	Florida,	Nevada	and	Texas.	There	are	
no	yearly	maximums,	deductibles	or	claim	forms.	Co-pays	are	required	for	many	procedures	such	as	root	canal,	crowns,	etc.	
Phone	Number:	1.800.880.1800.

DENTAL PLAN OPTIONS 

Broward Health’s health plan provides you and your family with valuable help in paying for dental care. 
Below is a summary to help choose the dental plan that is right for you. 

RELIANCE DENTAL: Plan offers in-network and out-of-network benefits nationwide. There Is no deductible or 
co-pay for a routine exam or regular cleaning. Other In-network dental services are paid at 80% of the 
contract allowance rate, after a $50.00 deductible. Phone Number 1-800-497-7044 

SAFEGUARD DENTAL: Plan provides dental coverage for In-network claims in Califorina, Florida, Nevada 
and Texas. There are no yearly maximums, deductibles or claim forms. Co-pays are required for many 
procedures such as root canal, crowns, etc. Phone Number: 1-800-880-1800. 

 
 

COMPARISON OF DENTAL PLANS 
 

       BENEFIT OR FEATURE    RELIANCE DENTAL PLAN         SAFEGUARD DENTAL PLAN 

 Deductible $50 n/a 

 Maximum Annual Plan Benefit       $1,000 Per Person per Calendar Year   No maximum 

 Pre-existing Condition Exclusion n/a n/a 

 Oral Examinations 100% of Plan Allowance N/C 

 Cleaning  100% of Plan Allowance 2 a year at no charge 
  
  
 Fillings 80% of Plan Allowance Amalgam- N/C 

 X-rays 100% of Plan Allowance No Charge 

 Routine Extractions 80% of Plan Allowance $5 co-pay 

 Sealants (determined by age) 80% of Plan Allowance $5 co-pay per tooth 

 Orthodontia (Braces) Up to $1,500 Lifetime Maximum $1,850 co-pay  
 
 Root Canal 50% of Plan Allowance $110 co-pay 

 Periodontal Treatment 50% of Plan Allowance       Perio Scaling - $50 per quad 

 Space Maintainers 50% of Plan Allowance $65 co-pay 

 Cosmetic Work Not Covered Not Covered  

 Dentures 50% of Plan Allowance $325 - $350 co-pay 

 Crowns and Bridge Work 50% of Plan Allowance $245 co-pay + lab fees 

 Oral surgery 50% of Plan Allowance $5 co-pay 

 Dentist You may select any licensed  You may select any dentist  
   Dentist who meets plan guidelines,    from provider directory. There 
   however benefits listed above is no out-of-network benefit. 
   are for in-network providers.  

1 in 6 months
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 Fillings 80% of Plan Allowance Amalgam- N/C 

 X-rays 100% of Plan Allowance No Charge 

 Routine Extractions 80% of Plan Allowance $5 co-pay 

 Sealants (determined by age) 80% of Plan Allowance $5 co-pay per tooth 

 Orthodontia (Braces) Up to $1,500 Lifetime Maximum $1,850 co-pay  
 
 Root Canal 50% of Plan Allowance $110 co-pay 

 Periodontal Treatment 50% of Plan Allowance       Perio Scaling - $50 per quad 

 Space Maintainers 50% of Plan Allowance $65 co-pay 

 Cosmetic Work Not Covered Not Covered  

 Dentures 50% of Plan Allowance $325 - $350 co-pay 

 Crowns and Bridge Work 50% of Plan Allowance $245 co-pay + lab fees 

 Oral surgery 50% of Plan Allowance $5 co-pay 

 Dentist You may select any licensed  You may select any dentist  
   Dentist who meets plan guidelines,    from provider directory. There 
   however benefits listed above is no out-of-network benefit. 
   are for in-network providers.  

1 in 6 months
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www.reliancestandard.com 

Dental Plan Summary Effective Date:  1/1/2012 

Coinsurance 
Type 1 
Type 2 
Type 3 

 
100% 
80% 
50% 

Deductible 
$50/Calendar Year Type 2 & 3 

Waived for Type 1 

Maximum Benefit  $1,000/Calendar year per person 

Reimbursement Allowance  Contracted fee called Maximum Allowable Charge (MAC) 

 
Orthodontia Summary - Adult and Child 

Reimbursement Allowance Usual & Customary (U&C) 

Coinsurance 50% 

Lifetime Maximum 
$1,500 per person  

(Includes TCA Basic Ortho Claims Look Back) 

Waiting Period None 

 

Sample Procedure Listing 

Type 1 Type 2 Type 3 

 Routine Exam (1 in 6 months) 

 Bitewing X-rays (1 in 12 months) 

 Full Mouth/Panoramic X-rays 

(1 in 5 years) 

 Periapical X-rays 

 Cleaning (1 in 6 months) 

 Fluoride for Children 13 and under 

(1 in 12 months) 

 Sealants (age 13 and under) 

 Restorative Amalgams 

 Restorative Composites 

 Endodontics (nonsurgical) 

 Periodontics (nonsurgical) 

 Denture Repair 

 Simple Extractions 

 Space Maintainers 

 Onlays 

 Crowns (1 in 10 years per tooth) 

 Crown Repair 

 Endodontics (surgical) 

 Periodontics (surgical) 

 Prosthodontics (fixed bridge; removable 

complete/partial dentures) (1 in 10 years) 

 Complex Extractions 

 Anesthesia 

 Implants NOT Covered 
 

 
MAC, U&C Reimbursement Allowances 
- MAC is a discounted dental procedure charge based on provider charges (contracted fees) within a 
particular ZIP code area. MAC fees are associated with a PPO plan and are accepted by network 
providers as the total fee. When MAC is selected as the out-of-network allowance, plan payments are 
based on MAC fees, but the insured must pay the difference up to the dentist’s actual charge.  
- U&C benefits are calculated according to the U&C charge for a given dental procedure within a 
particular ZIP code area. For example, 90th percentile U&C means that 9 out of 10 dentists in a specific 
area charge at or below the plan allowance for a procedure. 
 
Reliance Standard Life Insurance Company 
Reliance Standard Life Insurance Company was incorporated in 1907 as the Central Standard Life 
Insurance Company in Chicago, Illinois. In 1967 the administrative offices moved to Philadelphia, PA and 
the company was renamed Reliance Standard Life Insurance Company. RSL is domiciled in Illinois, and 
its headquarters remain in Philadelphia. A subsidiary, First Reliance Standard Life Insurance Company, 
was formed in 1984, and licensed to do business in the state of New York. 
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www.reliancestandard.com 

Customer Service 
Our Customer Relations Department is open from 7 am to midnight (CST) Monday through Thursday and 
7 am to 6:30 pm (CST) on Friday.  Call toll free 800-497-7044.  We will be happy to answer any questions 
you may have regarding a specific claim you have filed or questions about benefits for dental procedures 
being considered. 
 

 
Maximum Rewards 
This dental plan includes a valuable feature that allows qualifying plan participants to carryover part of 
their unused annual maximum.  Participants earn dental rewards by submitting at least one claim for 
dental expenses incurred during the benefit year, while staying at or under the threshold amount for 
benefits received for that year.  In addition, a person earning dental rewards who submits a claim for 
services received through the dental PPO network earns an extra reward, called the PPO Bonus.   
 
Employees and their covered dependents may accumulate rewards up to the stated maximum carryover 
amount, and then use those rewards for any covered dental procedures subject to applicable coinsurance 
and plan provisions.  If a plan participant doesn't submit a dental claim during a benefit year, all 
accumulated rewards are lost.  But he or she can begin earning rewards again the very next year. 
 
Annual  
Benefit Threshold 

 $500 Dental benefits received for the year cannot exceed this amount 

Annual  
Carryover Amount 

 $250 Maximum Rewards amount is added to the following year's maximum 

Annual  
PPO Bonus 

 $100 Additional bonus is earned if the plan participant sees a PPO provider 

Maximum  
Carryover 

 $1,000 
Maximum possible accumulation for Maximum Rewards and PPO Bonus 
combined 

 
Dentist Information 
To find network providers near you, visit www.employeebenefitservice.com/storefronts/browardhealth. 
Click on "Find a Provider" to access the online directory and follow the step-by-step instructions.  Please 
note under this plan you may use the services of any out-of-network dentist; however your out-of-pocket 
expenses will be higher than if you elect services from a network provider.  Also on this site, access your 
secure member account to view dental claims status and more. 
 
Pretreatment Estimates 
While Reliance Standard doesn’t require a pretreatment authorization form for any procedure, it is 
recommended that you submit them for any dental work you consider expensive.  As a smart consumer, 
it's best for you to know your share of the cost up front.  Simply ask your dentist to submit the information 
on a claim form to us and note that it's for a pretreatment estimate. Reliance Standard Dental will inform 
both you and your dentist of the exact amount your insurance will cover and the amount that you will be 
responsible for.   That way, there won't be any surprises once the work has been completed. 
 

 
Open Enrollment 
If an employee does not elect to participate when initially eligible, the employee may elect to participate at 
Broward Health's next enrollment period or at the time of a “qualifying event.”   
 

 
Pre-Tax Benefit/Section 125 
This plan is provided as part of Broward Health's Section 125 Plan.  Each employee has the option under 
the Section 125 Plan of participating or not participating in this plan.  If an employee does not elect to 
participate when initially eligible, he/she may elect to participate at Broward Health's next Annual Election 
Period or at the time of a “qualifying event.” 
 

 
This form is a benefit highlight, not a certificate of insurance.  Coverage outlined here highlights benefits 
available through Reliance Standard Life, and does not include exclusions and limitations.  For details on 
exclusions and limitations or complete list of covered procedures, please contact your benefits coordinator. 
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BEST CHOICE PLUS PRESCRIPTION DRUG PLAN

The	CVS	Caremark	Network	is	a	nationwide	network	comprised	of	over	34,000	pharmacies.	CVS	Caremark	is	available	to	health	
plan	participants	who	elect	Broward	Health’s	self-insured	PPO	(Best	Choice	Plus)	medical	plan	option.	The	plan	is	designed	to	
provide	a	cost	effective,	convenient	way	to	fill	your	prescriptions.

HOW TO FILL YOUR PRESCRIPTION

To	obtain	 benefits	 under	 the	prescription	drug	plan,	 present	 your	CVS	Caremark	 identification	 card	 and	 your	 prescription	
to	any	pharmacy	within	the	network	(i.e.	Publix,	CVS,	Walgreens,	etc).	A	provider	list	is	available	by	calling	CVS	Caremark	at	 
1-866-260-4646	or	www.caremark.com.

PLAN BENEFITS

CO-PAYMENTS

For	each	covered	prescription	filled	under	this	plan,	you	will	be	responsible	for	a	portion	of	the	cost	based	on	the	type	of	drug	
chosen	(generic	or	brand	name).		The	amount	you	will	be	required	to	pay	is	a	follows:

If you choose a... Retail - you will pay... Mail order – you will pay...

Generic	prescriptions	 $5	OTC	 OTC	No	mail	order

	 $10.00	co-pay			 $25.00	for	a	3	month	supply

	 (or	actual	cost	if	less)	for	up	to	a		 of	medication	(2	1/2	co-pays)

	 one	month	supply	of	medication
  

Brand	-	All	Preferred	Brand	 $25.00	(or	actual	cost	if	less)	 $62.50	for	a	month	3	month	supply	

	 for	up	to	a	one	month	supply	of		 of	medication	(2	1/2	co-pays)

 medication

All	Non-Preferred	Brand	 $40.00	(or	actual	cost	if	less)	for	a		 $100.00	for	a	3	month	supply

	 one	month	supply	of	medication	 of	medication	(2	1/2	co-pays)

Specialty	 $50.00	 N/A

FORMULARY

Broward	Health	utilizes	the	Pharmacare	Preferred	Drug	Formulary	in	conjunction	with	your	prescription	drug	plan.	This	is	a	list	of	
preferred	brand	name	and	generic	drugs	which	have	been	compared	and	evaluated	with	other	brands	and	generics	and	provides	
maximum	quality	and	value.	You	are	not	required	to	use	the	drugs	on	the	formulary,	however,	you	will	pay	a	higher	copay.	This	
plan	is	subject	to	change.

A	$5	copay	option	for	a	30	day	supply	of	OTC	(over	the	counter)	medicines	for	selected	ulcer	and	allergy	medicines	such	as	
Claritin	and	Zantac	will	be	implemented.	A	Physician	OTC	prescription	is	required.

		•	RX	benefits	are	subject	to	step	therapy	only	after	trying	alternative	medications	which	have	been	determined	to	be	safe,	effective	 
			and	less	costly.	Smoking	cessation	and	weight	loss	aids	have	been	added.

If	a	prescription	is	written	for	a	brand	name	medicine	with	DAW	(no	substitution	allowed)	and	a	generic	alternative	is	available,	
the	member	will	pay	their	co-pay	plus	the	difference	in	cost	between	the	brand	name	and	the	generic	medicine.

Other	plan	exclusions	per	CVS/Caremark	contract	may	apply.

CVS/Caremark	may	complete	retrospective	review	of	use	under	its	enhanced	safety	and	monitoring	program	which	addresses	
potential	fraud,	waste	and	abuse	situations	to	support	safe	and	appropriate	RX	utilization.
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SUPPLY ALLOWANCES

30 Day Supplies

Each	 covered	prescription	drug	 filled	under	 the	plan	 is	 limited	 to	 a	30	day	 supply	 for	 the	 required	 copayment,	 except	 for	
maintenance	drugs	and	vacation	supplies.	90	day	supply	is	available	for	selected	RXs	via	mail	order.	In	addition,	some	RXs	may	
be	filled	for	90	days	at	selected	Pharmacies	such	as	CVS,	etc.

NOTE:  A 31 day supply would be an additional copay.

Pharmacare Clinical Service

Some	prescription	drugs	may	require	a	note	from	your	physician	of	medical	necessity	to	comply	with	CVS	Caremark	protocol.	A	
Specialty	Pharmacy	case	management	program	will	be	implemented	for	those	employees	and	their	dependents	utilizing	specialty	
medications	such	as	growth	hormones,	transplant	products,	interferon,	narcotics,	etc.	Impacted	employees	will	receive	special	

enrollment	information	directly	from	CVS	Caremark	by	calling	1-866-260-4646.

PRESCRIPTION DRUG MAIL ORDER PROGRAM

The	CVS	Caremark	program	is	designed	for	individuals	using	maintenance	medications	for	30	days	or	longer	to	treat	chronic	or	
long-term	conditions,	such	as	diabetes,	arthritis,	heart	disease	and	high	blood	pressure.	It	allows	members	to	fill	their	90-day	
supply		prescriptions	by	mail	for	2	½	co-pays.

In	order	to	properly	utilize	this	program,	please	ensure	that	your	prescription	includes	the	dosage,	your	doctor’s	signature,	your	
name	and	address.	A	Mail	Service	Prescription	Enrollment	Order	Form	must	be	completed	with	your	first	order.	To	contact	CVS	
Caremark	Direct	toll-free	call	1-866-260-4646.

NOTE:	This	program	is	only	available	for	Best	Choice	Plus	PPO	plan	participants.

PLAN EXCLUSIONS

Most	prescriptions	written	for	medical	purposes	are	covered	by	this	plan.	Prescription	Drug	Plan	exclusions	are	as	follows:

•	 Contraceptive	devices
•		 Drugs	purchased	from	a	non-participating	provider
•		 Experimental	drugs
•		 Injectables	(except	for	certain	diagnosis)
•		 Legend	vitamins,	except	for	pre-natal	care
•		 Medications	and	supplies	which	are	available	without	a	prescription	(except	insulin)
•		 Medications	prescribed	for	cosmetic	purposes	(includes	Rogaine)
•		 Medications	prescribed	for	workers’	compensation	injuries/illnesses
•		 Retin	A	for	cosmetic	purposes	or	for	employees/dependents	over	age	26
•		 Other	per	contract

OUT OF CVS CAREMARK NETWORK AREA COVERAGE

If	you	and/or	a	dependent	reside	or	are	outside	the	CVS	Caremark	area,	call	1-866-260-4646	to	determine	where	there	is	an	
pharmacy	in	your	area.
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BH ONSITE PRESCRIPTION DISPENSING PROGRAM

OVERVIEW

Health	plan	participants	(employees,	retirees,	dependents)	may	be	eligible	to	fill	prescriptions	at	Broward	Health	Medical	Center	
pharmacies.		Check	with	your	regional	medical	center’s	pharmacy,	T.C.A.,	or	Workers’	Compensation	for	assistance.

BEST CHOICE PLUS VISION CARE PLAN

Vision	Care	benefits	are	available	to	health	plan	participants	who	elect	Broward	Health’s	self-insured	PPO	(Best	Choice	Plus)	
medical	plan	option.		This	plan	is	designed	to	encourage	you	to	have	your	vision	checked	regularly	and	to	help	you	with	vision	
care	expenses.	Through	the	plan,	Broward	Health	pays	a	portion	of	the	cost	of	frames,	lenses,	and	contact	lenses	for	you	and	
your	covered	dependents.

Vision	Care,	Inc.	administers	this	benefit.	This	plan	provides	services	at	a	reduced	cost.	Vision	Care’s	nationwide	network	features	
over	19,000	providers	who	have	contracted	with	Vision	Care	to	provide	professional	care	and	materials	to	plan	participants.	You	
may	elect	to	use	participating	or	non-participating	providers	as	described	in	the	Steps	to	Filing	a	Claim	section	of	this	chapter.

NOTE:	Read	the	Limitations	and	Exclusions	sections	of	this	chapter	carefully.

HOW OFTEN VISION CARE BENEFITS ARE AVAILABLE

Although	you	may	not	need	vision	care	benefits	as	often	as	allowed,	the	plan	covers:

•		 One	vision	examination	every	12	months	from	the	date	of	prior	covered	service

•		 Purchase	of	new	lenses	every	12	months	from	the	date	of	prior	covered	services	(regular	glasses	or	contact	lenses,	 
not both)

•		 Purchase	of	new	frames	every	24	months	from	date	of	prior	covered	services

Using	 a	 Participating	 Provider	 -	 You	 pay	 a	 $20	 co-pay	 for	 any	 services	 provided	 (exam,	 frames,	 lenses).	 This	 $20	 
co-pay	does	not	apply	to	the	purchase	of	contact	lenses.	You	also	pay	any	extra	charges	for	optional	items	not	covered	under	the	
plan.	The	provider	will	tell	you	which	items	are	considered	optional.	To	request	an	authorization	form	and	list	of	plan	providers	
call	1.800.865.3676.

Using	a	Non-Participating	Provider	-	Contact	Humana	Vision	for	plan	information.
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COVERAGE

The	following	chart	outlines	plan	benefits	when	using	participating	and	non-participating	doctors.

VISION CARE ITEM PARTICIPATING DOCTOR NON-PARTICIPATING DOCTOR

Deductible	 $20	on	exams,	frames	and	lenses	 None,	but	you	pay	full	cost	for	services			
 except when you choose contact lenses and then are reimbursed the amounts  
  shown below

Vision	Exams	 Full	cost	covered	 Up	to	$35	reimbursed

Frames	 Full	cost	covered	on	many	frames	 Up	to	$30	reimbursed
 (you pay additional charges 
	 for	non-standard	frames)

Lenses	(per	pair),		 Full	cost	covered	on	standard	 Up	to	$25	reimbursed
Single	Vision	 lenses	(you	pay	additional	charges	
	 for	lens	options)

Bifocals	 Full	cost	covered	on	standard	lenses		 Up	to	$40	reimbursed
	 (you	pay	additional	charges	for	
 lens options)

Trifocals	 Full	cost	covered	on	standard	charges		 Up	to	$60	reimbursed
	 for	lens	options)

Contact	Lenses		 Up	to	$100	allowed	 Up	to	$100	reimbursed
(including exam)

Enhanced	Benefits	through	Network	Doctors:
20%	discount	on	a	second	pair	of	eyeglasses
15%	discount	on	professional	service	fees	for	elective	contact	lenses	(exam,	fittings)

LIMITATIONS

The	plan	 is	designed	 to	cover	basic	visual	needs	not	cosmetic	materials.	 If	 any	of	 the	 following	materials	are	selected,	you	 
pay	any	additional	charge	over	and	above	the	usual	$20	deductible:

•		 Oversize	lenses

•		 Frames	costing	more	than	plan	allowance	(e.g.,	designer	frames)

•		 Tinted	or	photochromic	lenses	(other	than	Pink	1	and	2)

•		 Contact	lenses

•		 Coated	lenses

•		 Plastic	multifocal	lenses

•		 Blended	and	Progressive	lenses

•		 If	you	have	a	medical	condition	which	requires	frequent	prescription	changes,	you	are	responsible	for	the	cost	of	the	
additional	eye	examinations	and	lenses.

The	Genetic	Information	Nondiscrimination	Act	(GINA)	restricts	insured	and	self-insured	group	health	plans’	ability	to	collect	or	
use	family	medical	history	and	other	genetic	information.	However,	TCA	may	request	genetic	test	results,	if	needed,	for	claims	
substantiation	(or	other	payment	purposes)	and	to	determine	whether	a	service	or	treatment	is	medically	appropriate.
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EXCLUSIONS

The	following	items	or	services	are	not	covered:

•		 Vision	training

•		 Subnormal	vision	aids

•		 Aniseikonic	lenses

•		 Two	pairs	of	glasses	instead	of	bifocals

•		 Replacement	or	repair	of	lost	or	broken	lenses	or	frames

•		 Medical	or	surgical	treatment	of	eyes	(this	may	be	covered	under	your	Medical	Plan)

•		 Services	or	materials	covered	by	Workers’	Compensation	Benefits

•		 Services	or	materials	payable	under	another	employer’s	benefit	plan

CLAIMS PROCEDURES - PARTICIPATING PROVIDERS

PERSON OR
DEPARTMENT ACTION

Employee	 Call	Vision	Care,	Inc.	at	1-800-865-3676	to	request	benefit	form.

Vision	Care,	Inc.	 Sends	vision	care	benefit	form	along	with	list	of	local	participating	providers	 	 	
	 to	employee.	Vision	services	must	be	provided	before	the	expiration	date	shown		 	
	 on	the	benefit	form.

Employee	 If	benefit	form	expires,	returns	it	to	Vision	Care,	Inc.	and	requests	new	form.		 	
	 Expired	form	must	not	be	destroyed	since	this	will	delay	claim.

	 NOTE:	Vision	services	should	not	be	obtained	until	benefit	form	is	received.

	 Selects	provider	from	list	of	participating	providers.

	 Makes	appointment,	receives	care,	and	presents	Vision	benefit	form	to	provider		 	
	 and	pays	for	any	non-covered	services.

Provider   Itemizes	charges	on		reverse	side	of	form.

Employee	 Makes	sure	charges	are	correct,	then	signs	form,	and	pays	only	balance	not	covered	by	plan.

Provider	 Sends	original	form	to	Vision	Care,	Inc.	for	payment.
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CLAIMS PROCEDURES - NON-PARTICIPATING PROVIDERS

PERSON OR
DEPARTMENT ACTION

Employee	 Gets	benefits	request	card	from	Vision	Care,	Inc.	1-800-865-3676.	Receives	vision	 	
	 care	services	from	provider	of	his	choice.

	 Completes	benefits	request	card	and	attaches	to	itemized	bill.

	 Sends	card	and	itemized	bill	to	Vision	Care,	Inc.

Vision	Care,	Inc.	 Provides	reimbursement	up	to	the	dollar	limited	specified	and	forwards	to	employee’s		 	
home.

IMPORTANT
All claims must be filed within 180 days from the date expenses are incurred, or no benefits will be paid.

CLAIMS AND APPEALS

If	you	think	you	are	eligible	for	a	plan	benefit,	you	must	file	a	claim,	if	applicable.	Claims	procedures	are	included	in	the	discussion	
of	each	plan	benefit.	(Remember:	You	alone	are	responsible	for	making	sure	your	claim	is	filed	accurately	and	on	time.)

Once	the	claim	has	been	documented	and	you	have	filled	out	all	needed	forms,	 the	turn	around	time	for	claim	processing,	
is	 90	 days.	 If	 additional	 information	 is	 needed	 the	 process	may	 be	 longer.	 Sometimes	more	 time	may	 be	 needed	 if	 
additional	information	is	required.	If	this	happens,	you	will	be	notified	in	writing	of	the	delay	and	what	is	needed	to	complete	the	
processing	of	your	claim.	See pages 41-42.

LEGAL ACTION

If	 you	want	 to	 take	 legal	 action	 for	 any	 reason	 related	 to	 your	benefit	 claim,	 you	may	 serve	 the	 summons	 and	 complaint	 
on Broward Health at:

   Broward Health
	 	 	 303	S.E.	17th	Street
	 	 	 Fort	Lauderdale,	Florida	33316
	 	 	 Attention:		Legal	Department

Legal	process	may	also	be	served	on	Broward	Health’s	agent	responsible	for	receiving	legal	process.

PLAN TERMINATION

The	US	Department	of	Labor	requires	the	following	statement	about	the	possibility	that	plans	described	in	this	book	may	be	
terminated:

Broward	Health	has	established	 its	benefits	plans	with	 the	expectation	 that	 they	continue	 indefinitely.	However,	unforeseen	
circumstances,	or	those	beyond	the	control	of	Broward	Health	(for	example,	bankruptcy,	merger,	or	serious	business	reversal)	
may	make	it	impossible	or	inadvisable	to	continue	one	or	more	of	the	plans	described	in	this	book.

Broward	Health	reserves	the	right	to	terminate,	modify	or	suspend	any	or	all	benefit	plans	outlined	in	this	book.		In	addition,	
Broward	Health	reserves	the	right	to	change	levels	of	coverage	or	specific	plan	vendors	at	any	time.		If	such	steps	are	taken,	you	
will	be	informed	of	the	effects	of	the	changes	on	your	rights	to	benefits.



60

FLEXIBLE BENEFITS/PRE-TAX PREMIUM PLAN

PURPOSE

The	Pre-Tax	Premium	plan	allows	you	to	pay	to	health	plan	benefits	from	your	gross	earnings	before	your	federal	income	tax	 
and	FICA	(Social	Security)	taxes	are	calculated.	Broward	Health	also	saves	the	associated	employer	matching	FICA	taxes.

ELIGIBILITY

All	 employees	 paying	 premiums	 through	 payroll	 deduction	 for	 health	 insurance	 coverage	 are	 eligible.	 Section	 125	 
qualifying	events	apply	for	medical	and	dental	plans.

ENROLLMENT

You	can	elect	to	participate	when	you	first	enroll	in	the	health	plan,	or	at	any	time	thereafter.	If	you	choose	to	stop	the	tax,	you	
must	wait	for	open	enrollment	to	submit	a	waiver.

CHANGING DEPENDENT COVERAGE/CANCELING COVERAGE

If	you	elect	the	pre-tax	premium	option,	you	cannot	cancel	coverage	or	change	dependent	status	until	the	next	annual	health	
plan	open	enrollment,	unless	you	experience	a	“qualifying	event”.

QUALIFYING EVENTS

Qualifying events include but are not limited to:

•		 Marriage	or	divorce,	or	separation	pursuant	to	a	legal	decree.

•		 Death	of	a	spouse	or	dependent	child.

•		 Change	in	dependent’s	eligibility.

•		 Change	in	employment	status	for	you	or	your	spouse	such	as:

•		 Job	termination

•		 Unpaid	leave	of	absence	over	31	calendar	days

•	 Retirement

•		 Change	from	part-time	to	full-time	or	vice	versa.

•	 Significant	increase	in	insurance	costs

•	 Legal	decree	ordering	change	in	coverage	(i.e.	medical	support	order)

•	 Applicable	to	Domestic	Partners

•	 Medicare	or	Medicaid	Enrollment

NOTE:	Change	in	Immigration	status	is	not	a	qualifying	event.

  IF YOU HAVE A QUALIFYING EVENT, YOU MUST:

•		 Notify	Human	Resources	and	complete	the	proper	forms	requesting	change	consistent	with	the	event	within	60	days	
of	the	event.

•		 Provide	documentation	of	the	qualifying	event.
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IMPACT ON OTHER BENEFITS

When	 you	 participate	 in	 the	 Pre-Tax	 Premium	plan	 you	 save	 both	 federal	 income	 and	 social	 security	 taxes.	 However,	 
participation	may	affect	the	benefits	you	receive	from	other	plans:

Social Security

Over	the	long	run,	paying	less	Social	Security	taxes	could	slightly	reduce	your	Social	Security	retirement	or	disability	benefits.	
However,	the	taxes	you	save	over	the	years	should	more	than	offset	the	slight	reduction	you	might	see	at	retirement.

Pension and Star Plus 403(b) Plans

Your	pension	and	403(b)	benefits	are	not	affected	in	any	way	by	your	participation	in	the	Flexible	Benefits	Pre-Tax	Premium	
plan.	These	benefits	are	calculated	on	your	gross	salary	before	pre-tax	premiums.

Life Insurance and Pay Raise Calculations

Your	pay	raises	and	the	value	of	your	group	life	insurance	are	based	on	your	gross	salary	before	pre-tax	premiums	are	deducted.	
Pre-Tax	Premium	plan	participation	will	have	no	impact.

AFTER TAX BENEFITS

You wish to have:

•	 The	flexibility	to	make	a	change	or	stop	your	insurance	without	experiencing	a	qualifying	event.

•	 No	reduction	in	Social	Security	retirement	or	disability	benefits.

Contact	your	Human	Resources	Department	if	you	have	questions	concerning	the	Flexible	Benefits/Pre-Tax	Premium	Plan.
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HEALTH PLAN APPLICATION INFORMATION 

APPLICATION INFORMATION

COMPLETED APPLICATIONS MUST BE RETURNED TO HUMAN RESOURCES BY THE DATE GIVEN TO EMPLOYEES DURING 
ORIENTATION.

Completed	Health	Plan	Applications	 and	 required	documentation	must	 be	 received	 in	Human	Resources	prior	 to	 your	
coverage	effective	date.	Employees	who	do	not	submit	this	information	by	the	effective	date	of	coverage	must	wait	until	the	
next	Broward	Health	Open	Enrollment	period	to	enroll	in	the	health	plan	unless	they	meet	the	special	enrollment	qualifications	
outlined	below.

SPOUSE/DOMESTIC PARTNER AND DEPENDENT COVERAGE:

The	following	original	documentation	is	required	and	must	be	presented	prior	to	date	of	eligibility	for	all	dependents	who	
are enrolled in Broward Health’s health plan:

       

When	a	reasonable	effort	to	obtain	legal	dependent	documentation	fails,	the	decision	to	accept	other	documents	to	support	
enrollment	will	be	at	the	sole	discretion	of	the	Director	of	Benefits	&	Compensation.

PRE-TAX/AFTER TAX ELECTION:

You	must	select	either	pre-tax	or	after-tax	premium	deductions.	If	you	neglect	to	make	a	choice,	you	will	automatically	be	
enrolled	in	the	pre-tax	plan.	Refer	to	difference	for	Domestic	Partner.

OTHER HEALTH INSURANCE:

If	you	have	any	other	health	insurance	for	yourself	or	any	of	your	covered	dependents,	you	must	provide	the	information	
outlined	on	the	application.

SIGNATURE

Please	sign	the	form	where	indicated	-	unsigned	applications	will	be	returned.

WAIVER

If	you	elect	NOT	to	participate	in	Broward	Health’s	group	health	or	dental	insurance	plans,	please	indicate	that	you	WAIVE	
the	coverage,	sign	the	form	and	return	it	to	Human	Resources.		(If	the	application	form	is	not	returned	to	Human	Resources,	
it	will	be	assumed	that	you	waived	coverage).

FRAUD

Any	person	who	knowingly	and	with	intent	to	injure,	defraud,	or	deceive	any	insurer,	files	a	statement	of	claim,	or	an	application	
containing	any	false,	incomplete,	or	misleading	information	is	guilty	of	a	felony	of	the	third	degree.

Employees	are	responsible	for	providing	correct	information	per	plan	guidelines.	Any	intent	to	provide	false	information	and	
committ	fraud	may	lead	to	corrective	action	and/or	termination	of	employment.

       DOMESTIC PARTNER       SPOUSE

•		 Original	Social	Security	
Number	

•		 Original	Copy	of	Municipal/ 
State	Marriage	License

•		 Name/Address	of	employer	if	
applicable

       CHILDREN

•		 Original	Social	Security	Number

•		 Original	Copy	of	Birth	Certificate

  
(must include parents’ names)

•		 Adoption/Legal	Guardianship	 
Documentation	(if	applicable)

	 •			Declaration	of	Domestic  
													Partnership		OR

	 •			Domestic	Partner	 
													Certification

	 •			Social	Security	Card
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WHEN HEALTH PLAN AND LIFE INSURANCE BENEFITS CEASE

LEAVES OF ABSENCE

•		 When	you	are	on	a	paid	leave	of	absence	or	an	unpaid	FMLA	leave	of	absence,	your	contributions	for	health	plan	
coverage	will	continue	to	be	deducted	from	your	paycheck,	and	you	will	also	continue	to	be	covered	by	the	basic	
life	and	accidental	death	and	dismemberment	plans.

•		 If	you	are	on	an	unpaid,	non-FMLA	leave	of	absence	you	are	eligible	for	COBRA	coverage	and,	it	is	your	responsibility	
to	contact	Human	Resources	to	make	arrangements	for	the	payment	of	health	plan	and	life	insurance	premiums.	
If	you	do	not	make	these	payments	on	a	timely	basis,	coverage	will	be	canceled	effective	the	last	day	for which 
premiums	were	paid.	When	you	return	to	work,	you	may	re-enroll	in	the	health	plan..

As	a	Broward	Health	employee	you	may	be	entitled	under	the	federal	Family	and	Medical	Leave	Act	(FMLA)	to	up	to	12	
work-weeks	of	unpaid,	job-protected	leave	in	any	12-month	period.	You	may	be	eligible	if	you	have	worked	for	Broward	
Health	for	at	least	one	year,	and	for	1,250	hours	during	the	previous	12	months.	Such	leave	may	be	available	for	the	birth	
and	care	of	a	newborn	child,	placement	of	a	child	for	adoption	or	foster	care,	a	serious	health	condition	of	a	family	member	
(child,	spouse	or	parent)	or	a	personal	serious	health	condition.

As	a	participant	in	Broward	Health’s	health	plan,	while	on	FMLA	leave	you	have	the	option	to	continue	your	plan	benefits	
on	the	same	terms	and	conditions	as	immediately	prior	to	your	taking	FMLA	leave.	You	and	your	eligible	dependents	shall	
remain	covered	under	this	plan	while	you	are	on	FMLA	leave	if	you	continue	to	make	your	monthly	premium	contributions.	
Your	coverage	will	be	maintained	until	you	return	to	work	unless	you	choose	not	to	pay	for	coverage.	If	you	choose	not	to	
remain	covered	under	the	plan	while	on	FMLA	leave,	and	subsequently	return	to	work	before	or	at	the	end	of	FMLA	leave,	
you	and	your	eligible	dependents	shall	immediately	become	covered	under	the	plan	without	proof	of	insurability	while	on	
FMLA	leave.	More	details	on	your	FMLA	rights	and	benefits	while	on	FMLA	leave	are	outlined	in	the	employee	handbook	
and	in	Broward	Health’s	Human	Resource	Administration	Manual.

SUSPENSIONS/FAIR TREATMENT

If	you	are	suspended	from	employment	or	out	on	unpaid	leave	while	participating	in	the	Fair	Treatment	process,	you	are	
required	 to	pay	 the	entire	 cost	of	 coverage	 for	 yourself	 and	your	dependents,	 and	you	are	 responsible	 for	 contacting	
Human	Resources	to	make	arrangements	for	the	payment	of	your	health	plan	and	life	 insurance	premiums.	Note	that	 if	
you	do	not	make	payment	arrangements,	coverage	will	be	cancelled	effective	the	last	day	for	which	premiums	were	paid. 

DEATH OF ACTIVE EMPLOYEE

Broward	Health	provides	dependent	health	plan	coverage	for	one	full	year	after	an	active	employee’s	death	if	the	employee’s 
dependents	were	covered	at	the	time	of	death	and	continue	to	meet	the	eligibility	requirements.		The	cost	of	coverage	for	this	one- 
year	period	is	the	same	as	the	cost	before	the	employee’s	death.		Broward	Health	continues	to	pay	a	portion	of	the	cost	for	this	 
one-year	period.

After	 the	first	year	 following	the	death	of	an	employee,	 in	compliance	with	COBRA,	coverage	may	be	continued	for	an	
additional	24	months	if	the	covered	dependents	continue	to	meet	the	definition	of	eligible	dependents.	Broward	Health	
Benefits	Department	will	communicate	the	cost	to	continue	this	coverage.	
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POST RETIREE HEALTH & LIFE INSURANCE BENEFITS
•	 Program	changes	effective	July	1,	2007
•	 Retiree	must	have	either	dental	or	medical	insurance	prior	to	retirement
•		 Eligibility	for	retiree	medical	benefits:
	 		 	 •		age	62	and	6	years	of	service
	 		 	 •		55	and	30	years	of	service
•	 Medical	plan	design:
	 		 	 •		Retirees	pay	the	prevailing	funding	rate
	 		 	 •		Dependents	offered	COBRA	when	retiree	dies
	 		 	 •		Reduced	rates	when	Medicare	Eligible
•	 Dental	coverage	ends	at	retirement/COBRA	available
•	 Eligibility	for	retiree	life	insurance:
	 		 	 •		age	62	and	6	years	of	service

•	 The	program	adjustments	will	not	impact	employees	who	are	grandfathered	into	the	post	retiree	health	benefits	program 
within	 the	period	of	7-01-2007	 to	6-30-2012.	 (Special	 “rule	of	80”	health	plan	premiums	are	not	 available	 to	 FRS	
participants.)

RETIREMENT HEALTH PLAN ENROLLMENT

•	 Employees	who	retire	have	only	a	60	day	period	to	elect	retiree	health,	dental	and	life	insurance	from	the	date	of	retirement	
(see	qualifying	events)	as	long	as	they	had	previously	been	on	the	plan.

 

NOTICE OF DISCLAIMER

This	Booklet	has	been	prepared	as	a	guide	and	reference	for	the	use	of	Broward	Health’s	employees.	This	booklet	explains	the	
Medical,	Dental	and	Prescription	Plan	Programs.

If	there	are	any	discrepancies	between	the	information	stated	in	this	booklet	and	the	plan	documents,	company	policy	or	health	
care	provider	contracts,	the	plan	documents,	company	policy	and	health	care	provider	contracts	will	supersede.	Broward	Health	
reserves	the	right	to	be	the	final	authority	in	any	matters	concerning	these	programs.	Broward	Health	also	reserves	the	right	to	
change	these	policies	or	discontinue	this	program	at	any	time	without	notice.	This	booklet	incorporates	all	the	changes	to	the	
Medical,	Dental	and	Prescription	Plan	Programs,	therefore,	it	replaces	any	previous	books/booklets	that	you	may	have.	Please	
discard	any	other	booklets	 that	may	be	 in	your	possession.	Please	address	any	comments	or	questions	 to	Broward	Health	
Benefits	Department.
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GENERAL NOTICE OF COBRA CONTINUATION COVERAGE RIGHTS 

INTRODUCTION

You	are	receiving	this	notice	because	you	have	recently	become	covered	under	a	group	health	plan	(the	Plan).		This	notice	contains	
important	information	about	your	right	to	COBRA	continuation	coverage,	which	is	a	temporary	extension	of	coverage	under	
the	Plan.		This	notice	generally	explains	COBRA	continuation	coverage,	when	it	may	become	available	to	you	and	your	family,	 
and	what	you	need	to	do	to	protect	the	right	to	receive	it.		

The	right	to	COBRA	continuation	coverage	was	created	by	a	federal	law,	the	Consolidated	Omnibus	Budget	Reconciliation	Act	
of	1985	(COBRA).		COBRA	continuation	coverage	can	become	available	to	you	when	you	would	otherwise	lose	your	group	
health	coverage.		 It	can	also	become	available	to	other	members	of	your	family	who	are	covered	under	the	Plan	when	they	 
would	otherwise	lose	their	group	health	coverage.		For	additional	information	about	your	rights	and	obligations	under	the	Plan	
and	under	federal	law,	you	should	review	the	Plan’s	Summary	Plan	Description	or	contact	the	Plan	Administrator	(Broward	Health	
Benefits	Department.)		

WHAT IS COBRA CONTINUATION COVERAGE?

COBRA	continuation	coverage	is	a	continuation	of	Plan	coverage	when	coverage	would	otherwise	end	because	of	a	life	event	
known	as	a	“qualifying	event.”		Specific	qualifying	events	are	listed	later	in	this	notice.		After	a	qualifying	event,	COBRA	continuation	
coverage	must	be	offered	 to	each	person	who	 is	 a	 “qualified	beneficiary.”	You,	your	 spouse,	 and	your	dependent	children	
could	become	qualified	beneficiaries	if	coverage	under	the	Plan	is	lost	because	of	the	qualifying	event.	Under	the	Plan,	qualified	
beneficiaries	who	elect	COBRA	continuation	coverage	must	pay	for	COBRA	continuation	coverage.		

If	you	are	an	employee,	you	will	become	a	qualified	beneficiary	if	you	lose	your	coverage	under	the	Plan	because	either	one	of	
the	following	qualifying	events	happens:

	 •	 Your	hours	of	employment	are	reduced,	or

	 •	 Your	employment	ends	for	any	reason	other	than	your	gross	misconduct.

If	you	are	the	spouse	of	an	employee,	you	will	become	a	qualified	beneficiary	if	you	lose	your	coverage	under	the	Plan	because	
any	of	the	following	qualifying	events	happens:

	 •	 Your	spouse	dies;

	 •		 Your	spouse’s	hours	of	employment	are	reduced;

	 •		 Your	spouse’s	employment	ends	for	any	reason	other	than	his	or	her	gross	misconduct;	

	 •	 	Your	spouse	becomes	entitled	to	Medicare	benefits	(under	Part	A,	Part	B,	or	both);	or

	 •		 You	become	divorced	or	legally	separated	from	your	spouse.

Your	dependent	children	will	become	qualified	beneficiaries	if	they	lose	coverage	under	the	Plan	because	any	of	the	following	
qualifying	events	happens:

	 •	 	The	parent-employee	dies;

	 •	 	The	parent-employee’s	hours	of	employment	are	reduced;

	 •	 The	parent-employee’s	employment	ends	for	any	reason	other	than	his	or	her	gross	misconduct;

	 •		 The	parent-employee	becomes	entitled	to	Medicare	benefits	(Part	A,	Part	B,	or	both);

	 •		 The	parents	become	divorced	or	legally	separated;	or

	 •	 The	child	stops	being	eligible	for	coverage	under	the	plan	as	a	“dependent	child.”
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Sometimes,	filing	a	proceeding	in	bankruptcy	under	title	11	of	the	United	States	Code	can	be	a	qualifying	event.		If	a	proceed-
ing	in	bankruptcy	is	filed	with	respect	to	North	Broward	Hospital	District,	and	that	bankruptcy	results	in	the	loss	of	coverage	
of	any	retired	employee	covered	under	the	Plan,	the	retired	employee	will	become	a	qualified	beneficiary	with	respect	to	the	
bankruptcy.		The	retired	employee’s	spouse,	surviving	spouse,	and	dependent	children	will	also	become	qualified	beneficiaries	
if	bankruptcy	results	in	the	loss	of	their	coverage	under	the	Plan

WHEN IS COBRA COVERAGE AVAILABLE?

The	Plan	will	offer	COBRA	continuation	coverage	to	qualified	beneficiaries	only	after	the	Plan	Administrator	has	been	notified	
that	a	qualifying	event	has	occurred.		When	the	qualifying	event	is	the	end	of	employment	or	reduction	of	hours	of	employment,	
death	of	 the	 employee,	 commencement	 of	 a	 proceeding	 in	bankruptcy	with	 respect	 to	 the	 employer,	 or	 the	 employee’s	
becoming	entitled	to	Medicare	benefits	(under	Part	A,	Part	B,	or	both),	the	employer	must	notify	the	Plan	Administrator	of	the	
qualifying	event.

YOU MUST GIVE NOTICE OF SOME QUALIFYING EVENTS

For	the	other	qualifying	events	(divorce	or	legal	separation	of	the	employee	and	spouse	or	a	dependent	child’s	losing	eligibility	
for	coverage	as	a	dependent	child),	you	must	notify	the	Plan	Administrator	within	60	days	after	the	qualifying	event	occurs,	by	
contacting	your	Regional	Human	Resources	Department	and	completing	a	new	enrollment	form	and	providing	a	copy	of	the	
divorce	agreement,	and/or	other	documentation.

HOW IS COBRA COVERAGE PROVIDED?

Once	the	Plan	Administrator	receives	notice	that	a	qualifying	event	has	occurred,	COBRA	continuation	coverage	will	be	offered	
to	each	of	the	qualified	beneficiaries.		Each	qualified	beneficiary	will	have	an	independent	right	to	elect	COBRA	continuation	
coverage.		Covered	employees	may	elect	COBRA	continuation	coverage	on	behalf	of	their	spouses,	and	parents	may	elect	
COBRA	continuation	coverage	on	behalf	of	their	children.		

COBRA	continuation	coverage	is	a	temporary	continuation	of	coverage.		When	the	qualifying	event	is	the	death	of	the	employee,	
the	employee’s	becoming	entitled	to	Medicare	benefits	(under	Part	A,	Part	B,	or	both),	your	divorce	or	legal	separation,	or	a	
dependent	child’s	losing	eligibility	as	a	dependent	child,	COBRA	continuation	coverage	lasts	for	up	to	a	total	of	36	months.		
When	the	qualifying	event	is	the	end	of	employment	or	reduction	of	the	employee’s	hours	of	employment,	and	the	employee	
became	entitled	to	Medicare	benefits	less	than	18	months	before	the	qualifying	event,	COBRA	continuation	coverage	for	qualified	
beneficiaries	other	than	the	employee	lasts	until	36	months	after	the	date	of	Medicare	entitlement.	For	example,	if	a	covered	
employee	becomes	entitled	to	Medicare	8	months	before	the	date	on	which	his	employment	terminates,	COBRA	continuation	
coverage	for	his	spouse	and	children	can	last	up	to	36	months	after	the	date	of	Medicare	entitlement,	which	is	equal	to	28	
months	after	the	date	of	the	qualifying	event	(36	months	minus	8	months).		Otherwise,	when	the	qualifying	event	is	the	end	of	
employment	or	reduction	of	the	employee’s	hours	of	employment,	COBRA	continuation	coverage	generally	lasts	for	only	up	
to	a	total	of	18	months.		There	are	two	ways	in	which	this	18-month	period	of	COBRA	continuation	coverage	can	be	extended
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DISABILITY EXTENSION OF 18-MONTH PERIOD OF CONTINUATION COVERAGE

If	you	or	anyone	in	your	family	covered	under	the	Plan	is	determined	by	the	Social	Security	Administration	to	be	disabled	and	
you	notify	the	Plan	Administrator	in	a	timely	fashion,	you	and	your	entire	family	may	be	entitled	to	receive	up	to	an	additional	
11	months	of	COBRA	continuation	coverage,	for	a	total	maximum	of	29	months.		The	disability	would	have	to	have	started	at	
some	time	before	the	60th	day	of	COBRA	continuation	coverage	and	must	last	at	least	until	the	end	of	the	18-month	period	of	
continuation	coverage.			The	Social	Security	disability	determination	letter	must	be	sent	to	the	address	below	within	60	days	of	
the	date	of	determination.	However,	if	you	or	anyone	in	your	family	covered	under	the	Plan	is	determined	by	the	Social	Security	
Administration	that	they	are	no	longer	disabled;	the	District	must	too	be	notified.

Broward Health 

Benefits	Director

303	SE	17th	Street

2nd	Floor

Fort	Lauderdale,	FL		33316

954.355.5089

SECOND QUALIFYING EVENT EXTENSION OF 18-MONTH PERIOD OF CONTINUATION COVERAGE

If	your	family	experiences	another	qualifying	event	while	receiving	18	months	of	COBRA	continuation	coverage,	the	spouse	and	
dependent	children	in	your	family	can	get	up	to	18	additional	months	of	COBRA	continuation	coverage,	for	a	maximum	of	36	
months,	if	notice	of	the	second	qualifying	event	is	properly	given	to	the	Plan.		This	extension	may	be	available	to	the	spouse	and	
any	dependent	children	receiving	continuation	coverage	if	the	employee	or	former	employee	dies,	becomes	entitled	to	Medicare	
benefits	(under	Part	A,	Part	B,	or	both),	or	gets	divorced	or	legally	separated,	or	if	the	dependent	child	stops	being	eligible	under	
the	Plan	as	a	dependent	child,	but	only	if	the	event	would	have	caused	the	spouse	or	dependent	child	to	lose	coverage	under	
the	Plan	had	the	first	qualifying	event	not	occurred.

IF YOU HAVE QUESTIONS

Questions	concerning	your	Plan	or	your	COBRA	continuation	coverage	rights	should	be	addressed	to	the	contact	or	contacts	
identified	below.		For	more	information	about	your	rights	under	ERISA,	including	COBRA,	the	Health	Insurance	Portability	and	
Accountability	Act	(HIPAA),	and	other	laws	affecting	group	health	plans,	contact	the	nearest	Regional	or	District	Office	of	the	U.S.	
Department	of	Labor’s	Employee	Benefits	Security	Administration	(EBSA)	in	your	area	or	visit	the	EBSA	website	at	www.dol.gov/
ebsa.		(Addresses	and	phone	numbers	of	Regional	and	District	EBSA	Offices	are	available	through	EBSA’s	website.)	

KEEP YOUR PLAN INFORMED OF ADDRESS CHANGES

In	order	to	protect	your	family’s	rights,	you	should	keep	the	Plan	Administrator	informed	of	any	changes	in	the	addresses	of	family	
members.		You	should	also	keep	a	copy,	for	your	records,	of	any	notices	you	send	to	the	Plan	Administrator.

PLAN CONTACT INFORMATION
Broward Health

Benefits	Director

303	SE	17th	Street

2nd	Floor

Fort	Lauderdale,	FL		33316

954.355.5089
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Broward	Health	implemented	Domestic	Partner	Benefits	effective	September	1,	2006	for	active	benefits	eligible	employees.

A	Domestic	Partner is an adult who is not related to the employee by blood (in a manner that would bar marriage under applicable 
state	laws)	and	who	resides	with	the	employee	in	a	continuous	relationship	of	indefinite	duration	in	which	the	employee	and	the	
Domestic	Partner	have	responsibility	for	each	other’s	welfare	and	financial	well-being.		An	employee	may	not	have,	for	purposes	
of	the	Domestic	Partner	policy,	more	than	two	registered	domestic	partners	in	each	calendar	year.	An employee may not have 
more	than	one	domestic	partner	at	one	time.

In	order	to	be	eligible	for	Domestic	Partner	status,	Broward	Health’s	Benefit	Department	requires	proof	of	one	of	the	following	
options:

Broward	 County	 Residents:	 	 Proof	 of	 Certificate	 of	 Registration	 (Declaration	 of	 Domestic	 Partnership)	 in	 
accordance	with	Broward	County	Ordinance	1999-18.

Non-Broward	 County	 Residents:	 Proof	 of	 “equivalent”	 Certificate	 of	 Registration	 (Declaration	 of	 Domestic 
Partnership)	 similar	 	 to	 Broward	 County	 Ordinance’s	 1999-18	 from	 another	 Federal,	 State	 or	 County	 
jurisdiction;	or	a	duly	sworn	(and	notarized)	Affidavit	of	Domestic	Partnership	(form	available	in	Benefits’	Department),	
including	documentation	of		joint	responsibility	for	common	welfare	and	financial	obligations.

Benefits	are	available	for	the	following	plans:

Health (RX & Vision Care) and Dental Insurance:		Per	IRS	guidelines,	Broward	Health	subsidized	portion	of	the	cost	
(fair	market	value)	of	providing	health	and	dental	benefits	to	any	persons	other	than	the	employee,	under	a	domestic	
partners	benefit	plan,	shall	be	included	in	the	employee’s	gross	wages	as	imputed	income	for	tax	purposes.	Bi-weekly	
payroll	deductions	and	estimated	imputed	income	costs	are	available	in	your	human	resources	department.	Employees	
should	consult	a	tax	advisor	regarding	the	reporting	of	 imputed	income	on	their	tax	return.	Imputed	income	will	be	
provided	to	the	employee	on	their	annual	W-2	form.	

EAP:	Benefits	are	available	for	domestic	partners	in	accordance	with	HRAM	#5.50.

Retirement:	 Joint	and	Survivor	pension	benefits	are	available	for	domestic	partners	in	accordance	with	the	Pension	
Plan	Document.

Continuation of Health/Dental insurance after termination of employment:	COBRA	equivalent	benefits	are	available	
for	domestic	partners	in	accordance	with	the	Guide	to	Employee	Benefits.

Bereavement Leave:	Benefits	are	available	for	domestic	partners	in	accordance	with	HRAM	#6.40

Voluntary Dependent Life Insurance:	Benefits	are	available	for	domestic	partners	subject	to	the	provisions	of	Broward	
Health’s	contract	with	the	vendor	providing	the	life	insurance	policy.	

Other benefits:	All	other	benefits	not	specifically	enumerated	above,	such	as	Retiree	Health	Insurance,	Flexible	Spending	
Accounts,	and	FMLA	are	excluded	from	domestic	partner	benefits.

Employees	have	the	responsibility	to	notify	Human	Resources,	in	writing,	of	any	changes	in	their	Domestic	Partner	relationship	in	
accordance	with	the	“qualifying	events”	section	of	the	Broward	Health	Guide	to	Employee	Benefits	within	60	days	of	the	event.	

Please	note	that	a	domestic	partner	and	their	dependent	children	may	qualify	as	Internal	Revenue	Code	Section	152	dependents	
(as	modified	by	105(b))	of	an	employee	provided	certain	qualifying	conditions	are	met.If	qualified	under	IRC	Section152,	health	
insurance	coverage	provided	by	an	employer	is	not	subject	to	federal	income	tax.	Additionally,	such	coverage	can	be	provided	
on	a	pretax	basis	and	claims	can	be	reimbursed	through	a	health	care	flexible	spending	account.	You	should	consult	with	your	 
tax	 advisor	 and	 review	of	 IRS	 (Internal	 Revenue	Service)	 publication	 information	 to	deterine	 if	 you	qualify	 for	 	 tax	 favored	 
domestic	partners	benefits.	Please	complete	and	send	to	BH’s	Corporate	Benefits	Department	a	Domestic	Partner	Tax	Dependent	
Declaration	form	(form	available	in	Corporate	Benefits	Dept)	if	your	domestic	partner	qualifies	for	tax	favored	treatment.

DOMESTIC PARTNER BENEFITS
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FLEXIBLE SPENDING ACCOUNTS
ELIGIBILITY

To	be	eligible	to	enroll	in	the	flexible	spending	accounts,	you	must	be:

		 •		 classified	as	a	full-time	or	part-time	eligible	employee	and	must	regularly	work	a	minimum	of	40		 	 	 	
 hours	each	pay	period; 
 •	 submit	a	completed	flexible	spending	account	enrollment	form. 

ENROLLMENT

You	may	enroll	 in	 the	flexible	spending	accounts	during	open	enrollment	each	year	or	at	 the	time	of	hire.	Open	enrollment	 
will	occur	at	the	end	of	the	year.	Please	remember	that	your	flexible	spending	account	contributions	do	not	roll	over	from	year	
to	year.	You	must	re-enroll	each	year	that	you	wish	to	participate.	You	have	only	60	days	from	the	time	of	hire	to	enroll.

HOW FLEXIBLE SPENDING ACCOUNTS WORK

The	Internal	Revenue	Code	Section	125	tax	law	allows	you	to	contribute	some	of	your	pre-tax	pay	to	accounts	you	can	use	 
to	pay	yourself	back	for	qualified	health	care	or	dependent	day	care	expenses.	Broward	Health	offers	both	types	of	flexible	
spending	accounts	that	are	permitted	under	the	current	tax	code:	a	health	care	flexible	spending	account	and	a	dependent	day	
care	flexible	spending	account.

Before	the	start	of	each	calendar	year,	you	decide	how	much	of	your	pre-tax	pay	to	set	aside.	The	amount	is:

•			divided	equally	over	the	number	of	pay	periods	(26)	in	the	year.	(Pro	rated	for	employees	who	enroll	at	time	of	hire).

•			deducted	from	your	pre-tax	pay
•			deposited	in	your	spending	account(s).	

As	you	have	qualifying	expenses	during	 the	year,	you	submit	a	 request	 for	 reimbursement	and	appropriate	documentation, 
such	as	Explanations	of	Benefits	(EOBs)	from	your	health	plans	or	receipts	for	services,	to	the	claim	administrator.	You	will	have	
reimbursements	paid	to	you	by	check.

When	you	set	aside	pre-tax	dollars	from	a	flexible	spending	account	to	pay	expenses	you	would	normally	pay	with	after-tax	 
dollars,	you	save	federal,	state	and	FICA	taxes	on	that	money.	That’s	because	money	you	set	aside	in	either	account	is	taken	off	
the	top	of	your	pay	before	taxes	are	figured.

Because	you	will	not	be	paying	Social	Security	taxes	on	your	flexible	spending	account	contributions,	the	earnings	used	to	calcu-
late	your	Social	Security	benefits	at	retirement	would	not	include	these	payments.	This	could	result	in	a	small	reduction	in	your	
Social	Security	benefit	at	retirement.	When	you	use	the	flexible	spending	accounts,	however,	your	savings	on	current	taxes	will	
normally	exceed	any	eventual	reduction	in	Social	Security	benefits.

HEALTH CARE FLEXIBLE SPENDING ACCOUNT

You	may	set	aside	from	$5	to	$96	per	paycheck	in	your	health	care	flexible	spending	account		–	up	to	a	maximum	of	$2,500	
a	year	for	eligible	expenses.	You	can	use	the	account	for	eligible	prescription	drugs	and	medical,	dental	and	vision	expenses.	

The	account	is	available	to	your	spouse	and	dependents	who	qualify	as	your	dependents	for	federal	tax	purposes,	regardless	of	
whether	they	are	covered	by	any	other	benefits	offered	by	Broward	Health.	Keep	in	mind	that	you	cannot	use	the	health	care	
flexible	spending	account	for	expenses	that	are	covered	by	any	benefit	plan	or	for	the	premiums	you	pay	for	coverage.

This	 chart	 offers	 a	 partial	 guide	 to	 what	 is	 –	 and	 is	 not	 –	 considered	 a	 qualifying	 health	 care	 expense.	 You	 can	 get	 
additional	 information	 on	 qualifying	 expenses	 from	 the	 Internal	 Revenue	 Service	 –	 by	 going	 online	 to	 www.irs.gov	
and	 selecting	 Publication	 502	 –	Medical	 and	 Dental	 Expenses,	 or	 by	 calling	 1-800-TAXFORM	 to	 request	 a	 printed	
copy	 of	 the	 publication.	 For	 a	 final	 determination	 on	 eligible	 expenses,	 contact	 Total	 Claims	 Administration,	 Inc.	 at	 
(954)	767-5500	if	calling	from	Broward	–	or	toll-free	at	1.800.867.4446	if	calling	from	outside	the	Broward	area.
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Eligible Expenses

Deductibles and Copayments
•		under	your	medical,	dental	and	vision	plans
Dental Expenses
•	routine	and	preventive	services
•		x-rays
•		orthodontia	and	appliances	not	covered	by	the	dental	plan
•		restorative	 and	major	 services,	 including	 fillings,	 crowns,	 

implants and bridges
•		dentures
•		periodontal	services
Vision Care Expenses
•		exam	(optometrist	and	ophthalmologist)
•		prescription	glasses	and	contact	lenses	and	supplies
•		corrective	surgery	(RK	and	Lasik)
Over-the-Counter Medications
See	expenses	not	eligible
Prescription Drugs, including prescription vitamins and birth 

control pills
Medical Equipment
•		wheelchairs	or	lifts
•		crutches
•		oxygen	equipment	and	supplies
•		air	purifier/filters
•		special	beds	or	mattresses
•		prescription	blood	pressure	monitor
•		glucose	monitor
Diabetic Supplies,	including	test	strips,	insulin,	lancets,	etc.
Hearing Expenses, including testing and hearing aids, plus  
   batteries and repairs
Counseling and Psychiatric Treatment
•		psychiatrists	and	psychotherapists
•	 psychologists

Expenses Not Eligible

•	 medical,	dental	or	life	insurance	premiums,	including	premiums	 
	 deducted	from	your	bi-weekly	paycheck	on	a	pre-tax	basis
•	 procedures	or	expenses	not	medically	necessary
•	 amounts	claimed	on	your	income	tax	return
•	 expenses	paid	by	your	insurance
•	 some	over-the-counter	medications	and	supplies	–	for	example,	

nicotine	patches,	band-aids,	non-prescription	eyewear	such	as	
sunglasses or clips

•	 cosmetic	care	–	for	example,	teeth	whitening,	dermabrasion,	
chemical peels, spider vein treatment, electrolysis or hair  
removal, hair transplant

•	 general	wellness	care	–	for	example,	health	club	dues,	special	
foods,	 vitamins	 taken	 for	general	health,	 exercise	programs	
and equipment, or weight loss programs

Therapy
•		treatment	for	alcoholism	or	drug/chemical	dependency
•		physical	therapy
•		speech	therapy
Assistance for Disabled Persons
•	 Braille	 or	 other	 special	 books/items	 or	 cost	 of	 specially	 

equipping	home	or	car	for	access	by	disabled	person
•		guide	animals	(purchase	and	care)
•		special	alert	systems
Fees and Services
•		physicians,	surgeons,	anesthesiologists,	OB/GYN,	or		

other specialists
•		ambulance	(air	and	ground)
•		nursing	(including	room	and	board)
•		fertility	treatment
•		sterilization	and	reversals
•		medically	necessary	cosmetic	service	(for	example,	
	 following	an	accident	or	mastectomy,	etc.)
•		chiropractic	services
Alternative/Holistic Services
•		medically	necessary	treatment	by	licensed	or	certified		

practitioners, including acupuncture and massage therapy
Other
•		medical	records
•		travel	necessary	to	seek	medical	treatment	(limitations	apply)
•		organ/tissue	donation	expenses
•		special	diet
•		support	garments	and	wigs
•		orthotics
•		prostheses,	artificial	limbs
•		orthopedic	shoes
Reimbursement	may	 be	 limited	 to	 the	 difference	 between 
cost	of	normal	item	and	special	need	item.	
Additional	documentation	may	be	required.

•	 marriage/family	counseling	fees
•	 babysitting,	childcare	and	nursing	services	for	a	normal,	healthy	 
 baby
•	 dancing	or	swimming	lessons	for	improvement	of	general		
	 health,	even	if	recommended	by	a	doctor
•	 diaper	service
•	 funeral	expenses
•	 household	help
•	 maternity	clothes
•	 personal	 use	 items,	 such	 as	 expenses	 for	 toothpaste	 or	 
 toothbrush 
•	 veterinary	fees
•	 Effective	in	2011	non-prescription	over-the-counter	medication 
	 	is	no	longer	eligible	for	FSA	reimbursement,	except	for	insulin
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DEPENDENT DAY CARE FLEXIBLE SPENDING ACCOUNT

You	may	set	aside	up	to	$5,000	each	calendar	year	to	reimburse	yourself	for	qualifying	dependent	day	care	expenses	so	that	
you	–	and	your	spouse	if	you	are	married	–	can	work	outside	the	home	or	attend	school	full-time.	

Based on your tax status … You can set aside …

If	single	or	married	filing	jointly	 Up	to	$5,000

If	married	filing	jointly	and	your	spouse’s	employer	offers	a	 Up	to	$5,000	in	total	to	the	two	accounts
dependent	day	care	flexible	spending	account

If	married	filing	separate	returns	 Up	to	$2,500

ELIGIBLE DEPENDENT DAY CARE EXPENSES

You	may	use	your	dependent	day	care	flexible	spending	account	to	pay	for	eligible	expenses	for	care	of:

•		 children	under	age	13	who	you	claim	as	dependents	on	your	tax	return
•		 anyone	age	13	or	older	who	lives	with	you	at	least	eight	hours	a	day	and	needs	supervised	care,	such	as	an	elderly	parent	

or	disabled	spouse	or	dependent.

You	cannot	claim	the	same	expenses	under	a	dependent	day	care	flexible	spending	account	and	the	dependent	day	care	tax	
credit.	Amounts	claimed	under	a	dependent	day	care	flexible	spending	account	reduce	the	available	tax	credit	dollar-for-dollar.

Qualifying	dependent	day	care	expenses	include	those	for:

•		dependent	day	care	that	allow	you	(and	if	married,	your	spouse)	to	work	or	your	spouse	to	attend	school	full-	time
•		licensed	nursery	school	or	day	care	center	costs.	To	qualify	under	dependent	day	care	flexible	spending	account	rules,	the		

day care center must:
-	 comply	with	all	applicable	state	and	local	laws	and	regulations
-	 provide	care	for	seven	or	more	individuals	and
-	 receive	a	fee	for	providing	day	care	services

•		 child	or	dependent	day	care	services,	provided	in	or	outside	the	home
•		 household	services	which	are,	in	part,	attributable	to	the	care	of	the	child	or	dependent.

For	expenses	 to	be	eligible	 for	 reimbursement,	 the	person	you	pay	 to	provide	care	 for	your	eligible	dependents	cannot	be	
your	spouse,	another	dependent,	or	a	child	of	yours	under	the	age	of	19.	In	addition,	you	must	provide	a	tax	ID	number	for	a	 
dependent	day	care	provider	to	receive	reimbursement	of	qualified	expenses.

You	can	get	additional	information	on	qualifying	dependent	day	care	expenses	from	the	Internal	Revenue	Service	–	by	going	
online	to	www.irs.gov	and	selecting	Publication	503	–	Child	and	Dependent	Day	Care	Expenses,	or	by	calling	1-800-TAXFORM	
to	request	a	printed	copy	of	the	publication.	For	a	final	determination	on	eligible	expenses,	contact	Total	Claims	Administration,	
Inc.	at	(954)	767-5500	if	calling	from	Broward	or	–	toll-free	at	(800)	867-4446	if	calling	from	outside	the	Broward	area.

WHAT THE DEPENDENT DAY CARE FLEXIBLE SPENDING ACCOUNT DOESN’T COVER

There	are	specific	expenses	that	are	not	eligible	for	reimbursement	under	the	dependent	day	care	flexible	spending	account	–	
for	example:

•		 any	amounts	you	pay	to	an	immediate	family	member	under	the	age	19	or	any	person	you	claim	as	a	dependent	on	your	
federal	income	tax	return

•		 costs	for	any	person	caring	for	your	dependents	when	you	or	your	spouse	is	not	working
•		 transportation	expenses
•		 child	support	payments
•	 tuition	expenses
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	 •	 education	expenses	for	the	first	grade	and	above
	 •	 camp	expenses,	except	summer	day	camps	when	children	are	out	of	school
	 •		food,	clothing	and	entertainment
	 •		cleaning	and	cooking	services	not	provided	by	the	care	provider
	 •	 amounts	you	claim	as	a	dependent	day	care	tax	credit.

IMPORTANT RULES ABOUT FLEXIBLE SPENDING ACCOUNTS 

There	are	rules	and	regulations	which	apply	to	all	benefit	plans.	The	federal	regulations	governing	Section	125	of	the	Internal	
Revenue	Code	include	specific	rules	which	apply	to	flexible	spending	accounts:
•		 Advance Enrollment.	You	must	decide	how	much	to	contribute	for	a	calendar	year	–	based	on	your	best	estimate	of	the	

qualifying	expenses	you	and	your	family	will	have	for	the	coming	year.	Once	you	enroll	for	the	year,	you	will	not	be	able	to	
change	your	contributions	unless	you	have	a	status	change.

•		 Use It or Lose It.	 Under	 current	 regulations,	 if	 you	 have	 any	money	 left	 in	 your	 account(s)	 after	 the	 claim	 deadline	
for	 the	 calendar	 year,	 you	 forfeit	 those	 unused	 amounts.	 The	 claim	 deadline	 is	March	 31	 of	 the	 following	 calen-
dar	 year	 –	 for	 example,	 reimbursement	 claims	 for	 2012	 can	 be	 submitted	 up	 to	March	 31,	 2013.	 You	 cannot	 con-
vert	 any	 leftover	money	 to	 cash	or	 roll	 it	 over	 to	 the	 next	 plan	 year.	 This	 rule	means	 you	must	 be	 very	 careful	when	 
estimating	the	amount	of	money	you	allocate	to	your	spending	account.	Only	allocate	funds	you	know	you	will	spend.	Forfeited	
account	balances	will	be	used	to	pay	the	administrative	expenses	of	the	plan.

•		 Uniform Reimbursement Requirement.	Once	you	make	your	initial	contribution	for	the	year,	the	health	care	flexible	spend-
ing	account	will	reimburse	you	for	up	to	the	total	amount	that	you	have	chosen	to	contribute	for	the	plan	year	regardless	of	
the	actual	balance	in	your	account.

•		 Coordination with High Deductible Health Plan Health Savings Account. You	may	not	enroll	in	a	Flexible	Spending	Account	
for	Health	Care	and	a	Health	Savings	Account	at	the	same	time;	however,	you	are	permitted	to	participate	in	a	Dependant	
Care	Spending	Account.

This does not apply to the dependent day care flexible spending account. You will 
only be reimbursed up to the amount actually in your dependent day care flexible 
spending account. Any reimbursement requested beyond your current balance will 
not be paid until further contributions are received as the dependent day care flexible 
spending account cannot be overdrawn.

•		 Expenses Must Take Place During the Current Plan Year.		The	flexible	spending	
accounts	only	cover	expenses	submitted	by	the	claim	deadline	for	the	calendar	
year	–	for	care	received	during	that	calendar	year	while	you	are	working	for	The	
District	and	enrolled	in	a	flexible	spending	account.	If	you	terminate	participation	
in	a	flexible	spending	account	because	of	a	qualifying	event	during	the	calendar	
year,	for	example	on	June	1,	you	cannot	be	reimbursed	for	expenses	you	have	
after	June	1	unless	you	select	COBRA	coverage.	COBRA applies only to the health 
care flexible spending account.

•		 Qualifying Event.	Your	enrollment	is	for	one	plan	year	only,	and	each	year	you	
have	the	option	to	enroll,	change	your	contribution	or	decline	participation.	See	
“Qualifying	Events	for	Flexible	Spending	Accounts”	for	lists	of	qualifying	events	
for	health	care	and	dependent	day	care	flexible	spending	accounts.	Any change 
in your enrollment must be consistent with the event.	You	must	notify	the	District	
within	60	days	of	any	qualifying	event	to	change	your	enrollment.

QUALIFYING EVENTS FOR FLEXIBLE SPENDING ACCOUNTS

➔ Change in employee’s legal marital status (marriage, divorce, legal separation or 
death	of	spouse)

➔	Change	in	number	of	dependents	(birth,	adoption,	placement	for	adoption	or	death)
➔	Change	in	employment	status	or	worksite	of	employee,	spouse	or	dependent	that	affects	benefit	eligibility
Additional Qualifying Events for Dependent Day Care Flexible Spending Accounts Only
➔ Caregiver cost changes, unless caregiver is a relative
➔	Significant	coverage	change/curtailment	(change	in	provider	or	eligibility	for	state-funded	school).

MORE ABOUT COBRA 

If	 you	have	 a	 qualifying	 event,	 you	may	
be	 eligible	 for	 COBRA	 continuation	 of	
coverage with regard to unused money in 
your	health	care	flexible	sending	account.	
Coverage may continue through the end 
of	the	calendar	year	in	which	you	have	a	
qualifying	event.	If	you:
•		 Take	 COBRA	 contination	 coverage	

for	your	health	care	flexible	spending	
account, you may use your balance to 
pay	for	expenses	incurred	during	the	
calendar	year.	You	continue	to	make	
after-tax	 contributions	 and	 pay	 an	
administrative	 fee	 for	 the	 rest	of	 the	
calendar	year.

•		 Choose	not	 to	 continue	 your	 health	
care	 flexible	 spending	 account,	 you	
may use any remaining account bal-
ance	only	to	cover	expenses	for	care	
received	while	 you	were	working	 at	
Broward Health.
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•		 Terminations.	 If	your	employment	 is	 terminated,	voluntarily	or	 involuntarily,	you	may	file	claims	against	your	account	as	
long	as	care	was	provided	before	your	termination	date.	You	must	submit	claims	by	March	31	of	the	following	year.	There	
is	an	alternative	for	the	health	care	flexible	spending	account,	described	in	the	box,	“More	About	COBRA.”	If	you	continue	
participating	in	the	health	care	flexible	spending	account	through	COBRA	for	the	rest	of	the	calendar	year,	you	may	continue	
filing	claims	for	dates	of	service	up	to	the	end	of	the	calendar	year	even	after	being	terminated.

•		 Leaves of Absence.	If	you	take	an	unpaid	leave	of	absence	during	the	year,	you	may	continue	making	contributions	to	your	
health	care	flexible	spending	account	while	on	leave,	or	you	may	stop	making	contributions.	If	you	stop	making	contributions,	
you	will	not	be	able	to	file	claims	for	expenses	incurred	during	your	leave.

•	 No Commingled Accounts.	Health	care	and	dependent	day	care	accounts	must	be	separate	funds	and	cannot	be	commingled.	
You	may	not	transfer	money	between	the	accounts.	

•		 Different Definition of Dependent.	Unlike	some	of	Broward	Health’s	benefit	programs,	for	the	flexible	spending	accounts	a	
dependent	is	a	person	you	legally	claim	as	a	dependent	on	your	income	tax	return.

REQUESTING A REIMBURSEMENT

When	you	or	any	eligible	family	member	has	an	eligible	expense,	you	pay	the	expense,	and	then	submit	a	claim	form	with	an	
Explanation	of	Benefits	(EOB)	or	receipt	if	there	is	no	EOB.	Claim	forms	are	available	from	the	Human	Resource	Department	or	
Broward	Health’s	Intranet	site.

Total	Claims	Administration,	Inc.	is	the	flexible	spending	account	claim	administrator.	To	file	a	claim	for	reimbursement,	mail	a	
claim	form	to	P.O.	Box	21128,	Fort	Lauderdale,	FL	33335-1128,	ATTN:	FSA.

The	minimum	reimbursement	amount	is	$1.00.

If	you	have	questions	about	your	flexible	spending	account(s),	call	TCA’s	customer	service	number	at	(954)	767-5500	if	you	are	
calling	from	Broward	–	or	toll-free	at	1-(800)	867-4446	if	you	are	calling	from	outside	the	Broward	area.

HOW TO APPEAL A DENIED CLAIM

If	 you	 feel	 that	 your	 claim	was	 incorrectly	 denied	 or	 that	 benefits	were	 not	 paid,	 obtain	 an	 appeal	 form	 from	 your	HR	 
department	and	complete	it.	Submit	the	completed	form	to	Total	Claims	Administration	within	60	days	of	your	claim	being	denied.	
At	that	time,	you	should	be	prepared	to	explain	why	you	do	not	agree	with	the	claim	processing	decision.

Your Right to Representation and Document Review
If	you	prefer,	you	may	designate	a	representative	to	act	for	you	in	the	review	procedure.	Simply	give	that	person	a	written	state-
ment	designating	him	to	represent	you	in	review	of	your	claim.

You	or	your	authorized	representative	will	have	up	to	45	days	after	TCA	receives	your	request	for	review	to	review	pertinent	
documents	at	the	TCA	office	during	regular	office	hours.	Written	releases	permitting	disclosure	of	information	will	be	required	
from	both	you	and	the	provider	if	the	information	is	considered	sensitive	or	confidential.

Review Procedures
You	 also	 have	 60	 days	 to	 submit	 issues	 and	 comments	 and	 any	 pertinent	 additional	 information.	 In	 unusual	 situations	 
when	 you	 are	 unable	 to	 submit	 written	 issues	 and	 comments	 within	 60	 days	 and	 you	 advise	 Total	 Claims	 
Administration,	 Inc.	 that	 you	 need	more	 time	 within	 the	 60	 days,	 your	 request	 will	 be	 granted	 provided	 TCA	 has	 
sufficient	time	to	give	you	the	extension	notice	that	is	required	by	law.

You	will	be	provided	with	a	written	decision	within	60	days	after	Total	Claims	Administration	Inc.	receives	your	request	for	review.	
That	written	decision	will	indicate	the	reasons	for	the	decision	and	refer	to	the	section	or	sections	of	the	plan	on	which	the	deci-
sion	was	based.

In	unusual	situations,	additional	time	may	be	needed	to	make	a	decision.	In	that	case,	before	the	60	day	period	has	expired,	TCA	
will	send	you	a	written	notice	that	more	time	is	necessary,	extending	the	time	for	a	written	decision	to	a	total	of	120	days	from	
the	date	your	request	for	review	was	received.	TCA	is	precluded	by	law	from	delaying	the	decision	beyond	the	120	days	period	
even	at	your	request.	Approval	for	payment	of	services	or	supplies	must	be	given	by	Total	Claims	Administration,	Inc.



74

2nd Level Appeal Process
In	 cases	where	 the	 participant	 disagrees	with	 the	 policy	 interpretation	 of	 a	 reimbursement	 after	 a	 1st	 level	 of	 appeal/ 
request	 for	 review	 has	 been	 decided	 by	 the	 Total	 Claims	 Administration,	 a	 2nd	 level	 appeal	 process	 is	 available.	 
Copies	 of	 previous	 documentation	 (ie…request	 for	 review,	 TCA’s	 decision	 letter)	 along	 with	 an	 explanation	 of	 the	 
appeal	should	be	resubmitted	to	Total	Claims	Administration	for	executive	panel	review.

ADMINISTRATIVE INFORMATION

Rights to Employment
This	summary	is	for	your	information	only;	it	is	not	a	binding	contract,	nor	does	it	impose	any	legal	obligation	on	Broward	Health.	
No	information	in	this	summary	says	or	implies	that	participation	in	the	flexible	spending	accounts	is	a	guarantee	of	continued	
employment	with	Broward	Health.

Right to Amend or Terminate the Accounts
Broward	Health	plans	to	continue	these	flexible	spending	accounts	indefinitely,	but	reserves	the	right	to	change,	suspend	or	
terminate	the	plans,	in	whole	or	in	part,	at	any	time	for	any	reason.	A	decision	to	amend	or	terminate	the	accounts	may	be	due	to	
changes	in	federal	law	or	state	law	governing	benefits,	the	requirements	of	the	Internal	Revenue	Service,	or	for	any	other	reason.	

Role of Plan Administrator
Total	Claims	Administration,	Inc.	is	the	claim	administrator.	TCA	has	authority	to	administer	the	plan,	including	the	interpretation	
of	plan	rules	and	IRS	regulations.	TCA	is	also	responsible	for	claim	processing.
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HEALTH SAVINGS ACCOUNT

www.treasury.gov (click on health savings accounts)
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3,250 6,450.
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LIFE/DISABILITY INSURANCE PROGRAMS
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LIFE/DISABILITY PROGRAMS

Broward Health’s Life/Disability plans meet employees’ needs in four ways:

•  The Basic Life and Accidental Death and Dismemberment Program, provides a basic level of insurance  
protection for eligible participants. This benefit is fully paid by Broward Health.

•  The Voluntary Employee and Dependent Life Insurance Program, provides additional insurance benefits for  
employees and dependents who wish to have coverage over and above the basic plans. The premiums for this  
coverage are fully paid by the employee. 

•  The Voluntary Short-Term and Long-Term Disability plans, provide disability insurance which covers employees to  
protect themselves against the loss of income that may arise from a disability.

•  The Business Travel Accident Insurance Program, provides protection for employees who die or are injured during  
travel on Broward Health business. This benefit is fully paid by Broward Health. 

BASIC LIFE AND ACCIDENTAL DEATH AND DISMEMBERMENT PROGRAMS

ELIGIBILITY

If you are a full-time eligible or part-time eligible employee, and a member of one of the employee classes shown in the  
Schedule of Insurance, you will become eligible for these coverages the first day of the month following the date you become 
an eligible employee.

EFFECTIVE DATES OF COVERAGE

Your insurance is effective on the later of:

(1) the date you become eligible; or

(2) if you are not actively at work on the day you become eligible, then the day you resume active work.
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SCHEDULE OF INSURANCE

CLASS/CLASSIFICATION AMOUNT OF AD&D INSURANCE 

 BASIC LIFE INSURANCE PRINCIPAL SUM

All full-time eligible   One times base annual earnings, One times base annual earnings, 
employees less than age 70 rounded to the next highest $1,000;  rounded to the next highest $1,000;
  subject to a maximum of $500,000 subject to a maximum of $500,000

All part-time eligible  Base hourly rate times annual  Base hourly rate times annual
employees less than age 70 scheduled hours, rounded to  scheduled hours, rounded to 
 the next highest $1,000,  the next highest $1,000,
 subject to a maximum of $500,000 subject to a maximum of $500,000

All full-time eligible and part- 50% of coverage in force immediately  50% of coverage in force immediately 
time eligible employees who  prior to the attainment of age 70 prior to the attainment of age 70
are age 70 or over (or at hire for employees hired  (or at hire for employees hired 
 after age 70) after age 70)

  Up to age 65: 100% of Pre-Retirement  None
 Life coverage up to $50,000 maximum

 Age 65+: 25% of Pre-Retirement Life None
 coverage (maximum benefit $10,000)

AMOUNT OF INSURANCE

The amount of your insurance is determined by the Schedule of Insurance. The initial amount of coverage is 
the amount which applies to your classification on the day your coverage becomes effective. You may become 
eligible for increases in the amount of insurance in accordance with the Schedule of Insurance.  Any such increase will be 
effective on:

(1) the date on which you become eligible for the increase, provided you are actively at work on that day; or

(2) the day you resume active work if not actively at work on the day the increase otherwise would have been  
effective.

Any decrease will be effective on the day of the change, whether or not you are actively at work.

CONTRIBUTIONS

•  Eligible employees who are actively at work or on paid leaves of absence and retirees over age 65, are not required 
to make contributions for basic life or accidental death and dismemberment coverage.

•  Eligible employees who are on unpaid leaves of absence, and retirees who are under age 65 are required to make 
contributions for their coverage.
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TERMINATION OF COVERAGE

Your coverage terminates on the earliest of:

(1) the day the Policy terminates;

(2) the last day of the month in which you request termination of your coverage;

(3) the last day of the period for which the premium for your insurance has been paid by Broward Health;

(4) the day you cease to be a member of an employee class shown in the Schedule of Insurance;

(5) the date you enter the Armed Forces of any state or country on active duty, except for duty of 30 days or less for 
training in the Reserves or National Guard; or

(6) the last day of the month in which your employment terminates. Ceasing active work results in  
termination of employment. 

DEATH BENEFIT

The amount of Life Insurance which is in effect on the date of your death will be paid as a death benefit to your Beneficiary.

BENEFICIARY

•  NAMING THE BENEFICIARY. Your Beneficiary is the person or persons you named by filing written  
notice with your Human Resources Department. If you have not named a Beneficiary, or there is no named  
Beneficiary when you die, proceeds will be paid to your estate.

• CHANG I NG TH E BE N E FICIARY. Only you or your assignee may change the Beneficiary. A new  
Beneficiary may be named by filing written notice of the change with your Human Resources Department.  The change 
will be effective as of the date it was signed. 

CONVERSION PRIVILEGE

When your insurance terminates due to separation benefit eligible service, written notice of your right to convert will be given to 
you.  If written notice is not given to you at least 15 days before the end of the 31 day conversion period, an additional period 
in which to convert will be granted. Any such extension of the conversion period will expire on the earliest of:

•  15 days after you are given the written notice; or
•  60 days after the end of the 31 day conversion period, even if you are never given such notice. To purchase a conversion 

policy, application and payment of the first premium must be made within 31 days after the life insurance is terminated.

The conversion policy will:

(1) be in an amount not to exceed the amount of life insurance which was terminated;

(2) be on any form (except term) then issued by Broward Health at the age and amount for which application is made;

(3) be issued at the person’s age at nearest birthday;

(4) be issued without disability or other supplemental benefits; and

(5) require premiums based on the class of risk to which the person then belongs.

NOTE: If your insurance terminates due to termination of the group policy or amendment of the policy; or your request for  
termination of insurance there is no conversion available.
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Exception:  A conversion policy also may be purchased if:

(1) all or part of your insurance terminates due to amendment or termination of the Policy; and

(2) the person applying for the conversion policy has been covered continuously under the Policy for at least  
5 years.

The amount of the conversion policy may not exceed the lesser of $10,000; or the amount of life insurance which  
terminates, less the amount of any group life insurance for which the person becomes eligible within 31 days after the 
termination. 

The conversion policy will take effect on the later of; its date of issue; or 31 days after the date the insurance terminated.

If death occurs during the 31 day conversion period, Broward Health will pay the life insurance which could have been 
converted even if no one applied for the conversion policy. 

No death benefit will be payable under the Policy after the 31 day conversion period has expired even though the right to 
convert may be extended.

ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE

BENEFITS

If you sustain an accidental bodily injury which directly causes one of the following losses within 90 days of the date of such 
injury, Broward Health will pay the Benefit listed:

LOSS BENEFIT*

loss of one hand by severance at or above the wrist One-half the Principal Sum

loss of one foot by severance at or above the ankle One-half the Principal Sum

irrecoverable loss of the sight in one eye One-half the Principal Sum

any combination of two or more of the losses listed above Principal Sum

loss of life Principal Sum

* The Principal Sum is determined by your classification shown in the Schedule of Insurance.

PAYMENTS

Benefits for loss of life will be paid to your named Beneficiary. All other benefits will be paid to you. 

Limitations

Benefits are not payable for any loss to which a contributing cause is:

(1) intentional self-inflicted injury or self-destruction;

(2) bodily or mental disease, or treatment thereof;
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(3) participation in a riot;

(4) duty as a member of any military, naval or air force;

(5) war or any act of war, declared or undeclared;

(6) participation in the commission of a crime;

(7) use of drugs except where prescribed by a Physician;

(8) inhalation of gas, including carbon monoxide; or

(9) travel or flight in any aircraft including balloons and gliders except as a fare-paying passenger on a regularly sched-
uled commercial flight or as a passenger traveling on the Group Policyholder’s business on a non-regularly scheduled  
commercial flight/aircraft designated/arranged by the Group Policyholder; provided:

a)  the aircraft has a valid U.S. airworthiness certificate (or foreign equivalent); and

b)  the pilot of aircraft has a valid pilot’s certificate with a non-student rating authorizing him or her to fly the aircraft. 

The total benefit for all losses resulting from the same accident may not exceed the Principal Sum.

CLAIMS PROCEDURES

NOTICE OF CLAIM

Written notice of claim must be given to Broward Health Benefits Department within 20 days after the loss occurs unless it is not 
reasonably possible to do so.  Notice is submitted by Broward Health on behalf of the claimant once notice of death is received 
by Broward Health. Please contact your Human Resource Benefits Representative with questions.

LEGAL ACTIONS

No legal action to recover any benefits may be brought before 60 days after the required written proof of loss has been given. 
No legal action may be brought more than three years after written proof of loss is required to be given.
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VOLUNTARY EMPLOYEE AND DEPENDENT LIFE INSURANCE

ELIGIBILITY

Full-time eligible employees and part-time eligible employees who are less than age 75 and are scheduled to work 40 or more 
hours per pay period are eligible to participate in this benefit after having completed one month of eligible service. There is a 
one month service requirement. Policies are initiated for employees and dependents according to the age limitations of the life 
insurance product. 

NOTE: Part-time not eligible and “pool” employees may participate in this program but must make arrangements for direct billing 
by the insurance company.

BENEFIT

This program provides life insurance coverage for employees and their dependents.  Generally, the amount of coverage will be 
determined by each individual’s age.

ENROLLMENT

Employees have the opportunity to enroll in this benefit during the annual enrollment period or as a new hire. Employees who  
currently participate in the benefit can change their coverage at that time. Eligible employees who have previously waived  
participation in this program can initiate coverage after proving insurability. Eligible employees hired after the last enrollment 
period can enroll without providing insurability. 

BENEFICIARY

Beneficiary information can be changed at any time by contacting the appropriate vendor. For employees holding policies with 
Unum contact them at 1.800.635.5597 and for policies with John Hancock call 1.800.866.9933 ext 5878.

PREMIUM DEDUCTIONS

The premiums for this program are paid through voluntary payroll deduction. 

In the event that a deduction is not taken from an employee’s paycheck, the insurance plan administrator will request that a check 
for the amount be sent by the employee to the insurance plan administrator.

CONTINUATION OF COVERAGE

Employees who terminate employment,  who change to part- t ime not el ig ible status,  or who take an 
unpaid leave of absence, may continue their coverage by contacting Unum or John Hancock and being billed  
directly.  Information concerning the appropriate procedures is available from Unum at 1.800.635.5597 and John Hancock at 
1.800.866.9933 ext 5878.

CANCELLATION

Policies can be canceled at any time. Employees must notify the insurance company in writing of cancellation and include their 
insurance policy.
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VOLUNTARY SHORT-TERM AND LONG-TERM DISABILITY

ELIGIBILITY

Full-time eligible employees who work a minimum of 64 hours a pay period and part-time eligible employees who work a minimum 
of 40 hours a pay period are eligible to participate in this voluntary benefit after having completed one month of eligible service.

NOTE: Part-time not eligible and “pool” employees are not eligible to participate in this program.

Employees  in  a  management  and Phys ic ian  c lass i f i ca t ion  rece ive  Long-Term Disab i l i t y  insurance 
which is fully paid for by Broward Health. Management Long-Term Disability plan summaries are available in  
Human Resources.

SHORT-TERM DISABILITY

This program will replace up to 60% of basic weekly earnings up to a maximum of $2,000 a week. Coverage begins after a  
29 day sickness for a maximum benefit duration of 9 weeks. This program is subject to pre-existing clause.

LONG-TERM DISABILITY

This program will replace up to 60% of your basic monthly earnings up to a maximum of $8,000 a month.  
Coverage begins after a 90 day waiting period. This program is subject to a pre-existing clause. See plan  
summary for specific details.

ENROLLMENT

Employees have the opportunity to enroll in this benefit during new employee orientation for coverage effective the first of the 
month following their hire date. For employees that do not enroll during their first month of employment the next opportunity 
will be during the next annual enrollment period and may need to prove insurability.

PREMIUM DEDUCTIONS

Short Term Disability premiums are paid through voluntary payroll deduction and are post-taxed, based on your base  
annual earnings.

Long Term Disability premiums are paid through voluntary payroll deduction for half of the cost post-tax and Broward Health will  
pay the other half of the cost of the premium pre-tax. Premiums are based on your base annual earnings.

CLAIMS PROCEDURE

As soon as it appears a disability will require you to miss work for more than the stated waiting periods, you should contact Human 
Resources. STD claims should be filed via the 1.866.533.3438. For LTD claims contact your Human Resourc Benefits 
Representative for the LTD claim form. Human Resources will complete the employer section and you should have your 
physician complete his/her section of the form. The completed form should be sent to: Matrix Absence Management, Inc., 
Seven Skyline Drive, 2nd Floor, Suite 275, Hawthorne, NY 10532. For claim questions please call 1.866.533.3438.
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CANCELLATION OF COVERAGE

To cancel long term and/or short term disability coverage notify Human Resources in writing with the effective date of  
cancellation. The Human Resources Department will file a copy of the request in the employee’s personnel file and send to  
Employee Benefits. Employee Benefits will cancel the payroll deductions.

CONTINUATION OF COVERAGE (PORTABILITY)

If you are covered under the Long-Term Disability plan for 12 consecutive months and you choose to leave  
Broward Health, (except retirement - see below) your Long-Term Disability coverage becomes convertible.  
Conversion forms are available in Human Resources. For further details, please contact 1.877.203.0467.

If you are retiring from Broward Health and will be working again elsewhere and meet the 12 consecutive month 
coverage requirement, you may be eligible to convert Long-Term Disability. Contact your Human Resources  
Department for further information.

Identity Protection

Provides support services if you are the victim of identity theft.

Benefits include:

•  A personal caseworker and educational materials;

•  Assistance in contacting the three major credit reporting agencies to put a fraud alert on your credit files.

• Assistance in notifying any companies where you maintain accounts that may be affected by the fraud. 
• Toll free 24 hour contact number at 1.855.246.7347.

Travel Assistance Program

Employee Travel Assistance Program provides free emergency assistance available to you, your spouse and your dependents 
24 hours a day, seven days a week when traveling 100 miles or more from your primary home (national or international travel) 
for 90 days or less.

• Services for your business or vacation travels include Pre-Trip Information, Emergency Medical Assistance and  
   Emergency Personal Services.

• Toll free contact number at 1.800.456.3893 from the U.S. & Canada

  Worldwide collect 603.328.1966.
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www.RelianceStandard.com

EF-0011 STD

Broward Health
COVERAGE
Disability income protection insurance provides a benefit 
for “short term” disability resulting from a covered injury or 
sickness. Benefits begin at the end of the elimination period 
and continue while you are disabled up to the maximum 
benefit duration.

ELIGIBILITY
All Active, Full-time, benefits-eligible employees working 
32 or more hours per week, and Part-time, benefits-eligible 
employees working 20 or more hours per week.

BENEFIT AMOUNT
The weekly benefit is an amount equal to 60% of covered 
earnings, up to a maximum benefit of $2,000 per week.

DAY BENEFITS BEGIN
Injury (accident): Benefits begin on the 30th consecutive 
day of disability.

Sickness (illness): Benefits begin on the 30th consecutive 
day of disability.

MAXIMUM BENEFIT DURATION
Benefits for one period of disability, will be paid up to a 
maximum of 9 weeks.

CONTRIBUTION REQUIREMENTS
Coverage is 100% employee paid.

You are required to contribute toward the cost of this 
insurance. Your contributions are being made on a post-
tax basis. This means that (under the law as of the date 
the policy was issued) your weekly benefit may be treated 
as non-taxable for the purposes of filing your Federal 
Income Tax Return. It is recommended that you contact your 
personal tax advisor.

FEATURES
• Maternity covered as any other illness
• Non-occupational coverage
• Pre-Existing Condition Limitation – 6/6/12
• Transfer of Coverage provision

VALUE ADDED SERVICES
•  Telephonic Intake Claim Service included – 

866-533-3438

EXCLUSIONS
Benefits will not be payable for any disability caused by: 
an intentionally self-inflicted injury; an act of war (declared 
or undeclared); commission of a felony; sickness covered 
by workers’ compensation or other workers’ disability  
law; injury occurring out of or in the course of work for 
wage or profit.

For a comprehensive list of exclusions, limitations, and any 
applicable benefit offsets, please refer to the Certificate of 
Insurance. The Certificate also provides all requirements 
necessary to be eligible for coverage and benefits.

This Plan Highlights is a brief description of the key features 
of the RSL insurance plan. The availability of the benefits 
and features described may vary by state. It is not a 
certificate of insurance or evidence of coverage. Insurance 
is provided under group policy form LRS-6541, et al.

Plan Highlights
Voluntary Group Short Term 
Disability Insurance
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Plan Highlights
Voluntary Group Long Term 
Disability Insurance

www.RelianceStandard.com

EF-0021 (LTD)

Broward Health
COVERAGE
Disability income protection insurance provides a benefit 
for “long term” disability resulting from a covered injury or 
sickness. Benefits begin at the end of the elimination period 
and continue while you are disabled up to the maximum 
benefit duration.

ELIGIBILITY
All active, Full-time, benefits-eligible employees working 
32 hours or more per week, and Part-time, benefits-eligible 
employees working 20 or more hours per week. 

BENEFIT AMOUNT
The monthly benefit is an amount equal to 60% of covered 
earnings, up to a maximum benefit of $8,000 per month.

Physicians and Management are subject to other plan 
provisions.

ELIMINATION PERIOD
90 consecutive days of total disability

MAXIMUM BENEFIT DURATION
Benefits will not extend beyond the longer of: Social Security 
Normal Retirement Age or Duration of Benefits below:

Age at Disablement Duration of Benefits
 61 or less to age 65
 62  3½ years
 63  3 years
 64  2½ years
 65  2 years
 66  1¾ years
 67  1½ years
 68  1¼ years
 69 or more  1 year

CONTRIBUTION REQUIREMENTS
Coverage is 50% employer paid. You are required 
to contribute toward the cost of this insurance. Your 
contributions are being made on a post-tax basis. This 
means that (under the law as of the date the policy was 
issued) your monthly benefit may be treated as non-taxable 
for the purposes of filing your Federal Income Tax Return. 
It is recommended that you contact your personal tax 
advisor.

VALUE ADDED SERVICES
• Travel Assistance Service
• Identity Theft Recovery Services

FEATURES
• Activities of Daily Living Benefit
• Conversion Privilege
• Interruption and Recurrent provisions
• Mental/Nervous Illness Limitation – 24 month out-patient
• Minimum Benefit Payable – $100
• Own Occupation Coverage – 24 months
• Pre-Existing Condition Limitation – 6/6/12
• Rehabilitation provision
• Residual and Partial Disability
• Substance Abuse Limitation – 24 months
• Survivor Benefit – 3 months
• Work Incentive & Child Care provisions
• Transfer of Coverage provision

OFFSETS
Benefit payments will be reduced by other income you 
receive or are eligible to receive due to your disability such 
as, but not limited to:

• Disability or retirement plans paid for by your employer
• Disability or retirement benefits under Social Security
• Disability benefits under another group plan
• Workers Compensation
• State Disability Plans

EXCLUSIONS
Benefits will not be payable for any disability caused by: 
an intentionally self-inflicted injury; an act of war (declared 
or undeclared); commission of a felony; injury or sickness 
occurring while confined in any penal or correctional 
institution.

For a comprehensive list of exclusions, limitations, and any 
applicable benefit offsets, please refer to the Certificate of 
Insurance. The Certificate also provides all requirements 
necessary to be eligible for coverage and benefits.

This Plan Highlights is a brief description of the key features 
of the RSL insurance plan. The availability of the benefits 
and features described may vary by state. It is not a 
certificate of insurance or evidence of coverage. Insurance 
is provided under group policy form LRS-6564, et al.
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Plan Highlights
Group Long Term Disability Insurance 
Physicians and Management

www.RelianceStandard.com

EF-0021 (LTD)

Broward Health
COVERAGE
Disability income protection insurance provides a benefit 
for “long term” disability resulting from a covered injury or 
sickness. Benefits begin at the end of the elimination period 
and continue while you are disabled up to the maximum 
benefit duration.

ELIGIBILITY
Active Full-Time, benefits-eligible Physicians and 
Management working 32 hours per week.

BENEFIT AMOUNT
The monthly benefit is an amount equal to 60% of covered 
earnings, up to a maximum benefit of $20,000 per month.

ELIMINATION PERIOD
90 consecutive days of total disability

MAXIMUM BENEFIT DURATION
Benefits will not extend beyond the longer of: Social Security 
Normal Retirement Age or Duration of Benefits below:

Age at Disablement  Duration of Benefits
 61 or less  to age 65
 62  3½ years
 63  3 years
 64  2½ years
 65  2 years
 66  1¾ years
 67  1½ years
 68  1¼ years
 69 or more  1 year

CONTRIBUTION REQUIREMENTS
Coverage is employer paid.

VALUE ADDED SERVICES
• Travel Assistance Service
• Identity Theft Recovery Services

FEATURES
• Activities of Daily Living Benefit
• Conversion Privilege
• Interruption and Recurrent provisions
• Mental/Nervous Illness Limitation – 24 month out-patient
• Minimum Benefit Payable – $100
•  Own Occupation Coverage – to maximum benefit 

duration
• Pre-Existing Condition Limitation – 3/3/12
• Rehabilitation provision
• Residual and Partial Disability
• Substance Abuse Limitation – 24 months
• Survivor Benefit – 3 months
• Work Incentive & Child Care provisions
• Transfer of Coverage provision

OFFSETS
Benefit payments will be reduced by other income you 
receive or are eligible to receive due to your disability such 
as, but not limited to:

• Disability or retirement plans paid for by your employer
• Disability or retirement benefits under Social Security
• Disability benefits under another group plan
• Workers Compensation
• State Disability Plans

EXCLUSIONS
Benefits will not be payable for any disability caused by: 
an intentionally self-inflicted injury; an act of war (declared 
or undeclared); commission of a felony; injury or sickness 
occurring while confined in any penal or correctional 
institution.

For a comprehensive list of exclusions, limitations, and any 
applicable benefit offsets, please refer to the Certificate of 
Insurance. The Certificate also provides all requirements 
necessary to be eligible for coverage and benefits.

This Plan Highlights is a brief description of the key features 
of the RSL insurance plan. The availability of the benefits 
and features described may vary by state. It is not a 
certificate of insurance or evidence of coverage. Insurance 
is provided under group policy form LRS-6564, et al.
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BUSINESS TRAVEL ACCIDENT INSURANCE

ELIGIBILITY

All employees who travel on Broward Health business are covered by this benefit. 

EFFECTIVE DATE

This insurance is effective on your first day of employment.

BENEFIT 

The following lump sum payments will be made, for up to one year after an accident, to you or to your designated beneficiaries 
in the event of accidental death or dismemberment which occurs while traveling on hospital business, including local business 
travel. Only one benefit, the largest, will be paid for more than one loss resulting from any one accident.  

 FOR LOSS OF  AMOUNT

 Life  $500,000

 Speech and Hearing $500,000

 Both Hands, Both Feet or the Sight of Both Eyes $500,000

 One Hand and One Foot $500,000

 One Hand or One Foot and the Sight of One Eye $500,000

 One Hand or One Foot $250,000

 The Sight of One Eye $250,000

 Speech or Hearing $250,000

 Paralysis  $125,000

 The Thumb and One Finger of the Same Hand $125,000

Benefit Description:
•	 Rehabilitation	Benefit -  if a benefit is payable due to an injury other than loss of life, this pays a benefit for expenses  
 incurred for rehabilitative training

•	 Seat	 Belt	 Benefit	 - An additional benefit is paid if a person dies from injuries sustained in a motor vehicle while a  
 passenger or a licensed driver and also wearing a seat belt.

These sums will be paid in addition to any benefit payable under the Basic Life and Accidental Death and  
Dismemberment Insurance Program or the Voluntary Employee and Dependent Life Insurance Program. (Coverage reduces  
by 50% at age 80.)

“Loss” means with regard to hand or foot, actual severance through or above the wrist or ankle joint; with regard to eye,  
entire and irrecoverable loss of sight; with regard to thumb and finger, actual severance through or above the  
metacarpophalangeal joint; and with regard to speech and/or hearing, entire and irrecoverable loss of the function.
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COVERED TRAVEL

This travel includes such instances as when you travel between Broward Health facilities; when you are called back to work outside 
of your regular shift; and when you attend educational seminars or conferences which are required and paid by Broward Health 
as part of your professional educational requirements. The travel can be by foot, automobile, bus, train, boat, plane or other 
conveyances. While you are traveling on hospital business you are covered 24 hours a day anywhere in the world.

You must leave the premises of Broward Health Facilities to be covered. The premises include, but are not limited to, buildings, 
parking lots, walkways and grounds. 

EXCLUSIONS

Normal commuting to and from work; aircraft travel limitation; self inflicted injuries or suicide; sickness or disease; injury or death 
while committing a felony; injury or death during war.

BENEFICIARY

At the time of employment, you sign a beneficiary designation form which indicates your Beneficiary for this  
coverage.  If no Beneficiary is on file, the benefit is payable to survivors in the following order:  the spouse; if none, the children, 
equally; if none, the parents, equally or the survivor; if none, the estate.

TERMINATION DATE

This coverage terminates on the last day of active employment.

Note: Subject to the group policy in force at the time of accident.

LIST OF CONTACTS

BENEFIT CONTACT TELEPHONE
Basic Life and Accidental  Lincoln Financial Group Regional Human
Death & Dismemberment Insurance Company Resources Department
 Via Employee Benefits Department

Business Travel Accident Reliance Standard Regional Human
 Via Employee Benefits Department Resources Department

Voluntary Employee and  Benefit Communications, Inc. 1-(800) 635-5597 - Unum
Dependent Life P.O. Box 120789 1-(800) 866-9933 x 5878 -
 Nashville, TN 37212-0789   John Hancock

Voluntary Long-Term Disability Matrix Absence Management 1-(866) 533-3438
and 11221 North 28 Drive, Bldg E, Suite 100
Voluntary Short-Term Disability Phoenix, AZ 85029
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NOTICE OF DISCLAIMER FOR ALL LIFE/DISABILITY INSURANCE POLICIES OFFERED
This booklet summarizes the provisions of the contracts and agreements between Broward Health and the insurers of its  
life/disability insurance programs. The benefits and provisions are administered in accordance with the actual contracts 
and agreements which are available for your review by contacting Broward Health Benefits Department. The contracts and  
agreements will govern in the event that there is any real or apparent conflict between their provisions and the explanations  
contained in this section. Broward Health makes no guarantees concerning the financial stability of these insurers. Broward 
Health also reserves the right to change this program or discontinue this program at any time without notice. This booklet  
incorporates all the changes to the Life/Disability Programs, therefore, it replaces any previous books/booklets that you 
may have. Please discard any other booklets that may be in your possession. Please address any comments or questions to  
Broward Health Benefits Department.
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LEAVE PROGRAMS
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PERSONAL LEAVE PROGRAM

Personal Leave (PL) is Broward Health’s alternative to traditional vacation, holiday, short term illness and personal business. 
The Personal Leave Program consolidates these four separate categories of paid time off into a single package. You can use 
Personal Leave whenever and however you wish (within certain defined limits, subject to your department’s policies) thereby 
giving you greater flexibility in planning your paid time off.

ELIGIBILITY

Full-time eligible and part-time eligible employees may participate in this program after completing three months of continuous 
eligible employment. Exception: New employees may receive advanced personal leave of up to three days (subject to normal 
review/approval procedures) during their first three months of employment for an official holiday outside of Broward Health’s 
six recognized holidays or for time off due to a critical personal situation, i.e. serious illness of a family member.

NOTE: All advanced personal leave is deducted from an employee’s personal leave accruals when they begin accruing  
personal leave at the end of the probationary period.

Employees in management classification should refer to HRAM policy 6.10.

PURPOSE

The Personal Leave Program is intended to provide you with paid time-off for vacation, holidays, personal time and short term 
illnesses or injuries. 

Although the objective of the Program is to provide you with greater flexibility in planning your personal time-off, Broward Health 
facilities must maintain adequate staffing levels at all times. Therefore, Personal Leave may be taken for: 

•  Planned absences - provided you request time-off in advance and in writing by using the “Request for Leave” form  
available in your department. Failure to have prior written approval from your Supervisor or Department Director will 
result in an unpaid, unexcused absence. Planned absences include holidays, vacation, personal business and military 
leave, and absences for medical/dental appointments, tests and procedures.

•  Unanticipated absences - provided you notify your Supervisor or Department Director on or before your first scheduled 
hour of work and each day of absence thereafter. If you become ill or have an emergency while on duty, you must notify 
your Supervisor or Department Director before you leave work. Failure to report per your department’s procedures will 
result in an unpaid, unexcused absence.

The first three scheduled work days of each occurrence of i l lness or disabil ity wil l  be charged to your  
Personal Leave Account (unless they are an inpatient hospitalization, 23 hour hospitalization, hospital outpatient  
surgery or hospital outpatient invasive procedure). The fourth and each succeeding scheduled work day of each  
occurrence of illness or disability will be charged to your Sick Pay Account. If your Sick Pay time is exhausted, each  
succeeding day of illness or injury will be charged to your Personal Leave Account.

Personal Leave may not be used to make up tardiness or to supplement earnings for an employee who is  
suspended. 

YOUR PERSONAL LEAVE ACCOUNT

An individual Personal Leave Account balance reflecting your unused Personal Leave hours is maintained for you.  Your balance is 
reported to you on every paycheck stub. Your Personal Leave Account may not be “overdrawn”.  Personal Leave does not have a 
fixed dollar value.  It will be paid at your current rate of pay at the time of usage, and may be used in units of one-tenth of an hour. 
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EMPLOYMENT REQUIREMENT

You must have three months of continuous eligible employment with Broward Health to participate in the Personal Leave  
Program. The only Personal Leave time which will be granted during your first three months of employment, will be for “Special 
Days”. During that time, your supervisor may authorize advance payment of up to eight hours (or 10 to 12 hours, if that is your 
normal length of shift) of Personal Leave for special days. Special days include Memorial Day, Independence Day, Labor Day, 
Thanksgiving Day, Christmas Day and New Year’s Day. Furthermore, new employees may receive advanced personal leave of up 
to three days during their first three months of employment for:*

•  an official holiday outside of Broward Health’s 6 recognized holidays

•  time off due to a critical personal situation (i.e. serious illness of a family member).

            *subject to normal review/approval procedures.

If you do not complete three months of eligible service, any advanced leave time will be deducted from your final paycheck. 

BENEFITS

Accrual of Personal Leave time (which is added to your Personal Leave Account each pay period) is based upon your:

•  Employment Status (full-time eligible or part-time eligible). Accruals are based on 80 paid hours (excluding overtime and 
on-call) per pay period. If you are paid or scheduled for less than 80 hours in a pay period, your accrual will be based on 
the ratio of your paid hours to 80. For example, if you work 60 hours in a pay period, you will earn 75% of the accrual 
that an employee who works 80 hours will earn. 

•  Length of Service with Broward Health. The number of Personal Leave days earned increases as your length of eligible 
service increases, as illustrated in the following charts.

ACCRUAL RATES AND MAXIMUMS

    Employees Hired After 10/1/89*

  Hourly Max Hourly       Full Time 
  Accrual Accrual      Accrual             Maximum 
 Length of Per Hour Rate Per      Days              Accruals
 Service Paid Pay Period       Per Year       Hours                      Days

From Hire Date
to Four Years: 0.0885 7.0769       23       368        46

From Beginning of 
Fifth Year to Nine 
Years: 0.1115 8.9231       29       464        58

From Beginning 
of Tenth Year  
Onward: 0.1308 10.4615       34       544        68
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MAXIMUM ACCRUAL

No more than two years annual accumulation of personal leave time is permitted, although in unusual  
circumstances exceptions may be granted by the President/Chief Executive Officer. Remember, you are  
responsible for monitoring your personal leave account balance and keeping it below the two year maximum accrual. Broward 
Health does not do this for you. (Employees who reach the maximum accrual will not accrue additional personal leave until they 
have used some of the personal leave in their account.)

*Employees hired prior to 10/1/89 verify maximum accruals in HRAM Personal Leave Policy 6.10

PAY IN ADVANCE

When you have scheduled at least five days of personal leave for vacation purposes, you may request your Personal Leave pay 
in advance. You are required to fill out a Pay in Advance Authorization Form (available in your Human Resources Department) 
and the Payroll Department must receive your request one full week prior to your last day worked before beginning vacation. 

NOTE:  If your vacation overlaps two pay periods, separate Pay in Advance Authorization forms must be completed for each 
pay period.

PERSONAL LEAVE CASH-IN

Periodically, you may be able to cash in a portion of your Personal Leave Account. The date and the amounts of the cash-in are 
determined by Broward Health and announced prior to the scheduled cash-in period. 

PAYMENT UPON TERMINATION OR TRANSFER TO NON-ELIGIBLE STATUS

If you transfer to non-eligible status after three continuous months of eligible employment, your accrued personal leave will be 
paid to you at your current eligible base rate of pay in full in your final eligible paycheck. 

If you terminate your employment after three continuous months of eligible employment, your accrued personal leave will be 
paid to you in full in your final eligible paycheck. 

Any outstanding financial obligations due Broward Health (e.g., continuing education payments, outstanding patient accounts, 
relocation loans and expenses, etc.) will be deducted from your final eligible paycheck. 

NOTE: Personal leave cash-ins and personal leave pay outs are paid at your base hourly rate (excluding shift  
differential and other applicable premiums).

SICK PAY PROGRAM

ELIGIBILITY

Full-time eligible and part-time eligible employees receive their annual Sick Pay benefit in with the first full pay period of the new 
fiscal year and newly hired employees receive their Sick Pay benefit after completing 3 months (90 days) of service. The balance 
shows on the pay stub of the first full pay period following the probation period. However, new employees must complete three 
months of continuous eligible employment in order to utilize sick pay benefits. 
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BENEFIT

Newly hired employees are eligible for 5 days (prorated for schedules which are less than 80 hours per pay period) of Sick Pay 
after they have completed three months of eligible employment.

Effective with the 1st full pay period beginning on or after July 1, Broward Health grants full-time eligible employees the  
following benefits: 

 Amount of Service as of July 1  Amount of Sick Pay*
 less than 6 months   5 days (40 hours)
 6 months - 4 years  15 days (120 hours)
 4+ years - 9 years  20 days (160 hours)
 9+ years  30 days (240 hours)

*  Employees who are on a paid or unpaid leave of absence when the sick pay is replenished will not receive their annual Sick 
Pay benefit until they have returned to work for one full pay period.

Note: 
 1. Benefits for employees who are scheduled to work less than 80 hours per pay period are prorated based on their  
     scheduled hours on July 1. (The prorated benefit is based on the ratio of scheduled hours to 80).

2. Sick Pay benefits do not vest or carry over from fiscal year to fiscal year, although employees who go out on an 
approved medical leave at the end of a fiscal year are entitled to use that year’s Sick Pay benefit for any portion of 
the approved leave which overlaps into the new fiscal year.

DEFINITION OF ILLNESS/INCAPACITATION

For purposes of this policy, the definition of an illness/incapacitation includes, but is not limited to an employee’s 
inability to work as a result of mental illness, physical illness and illness caused by pregnancy, childbirth,  
termination of pregnancy and associated periods of recovery.

UTILIZATION

•  Eligible employees may use sick pay benefits for a qualifying illness/incapacitation. The first three work 
days (24 hours prorated for schedules less than 80 hours per pay period) of each occurrence of illness or  
incapacitation which occur during scheduled workdays will be charged to the employee’s Personal Leave.  
Outpatient non-medically necessary cosmetic procedures may not qualify for Sick Pay benefits.

Sick Pay may be used on the first day of illness if one of the following conditions occur:

a.  in-patient hospitalization

b.  23 hour hospitalization

c.  hospital/medically necessary out-patient surgery, or

d.  hospital/medically necessary out-patient invasive procedure.

e.  Worker’s Compensation (see HRAM 4.67)

• If the employee’s salary is at the Workers’ Compensation base or below, and if she/he does not have any paid hours during 
a pay period to cover health plan deductions, the employee will be paid enough sick pay hours to cover the health plan 
premium. 

•  If the employee’s infection or illness occurred through direct patient contact, he may use sick pay for  
  normally scheduled workdays; this includes approved days off from work while Broward Health is  
  investigating, testing or waiting for an incubation period to pass.  If it is determined that the illness is work-related  
  and continues beyond 14 days, the employee will be paid from the Workers’ Compensation policy and must reimburse  
  Broward Health for the amount of Sick Pay paid (Broward Health will credit the employee’s Sick Pay account). 
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SICK PAY PAYMENTS

•  Sick pay is paid out bi-weekly at the employees base rate of pay (based on scheduled hours) and includes shift differential 
(if applicable) but excludes bonus pay, overtime, etc.

•  Sick pay hours may be used as a supplement to part-time earnings, to make up the difference between the employee’s  
temporarily reduced earnings and regular (scheduled) earnings when returning from an approved medical leave and phasing 
back into a regular schedule based on physician’s orders.

• If an employee returns to work after utilizing the sick benefit and then has a documented (by physician) non-chronic relapse, 
medical complication, etc., then sick pay may be re-utilized from the first day of illness, but only if the reoccurrence of illness 
is within a 30 day calendar day period.

USE OF PERSONAL LEAVE

If an employee’s sick pay account is depleted during a long-term period of illness or incapacitation, the employee’s personal 
leave will be utilized to provide income continuation.

ADVANCED HOURS

Sick pay benefits cannot be ‘advanced’ to employees.

NOTIFICATION

A Request for Time-Off form must be completed to document all requests for sick pay ( Exhibit A).

• Planned Medical Leave

 Whenever possible, medical leave should be scheduled 30 calendar days in advance with supervisory  
approval. Examples of planned leave include childbirth and/or planned treatment/therapy.

  Failure to provide 30 days notice when possible may result in a denial of sick pay Benefits.

•  Unplanned Medical Leave

 When an accident or illness occurs without warning and qualifies for medical leave, department policies  
regarding notification apply.  When notification cannot occur before the shift, the employee is expected to notify the supervisor/ 
designee as soon as possible so that proper staffing arrangements can be made.  

• Notification of Return Date

 The employee is responsible for keeping their supervisor notified  of the status of the illness and the anticipated return date.

• Employee Health

 Any employee who has been absent for more than 3 work days (24 hours) due to illness or infectious disease must be seen 
by the Employee Health Department for “Clearance for Duty” (see Clearance for Duty Policy, Section 7, Subsection .10).

• Family and Medical Leave Act

 Employees who may qualify for leave under the Federal Family and Medical Leave Act should contact Human Resources to 
determine eligibility for this benefit (HRAM Policy 6.70).
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PHYSICIAN CERTIFICATION

• Every employee utilizing the sick pay benefit is required to submit a written physician’s statement verifying the illness for the 
days the employee was off and releasing the employee to return to work.  Such release should also note physical limitations, 
if any, to which the employee must adhere. Employee Health may be consulted to assist with determining eligibility for sick 
pay benefits. Broward Health may elect to have an employee examined by its designated physician; and Broward Health 
will pay for that examination expense.

• At anytime during an employee’s prolonged absence due to a qualifying illness or incapacitation, Broward 
Health has the right to request written verification of the employee’s illness or diagnosis and its expected  
duration from the employee’s physician. Broward Health may elect to have an employee examined by its designated physi-
cian; and Broward Health will pay for that examination expense.

DURATION OF THE LEAVE

• Employees who are eligible for sick pay may be granted medical leaves of absence for periods of up to thirty days*. If 
the employee’s physician certifies a recovery period in excess of 30 calendar days, the first leave can be granted for that  
duration

 •  Employees who are still ill or incapacitated at the end of 30 calendar days or the period defined by their physician, may 
be granted reasonable extensions to their periods of sick pay in 30 calendar day increments, depending on the physician 
statement up to a maximum 6 months continuous leave.

•  If employees deplete their paid leave accounts (personal leave and sick pay) prior to the end of an illness or  
incapacitation, application may be made for an unpaid leave of absence for the balance of the thirty day period (see Unpaid 
Leave of Absence Policy).

* Employees who meet Federal Family and Medical Leave Act eligibility requirements may be granted  
medical leaves of up to 12 weeks. Employees should contact Human Resources to determine eligibility for this  
benefit.

RETURN TO WORK

• Employees will normally be returned to the same position and shift if the leave has not exceeded 30 calendar days.

• Employees who have been on approved sick pay for longer than 30 calendar days may be given the following options 
depending on the needs of their department and approval of their supervisor and Human Resources:

a. Continue to hold the position and shift open in 30 calendar day increments not to exceed six months;

b. Continue to hold the position open but not the shift, cost center, or department;

c. Try to place the employee in a similar position;

d. Try to place the employee in the first available position with comparable work, status and pay for which he/she is 
qualified.

 These options will be discussed with the employee at the time of the leave renewal. The option 
agreed upon will be documented with copies placed in the personnel file and one provided to the  
employee.

 There is no guarantee* that a position will be held open as the department reserves the right to fill the position at 
any time that the department’s ability to function is impaired due to an employee being out on a leave and unable 
to perform his duties.

* Employees who meet Federal Family and Medical Leave Act (FMLA), eligibility requirements will be returned to the 
same position and shift if total FMLA leave does not exceed 12 weeks in the last 12 month period.

97



88

BENEFIT RIGHTS

Employees may continue their health and life insurance benefits after their sick pay or personal leave accounts are depleted, by 
paying the applicable plan premium. Employees who wish to continue coverage while on an unpaid leave, must contact Human 
Resources to make the necessary arrangements.

PAYROLL PROCESSING

•  Sick pay benefits do not vest and are not payable upon termination or transfer to a non-eligible employment status. 

• Sick pay benefits cannot be “advanced”, can only be used for personal illness and are not transferable to other employees

• Each payday, the balance of the employee’s unused sick pay hours appears on the paycheck stub. It is the  
employee’s responsibility to verify the accuracy of this record. Processing errors must be reported in writing to payroll within 
60 calendar days of the transaction. 

• Effective with the 1st full pay period beginning on or after July 1, Broward Health will replenish employee sick pay balances 
to reflect the annual benefit outlined in Section B. (Note, employees who are on a leave of absence when the sick pay is 
replenished, will not receive their sick pay benefit for the new fiscal year until they have returned to work for one full pay 
period.)
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JURY/WITNESS DUTY PROGRAM

Eligible employees who are called for jury duty or subpoenaed as witnesses in court for Broward Health (including legal confer-
ences and depositions) will receive continuation of their wages while performing this duty, subject to the following provisions.

ELIGIBILITY

Full-time eligible and part-time eligible employees, regardless of length of service, who are absent from work to comply with an 
official notice to appear for jury service are eligible for paid time-off while performing this duty. 

Employees who work less than 40 hours per pay period are not eligible for jury duty pay, but may take unpaid leave to perform 
jury/witness duty. 

All employees, regardless of length of service, are eligible for paid time off if they are subpoenaed (including time for legal con-
ferences and depositions) as a result of their Broward Health duties. 

COMPENSATION

While performing jury/witness duty, an eligible employee will be paid at their current rate of pay and (including overtime pay 
and shift differential) you may keep any compensation you receive from the court.

ELIGIBLE TIME OFF

You will be paid your current rate of pay for the following time off:

1. The hours of jury selection or service on a jury that fall on your scheduled shift.

2. The hours of jury selection or service on a jury for daytime jury service that render you incapable of  
performing your scheduled evening or night shift duties.

3. The hours of witness duty (including legal conferences and depositions) if you have been subpoenaed as a result of your 
Broward Health job duties. This includes time during which the employee is off duty.

You will be expected to report to work daily before and after court attendance whenever possible.

AUTHORIZATION/DOCUMENTATION

You are required to provide your Supervisor with a copy of the court order immediately upon receiving notice of impending jury/
witness duty. Payment for jury/witness duty will not be authorized without this documentation.

You are expected to keep your immediate supervisor up to date concerning your continued jury/witness duty and your  
availability to return to work. 

All hours required for jury/witness duty leave should be recorded in the payroll system. This time will be counted toward the 
calculation of overtime pay if applicable.
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BEREAVEMENT LEAVE PROGRAM

The Bereavement Leave Program grants paid time off to eligible employees who have suffered the loss of a  
member of their immediate family so that they may attend the funeral and complete associated arrangements without a disrup-
tion of income.

ELIGIBILITY

Employees may be granted time off with pay if they have been in a full-time eligible or part-time eligible status for at least three 
months.

COMPENSATION

While on paid Bereavement Leave, an eligible employee will be paid at their current rate of pay (including  
overtime pay and shift differential).

TERMS OF THE LEAVE

You may be granted up to three scheduled days, (to a maximum of twenty-four hours) of time off with pay to make necessary 
arrangements, to attend the funeral, or complete family business. The amount of necessary time off should be discussed with 
your supervisor for approval and staffing arrangements.

FAMILY MEMBERS

For purposes of this program a family member is defined as

• Spouse/Domestic Partner*
• Children/Step-Children
• Parents/Step-Parents
• Grandparents
• Grandchildren
• Step-Sister/Step-Brother
• Mother/Father-in Law
• Siblings (Sisters & Brothers)
 * As defined in HRAM policy 6.40.

FRIENDS/ACQUAINTANCES/OTHER FAMILY MEMBERS

If you wish to attend the funeral of friends, acquaintances or family members not listed above, you must request such time  
off through your immediate supervisor.  If approved, the time off will be charged to your personal leave account.

AUTHORIZATION/DOCUMENTATION

A request for paid bereavement leave must be made through your immediate supervisor and requires the approval of your 
Department Director.  Documentation such as an obituary notice, funeral notice, etc., will be required prior to or immediately 
upon return from Bereavement Leave.

If a family member dies during an employee’s paid or unpaid approved personal or sick leave, the employee may use bereavement 
leave in place of personal leave or sick pay.
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MILITARY LEAVE PROGRAM

MILITARY TRAINING COMPENSATION

The following who are called to military training shall be paid their full public salary for thirty (30) working days in any one annual 
period regardless of any other compensation from the military or other source:

•  Public Officers

•  Public employees

•  All officers or employees of the state, counties and the municipalities or political subdivisions of the state who are also 
officers or enlisted personnel in the United States military or the National Guard.

ACTIVE DUTY

When called up for service for more than 30 days please contact your Human Resources Dept.

Please refer to:

 Human Resource Administration Manual Policy 6.50 for Leave details.
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UNPAID LEAVE OF ABSENCE PROGRAM

This program provides employees with unpaid leaves of absence for reasons of illness or grave personal need. Such leaves are 
granted at the discretion of management.

ELIGIBILITY 

•  Illness: You may be granted unpaid leaves of absence due to documented illness if you have twelve  
continuous months of eligible service and have exhausted all available paid leave.

•  Personal: You may be granted unpaid leaves of absence for grave personal reasons if you have twelve continuous 
months of eligible service and have exhausted all personal leave.

NOTIFICATION

•  Illness:

a. If you can anticipate in advance that you will require a leave without pay for illness, the “Request for Time Off” form 
should be submitted as far in advance as possible. Examples of leaves that can be anticipated are: elective surgery, 
childbirth or planned medical treatment/therapy.

 If your illness is expected to last for more than three days, you should also submit a BH Physician’s  
Certification which specifies the nature of your illness or treatment, the anticipated date the leave should begin and 
the anticipated date you expect to be able to return to work.

b. When an illness occurs without warning, you are expected to notify your supervisor or department director in accordance 
with departmental policy. If notification cannot occur before the shift, you are expected to notify your supervisor or 
department director as soon as possible so that proper staffing arrangements can be made. The “Request for Leave” 
forms should be completed as soon as possible.

•  Personal: 

  A written “Request for Leave” form should be submitted by you to your immediate supervisor as far in advance of the 
requested leave date as possible.

NOTE: Broward Health does not consider moving/relocating or “trying out” a new job to be sufficient justification for the  
            granting of a leave of absence.

APPROVAL

•  An unpaid leave of absence is a privilege and not a right. Broward Health will attempt to accommodate you whenever 
practical, by approving unpaid leaves of absence for personal illness, family illness, or other serious emergencies.  
Unpaid leaves of absence will not normally be approved for reasons such as vacation extension, travel, education or the 
opportunity for other employment.

•  Your department director or designee will recommend approval or denial of your requested leave without 
pay by completing their portion of the “Request for Leave” form. If the request is for 3 or more days unpaid, 
the department must forward a copy of it to the Human Resources Department. Unpaid leaves of absence in  
excess of thirty days will be approved by the Human Resources Director or designee and communicated to you. Requests 
for adjusted return dates will be reviewed in accordance with the provisions outlined in the Return From Leave section.

•  When your request for leave without pay is for personal reasons, the needs of the department will be considered as well 
as your needs. When your need is of a non-emergency nature, your supervisor may recommend denial of the request; 
postponement of approval until a more suitable time; or approval of the leave of absence with no guarantee that your 
job will be held open for any length of time.
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DURATION OF LEAVE

1. When you request an unpaid leave of absence for reasons of personal illness, you will normally be granted such time as 
is medically necessary for recovery and will be expected to return to work as soon as they are determined to be medically 
fit.

2. Requests for unpaid leaves of absence for other than illness will be considered on a case-by-case basis. Both your needs 
and the needs of the department will be weighed in determining the approval and duration of such leaves.

3. The maximum total duration of a leave of absence will be six months (including paid personal leave, sick pay, and unpaid 
leave).

BENEFITS

1. Initial Arrangements

•  When a period of leave without pay can be anticipated in advance, you must report to the Human Resources Department 
for benefits counseling prior to the beginning of the leave. At that time, you may elect to either continue or waive insurance 
coverage for the duration of the leave.

•  If the sudden onset of illness or other personal emergency makes advance arrangements impossible, it will be assumed 
you wish to continue insurance coverage.  You, however, will be responsible for contacting your Human Resources  
Department to obtain proper counseling and to arrange for the completion of required paperwork prior to the end of 
the month in which the leave begins.

•  A copy of the employee’s signed “election” or “waiver” of insurance coverage will be retained in the employee’s file.

2.  Premiums

Health plan and life insurance coverage may be continued if you pay the full premiums for life and health  
coverage at the beginning of each month of the approved leave. Employees on unpaid family or medical leaves 
pay the employee portion of the total cost. If you fail to pay the monthly premiums, your insurance will be  
terminated retroactive to the last day for which you paid a premium.

3.  Waivers

If you do not wish to continue health plan and life insurance coverage during your unpaid leave of absence you must complete 
a “waiver” which is available in the Human Resources Department. Coverage will terminate at the end of the pay period in which 
the unpaid leave begins and will be reinstated when you return from leave if you complete the appropriate application form 
(available in Human Resources). 

4.  Benefit Accrual

Personal Leave does not accrue during periods of unpaid absence. Anniversary dates for personal leave accrual, merit  
increases, pension eligibility and service awards will be adjusted by the number of days of unpaid leave of absence. Employees 
who return to active status, after having waived benefit plan coverage for a period of more than 30 days, may enroll in the health 
plan in their previous status (i.e. employee only, employee plus spouse, employee plus child(ren) or family) by completing an 
application in Human Resources.

PHYSICIAN CERTIFICATION

At any time during your absence due to illness, your supervisor has the right to request written verification and 
the expected duration of your illness from your Physician. Broward Health reserves the right to have you see a  
physician of its choice. Broward Health will bear the burden of payment if it elects to have an employee examined by its  
designated physician.
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RETURN FROM LEAVE
•  When the exact duration of a leave of absence is unknown (as in the case of illness), you are expected to maintain regular 

contact with your supervisor and to advise your supervisor of the anticipated return date as soon as it is known.

•  If the period of unpaid leave is expected to be different from the date originally anticipated, your request for 
an adjusted return date must be submitted to your department director for approval or denial. Requests for  
extensions of leave must be submitted a minimum of seven days prior to the originally approved return date. 

•  Your failure to return from a leave of absence on the agreed upon date without obtaining an approved extension or 
without good reason will be considered an act of voluntary termination.

REINSTATEMENT RIGHTS
•  If you are on a leave (paid or unpaid) you will normally be returned to the same position and shift if the leave has not 

extended beyond thirty calendar days.

•  If you are on an approved family/medical leave, you will be returned to the same position and shift at the end of the 
approved leave of absence.

•  If you have been granted a non family/medical leave of absence that exceeds thirty days, you may be returned to your 
same position and shift, or a similar position. However, the department has the right to fill the employee’s position at 
any time when the department’s ability to function is impaired.

FAMILY AND MEDICAL LEAVE ACT OF (FMLA) GUIDELINES - revised January 2009 
All employees who have been employed by Broward Health for at least twelve (12) months and have worked at least 1250 hours 
during the previous twelve (12) months are eligible to request up to twelve (12) weeks of job-protected leave for specific family 
and medical reasons. Broward Health uses a 12-month rolling backward calendar year for computation of leave due.

Reasons for Taking Leave:

 • Incapacity due to pregnancy, prenatal medical care or child birth

 • The placement of a child for adoption or foster care and the associated care of the child. In some instances,  
  the employee may require leave for the birth of a child or for placement for adoption or foster care, prior to  
  the actual birth or placement.

 • The care of the employee’s seriously ill spouse, child or parent;

 • An employee’s serious health condition which causes an incapacity is (a) measured by the duration of the  
  incapacity itself (more than 3 full consecutive days); (b) requires in-person treatment by a healthcare provider  
  at least once within seven days of the first day of incapacity; and c) requires either (i) a regimen of continuing  
  treatment initiated by the health care provider during the first treatment or (ii) a second in person visit to the  
  health care provider for treatment (the necessity of which is determined by the health care provider) within 30  
  days of the first day of incapacity.

A chronic serious health condition is one that (a) requires visits for treatment by a health care provider at least twice a year;  
(b) continues over an extended period of time (including recurring episodes of a condition; and (c) may cause episodic incapacity 
rather than a continuing period of incapacity.

 • Military Caregiver Leave – to provide care for the employee’s spouse, child, parent or next of kin who is a  
  covered service member of the Armed Forces, National Guard or Reserves who is (1) on the temporary  
  disability retired list, (2) has a serious injury or illness incurred in the line of duty on active duty and undergoing  
  medical treatment, recuperation, or therapy; or (3) is otherwise in outpatient status.
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 • Qualifying Exigency Leave – non-medical leave to take care of family issues due to the employee’s spouse,  
  son, daughter, or parent call to active duty status. This leave is only available to members of reserve military/  
  armed services and may be granted for: (1) short notice deployment, (2) military events and related activities,  
  (3) child care and school activities, (4) financial and legal arrangements, (5) counseling, (6) rest and  
  recuperation, (7) post deployment activities, and (8) additional activities where the employer agrees to 
  the leave.

Note: Serious health condition does not cover short-term conditions for which treatment and recovery is very brief, since such 
conditions are covered by Broward Health’s PL and SP policies.

FMLA Leave:

Pursuant to Broward Health’s Family/Medical Leave Policy employees may be eligible to utilize sick pay, personal leave and/or 
unpaid leave or a combination thereof.

 1. Full-time and part-time eligible employees are required to exhaust all sick pay (if applicable) and accrued  
  personal leave prior to taking unpaid family/medical leave.

 2. Non-eligible employees are granted unpaid family/medical leave.

Limitations:

 1. Your entitlement for Family Leave for birth/placement for a child expires twelve (12) months after the birth/ 
  placement and cannot be taken on an intermittent or reduced work week basis.

 2. Leave for a serious medical condition (yours or your spouse’s, child’s or parent’s) may be taken on an  
  intermittent or reduced work week basis if supported by medical certification

Notice/Documentation:

You are required to provide thirty (30) days advance notice of the need for leave when forseeable. A supervisor approved “Request 
for Time Off” form should be submitted along with the completed and appropriate “Health Care Provider Certification” form to 
the HR Representative for determination. The Health Care Provider Certification should be provided upon giving notice or within 
fifteen (15) calendar days thereafter.

A request for extension of the initial leave must be submitted along with supporting medical certification to HR no 
later than 7 days prior to the expiration of the initial approved return to work date. Failure to provide appropriate  
certification or request extensions of leave within an appropriate time frame may result in loss of FMLA entitlement.

Job Protection and Benefits:

Upon exhausting the approved Family Medical/Military or Qualifying Exigency Leave, and obtaining clearance for duty by their 
physician and Broward Health Employee Health department, BH will return the employee to the same or equivalent position held 
prior to the commencement of the leave.

All full-time and part-time benefit eligible employees are eligible to apply for a leave of absence after completing twelve (12) 
months of continuous service. Depending on your particular situation, a leave of absence may have a paid and/or unpaid portion. 
The effects on your benefits of both a paid and unpaid leave are described below.

Employees who take additional leave of absence beyond the maximum allocated for their Family Medical/Military or Qualifying 
Exigency leave are not guaranteed to return to the position held prior to the commencement of their leave.
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Paid Status (Receiving P.L. or S.P.):

While you are on an approved leave of absence and receiving either personal leave pay or sick pay, you will continue to participate 
in most of Broward Health’s employee benefit programs. These programs include the following:

 • Regular payroll deductions for health plan coverage will continue to be taken.

 • Life and Accidental Death and Dismemberment coverage will continue to be paid by Broward Health.

 • Pension benefits will continue to accrue.

 • Voluntary deductions for the Star Plus program, Credit Union, Long Term Disability, Short Term Disability and  
  Employee and Dependent Life coverage will continue to be taken.

 • Length of time you are on a paid leave will count toward your next service award. 

Business Travel Accidental Insurance, Professional and General Liability coverage and Continuing Education benefits will cease 
on the last day of active service before your leave begins.

Unpaid Status:

While you are on an approved unpaid leave of absence, the following benefits will be affected:

 • Personal leave and pension accruals will cease.

 • Personal leave accrual, pension eligibility dates, adjusted hire date and performance evaluation date will be  
  adjusted by the number of days you are in an unpaid status that exceeds 30 calendar days.

 • Star Plus contributions and accruals will cease.

 • Credit Union contributions will cease. Payment arrangements must be made for any debt obligations that you  
  have with the Credit Union and/or Broward Health.

 • Employee and Dependent Life Insurance premiums/payments cease and must be made directly to the company.  
  Contact 1.800.533.1209 to arrange for payment of premiums/continuation of coverage

If you have any questions concerning your benefit plan rights and options as stated above, please contact your Human Resource 
Department.

You are expected to maintain regular contact with your supervisor and to advise the supervisor of the anticipated return 
date as soon as it is known. Absence of more than three (3) days or 24 hours requires a return to work note from your 
physician and clearance through Employee Health prior to resuming your duties

NOTICE OF DISCLAIMER

This booklet has been prepared as a guide and reference for the use of Broward Health’s employees. This book-
let summarizes the Personal Leave Program that is available for qualified employees. The benefits and provisions 
are administered according to company policy. The policy will govern in the event that there is any real or apparent  
conflict between their provisions and the explanations contained in this Broward Health reserves the right to be the final  
authority in any matters concerning this program. Broward Health also reserves the right to change this program or discontinue 
this program any time without notice. This booklet incorporates all the changes to these benefits therefore, it replaces any  
previous books/booklets that you may have. Please discard any other booklets that may be in your possession. Please address 
any comments or questions to Broward Health.
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CONTINUING	  EDUCATION	  OPPORTUNITIES	  

OVERVIEW 
Broward Health assists employees with pursuing voluntary health care related degree and certificate 
programs at not-for-profit accredited institutions. Employees should contact their Regional Human 
Resources Department for reimbursement forms and program guidelines. Approved certificate programs 
are reimbursed up to $500 on a calendar year basis. Degree programs are reimbursed up to $5,000 on a 
calendar year basis within the following guidelines: associate degree is reimbursed up to $105 per credit 
hour, bachelor degree up to $200 per credit hour and master degree up to $370 per credit hour. 
Additional tuition reimbursement support for specific health science courses may be available through a 
Broward Health /Broward College scholarship. 

ELIGIBILITY  
Full-time and part-time benefit eligible employees, who have completed three calendar months of 
continuous eligible employment and have a favorable performance evaluation are eligible to participate in 
the tuition reimbursement program. 

TUITION REIMBURSEMENT APPROVED COURSES 
Employees are encouraged to enroll in either classroom or on-line courses towards completion of Degree 
Programs. Only accredited courses/programs of study offered at accredited nonprofit institutions will be 
considered for inclusion in the program.  

TUITION REIMBURSEMENT ENROLLMENT 
Obtain and complete a “Continuing Education/ Certification Reimbursement Application” form available in 
each facility's Human Resources Department. Applications for "first-time" degree participants must be 
accompanied by a Statement of Purpose.  This statement should outline the: 

• Name of School 
• Program enrolled 
• Estimated timeframe to graduate 
• Total estimated program costs including grant and financial aid 
• Benefit to the employee’s current position and department 
• Contribute to current and future Broward Health needs 

A copy of the program curriculum must be attached to the first application.  If the curriculum changes, a copy 
of the new curriculum must be forwarded to Employee Benefits.   

CERTIFCIATION REIMBURSEMENT 
Employees requesting reimbursement of certification must attach proof of certification and the original 
payment receipt (or if no receipt, certification application with proof of payment) reflecting cost of the 
certification exam or re-certification exam to the “Application for Certification Reimbursement” and submit 
for reimbursement within 60 days of notification from the certifying organization. Reimbursement will only 
cover internally approved National Professional Certification and Re-certification exam costs related to the 
employees’ current job and cannot be included in the minimum qualifications of the current job description. 

ADDITIONAL PROGRAM DETAILS FOR TUITION & CERTIFICATION REIMBURSEMENT 
See HRAM Policy 5-90 for details regarding documentation, obligation and reimbursement requirements. 
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BROWARD HEALTH/BC SCHOLARSHIP PROGRAM

Broward Health/Broward College Scholarship Program is designed to financially assist residents of the tri-county area who are 
interested in pursuing an education in designated difficult to fill allied health careers.

The Scholarship Program was created in spirit of mutual cooperation between Broward Health and Broward  
College.

The Scholarship Program provides monies for tuition, fees, and required textbooks for a maximum of three years of study at 
Broward College for Associate of Science Degrees in the Allied Health and Nursing programs. Included are laboratory fees, 
registration fees, liability insurance, and required textbooks. The Scholarship Program does not pay for the costs of uniforms, 
recommended books, housing, parking fees and transportation.

ELIGIBILITY

The Scholarship Program is available to all individuals who meet the program requirements regardless of 
race, religion, sex, age, or national origin. Scholarship applicants must meet the following general admission  
requirements:

  1) Completion of the prerequisite requirements for their chosen field

  2) Formal  acceptance in the Nursing or Allied Health Program

  3) GPA of 2.0 or better

  4) Be enrolled in their first term of technical core courses

All active employees regardless of status or length of employment are eligible to participate in the Broward Health/BC  
Scholarship Program.

COVERED PROGRAMS

  The Scholarship program covers:

  	•		 Nuclear	Medicine	(Associate	Degree)

		 •		 Physical	Therapist	Assistant	(Associate	Degree)

		 •		 Radiation	Therapy	Technology	(Associate	Degree)

		 •		 Radiology	(Associate	Degree)

		 •		 Registered	Nursing	(Associate	Degree	or	LPN/RN	Transition)

		 •		 Respiratory	Therapy	Technology	(Associate	Degree)
 
	 •		 Ultrasonography	(Associate	Degree	or	Post	Associate	Certificate)
*The above programs are awarded on a need basis by Broward Health. Therefore, there is always a possibility that  
NO scholarships would be offered.

REQUIREMENTS

  To participate in Broward Health/BC Scholarship Program, you should:

		 •		 complete	 the	 applicable	 Allied	 Health	 or	 Nursing	 Program	 prerequisites	 (at	 your	 expense	 and	 if	 you	 are	 
   an eligible employee you may submit the pre-requisites courses for tuition reimbursement).
		 •		 be	accepted	into	the	applicable	health	science	program
		 •	 be	enrolled	in	the	first	term	of	technical	core	courses
		 •		 have	and	maintain	a	current	grade	point	average	of	2.0	or	better
  •		 not	have	defaulted	on	any	Federal	Loan	or	Title	IV	Program
  •		 be	in	alignment	within	the	applicable	health	science	program	per	the	applicable	BC	Catalog
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Once you are eligible to apply for a scholarship, you must request and complete a Scholarship Program application 
which includes a release of employment and other required references and submit it to the Broward Health/BC  
Scholarship Coordinator at BC-Central Campus. Phone Number 954.201.6899.

APPLICATION PROCESS

Qualified applicants will be interviewed by the Scholarship Coordinator and a Broward Health representative in 
the employee’s chosen Allied Health field and interviews are scheduled during specific time periods each year.  
Contact the Broward Health/BC Scholarship Coordinator to determine when the interviews in your field of study are  
scheduled.

Scholarships are awarded based upon the following criteria:

•		 the	applicant’s	commitment	to	Broward	Health

•		 academic	outcome	of	the	first	term	of	technical	core	courses

•		 references

•		 application

•		 results	of	the	interview

EMPLOYMENT OBLIGATION

Following graduation, you are obligated to one year of full-time employment at a Broward Health hospital for each year or part 
of	a	year	of	the	Scholarship	award.	(The	maximum	employment	obligation	is	two	years.)

If you terminate before completing your employment obligation, the amount of money indicated on your promissory note is due 
within 30 days of the breach of agreement. A repayment agreement will be completed for the outstanding balance and will be 
monitored	by	Broward	Health	Legal	Accounts	Department.	All	outstanding	obligations	must	be	repaid	within	twenty-four	months	
from the date you terminated your employment.

ADDITIONAL INFORMATION

Contact Broward Health’s Scholarship program Coordinator at the BC office 954.201.6899 or email: tsanborn@broward.edu.

NOTICE OF DISCLAIMER

This Booklet has been prepared as a guide and reference for the use of Broward Health’s employees. This booklet explains the 
Continuing Education Programs.

This section summarizes the provisions of the Continuing Education Program. The benefits and provisions are administered 
according to company policy. This policy will govern in the event that there is any real or apparent conflict between their  
provisions and the explanations contained in this booklet. Broward Health reserves the right to be the final authority in any  
matters concerning this program. Broward Health also reserves the right to change this program or discontinue this program at 
any time without notice. This booklet incorporates all the changes to the Continuing Education Programs, therefore, it replaces 
any previous books/booklets that you may have. Please discard any other booklets that may be in your possession. Please  
address any comments or questions to Broward Health Benefits Department.
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RETIREMENT PROGRAMS
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NOTE:  Employee are always 100% vested in their (employee) contributions
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CASH BALANCE PENSION PLAN

The Pension Plan for Employees of Broward Health was adopted on July 1, 1966. The plan was established to 
help employees prepare financially for retirement by providing them with an additional source of retirement  
income to supplement Social Security benefits and personal savings. In July 1975, July 1979, March 1984, May 1985, July 1991, 
new provisions were added which strengthen this purpose and additionally reward you for your service with Broward Health. 
On January 1, 1997 the Plan was amended to create a “Cash Balance Plan,” for plan participants who were actively employed 
and members of the plan on or after 1/1/97. 

The plan is subject to approval as a qualified pension plan by the Internal Revenue Service and is regulated and administered 
under the laws of the State of Florida.

HIGHLIGHTS

•  Personal Account to which Broward Health will credit a monthly amount equal to percentage of your base pay.

•  A guaranteed monthly investment return on your account. Your account can never decrease in value.

•  Cash Balance when you leave Broward Health, with at least five years of eligible service.

•  Disability and death benefits.

•  A choice of retirement benefits - lump sum cash pay out or monthly pension options (age 55 and older).

•  Broward Health pays the entire cost of the plan.

ELIGIBILITY AND ENROLLMENT

You are eligible to participate in the plan on the first of the month following the later of your 21st birthday and the completion 
of one year of continuous eligible service. Employees who are under 21 will become enrolled on the first day of the month after 
reaching age 21 and having completed a year of continuous eligibility service.

You become a plan participant automatically when you fulfill the eligibility requirements.

Note: that if you take an unpaid leave of absence and your hire date is adjusted to reflect the number of days you were on unpaid 
leave, your pension plan waiting period/service will be adjusted by the same number of days.

BROWARD HEALTH CONTRIBUTION

Each year, Broward Health makes contributions to the plan sufficient to provide for the benefits which will be paid from the plan. 
For all years of operation, the plan has been funded on an actuarially sound basis. 

The plan is subject to the funding requirements imposed by the Florida Statutes. Each year an independent 
professional actuary determines the amount of money Broward Health must contribute to maintain the Plan’s  
financial soundness. All plan administration expenses (including investment fees, consultants’ fees, in-house salaries and over-
head to administer the plan) are paid by Broward Health.

EMPLOYEE CONTRIBUTIONS

When the pension plan was implemented in 1966, employee contributions through after-tax payroll deductions 
were required to fund pension benefits. Effective March 1, 1984, Broward Health eliminated employee contributions and  
began to fund 100% of pension benefits.

Please Note: Employee contributions in the plan as of 12/31/1996 not withdrawn due to separation from service are included 
in the value of your account today.
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WHEN RETIREMENT BENEFITS ARE PAID

1) Lump sum retirement plan payments are available to all vested plan participants who terminate with at least 5 years 
of eligible service.

2) Monthly retirement benefits are available to all terminating vested plan participants who are age 55 or older.

HOW DO I EARN PLAN BENEFITS?

The Cash Balance Plan differs from most other retirement plans. Once you meet the plan’s eligibility requirements, a cash balance 
(or “pension”) account is established in your name. Your account receives benefit credits for each month of eligible service based 
on your “pay” for that month. Your account also earns monthly interest credits, which helps it to grow even faster.

It is important to note that your cash balance account is established for recordkeeping purposes only. You are not permitted to 
make in-service withdrawals or borrow money from your cash balance account.

A benefit credit equal to 5% of your monthly base compensation is added to your cash balance account at the end of each month. 
Broward Health funds this monthly credit in full on an actuarial basis, up to IRS Compensation Limit. You make no contributions 
to your cash balance account.

NOTE: If you were a pension plan participant prior to 1997 contact Benefit Department for additional information about additional 
percentage benefit credits for which you may qualify.

If you were a pension plan participant prior to January 1, 1997, your accrued benefit based on earnings and  
service to that date was converted to an initial account balance as of January 1, 1997 (the effective date of the Cash  
Balance Plan).

WHAT ARE INTEREST CREDITS?

In addition to monthly benefit credits, your cash balance account receives monthly interest credits. Interest credits are based 
on your cash balance account on the first day of each month. The interest rate credited during a given plan year is based on the 
annual interest rate on one year U.S. Treasury Securities (T-Bill) announced at the end of May of the prior plan year plus a factor 
of 1%. It is important to note that the plan interest rate is guaranteed for the entire plan year, regardless of any fluctuations in 
the yields of U.S. Treasury Securities. NOTE: for each plan year, Broward Health Pension Plan Committee may, at it’s discretion, 
adjust upwards the T-Bill interest crediting rate.

HOW TO FIGURE THE MONTHLY ADDITIONS TO YOUR CASH BALANCE ACCOUNT

This example shows how your cash balance pension account would be credited each month:

Assuming that your monthly base pay is $3,000, this is how your monthly benefit credit would be calculated:

Calculation of Benefit Credit   

Monthly Base Pay $3,000.00
Benefit Credit Percentage x        5%
Monthly Benefit Credit added to your Cash Balance Account $   150.00

Then, assuming your cash balance pension account balance at the end of the preceding month is $5,000 and the annual  
Interest Credit is 7.33% (as of July 2000 - July 2001) which is 0.59% when compounded monthly, this is how your Cash  
Balance Account will grow in that month:
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Calculation of Interest Credit

Beginning Account Balance $5,000.00

Interest Factor x  .0059%       

Interest Credit $     29.50

Finally, this is how your month-end Personal Account balance would be calculated:

Calculation of Cash Balance Account Balance

Beginning Account Balance $5,000.00

Benefit Credit 150.00

Interest Credit + 29.50

Month-end Account balance $5,179.50

WHEN YOU HAVE A RIGHT TO YOUR BENEFIT

Vesting refers to your right to receive a benefit from the pension plan. You will be 100% vested in your cash 
balance account when you:

•  complete at least five years of eligible service, OR

•  retire at age 65 (normal retirement age) or older, OR

•  become disabled while actively employed by Broward Health, OR

•  die while actively employed by Broward Health

If you leave Broward Health for reasons other than normal retirement, disability or death, you will forfeit your cash 
balance account if you do not have at least five years of eligible service before you leave.

HOW YEARS OF SERVICE FOR VESTING ARE DETERMINED

You earn one “year of service” for each 12-month period during which you work in a benefits eligible employment status. The 
12-month period begins with your hire date in an eligible status. For example, if your hire date is March 21, 2007, you will  
earn one year of vesting service on March 21, 2008, if you are continuously employed in an eligible status with Broward Health 
during that period of time.

Years of service will cease to be counted when you are in an ineligible employment status. This occurs on the earlier of:

•  the date you retire, quit, are discharged, die or transfer to a non-benefits eligible employment status

•  after 30 days of an unpaid leave of absence

WHEN YOU GET YOUR BENEFIT

You can choose to:

 -  receive your benefit 120 days following your termination; or

          - defer payment of your benefit until future date (anytime before age 65) or when you become eligible to retire.
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If you retire from Broward Health, you can elect to receive a single lump sum payment of your cash balance  
account or a lifetime monthly benefit. You may retire as early as age 55 with at least five years of service,  
although “normal” retirement age is considered to be age 65. Lump sum retirement payments are made within 60 days and 
monthly benefits begin on the first of the month following the last day you were paid as an eligible active employee.

If you become disabled while still employed by Broward Health, your cash balance account will automatically become 100% 
vested and you will be entitled to a lump sum benefit. You receive your lump sum payment after submitting your Social Security 
disability award letter to Broward Health Benefits Department.

If you die before you retire while still employed by Broward Health, your cash balance account will automatically become 100% 
vested and will be paid to your beneficiary (lump sum or monthly benefits, if retirement eligible).

DIRECT ROLLOVER

Regardless of the value of your vested account balance at termination, you can elect a “direct rollover” of the taxable portion of 
your distribution to an “eligible” retirement plan, such as another employer’s qualified plan or an individual retirement account 
(IRA) held by a bank or other financial institution. In this case, your distribution check will be paid directly from Broward Health 
plan to the plan or account you have named to receive it. With a direct rollover, you avoid having income tax withheld on your 
distribution, and you can continue to defer taxes on these monies until distributed from your IRA/eligible plan.

NORMAL RETIREMENT DATE

If you retire at or after your “normal retirement date,” which is the first of the month coincident with or next following your 65th 
birthday, you can receive your choice of either the lump sum value of your cash balance account or monthly pension payments.

EARLY RETIREMENT DATE

If you retire at or after your “early retirement date”, which is the first of the month coincident with or next  
following your 55th birthday and 5 years of eligible service, you can receive your choice of either the lump sum value of your 
cash balance account or monthly pension payments.

DISABILITY

If you become disabled before you are eligible to retire under the pension plan, you will receive a lump sum payment of your cash 
balance account upon submission of your Social Security disability award letter. (If you are eligible for early or normal retirement 
at the time you become disabled, you may elect monthly pension payments.)

DEATH

If you should die while actively employed, your beneficiary will be eligible to receive the full value of your cash  
balance account in the form of a lump sum as soon as possible after your death, regardless of your vesting status. If you were 
married and eligible for early or normal retirement when you died and your beneficiary is your spouse, your beneficiary may 
elect to receive benefits as either a lump sum or as a monthly pension payment.

Your Human Resources Department will have you complete a beneficiary designation form when you join  
Broward Health. You may change your beneficiary at any time.  You may want to revise your beneficiary designation 
upon change of your marital status. If you do not make a designation, or if your designated beneficiary is not  
living at the time of your death, the value of your cash balance account will be paid to your surviving spouse, or if 
there is no surviving spouse, your surviving children, or if there are no surviving children, to your parents, or if no  
surviving parents, to your estate.
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TERMINATION OF EMPLOYMENT

If you terminate employment before retirement, your rights to your cash balance plan benefit are determined 
by your vesting status. Employees that terminate employment after age 55 and 5 years of employment will be  
considered retirees of Broward Health.

ADDITIONAL BENEFIT CREDITS FOR PENSION PLAN PARTICIPANTS PRIOR TO 1/1/97

Certain special provisions may apply if you were an actively employed Broward Health pension plan participant on December 31, 
1996, were vested and were age 40 or older on January 1, 1997.

If you were at least 40 years old on January 1, 1997, and vested (i.e., 5 years of eligible service or attained age 65) in the 
Broward Health pension plan December 31, 1996, you are eligible to have an additional benefit credit percentage applied to 
your “pay” each month. These credits are in addition to the basic 5% monthly benefit credit and are based on your attained age 
as of January 1, 1997 as follows:

 Your Age on Your Additional Your Total    
 1/1/97 Benefit Credits Benefit Credits*

 Up to  39.99 0% 5%

 40.0 - 45.99 1% 6%

 46.0 - 47.99 2% 7%

 48.0 - 49.99 3% 8%

 50.0 - 51.99 4% 9%

 52+ 5% 10%

*Your total percentage as of January 1, 1997 will not change during your eligible employment.  Your benefit credit   
  percentage is shown on your annual statement.

If you are entitled to additional Benefit Credits the example below shows how your additional credits are calculated.  For this 
example, we’ve assumed that you were 47 years old on January 1, 1997, and that your monthly base pay is $3,000. Based on 
the preceding chart, you are eligible for an additional 2% benefit credit percentage for a total monthly benefit credit percentage 
equal to 7% of your base pay.

Calculation of Benefit Credit

     Monthly Compensation  $3,000.00

     Basic Benefit Credit Percentage      5% $150.00

     Additional Benefit Credit Percentage      2% $60.00 

     Benefit Credit added to your Cash Balance Account   $210.00
           NOTE: This does not include interest
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HOW TO ELECT RETIREMENT BENEFITS 

When you decide to retire and choose a specific date, you should submit a written notice to your Department Head and your 
Human Resources Department at least 60 days in advance of your chosen date along with a copy of your birth certificate or 
passport. Upon notice of your intent to retire, your Human Resources Department and Broward Health Benefits Department will 
schedule a retirement counseling session to review your benefits and the payment options available to you. At that time, you will 
indicate how you want to receive your retirement income. You can defer your election to a later date, however, your election is 
irrevocable once payment has begun. Your options are as follows:

If you elect a lump sum your cash balance account will be paid to you in a single lump sum payment within 60 days of your 
retirement. No further plan benefits are payable.

If you elect a monthly benefit your payments can begin any time after you leave Broward Health and meet the requirements 
for retirement. The form of benefit you select may affect the amount of your monthly benefit. All benefit forms are of actuarial 
equivalent value.  You can choose from the following benefit options:

 Option I - Life Only:  The normal form of retirement income is a life only form which provides monthly payments to you 
beginning at your retirement date (whether it be normal, early or deferred retirement) and continuing for your lifetime. 
Upon your death, no further plan benefits are payable.

 Option II - Life Only with Cash Refund:  Monthly payments to you beginning at your retirement date and continuing for 
your lifetime.  In no event will the total monthly payments be less than your account balance at retirement (beneficiary 
would receive difference at your death).

 Option III - Life and 10 Years Certain with Cash Refund: Monthly income beginning on your retirement date and 
continuing for your life.  If you should die before you have received 120 monthly payments, monthly benefits continue 
to your beneficiary for the balance of the 120 payments. In no event will the total monthly payments be less than your 
account balance at retirement. 

 Option IV - Joint and Survivor with and without Cash Refund: - Monthly income for your life and if you 
die before your joint annuitant, your joint annuitant will receive a monthly income for his/her life equal to a  
percentage (25%, 50%, 75%, 100%) of your benefit. You choose the percent to be paid to your joint  
annuitant. The monthly income is based on 1) your age and your joint annuitant’s age at the time of your retirement; 
and 2) the percentage of your benefit which you elect the joint annuitant receive. If you elect the Cash Refund feature, 
in no event will the total monthly payments be less than your account balance at retirement.

     Conditions and Restrictions - Joint and Survivor Form

1)  You must elect a Joint and Survivor Annuity form of benefit with Broward Health before your  
retirement date.

2)  You must name your joint annuitant and designate the percentage (25%, 50%, 75% or 100%) of your monthly 
benefit payments you wish to be continued to your joint annuitant.

3)  You must furnish proof of your joint annuitant’s age and social security number on a form designated by Broward 
Health no later than your retirement date. 

4)  If you or your joint annuitant should die before your retirement date, the election of the Joint 
and Survivor Annuity form of benefit will be void. In case of your death before retirement, any  
benefits due to your spouse or beneficiary will apply as explained under “What happens if I die”. If 
your joint annuitant dies before your retirement, you will have the option of selecting another joint  
annuitant or choosing another form of retirement income.

5)  You may not revoke this election after your benefits begin.

6)  If your joint annuitant dies after your retirement and before your death, your monthly benefit will not change, 
and you may not designate another joint annuitant. Your monthly benefit will cease at your death. 
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HOW THE AMOUNT OF YOUR BENEFIT IS DETERMINED

Here are examples to illustrate various options. Assuming you are married, your cash balance account is equal to $250,000,  
you are retiring at age 65 and your spouse is also age 65, some of your options would be:

•  A lump sum payment of $250,000, with no further cash benefits paid on your behalf at any time.

•  A monthly pension with 50% survivor option which would continue benefits to your surviving joint annuitant following 
your death. Your benefits would be $1,892 a month, with $946 (50%) a month continuing for your joint annuitant’s 
lifetime after your death. (These benefit amounts include a cash refund guarantee. You may also elect a 50% survivor 
option without a cash refund guarantee, in which case, your monthly benefits would be $1,932 a month, with $966 a 
month continuing for your joint annuitant’s lifetime after your death.)

•  A life annuity pension with payments of $2,090 each month until your death (this benefit amount does not include a 
cash refund guarantee).

NOTE:  If you elected the Life Annuity with the Cash Refund guarantee, your monthly benefit would be $1,956. In this case, if 
you died after receiving benefits for four years ($93,888), your beneficiary would receive a lump sum payment of $156,112. 
This amount is the difference between the value of your pension account at retirement and the total amount of monthly benefits 
you received ($250,000 - $93,888 = $156,112).

•  A life and ten year certain annuity pension with a cash refund guarantee which provides monthly payments of $1,993 
to you for life, and if you should die before you have received 120 payments, your beneficiary will receive the balance 
of the 120 payments on a monthly basis. Should you and your beneficiary die before receiving a total of $250,000, the 
unpaid portion of your pension account will be refunded to the individual designated by your beneficiary.

NOTE:  The factors used in the above example are based on 1999 - 2000 interest rate of 7.85%.

HOW DEATH BENEFITS ARE PAID

In most cases, your cash balance account will be paid to your designated beneficiary in one lump sum payment. If you are  
married and at least age 55 with at least 5 years of eligible service at the time of your death, your surviving spouse can  
alternatively elect a monthly pension (with or without cash refund).

WHAT HAPPENS IF I LEAVE AND LATER RETURN TO WORK AT BROWARD HEALTH?

If you are re-employed or return to an eligible employment status at Broward Health, your prior pension service may be counted 
under certain circumstances. Different rules apply for determining whether prior service is counted for plan eligibility, vesting 
credit, and previous benefit credit. If you are re-employed, it is IMPORTANT that you discuss this with your Human Resources 
Department. The following presents a general summary of these rules for re-employments (or return to eligible status) on or 
after January 1, 1997:

    A. If you terminated previous pension plan service after satisfying the vesting service requirement and are 
 re-employed or return to an eligible status, you will re-enter the plan on the first of the month following 
  a one year waiting period. Your prior vesting credit is restored and credit for your previous benefit credit is  
 determined as follows:

     If you terminated prior to 1/1/97 and

1)  You did not withdraw your employee contributions, or your previous pension service did not require employee  
contributions, you will receive, upon plan re-entry, full credit for plan benefits accrued to your termination date. (Your 
vested monthly pension benefit will be converted to a cash balance account balance on the day you re-enter the plan.)

2)  You withdrew your contributions to the plan upon termination and you want to receive credit for benefits 
earned during the contributory period (through February 29, 1984), your withdrawn contributions 
with interest including credited interest from your date of termination to the date of re-entry must be  
repaid to the plan immediately upon re-entry (the rate of interest is periodically determined by the Pension  
Committee - currently it is 6%.) 

If you do not repay your contributions, you will only be eligible for cash balance restoration of the accrued benefit you earned 
for the non-contributory period (March 1, 1984, to your termination date).
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 If you terminated after 1/1/97 and

1) You did not withdraw your account balance, your account wil l  start receiving Broward Health  
contributions after the one year waiting period.

2)  You did withdraw your account balance, a new account will be established for you after the one year  
waiting period (you cannot “repay” cash balance monies previously distributed).

  B. If you terminated previous employment prior to satisfying the vesting service requirement, and you are  
 re-employed or return to an eligible status, you will re-enter the plan on the first of the month following a  
 one year waiting period. If the time period (years and months) of your separation from service is less  
 than your accumulated years and months of vesting service prior to your date of termination, your prior accrued  
 monthly pension benefit (or cash balance account balance, if applicable) will be converted to, (or restored  
 as) your cash balance account balance on the day you re-enter the plan and your prior vesting credit will be  
 restored. 

  If you fail to meet the above provision, you wil l  forfeit al l  vesting and benefits accrued for your  
previous participation and you will resume your participation in the pension plan by again satisfying the  
participation requirements as described under “Eligibility and Enrollment”. 

 For example:

 If you were separated from service for three years and you were a previous plan participant for four years, you will re-
enter the plan (following the one-year wait) with credit for previously accrued pension benefits; but if you were a previous 
plan participant for three years or less, your previous pension accruals would not be restored upon your plan re-entry.

  C.  If you terminated previous employment or transferred to an ineligible status prior to becoming a plan  
 participant, you will enter the plan when you have completed one year of continuous eligible service  
 following the date of your rehire or return to eligible status. 

RE-EMPLOYED AFTER REACHING RETIREMENT AGE

If you decide you would like to return to work for Broward Health after you retire and/or begin collecting benefits (either monthly 
or lump sum) from the pension plan or terminate after satisfying early/normal retirement eligibility, you may be re-employed in 
a non-eligible status only, and you will continue to receive any monthly retirement benefits being paid to you. However, you will 
not be eligible to earn additional benefits. 

EMPLOYEE CONTRIBUTION WITHDRAWAL 

If after termination or transfer to an ineligible status, you make a decision to receive a return of your pre-1984  
employee contributions, you will need to complete forms which are available through your Benefits Department. These contribu-
tions were taxed through payroll deductions and are not eligible to “roll over” to another employer’s qualified retirement plan or 
your own individual retirement account (IRA). Withdrawal of these contributions will reduce your account balance by a like amount.

TAX WITHHOLDING

Under federal law, Broward Health must withhold federal income tax in the amount of 20% of the taxable  
portion of any lump sum benefits paid from this plan. To avoid federal income tax withholding, you can elect a direct 
rollover of your benefits (except for employee contributions described above) to another qualified plan or to 
an IRA held by a bank or other financial institution. In this case, your distribution check will be paid directly 
from this plan to an organization you have named to receive it. With a direct rollover, you avoid having federal  
income tax withheld on your distribution, and you can continue to defer federal income taxes until these monies are  
distributed from your IRA/eligible plan.

If you elect to receive annuity payments, you can decide whether to have the plan withhold taxes on your payments, or be solely 
responsible for making tax payments yourself. Keep in mind that you are liable for all applicable federal income taxes on your 
benefit payments from this plan in the timeframe deemed by the IRS.
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Should you elect to receive a plan lump sum distribution before age 59 1/2 you wil l  be subject to an  
additional 10% IRS penalty tax on the amount distributed.  (This penalty does not apply to payments made to your  
beneficiary upon your death.) You should be aware that the 10% penalty tax is not taken from your plan  
distribution (rather, you pay this penalty tax to the IRS when you file your federal income tax return for the calendar year of 
distribution). If you believe that your distribution may be subject to the IRS penalty tax, you should consult your tax advisor prior 
to requesting it.

BENEFIT ASSIGNMENT

Broward Health’s pension plan is designed to provide an income for your retirement. Therefore, you cannot sell,  
transfer, assign or otherwise encumber your interest in those benefits in any way, except as may be permitted by 
law.  However, due to federal pension law changes, a “Qualified Domestic Relations Order (QDRO)” issued by the 
courts relating to divorce, marital separation, or child custody or support will not be considered an assignment or  
alienation of benefits and must be recognized under the law as acknowledgment of another person’s right to any decreed  
portion of your benefits.

If the courts should issue a domestic order which divides plan benefits between you and an alternate payee(s), 
Broward Health Benefits Department or it’s designee will review the order to determine whether or not it is  
considered a Qualified Domestic Relations Order (QDRO) within the meaning of the law.  If it is determined to be a QDRO your 
plan benefits will be divided as specified in the order. The Benefits Department or it’s designee will notify both you and the 
alternate payee(s) of such division.

HOW DO I CLAIM MY BENEFIT

If you are planning to retire or terminate employment, or if you become disabled or die, Broward Health should be notified 30 
days (60 days for retirement) prior to start of payments in order to determine any benefits to which you, or your beneficiary, 
may be entitled.

If you have any questions concerning your benefits, please contact Broward Health at the address shown in the  
“Additional Information” section of the booklet. If you (or your beneficiary) believe you have been denied any benefit to which 
you are entitled or any other rights you may have under the plan, you may request a review of your claim by writing directly to 
Broward Health. You should state the reason for your belief that the benefit or rights were improperly denied, and submit any 
data, questions or comments that may be appropriate. Broward Health will evaluate all the information and inform you in writing 
of its decision in a timely manner.

What happens if my claim for a benefit is denied?

Normally, filing a claim for benefits is a routine matter. However, if a problem arises, there is a procedure for  
review.

When you file an application for payment of your benefit, the Benefits Department will inform you of the  
benefit you will receive within 90 days, or, in special circumstances, within 180 days, of the date you file your  
application for benefits and provide all requested information.

If your claim for benefits is denied, in whole or in part, you will receive a notice explaining why your claim was denied and what 
information you must provide to make your claim acceptable, and outlining the steps in the claims review procedure.
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How can I file an appeal of the denial?

To appeal a denied claim, you or your authorized representative must file a written request for review with the  
Benefits Department within 60 days after receiving notice that your claim has been denied. You have the right to:

•  review all relevant plan documents

•  submit additional comments, statements, or documents in support of your claim to a pension benefit to the  
committee; and

•  make an oral presentation to the Pension Review Committee

Within 60 days of the completion of your appeal, the committee must review your case and send you a written decision which 
explains the reasons for the decision and the plan provisions on which the decision was based.  In special circumstances, 
the time period may be extended to 120 days.

The decision of the Pension Review Committee is final and binding on all parties.

MAXIMUM BENEFIT

This plan is subject to IRS limits on the maximum compensation which you may earn benefit credits/employer contributions.

THE FUTURE OF YOUR PENSION PLAN

Broward Health adopted the pension plan in 1966 after careful consideration and expects to continue it  
indefinitely.  However, due to unforeseeable conditions in the future, Broward Health cannot make an unqualified 
commitment to maintain the plan forever without change. Therefore the plan includes provisions reserving Broward 
Health’s right to discontinue or amend the plan at any time. However, no action of this nature will adversely affect 
vested rights which you have acquired as a result of your participation in the plan up to the date of amendment or  
discontinuance. 

ADMINISTRATION

Employer:

The name, address, and employer identification number of the plan Sponsor is:

BROWARD HEALTH
ATTENTION: EMPLOYEE BENEFITS

303 Southeast 17th Street
Fort Lauderdale, FL  33316

954.355.5090

E.I.N. 59-6012065
Plan Name:

The plan name is the Pension Plan for Employees of Broward Health.

Type of Plan:

The plan is the type known as a “defined benefit pension plan”. This means that your benefits are calculated according to 
set formula. In addition, it means that Broward Health’s funding of the plan is based on actuarial projections. This booklet 
reflects the plan provisions of the approved plan document.
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Plan Administrator:

The plan is administered by Broward Health through a Pension Committee, which consists of one Commissioner from the Board, 
the Chief Executive Officer, and other members as appointed by the Board of Commissioners or the Chief Executive Officer. The 
Committee’s administrative responsibilities consist of reviewing and approving plan changes and making investment decisions. 

Other administrative functions, including the administration of plan records and annual communication of  
benefits to individual employees, are the responsibility of the Benefits Department within Broward Health Human  
Resource Department. 

The agent to whom legal process should be served is Broward Health.

Plan Year:

Pension plan records are kept on a plan Year basis, beginning with July 1 of each year and ending on June 30 of the following year.
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STAR PLUS SAVINGS PLAN

The STAR PLUS plan was adopted on January 1, 1990 to help employees prepare financially for retirement by providing 
an additional source of retirement income to supplement Broward Health’s Pension Plan, Social Security benefits and personal 
savings.

The plan is qualified as a 403(b) Savings plan and is subject to the regulations of the Internal Revenue Service. For current 
information on tax matters involving 403(b) plans, we recommend you contact your tax advisor.

HIGHLIGHTS

•  Conveniently save pre-tax earnings through payroll deduction up to the IRS maximum $17,500 for 2013.

•  Receive Broward Health matching contributions on a portion of your contributions.

•  Accumulate tax free investment earnings on your contributions and Broward Health’s matching contributions until  
withdrawn.

•  You are at all times 100% vested in your savings; Broward Health matching contributions generously vest at the rate of 
25% vesting after 2 years, to 100% vesting after 5 years of benefits eligible service.

•  Choose between two vendors and invest in many different funds.

•  Access to your funds through a hardship withdrawal if you qualify or through a loan if available.

•  A variety of income options at retirement.

ELIGIBILITY AND ENROLLMENT

You can make pre-tax contributions to the plan beginning with your date of hire; however, in order to receive  
Broward Health matching contributions, you must have completed one year of service in a full-time eligible or part-time eligible 
employment status. The first matching contribution will begin the first pay period following the completion of one year of eligible 
service for employees who are enrolling in the plan.  (NOTE: employees who are participants in the Florida Retirement System 
and residents are not eligible for Broward Health matching contributions.)

Employees who have had a break in service should contact Human Resources to see if their previous service will count for 
eligibility and vesting purposes. 

If you wish to enroll in the plan you will need to set up an account with a STAR PLUS Plan investment company and 
complete the Broward Health STAR PLUS salary reduction agreement form. Investment company on-site schedules and  
enrollment kits and salary reduction agreement forms are available in your Human Resources Department.  
Completed enrollment forms can be submitted to Human Resources. 

BROWARD HEALTH MATCHING CONTRIBUTION

Broward Health will match your contributions according to the following schedule: 

 Employee Contributions Broward Health Match

                   1% of Your Pay 100% of the first 1% of Your Pay

                   2% - 5% of Your Pay 35% of next 4% of Your Pay

For example, if you earn $20,000 per year and contribute 5% of salary ($1,000), Broward Health will match 100% of the first 
1% ($200), plus 35% of the next 4% ($280) for a total of $480 or 2.4% of your pay. As a result, if you save 5% of your pay, 
Broward Health match works out to be 48 cents for every $1 you save, a most attractive match.  Broward Health will not match 
any savings above the first 5% of your pay.
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VESTING

You are always 100% vested in your own savings. You are “vested” in Broward Health’s matching contributions  
according to the following schedule:

Below is the vesting schedule effective July 1, 2002 for all active eligible employees:

 Plan Years of Service Nonforfeitable Percentage

 After Year 1 0%

 After Year 2 25%

 After Year 3 50%

 After Year 4 75%

 After Year 5 100%

The Plan Year runs from July 1 to June 30.

You will also receive full vesting if you die, become totally disabled, or retire at age 65.

Broward Health’s matching contribution will be restricted to a conservative type of investment account until you become 100% 
vested. Once 100% vested, you can specify the fund for your Broward Health match. Broward Health match cannot be used 
for hardship withdrawals or inservice distributions (age 59 ½). It can, however, be used for loan purposes when you are 100% 
vested. Terminating employees requesting total surrender of their accounts are eligible to receive only the vested portion of 
Broward Health match.

IMPORTANT IRS REGULATIONS

•  The maximum you can save through the STAR PLUS plan each calendar year is limited by IRS regulations. 
The general maximum for employees age 50 or older may contribute an additional $5,500. Under certain  
circumstances, employees with 15 or more years of service may be able to contribute a higher amount.

•  Compensation in excess of the IRS limitation - (this limitation is the same for both the STAR PLUS 403(b) Plan and the 
Pension Plan) is disregarded for benefit purposes.

•  This plan accepts rollovers from other 403b, governmental 457(b), 401(k) and rollover IRA plans. You will need to provide 
proof of plan type (i.e., plan statement).

•  I f  you withdraw any portion of your account balance (your contributions, vested Broward Health  
matching contributions and earnings) due to termination of employment, hardship withdrawal or inservice  
distribution (age 59 ½ and you elect to receive a cash lump sum distribution rather than transfer your vested account 
balance directly to a new employer’s qualified 403(b) retirement plan or your own rollover individual retirement account 
(IRA), your distribution will be subject to federal income tax withholding. If you receive a lump sum payment prior to age 
59 ½ and you do not roll it over, it will be subject to an extra 10% IRS excise tax (see exceptions below) in addition to 
ordinary income tax. 

•  If withdrawing any portion of your account balance due to one of the following circumstances, you may only be subject 
to ordinary income tax:

-  Annuity payments upon retirement

-  Disability or Death

- Limited circumstances for certain medical expenses; or

- Part of a court ordered settlement after a divorce or legal separation (a qualified domestic relations order is required).
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TAXES 
Your contributions, Broward Health match and investment earnings are not subject to taxation until withdrawn. In addition,  
the “before tax” savings feature should give you lower annual income taxes during the years you contribute to the  
STAR PLUS plan. Below is an example of how the STAR PLUS  plan could impact your net pay.

    Let’s say you earn $980 every two weeks and you save 5% or $49 of your pay     
     each pay period and you are in a 28% income tax bracket.

        SAVINGS WITHOUT STAR PLUS     SAVINGS WITH STAR PLUS
 $980  Gross Pay $980  Gross Pay

 -275  Income Tax at 28% -49  Star Plus Savings

                  $705  Take Home Pay $931  Taxable Income 

 -49  After Tax Savings -261  Income Tax at 28%

                  $656  Net Take Home Pay $670  Net Take Home Pay

Your STAR PLUS contribution is taken out of gross income before income taxes are calculated. Therefore, since you have less 
taxable income, you have less current income tax to pay.  In this case you were able to set aside the same $49 through the STAR 
PLUS plan as if you saved by conventional (i.e., non-plan) means, but you had $14 more of net take home pay.  Additionally, 
you will have Broward Health match to further increase your retirement savings. Another feature is that your STAR PLUS savings 
will not affect your social security benefits or taxes (FICA).

ACCESS TO YOUR MONEY
Before you begin participating in the STAR PLUS plan, you should give careful consideration to any possible  
short-term money needs you may have. Generally, it is advisable to have some of your assets in a readily  
available, highly liquid type account, such as a money market or your credit union.  Keep in mind the STAR PLUS plan is a  
Qualified Retirement plan and the IRS discourages easy access to monies in this type of plan. In addition to the tax consequences 
discussed earlier, you may also be subject to vendor withdrawal charges. The purpose of the STAR PLUS plan is to accumulate 
money for your future retirement needs, and your goal should be to keep your savings in the plan until you retire.

Again, you can only withdraw your account balance (your contributions, vested matching contribution and  
earnings) at termination, retirement, disability, or death. While working, you may withdraw your savings (but 
not vested Broward Health matching contributions or earnings) due to financial hardship or an inservice  
distribution upon attainment of age 59 1/2. Hardship withdrawals must be approved by the Benefits Department and are  
generally defined as:

- The purchase of your principal residence, excluding mortgage payments
- College tuition for you or a family member;
- Large medical expenses not covered by a medical plan; or
- Amount necessary to prevent eviction from or foreclosure on your principal residence.
 - Payments of burial or funeral expenses for the participants deceased parents, spouse, children or other   
 dependents 
- Expenses for the repair or damage to the participants principal residence - code section 165 (fire/storm)

•  The amount you withdraw cannot be more than the expenses of the hardship. In addition, you must have no other 
resources including commercially available loans, loans under the plan, or personal leave balance over 80 hours for 
emergency personal leave cash to meet the hardship. Only one hardship withdrawal is permitted in any 12 consecutive 
month period.

•  You must stop your contributions to the plan for the 6 month period following the approval date of the  
hardship withdrawal.

•  Due to the restrictive nature of the IRS regulations, some vendors have developed loan provisions which provide ready 
access to your funds. Loans, which may be at more favorable interest rates than from a commercial lender, are available 
to a maximum of $50,000 and are generally repaid over a five year period.  Please see the vendor descriptions to learn 
more about how each company’s loan provision works. 

•  You may only have one loan at a time.
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457(b) DEFERRED COMPENSATION PLAN

BACKGROUND

The Economic Growth and Tax Relief Reconciliation Act of 2001 offered greater tax relief and retirement savings opportunities, 
via deferred compensation plans, for public employees. Historically, such employees were only able to participate in employer 
sponsored 403(b) programs (similar to 401(k); however, the law was amended to allow employees to also participate in 457(b) 
programs and 403(b) concurrently.

SUMMARY OF PLAN FEATURES

•Employees are the owner and beneficiary of their deferred compensation dollars (100% immediate vesting).

• Employee deferrals can be made on a flat cash amount. There is not a Broward Health employer match. Deferral  
  arrangements are open to all employees, including pool/per diem.

• Sign up for a one-time contribution and/or on-going bi-weekly contributions.

• Employees may defer up to 100% of includible compensation up to the applicable limit.  Elective deferral  limit is $17,500.

• “Catch-up” options are available:

• Employees age 50 or older can make additional contributions equal to $5,500.

• Employees within three years of normal retirement age 65, may be elig ible to defer double the elective 
   deferral limit.

• Early withdrawals are limited to unforeseeable emergencies and in-service withdrawals for employees age 59 ½ or older.

• Employees may take out a loan against their account.

• Lump sum or monthly payment distributions are available upon retirement.

• Associated FICA taxes will be withheld.

• Personal leave rollover option is available under selected circumstances.

To Enroll:

Complete a 457(b) salary reduction agreement and a Broward Health 457(b) vendor enrollment application. Return  
forms to Human Resources Department. (See pages 140-141 for vendor comparison)

For questions please call Valic at 1.800.448.2542 or Fidelity Investments at 1.800.642.7131.

Remember to maximize your 403(b) contributions in Broward Health’s STAR PLUS plan so you can take advantage of 
Broward Health’s employer matching contributions.
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ILLUSTRATION OF HOW YOUR CONTRIBUTIONS CAN GROW

Let’s assume you are age 30, earn $20,000 per year, saved 5% of your salary, and had a compound investment return of 8.5% 
per year on your and Broward Health’s contributions. 

If you participated in the Plan for 35 Years, you would have over $296,000 In your account 
as shown below:

 Your contributions for 35 years $35,000

 Total Broward Health’s contributions at 2.4% of pay $16,800

 Accumulated Investment earnings at 8.5% annually $244,350

 Your account value in 35 years at age 65 $296,150

CHOICE OF VENDORS

Broward Health offers you a choice of two diversified investment vendors. You may select a combination of the two vendors 
for your contributions. However, the first 5% of your contributions must be invested with one vendor.

Each vendor has advantages and disadvantages. The following vendor comparisons contain some brief information about the 
financial resources of the vendors and describe their investment options and products. You should study the comparison care-
fully and then select the company or companies that meet your needs.

126



COMPARISON OF SOME FUNDS AVAILABLE THROUGH STAR PLUS AND DEFERRED  
COMPENSATION VENDORS

 FUNDS AVAILABLE FIDELITY VALIC
 FOR INVENSTMENT*

 

 Equity (Stocks) 

 

 Income (Bond)

 

 Growth & Income
 (Stocks and Bonds)

 Asset Allocation

 
 Money Market

 Interest Accumulation 
     Account (Fixed Account)**

* Historical Fund Performance is available from each vendor (see following page for phone numbers or  
website).

** This is typically an insurance company product which guarantees a fixed interest rate on deposits. It is the insurance 
company that is providing the guarantee and as long as the company remains financially healthy, it will continue to 
meet its obligation. However, in the unlikely event of an insurance company failure, existing account balances may be 
subject to creditors and suffer losses. 

NOTE: Valic offers additional variable fund options. Fidelity manages approximately 150 mutual funds. Ask your  
STAR PLUS/Deferred Compensation Representative about other investment options not listed above. 

Contrafund
Disciplined Equity
Small Cap Stock
Value
Spartan US Equity Index

Ginnie Mae Portfolio
Inflation-Protected Bond
Intermediate Bond Fund
Investment Grade Fund US Bond Index

Balanced
Puritan

Freedom Funds (10)

Retirement Money Market

Not Available

American Century Ultra Fund
Stock Index Fund
Science & Tech. Fund (T. Rowe Price)
Templeton Foreign Fund
Vanguard Windsor II

International Government Bonds
Vanguard Long Term Treasury Fund
Vanguard Long Term Corporate Fund

Growth & Income Fund (SunAmerica)

Asset Allocation Fund
Vanguard Wellington Fund
Templeton Global Asset Allocation Fund

Money Market

Available for 403(b) Plan only
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Yes, see published one-on-one schedule or call Human Resources for information.
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OVERALL COMPARISON OF STAR PLUS AND DEFERRED COMPENSATION VENDORS

 PRODUCT INFORMATION FIDELITY VALIC

Withdrawal Charge

Loans Available*

Fund Broward Health  
403(b) match restricted to 
until employee 100% 
vested

Frequency can change 
funds within vendor

Quarterly Statements 
provided

Payment Options at 
Retirement 

Toll Free Number Available

Local Office 
 
Website

Onsite Representative 
Available
*You can only have one outstanding loan from the Star Plus Plan at a time. (If you have an outstanding loan from Valic you 
cannot have a loan from Fidelity and Vice-Versa).

5% charge may apply to the last 60 months 
of contributions unless any of the following 
conditions are met:

 • 15 years participation
 • 5 years participation, attainment of Age  
  55 and separation from service
 • Annuity option of 3 years or longer  
  after  termination of employment
 • Death or Disability
 • 5 years of no contributions
 • 10% Free (qualified) withdrawal per   
  account each contract year
 • 5 year systematic withdrawal option

Available for STAR PLUS 403(b) plan only. Minimum 
loan is $1,000 with low interest rates loan payments 
are due quarterly and must be repaid generally 
within 5 years.  
You can only have one loan  
outstanding at a time

Fixed

15 times per year

Yes

Lump Sum, Part ia l  Withdrawals,  or  
Annuity

1.800.448.2542

954.946.1765

www.valic.com

None

Available for 457(b) Deferred Comp
Plan and Star Plus 403b Plan

Intermediate Bond Fund

Unlimited

Yes

Lump Sum, Partial Withdrawals, or Annuity

1.800.642.7131

N/A

www.Fidelity.com/atwork

You can only have one loan  
outstanding at a time



PUTTING IT ALL TOGETHER

Your ret irement program provides a valuable opportunity to plan for your future. The program offers  
flexibility, through the ability to make contributions and choose your own investments in the STAR PLUS plan. Broward 
Health contributions in both the STAR PLUS and Cash Balance plans, as well as investment earnings, can help your  
accounts grow quickly. When you are ready to receive your benefits, you are able to take the full amount from both plans as 
a lump sum or annuity payments (in most cases), or a combination of both. Most importantly, these plans provide money for 
your future retirement needs.

NOTICE OF DISCLAIMER

This Booklet has been prepared as a guide and reference for the use of Broward Health’s employees. This 
booklet explains the Retirement Programs. This section summarizes the provisions of the Defined Benefit and 
Star Plus Programs. The benefits and provisions are administered according to Broward Health policy and plan  
documents. Broward Health policy and plan documents will govern in the event that there is any real or apparent conflict  
between their provisions and the explanations contained in this booklet. Broward Health reserves the right to be the final  
authority in any matters concerning these programs. Broward Health also reserves the right to change these programs or 
discontinue these programs at any time without notice. This booklet incorporates all the changes to the Retirement Programs, 
therefore, it replaces any previous books/booklets that you may have. Please discard any other booklets that may be in your 
possession. Please address any comments or questions to Broward Health Benefits Department.
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BROWARD HEALTH STAR PLUS PLAN

SPECIAL TAX NOTICE REGARDING PLAN PAYMENTS

This notice explains how you can continue to defer federal income tax on your retirement savings in the Broward Health Star Plus Plan (the 
"Plan") and contains important information you will need before you decide how to receive your Plan benefits.  

This notice is provided to you by Broward Health (your "Plan Administrator") because all or part of the payment that you will soon receive 
from the Plan may be eligible for rollover by you or your Plan Administrator to a traditional IRA or an eligible employer plan. A rollover is a 
payment by you or the Plan Administrator of all or part of your benefit to another plan or IRA that allows you to continue to postpone 
taxation of that benefit until it is paid to you.  

Your payment cannot be rolled over to a Roth IRA prior to January 1, 2008, a SIMPLE IRA, or a Coverdell Education Savings Account 
(formerly known as an education IRA). An "eligible employer plan" includes a plan qualified under section 401(a) of the Internal Revenue 
Code, including a 401(k) plan, profit-sharing plan, defined benefit plan, stock bonus plan, and money purchase plan; a section 403(a) annuity 
plan; a section 403(b) tax-sheltered annuity; and an eligible section 457(b) plan maintained by a governmental employer (governmental 457 
plan).  

An eligible employer plan is not legally required to accept a rollover. Before you decide to roll over your payment to another employer plan, 
you should find out whether the plan accepts rollovers and, if so, the types of distributions it accepts as a rollover. You should also find out 
about any documents that are required to be completed before the receiving plan will accept a rollover. Even if a plan accepts rollovers, it 
might not accept rollovers of certain types of distributions, such as after-tax amounts. If this is the case, and your distribution includes after-
tax amounts, you may wish instead to roll your distribution over to a traditional IRA or split your rollover amount between the employer plan 
in which you will participate and a traditional IRA. If an employer plan accepts your rollover, the plan may restrict subsequent distributions 
of the rollover amount or may require your spouse's consent for any subsequent distribution. A subsequent distribution from the plan that 
accepts your rollover may also be subject to different tax treatment than distributions from this Plan. Check with the administrator of the plan 
that is to receive your rollover prior to making the rollover.  

If you have additional questions after reading this notice, you can contact your plan administrator at (954) 355-4170.  

SUMMARY

There are two ways you may be able to receive a Plan payment that is eligible for rollover:  

(1) Certain payments can be made directly to an IRA that you establish or to an eligible employer plan that will accept it and ho ld it for 
your benefit (“Direct Rollover "); or  

(2) The payment can be paid to you.

If you choose a
Direct Rollover

• Your payment will not be taxed in the current year and no income tax will be withheld.  
• You choose whether your payment will be made directly to your IRA or to an eligible employer plan that 

accepts your rollover. Prior to January 1, 2008, you cannot rollover a distribution to a Roth IRA. Beginning 
January 1, 2008, distributions can be rolled over to a Roth IRA, subject to the current restrictions on rollovers 
from traditional IRAs to Roth IRAs. In addition your distribution cannot be rolled over to a SIMPLE IRA or a 
Coverdell Education Savings Account.  

• The taxable portion of your payment will be taxed later when you take it out of the IRA or the eligible employer 
plan. Depending on the type of plan, the later distribution may be subject to different tax treatment than it would 
be if you received a taxable distribution from this Plan. 

If you choose to 
have a Plan 
payment that is 
eligible for 
rollover paid to 

you:

• You will receive only 80% of the taxable amount of the payment, because the Plan Administrator is required to 
withhold 20% of that amount and send it to the IRS as income tax withholding to be credited against your taxes.  

• The taxable amount of your payment will be taxed in the current year unless you roll it over. Under limited 
circumstances, you may be able to use special tax rules that could reduce the tax you owe. However, if you 
receive the payment before age 59 , you may have to pay an additional 10% tax.  

• You can roll over all or part of the payment by paying it to your traditional IRA (or Roth IRA on and after 
January 1, 2008) or to an eligible employer plan that accepts your rollover within 60 days after you receive the 
payment. The amount rolled over will not be taxed until you take it out of the IRA or the eligible employer plan.  

• If you want to roll over 100% of the payment to a traditional IRA (or Roth IRA on and after January 1, 2008) or 
an eligible employer plan, you must find other money to replace the 20% of the taxable portion that was 
withheld. If you roll over only the 80% that you received, you will be taxed on the 20% that was withheld and 
that is not rolled over. 

Your Right to Waive the 30-Day Notice Period. Generally, neither a direct rollover nor a payment can be made from the plan until at 
least 30 days after your receipt of this notice. Thus, after receiving this notice, you have at least 30 days to consider whether or not to have 
your withdrawal directly rolled over. If you do not wish to wait until this 30-day notice period ends before your election is processed, you 
may waive the notice period by making an affirmative election indicating whether or not you wish to make a direct rollover. Your withdrawal 
will then be processed in accordance with your election as soon as practical after it is received by the Plan Administrator.  
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MORE INFORMATION

Payments That Can and Cannot Be Rolled Over 
Payments from the Plan may be "eligible rollover distributions." This means that they can be rolled over to a traditional IRA or 
to an eligible employer plan that accepts rollovers. Payments from a plan cannot be rolled over to a Roth IRA (Note: Beginning January 1, 
2008, distributions can be rolled over to a Roth IRA, subject to the current restrictions on rollovers from traditional IRAs to Roth IRAs), a 
SIMPLE IRA, or a Coverdell Education Savings Account. Your Plan administrator should be able to tell you what portion of your payment is 
an eligible rollover distribution.  
After-tax Contributions. If you made after-tax contributions to the Plan, these contributions may be rolled into either a traditional IRA 
(or a Roth IRA on or after January 1, 2008, subject to the current restrictions on rollovers from traditional IRAs to Roth IRAs), or to certain 
employer plans (including qualified defined contribution plans, defined benefit plan and 403(b) tax sheltered annuity plans) if those plans 
accepts rollovers of the after-tax contributions and agree to maintain separate accounting. The following rules apply:  

Rollover into an IRA. You can roll over your after-tax contributions to an IRA either directly or indirectly. Your plan administrator 
should be able to tell you how much of your payment is the taxable portion and how much is the after-tax portion.  

� If you roll over after-tax contributions to an IRA, it is your responsibility to keep track of, and report to the Service on the
applicable forms, the amount of these after-tax contributions. This will enable the nontaxable amount of any future distributions 
from the IRA to be determined.  

� Once you roll over your after-tax contributions to an IRA, those amounts cannot later be rolled over to an employer plan.  

Rollover into an Employer Plan. You can roll over after-tax contributions from an employer plan that is qualified under Code 
section 401(a) or a section 403(a) annuity plan to another such plan or to a 403(b) tax sheltered annuity plan using a direct rollover if the 
other plan provides separate accounting for amounts rolled over, including separate accounting for the after-tax employee contributions 
and earnings on those contributions. You can also roll over after-tax contributions from a section 403(b) tax-sheltered annuity to another 
section 403(b) tax-sheltered annuity using a direct rollover if the other tax-sheltered annuity provides separate accounting for amounts 
rolled over, including separate accounting for the after-tax employee contributions and earnings on those contributions. You cannot
roll over after-tax contributions to a governmental 457 plan. If you want to roll over your after-tax contributions to an employer plan that 
accepts these rollovers, you cannot have the after-tax contributions paid to you first. You must instruct the Plan Administrator of this 
Plan to make a direct rollover on your behalf. Also, you cannot first roll over after-tax contributions to a traditional IRA and then roll 
over that amount into an employer plan.  

The following types of payments cannot be rolled over:  

� Payments Spread over Long Periods. You cannot roll over a payment if it is part of a series of equal (or almost equal) payments 
that are made at least once a year and that will last for:  
� your lifetime (or a period measured by your life expectancy), or  
� your lifetime and your beneficiary's lifetime (or a period measured by  
� your joint life expectancies), or  
� a period of 10 years or more.  

� Required Minimum Payments. Beginning when you reach age 70� or retire, whichever is later, a certain portion of your payment 
cannot be rolled over because it is a "required minimum payment" that must be paid to you. Special rules apply if you own more than 
5% of your employer. 

� Hardship Distributions. A hardship distribution cannot be rolled over.  
� ESOP Dividends. Cash dividends paid to you on employer stock held in an employee stock ownership plan cannot be rolled over.  
� Corrective Distributions. A distribution that is made to correct a failed nondiscrimination test or because legal limits on certain 

contributions were exceeded cannot be rolled over.  
� Loans Treated as Distributions. The amount of a plan loan that becomes a taxable deemed distribution because of a default cannot 

be rolled over. However, a loan offset amount is eligible for rollover, as discussed below. Ask the Plan Administrator of this Plan if 
distribution of your loan qualifies for rollover treatment.  

Direct Rollover 
A Direct Rollover is a direct payment of the amount of your Plan benefits to a traditional IRA (or to a Roth IRA on or after January 1, 
2008) or an eligible employer plan that will accept it. You can choose a Direct Rollover of all or any portion of your payment that is an 
eligible rollover distribution, as described above. You are not taxed on any taxable portion of your payment for which you choose a Direct 
Rollover until you later take it out of the traditional IRA or eligible employer plan. In addition, no income tax withholding is required for 
any taxable portion of your Plan benefits for which you choose a Direct Rollover. This Plan might not let you choose a Direct Rollover
if your distributions for the year are less than $200.  
Direct Rollover to an IRA. You can open a traditional IRA (or a Roth IRA after December 31, 2007) to receive the direct rollover. If you 
choose to have your payment made directly to a traditional IRA (or a Roth IRA after December 31, 2007,) contact an IRA sponsor (usually a 
financial institution) to find out how to have your payment made in a direct rollover to an IRA at that institution. If you are unsure of how to 
invest your money, you can temporarily establish an IRA to receive the payment. However, in choosing an IRA, you may wish to make sure 
that the IRA you choose will allow you to move all or a part of your payment to another IRA at a later date, without penalties or other 
limitations. See IRS Publication 590, Individual Retirement Arrangements, for more information on IRAs (including limits on how often you 
can roll over between IRAs).  

144
131



3

Direct Rollover to a Plan. If you are employed by a new employer that has an eligible employer plan, and you want a direct rollover to 
that plan, ask the plan administrator of that plan whether it will accept your rollover. An eligible employer plan is not legally required to 
accept a rollover. Even if your new employer's plan does not accept a rollover, you can choose a Direct Rollover to an IRA. If the 
employer plan accepts your rollover, the plan may provide restrictions on the circumstances under which you may later receive a distribution 
of the rollover amount or may require spousal consent to any subsequent distribution. Check with the plan administrator of that plan before 
making your decision.  

Direct Rollover of a Series of Payments. If you receive a payment that can be rolled over to a an IRA or an eligible employer plan 
that will accept it, and it is paid in a series of payments for less than 10 years, your choice to make or not make a Direct Rollover for a 
payment will apply to all later payments in the series until you change your election. You are free to change your election for any later 
payment in the series.  

Change in Tax Treatment Resulting from a Direct Rollover. The tax treatment of any payment from the eligible employer plan or 
traditional IRA receiving your Direct Rollover might be different than if you received your benefit in a taxable distribution directly from 
the Plan. For example, if you were born before January 1, 1936, you might be entitled to ten-year averaging or capital gain treatment, as 
explained below. However, if you have your benefit rolled over to a section 403(b) tax-sheltered annuity, a governmental 457 plan, or a 
traditional IRA in a Direct Rollover, your benefit will no longer be eligible for that special treatment. See the sections below entitled 
"Additional 10% Tax if You Are Under Age 59  “and "Special Tax Treatment if You Were Born Before January 1, 1936." 

Payment Paid To You 
If your payment can be rolled over (see above) and the payment is made to you in cash, it is subject to 20% federal income tax withholding 
on the taxable portion (state tax withholding may also apply). The payment is taxed in the year you receive it unless, within 60 days, you roll 
it over to a traditional IRA or an eligible employer plan that accepts rollovers. If you do not roll it over, special tax rules may apply. Note: a 
non-spouse beneficiary is not eligible for this type of rollover. See page 5. 

INCOME TAX WITHHOLDING:

Mandatory Withholding. If any portion of your payment can be rolled over and you do not elect to make a Direct Rollover, the Plan is 
required by law to withhold 20% of the taxable amount. This amount is sent to the IRS as federal income tax withholding. For example, if 
you can roll over a taxable payment of $10,000, only $8,000 will be paid to you because the Plan must withhold $2,000 as income tax. 
However, when you prepare your income tax return for the year, unless you make a rollover within 60 days (see "Sixty-Day Rollover 
Option" below), you must report the full $10,000 as a taxable payment from the Plan. You must report the $2,000 as tax withheld, and it will 
be credited against any income tax you owe for the year. There will be no income tax withholding if your payments for the year are less than 
$200.  

Voluntary Withholding. If any portion of your payment is taxable but cannot be rolled over, the mandatory withholding rules described 
above do not apply. In this case, you may elect not to have withholding apply to that portion. If you do nothing, an amount will be taken out 
of this portion of your payment for federal income tax withholding. To elect out of withholding, ask the Plan Administrator for the election 
form and related information.  

Sixty-Day Rollover Option. If you receive a payment that can be rolled over, you can still decide to roll over all or part of it to a 
traditional IRA or to an eligible employer plan that accepts rollovers. If you decide to roll over, you must contribute the amount of the 
payment you received to a traditional IRA or eligible employer plan within 60 days after you receive the payment. The portion of your 
payment that is rolled over will not be taxed until you take it out of the traditional IRA or the eligible employer plan.  

You can roll over up to 100% of your payment that can be rolled over, including an amount equal to the 20% of the taxable portion that was 
withheld. If you choose to roll over 100%, you must find other money within the 60-day period to contribute to the traditional IRA or the 
eligible employer plan, to replace the 20% that was withheld. On the other hand, if you roll over only the 80% of the taxable portion that you 
received, you will be taxed on the 20% that was withheld.  

Example: The taxable portion of your payment that can be rolled over is $10,000, and you choose to have it paid to you. You will receive 
$8,000, and $2,000 will be sent to the IRS as income tax withholding. Within 60 days after receiving the $8,000, you may roll 
over the entire $10,000 to a traditional IRA or an eligible employer plan. To do this, you roll over the $8,000 you received from 
the Plan, and you will have to find $2,000 from other sources (your savings, a loan, etc.). In this case, the entire $10,000 is not 
taxed until you take it out of the traditional IRA or an eligible employer plan. If you roll over the entire $10,000, when you file 
your income tax return you may get a refund of part or all of the $2,000 withheld.  

 If, on the other hand, you roll over only $8,000, the $2,000 you did not roll over is taxed in the year it was withheld. When you
file your income tax return, you may get a refund of part of the $2,000 withheld. (However, any refund is likely to be larger if
you roll over the entire $10,000.)  

Additional 10% Tax If You Are Under Age 59 . If you receive a payment before you reach age 59  and you do not roll it over, 
then, in addition to the regular income tax, you may have to pay an extra tax equal to 10% of the taxable portion of the payment. The 
additional 10% tax generally does not apply to (1) payments that are paid after you separate from service with your employer during or after 
the year you reach age 55 (Note: After August 17, 2006, the penalty will not apply to qualified public safety employees who separate from 
service after age 50), (2) payments that are paid because you retire due to disability, (3) payments that are paid as equal (or almost equal) 
payments over your life or life expectancy (or your and your beneficiary's lives or life expectancies), (4) dividends paid with respect to stock 
by an employee stock ownership plan (ESOP) as described in Code section 404(k), (5) payments that are paid directly to the government to 
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satisfy a federal tax levy, (6) payments that are paid to an alternate payee under a qualified domestic relations order, or (7) payments that do 
not exceed the amount of your deductible medical expenses. See IRS Form 5329 for more information on the additional 10% tax.  

The additional 10% tax will not apply to distributions from a governmental 457 plan, except to the extent the distribution is attributable to an 
amount you rolled over to that plan (adjusted for investment returns) from another type of eligible employer plan or IRA. Any amount rolled 
over from a governmental 457 plan to another type of eligible employer plan or to a traditional IRA will become subject to the additional 
10% tax if it is distributed to you before you reach age 59 , unless one of the exceptions applies.  

Special Tax Treatment If You Were Born Before January 1, 1936. If you receive a payment from a plan qualified under section 
401(a) or a section 403(a) annuity plan that can be rolled over and you do not roll it over to a traditional IRA or an eligible employer plan, the 
payment will be taxed in the year you receive it. However, if the payment qualifies as a "lump sum distribution," it may be eligible for special 
tax treatment. (See also "Employer Stock or Securities," below.) A lump sum distribution is a payment, within one year, of your entire 
balance under the Plan (and certain other similar plans of the employer) that is payable to you after you have reached age 59  or because you
have separated from service with your employer (or, in the case of a self-employed individual, after you have reached age 59  or have 
become disabled). For a payment to be treated as a lump sum distribution, you must have been a participant in the plan for at least five years 
before the year in which you received the distribution. The special tax treatment for lump sum distributions that may be available to you is 
described below.  

Ten-Year Averaging. If you receive a lump sum distribution and you were born before January 1, 1936, you can make a one-time 
election to figure the tax on the payment by using "10-year averaging" (using 1986 tax rates). Ten-year averaging often reduces the tax 
you owe.  

Capital Gain Treatment. If you receive a lump sum distribution and you were born before January 1, 1936, and you were a 
participant in the Plan before 1974, you may elect to have the part of your payment that is attributable to your pre-1974 participation in 
the Plan taxed as long-term capital gain at a rate of 20%.  

There are other limits on the special tax treatment for lump sum distributions. For example, you can generally elect this special tax 
treatment only once in your lifetime, and the election applies to all lump sum distributions that you receive in that same year. You may 
not elect this special tax treatment if you rolled amounts into this Plan from a 403(b) tax-sheltered annuity contract, a governmental 457 
plan, or from an IRA not originally attributable to a qualified employer plan. If you have previously rolled over a distribution from this 
Plan (or certain other similar plans of the employer), you cannot use this special averaging treatment for later payments from the Plan. If 
you roll over your payment to a traditional IRA, governmental 457 plan, or 403(b) tax-sheltered annuity, you will not be able to use 
special tax treatment for later payments from that IRA, plan, or annuity. Also, if you roll over only a portion of your payment to a 
traditional IRA, governmental 457 plan, or 403(b) tax-sheltered annuity, this special tax treatment is not available for the rest of the 
payment. See IRS Form 4972 for additional information on lump sum distributions and how you elect the special tax treatment. 

Employer Stock or Securities. There is a special rule for a payment from the Plan that includes employer stock (or other employer 
securities). To use this special rule, (1) the payment must qualify as a lump sum distribution, as described above, except that you do not 
need five years of plan participation, or (2) the employer stock included in the payment must be attributable to "after-tax" employee 
contributions, if any. Under this special rule, you may have the option of not paying tax on the "net unrealized appreciation" of the stock 
until you sell the stock. Net unrealized appreciation generally is the increase in the value of the employer stock while it was held by the 
Plan. For example, if employer stock was contributed to your Plan account when the stock was worth $1,000 but the stock was worth 
$1,200 when you received it, you would not have to pay tax on the $200 increase in value until you later sold the stock. You may instead 
elect not to have the special rule apply to the net unrealized appreciation. In this case, your net unrealized appreciation will be taxed in 
the year you receive the stock, unless you roll over the stock. The stock can be rolled over to a traditional IRA or another eligible 
employer plan, either in a direct rollover or a rollover that you make yourself. Generally, you will no longer be able to use the special 
rule for net unrealized appreciation if you roll the stock over to a traditional IRA or another eligible employer plan.  

If you receive only employer stock in a payment that can be rolled over, no amount will be withheld from the payment. If you receive 
cash or property other than employer stock, as well as employer stock, in a payment that can be rolled over, the 20% withholding
amount will be based on the entire taxable amount paid to you (including the value of the employer stock determined by excluding the 
net unrealized appreciation). However, the amount withheld will be limited to the cash or property (excluding employer stock) paid to 
you.  

If you receive employer stock in a payment that qualifies as a lump sum distribution, the special tax treatment for lump sum distributions 
described above (such as 10-year averaging) also may apply. See IRS Form 4972 for additional information on these rules.

• Repayment of Plan Loans. If your employment ends and you have an outstanding loan from your Plan, your employer may reduce 
(or "offset") your balance in the Plan by the amount of the loan you have not repaid. The amount of your loan offset is treated as a 
distribution to you at the time of the offset and will be taxed unless you roll over an amount equal to the amount of your loan offset to 
another qualified employer plan or a traditional IRA within 60 days of the date of the offset. If the amount of your loan offset is the only 
amount you receive or are treated as having received, no amount will be withheld from it. If you receive other payments of cash or 
property from the Plan, the 20% withholding amount will be based on the entire amount paid to you, including the amount of the loan 
offset. The amount withheld will be limited to the amount of other cash or property paid to you (other than any employer securities). The 
amount of a defaulted plan loan that is a taxable deemed distribution cannot be rolled over. 
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Surviving Spouses, Alternate Payees, And Other Beneficiaries  
In general, the rules summarized above that apply to payments to employees also apply to payments to surviving spouses of employees and to 
spouses or former spouses who are "alternate payees." You are an alternate payee if your interest in the Plan results from a "qualified 
domestic relations order," which is an order issued by a court, usually in connection with a divorce or legal separation.  

If you are a surviving spouse or an alternate payee, you may choose to have a payment that can be rolled over, as described above, paid in a 
Direct Rollover to a traditional IRA (or a Roth IRA on or after January 1, 2008) or to an eligible employer plan or paid to you. If you have 
the payment paid to you, you can keep it or roll it over yourself to a traditional IRA or to an eligible employer plan. Thus, you have the same 
choices as the employee.  

If you are a beneficiary other than a surviving spouse or an alternate payee, you can also choose a direct rollover to an IRA. The IRA will be 
treated as an “inherited IRA” and must be kept separate from other non-inherited IRAs. An "inherited IRA" established for a non-spouse 
beneficiary must make distributions according to the same required minimum distribution rules that apply to distributions to a non-spouse 
beneficiary under a plan. If you are a beneficiary other than a surviving spouse the distribution must be transferred in a "direct rollover" from 
the trustee or custodian of the plan to the trustee or custodian of the IRA. If you are a non-spouse beneficiary who receives a distribution 
from the plan, you cannot then make a rollover to an IRA, even if you act within 60 days. 

If you are a surviving spouse, an alternate payee, or another beneficiary, your payment is generally not subject to the additional 10% tax 
described above, even if you are younger than age 59 .

If you are a surviving spouse, an alternate payee, or another beneficiary, you may be able to use the special tax treatment for lump sum 
distributions. If you receive a payment because of the employee's death, you may be able to treat the payment as a lump sum distribution if 
the employee met the appropriate age requirements, whether or not the employee had 5 years of participation in the Plan.  

How to Obtain Additional Information 
This notice summarizes only the federal (not state or local) tax rules that might apply to your payment. The rules described above are 
complex and contain many conditions and exceptions that are not included in this notice. Therefore, you may want to consult with the Plan 
Administrator or a professional tax advisor before you take a payment of your benefits from your Plan. Also, you can find more specific 
information on the tax treatment of payments from qualified employer plans in IRS Publication 575, Pension and Annuity Income, and IRS 
Publication 590, Individual Retirement Arrangements. These publications are available from your local IRS office, on the IRS's Internet Web 
Site at www.irs.gov, or by calling 1-800-TAX-FORMS.  
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BROWARD HEALTH CASH BALANCE PENSION PLAN

SPECIAL TAX NOTICE REGARDING PLAN PAYMENTS

This notice explains how you can continue to defer federal income tax on your retirement savings in the Broward Health Cash Balance 
Pension Plan (the "Plan") and contains important information you will need before you decide how to receive your Plan benefits.

This notice is provided to you by Broward Health (your "Plan Administrator") because all or part of the payment that you will soon receive 
from the Plan may be eligible for rollover by you or your Plan Administrator to a traditional IRA or an eligible employer plan. A rollover is a 
payment by you or the Plan Administrator of all or part of your benefit to another plan or IRA that allows you to continue to postpone 
taxation of that benefit until it is paid to you.  

Your payment cannot be rolled over to a Roth IRA prior to January 1, 2008, a SIMPLE IRA, or a Coverdell Education Savings Account 
(formerly known as an education IRA). An "eligible employer plan" includes a plan qualified under section 401(a) of the Internal Revenue 
Code, including a 401(k) plan, profit-sharing plan, defined benefit plan, stock bonus plan, and money purchase plan; a section 403(a) annuity 
plan; a section 403(b) tax-sheltered annuity; and an eligible section 457(b) plan maintained by a governmental employer (governmental 457 
plan).  

An eligible employer plan is not legally required to accept a rollover. Before you decide to roll over your payment to another employer plan, 
you should find out whether the plan accepts rollovers and, if so, the types of distributions it accepts as a rollover. You should also find out 
about any documents that are required to be completed before the receiving plan will accept a rollover. Even if a plan accepts rollovers, it 
might not accept rollovers of certain types of distributions, such as after-tax amounts. If this is the case, and your distribution includes after-
tax amounts, you may wish instead to roll your distribution over to a traditional IRA or split your rollover amount between the employer plan 
in which you will participate and a traditional IRA. If an employer plan accepts your rollover, the plan may restrict subsequent distributions 
of the rollover amount or may require your spouse's consent for any subsequent distribution. A subsequent distribution from the plan that 
accepts your rollover may also be subject to different tax treatment than distributions from this Plan. Check with the administrator of the plan 
that is to receive your rollover prior to making the rollover.  

If you have additional questions after reading this notice, you can contact your plan administrator at (954) 355-4170.  

SUMMARY
There are two ways you may be able to receive a Plan payment that is eligible for rollover:  

(1) Certain payments can be made directly to a an IRA that you establish or to an eligible employer plan that will accept it and hold it for 
your benefit (“Direct Rollover "); or  

(2) The payment can be paid to you.

If you choose a
Direct Rollover

• Your payment will not be taxed in the current year and no income tax will be withheld.  
• You choose whether your payment will be made directly to your IRA or to an eligible employer plan that 

accepts your rollover. Prior to January 1, 2008, you cannot rollover a distribution to a Roth IRA. Beginning 
January 1, 2008, distributions can be rolled over to a Roth IRA, subject to the current restrictions on rollovers 
from traditional IRAs to Roth IRAs. In addition your distribution cannot be rolled over to a SIMPLE IRA or a 
Coverdell Education Savings Account.  

• The taxable portion of your payment will be taxed later when you take it out of the IRA or the eligible employer 
plan. Depending on the type of plan, the later distribution may be subject to different tax treatment than it would 
be if you received a taxable distribution from this Plan. 

If you choose to 
have a Plan 
payment that is 
eligible for 
rollover paid to 
you:

• You will receive only 80% of the taxable amount of the payment, because the Plan Administrator is required to 
withhold 20% of that amount and send it to the IRS as income tax withholding to be credited against your taxes.  

• The taxable amount of your payment will be taxed in the current year unless you roll it over. Under limited 
circumstances, you may be able to use special tax rules that could reduce the tax you owe. However, if you 
receive the payment before age 59 , you may have to pay an additional 10% tax.  

• You can roll over all or part of the payment by paying it to your traditional IRA (or Roth IRA on and after 
January 1, 2008) or to an eligible employer plan that accepts your rollover within 60 days after you receive the 
payment. The amount rolled over will not be taxed until you take it out of the IRA or the eligible employer plan.  

• If you want to roll over 100% of the payment to a traditional IRA (or Roth IRA on and after January 1, 2008) or 
an eligible employer plan, you must find other money to replace the 20% of the taxable portion that was 
withheld. If you roll over only the 80% that you received, you will be taxed on the 20% that was withheld and 
that is not rolled over. 

Your Right to Waive the 30-Day Notice Period. Generally, neither a direct rollover nor a payment can be made from the plan until at 
least 30 days after your receipt of this notice. Thus, after receiving this notice, you have at least 30 days to consider whether or not to have 
your withdrawal directly rolled over. If you do not wish to wait until this 30-day notice period ends before your election is processed, you 
may waive the notice period by making an affirmative election indicating whether or not you wish to make a direct rollover. Your withdrawal 
will then be processed in accordance with your election as soon as practical after it is received by the Plan Administrator.  
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MORE INFORMATION

Payments That Can and Cannot Be Rolled Over 
Payments from the Plan may be "eligible rollover distributions." This means that they can be rolled over to a traditional IRA or 
to an eligible employer plan that accepts rollovers. Payments from a plan cannot be rolled over to a Roth IRA (Note: Beginning January 1, 
2008, distributions can be rolled over to a Roth IRA, subject to the current restrictions on rollovers from traditional IRAs to Roth IRAs), a 
SIMPLE IRA, or a Coverdell Education Savings Account. Your Plan administrator should be able to tell you what portion of your payment is 
an eligible rollover distribution.  

After-tax Contributions. If you made after-tax contributions to the Plan, these contributions may be rolled into either a traditional IRA 
(or a Roth IRA on or after January 1, 2008, subject to the current restrictions on rollovers from traditional IRAs to Roth IRAs), or to certain 
employer plans (including qualified defined contribution plans, defined benefit plan and 403(b) tax sheltered annuity plans) if those plans 
accepts rollovers of the after-tax contributions and agree to maintain separate accounting. The following rules apply:  

Rollover into an IRA. You can roll over your after-tax contributions to an IRA either directly or indirectly. Your plan administrator 
should be able to tell you how much of your payment is the taxable portion and how much is the after-tax portion.  

If you roll over after-tax contributions to an IRA, it is your responsibility to keep track of, and report to the Service on the
applicable forms, the amount of these after-tax contributions. This will enable the nontaxable amount of any future distributions 
from the IRA to be determined.  

Once you roll over your after-tax contributions to an IRA, those amounts cannot later be rolled over to an employer plan.  

Rollover into an Employer Plan. You can roll over after-tax contributions from an employer plan that is qualified under Code 
section 401(a) or a section 403(a) annuity plan to another such plan or to a 403(b) tax sheltered annuity plan using a direct rollover if the 
other plan provides separate accounting for amounts rolled over, including separate accounting for the after-tax employee contributions 
and earnings on those contributions. You can also roll over after-tax contributions from a section 403(b) tax-sheltered annuity to another 
section 403(b) tax-sheltered annuity using a direct rollover if the other tax-sheltered annuity provides separate accounting for amounts 
rolled over, including separate accounting for the after-tax employee contributions and earnings on those contributions. You cannot
roll over after-tax contributions to a governmental 457 plan. If you want to roll over your after-tax contributions to an employer plan that 
accepts these rollovers, you cannot have the after-tax contributions paid to you first. You must instruct the Plan Administrator of this 
Plan to make a direct rollover on your behalf. Also, you cannot first roll over after-tax contributions to a traditional IRA and then roll 
over that amount into an employer plan.  

The following types of payments cannot be rolled over:  

Payments Spread over Long Periods. You cannot roll over a payment if it is part of a series of equal (or almost equal) payments 
that are made at least once a year and that will last for:  

your lifetime (or a period measured by your life expectancy), or  
your lifetime and your beneficiary's lifetime (or a period measured by  
your joint life expectancies), or  
a period of 10 years or more.  

Required Minimum Payments. Beginning when you reach age 70  or retire, whichever is later, a certain portion of your payment 
cannot be rolled over because it is a "required minimum payment" that must be paid to you. Special rules apply if you own more than 
5% of your employer. 

Direct Rollover 
A Direct Rollover is a direct payment of the amount of your Plan benefits to a traditional IRA (or to a Roth IRA on or after January 1, 
2008) or an eligible employer plan that will accept it. You can choose a Direct Rollover of all or any portion of your payment that is an 
eligible rollover distribution, as described above. You are not taxed on any taxable portion of your payment for which you choose a Direct 
Rollover until you later take it out of the traditional IRA or eligible employer plan. In addition, no income tax withholding is required for 
any taxable portion of your Plan benefits for which you choose a Direct Rollover. This Plan might not let you choose a Direct Rollover
if your distributions for the year are less than $200.  

Direct Rollover to an IRA. You can open a traditional IRA (or a Roth IRA after December 31, 2007) to receive the direct rollover. If you 
choose to have your payment made directly to a traditional IRA (or a Roth IRA after December 31, 2007,) contact an IRA sponsor (usually a 
financial institution) to find out how to have your payment made in a direct rollover to an IRA at that institution. If you are unsure of how to 
invest your money, you can temporarily establish an IRA to receive the payment. However, in choosing an IRA, you may wish to make sure 
that the IRA you choose will allow you to move all or a part of your payment to another IRA at a later date, without penalties or other 
limitations. See IRS Publication 590, Individual Retirement Arrangements, for more information on IRAs (including limits on how often you 
can roll over between IRAs).  

Direct Rollover to a Plan. If you are employed by a new employer that has an eligible employer plan, and you want a direct rollover to 
that plan, ask the plan administrator of that plan whether it will accept your rollover. An eligible employer plan is not legally required to 
accept a rollover. Even if your new employer's plan does not accept a rollover, you can choose a Direct Rollover to an IRA. If the 
employer plan accepts your rollover, the plan may provide restrictions on the circumstances under which you may later receive a distribution 
of the rollover amount or may require spousal consent to any subsequent distribution. Check with the plan administrator of that plan before 
making your decision.  
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Direct Rollover of a Series of Payments. If you receive a payment that can be rolled over to a an IRA or an eligible employer plan 
that will accept it, and it is paid in a series of payments for less than 10 years, your choice to make or not make a Direct Rollover for a 
payment will apply to all later payments in the series until you change your election. You are free to change your election for any later 
payment in the series.  

Change in Tax Treatment Resulting from a Direct Rollover. The tax treatment of any payment from the eligible employer plan or 
traditional IRA receiving your Direct Rollover might be different than if you received your benefit in a taxable distribution directly from 
the Plan. For example, if you were born before January 1, 1936, you might be entitled to ten-year averaging or capital gain treatment, as 
explained below. However, if you have your benefit rolled over to a section 403(b) tax-sheltered annuity, a governmental 457 plan, or a 
traditional IRA in a Direct Rollover, your benefit will no longer be eligible for that special treatment. See the sections below entitled 
"Additional 10% Tax if You Are Under Age 59  “and "Special Tax Treatment if You Were Born Before January 1, 1936." 

Payment Paid To You 
If your payment can be rolled over (see above) and the payment is made to you in cash, it is subject to 20% federal income tax withholding 
on the taxable portion (state tax withholding may also apply). The payment is taxed in the year you receive it unless, within 60 days, you roll 
it over to a traditional IRA or an eligible employer plan that accepts rollovers. If you do not roll it over, special tax rules may apply. Note: a 
non-spouse beneficiary is not eligible for this type of rollover. See page 4. 

INCOME TAX WITHHOLDING:

Mandatory Withholding. If any portion of your payment can be rolled over and you do not elect to make a Direct Rollover, the Plan is 
required by law to withhold 20% of the taxable amount. This amount is sent to the IRS as federal income tax withholding. For example, if 
you can roll over a taxable payment of $10,000, only $8,000 will be paid to you because the Plan must withhold $2,000 as income tax. 
However, when you prepare your income tax return for the year, unless you make a rollover within 60 days (see "Sixty-Day Rollover 
Option" below), you must report the full $10,000 as a taxable payment from the Plan. You must report the $2,000 as tax withheld, and it will 
be credited against any income tax you owe for the year. There will be no income tax withholding if your payments for the year are less than 
$200.  

Voluntary Withholding. If any portion of your payment is taxable but cannot be rolled over, the mandatory withholding rules described 
above do not apply. In this case, you may elect not to have withholding apply to that portion. If you do nothing, an amount will be taken out 
of this portion of your payment for federal income tax withholding. To elect out of withholding, ask the Plan Administrator for the election 
form and related information.  

Sixty-Day Rollover Option. If you receive a payment that can be rolled over, you can still decide to roll over all or part of it to a 
traditional IRA or to an eligible employer plan that accepts rollovers. If you decide to roll over, you must contribute the amount of the 
payment you received to a traditional IRA or eligible employer plan within 60 days after you receive the payment. The portion of your 
payment that is rolled over will not be taxed until you take it out of the traditional IRA or the eligible employer plan.  

You can roll over up to 100% of your payment that can be rolled over, including an amount equal to the 20% of the taxable portion that was 
withheld. If you choose to roll over 100%, you must find other money within the 60-day period to contribute to the traditional IRA or the 
eligible employer plan, to replace the 20% that was withheld. On the other hand, if you roll over only the 80% of the taxable portion that you 
received, you will be taxed on the 20% that was withheld.  

Example: The taxable portion of your payment that can be rolled over is $10,000, and you choose to have it paid to you. You will receive 
$8,000, and $2,000 will be sent to the IRS as income tax withholding. Within 60 days after receiving the $8,000, you may roll 
over the entire $10,000 to a traditional IRA or an eligible employer plan. To do this, you roll over the $8,000 you received from 
the Plan, and you will have to find $2,000 from other sources (your savings, a loan, etc.). In this case, the entire $10,000 is not 
taxed until you take it out of the traditional IRA or an eligible employer plan. If you roll over the entire $10,000, when you file 
your income tax return you may get a refund of part or all of the $2,000 withheld.  

 If, on the other hand, you roll over only $8,000, the $2,000 you did not roll over is taxed in the year it was withheld. When you
file your income tax return, you may get a refund of part of the $2,000 withheld. (However, any refund is likely to be larger if
you roll over the entire $10,000.)  

Additional 10% Tax If You Are Under Age 59 . If you receive a payment before you reach age 59  and you do not roll it over, 
then, in addition to the regular income tax, you may have to pay an extra tax equal to 10% of the taxable portion of the payment. The 
additional 10% tax generally does not apply to (1) payments that are paid after you separate from service with your employer during or after 
the year you reach age 55 (Note: After August 17, 2006, the penalty will not apply to qualified public safety employees who separate from 
service after age 50), (2) payments that are paid because you retire due to disability, (3) payments that are paid as equal (or almost equal) 
payments over your life or life expectancy (or your and your beneficiary's lives or life expectancies), (4) dividends paid with respect to stock 
by an employee stock ownership plan (ESOP) as described in Code section 404(k), (5) payments that are paid directly to the government to 
satisfy a federal tax levy, (6) payments that are paid to an alternate payee under a qualified domestic relations order, or (7) payments that do 
not exceed the amount of your deductible medical expenses. See IRS Form 5329 for more information on the additional 10% tax.  

The additional 10% tax will not apply to distributions from a governmental 457 plan, except to the extent the distribution is attributable to an 
amount you rolled over to that plan (adjusted for investment returns) from another type of eligible employer plan or IRA. Any amount rolled 
over from a governmental 457 plan to another type of eligible employer plan or to a traditional IRA will become subject to the additional 
10% tax if it is distributed to you before you reach age 59 , unless one of the exceptions applies.  
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Special Tax Treatment If You Were Born Before January 1, 1936. If you receive a payment from a plan qualified under section 
401(a) or a section 403(a) annuity plan that can be rolled over and you do not roll it over to a traditional IRA or an eligible employer plan, the 
payment will be taxed in the year you receive it. However, if the payment qualifies as a "lump sum distribution," it may be eligible for special 
tax treatmentA lump sum distribution is a payment, within one year, of your entire balance under the Plan (and certain other similar plans of 
the employer) that is payable to you after you have reached age 59  or because you have separated from service with your employer (or, in 
the case of a self-employed individual, after you have reached age 59  or have become disabled). For a payment to be treated as a lump sum 
distribution, you must have been a participant in the plan for at least five years before the year in which you received the distribution. The 
special tax treatment for lump sum distributions that may be available to you is described below.  

Ten-Year Averaging. If you receive a lump sum distribution and you were born before January 1, 1936, you can make a one-time 
election to figure the tax on the payment by using "10-year averaging" (using 1986 tax rates). Ten-year averaging often reduces the tax 
you owe.  

Capital Gain Treatment. If you receive a lump sum distribution and you were born before January 1, 1936, and you were a 
participant in the Plan before 1974, you may elect to have the part of your payment that is attributable to your pre-1974 participation in 
the Plan taxed as long-term capital gain at a rate of 20%.  

There are other limits on the special tax treatment for lump sum distributions. For example, you can generally elect this special tax 
treatment only once in your lifetime, and the election applies to all lump sum distributions that you receive in that same year. You may 
not elect this special tax treatment if you rolled amounts into this Plan from a 403(b) tax-sheltered annuity contract, a governmental 457 
plan, or from an IRA not originally attributable to a qualified employer plan. If you have previously rolled over a distribution from this 
Plan (or certain other similar plans of the employer), you cannot use this special averaging treatment for later payments from the Plan. If 
you roll over your payment to a traditional IRA, governmental 457 plan, or 403(b) tax-sheltered annuity, you will not be able to use 
special tax treatment for later payments from that IRA, plan, or annuity. Also, if you roll over only a portion of your payment to a 
traditional IRA, governmental 457 plan, or 403(b) tax-sheltered annuity, this special tax treatment is not available for the rest of the 
payment. See IRS Form 4972 for additional information on lump sum distributions and how you elect the special tax treatment. 

Surviving Spouses, Alternate Payees, And Other Beneficiaries  
In general, the rules summarized above that apply to payments to employees also apply to payments to surviving spouses of employees and to 
spouses or former spouses who are "alternate payees." You are an alternate payee if your interest in the Plan results from a "qualified 
domestic relations order," which is an order issued by a court, usually in connection with a divorce or legal separation.  

If you are a surviving spouse or an alternate payee, you may choose to have a payment that can be rolled over, as described above, paid in a 
Direct Rollover to a traditional IRA (or a Roth IRA on or after January 1, 2008) or to an eligible employer plan or paid to you. If you have 
the payment paid to you, you can keep it or roll it over yourself to a traditional IRA or to an eligible employer plan. Thus, you have the same 
choices as the employee.  

If you are a beneficiary other than a surviving spouse or an alternate payee, you can also choose a direct rollover to an IRA. The IRA will be 
treated as an “inherited IRA” and must be kept separate from other non-inherited IRAs. An "inherited IRA" established for a non-spouse 
beneficiary must make distributions according to the same required minimum distribution rules that apply to distributions to a non-spouse 
beneficiary under a plan. If you are a beneficiary other than a surviving spouse the distribution must be transferred in a "direct rollover" from 
the trustee or custodian of the plan to the trustee or custodian of the IRA. If you are a non-spouse beneficiary who receives a distribution 
from the plan, you cannot then make a rollover to an IRA, even if you act within 60 days. 

If you are a surviving spouse, an alternate payee, or another beneficiary, your payment is generally not subject to the additional 10% tax 
described above, even if you are younger than age 59 .

If you are a surviving spouse, an alternate payee, or another beneficiary, you may be able to use the special tax treatment for lump sum 
distributions. If you receive a payment because of the employee's death, you may be able to treat the payment as a lump sum distribution if 
the employee met the appropriate age requirements, whether or not the employee had 5 years of participation in the Plan.  

How to Obtain Additional Information 
This notice summarizes only the federal (not state or local) tax rules that might apply to your payment. The rules described above are 
complex and contain many conditions and exceptions that are not included in this notice. Therefore, you may want to consult with the Plan 
Administrator or a professional tax advisor before you take a payment of your benefits from your Plan. Also, you can find more specific 
information on the tax treatment of payments from qualified employer plans in IRS Publication 575, Pension and Annuity Income, and IRS 
Publication 590, Individual Retirement Arrangements. These publications are available from your local IRS office, on the IRS's Internet Web 
Site at www.irs.gov, or by calling 1-800-TAX-FORMS.  
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ADDITIONAL BENEFITS

EMPLOYEE ASSISTANCE PROGRAM (EAP)

WORK/LIFE SOLUTIONS

Broward Health recognizes that its employees are unique individuals with a variety of needs and potential  
problems. Sometimes these problems can be very difficult to handle. Your Employee Assistance Program can provide  
professional and confidential assistance to help you and your dependent family members resolve these  
problems.

The internal EAP provides consultation for employees on work related issues, stress management, crisis intervention and work/
life resources and is available for counseling by appointment in all regions. The external EAP provider, Ciminero & Associates 
provides counseling for employees and dependents for their personal and family problems at off-site locations, as well as 24/7 
emergency response.

HOW DOES THE EAP WORK?

The decision to seek help through the Employee Assistance Program is strictly voluntary. Broward Health  
values your well-being but has no desire to become involved in your private life. However, if you are being  
adversely affected by personal problems, it would mutually benefit you and Broward Health to try to resolve these  
problems. The EAP is intended to be a benefit available to you and your dependent family members whenever you 
feel that some outside professional consultation would be helpful. Through your private consultations, the EAP  
professionals can help you:

•  Identify the problems as early as possible.

•  Evaluate the severity of the problem.

•  Explore alternatives to deal with the problem or concern.

•  Minimize the negative impact of the problem.

•  Resolve the problem or find a way to cope with it. 

WHAT HELP IS AVAILABLE?

A wide variety of problems can have a negative effect on personal well-being and job performance. Some of the problem areas 
the EAP can help with are:

•  Adjustment to Illness/Life Changes

•  Alcoholism

•  Drug Abuse

•  Emotional Problems

•  Family and Marital Issues

•  Financial Concerns

•  Parenting and Childhood difficulties

•  Stress/Work Related Problems

•  Eldercare/Childcare resources

•  Career concerns

•  Grief and loss

•  Domestic Violence
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WHO ARE THE COUNSELORS?

All EAP counselors are licensed mental health care professionals including psychologists, marriage and family therapists, and 
counselors. You will be able to meet with an appropriate professional who can provide help for your particular situation.

WHAT DOES IT COST?

Full-time eligible and part-time eligible employees and their dependents are entitled to a few free consultations.

If you or your family member(s) require more consultations, you will be given the option of continuing with the same counselor 
under your Best Choice Medical Plan.  

Employees with the Aetna Health Plan will need to contact Manage behavioral Health.  

WHAT ABOUT CONFIDENTIALITY?

Confidentiality is essential to the success of our EAP. Therefore, all counseling is conducted in the privacy of the  
independent EAP counselor’s office. All discussions with employees and family members are kept completely  
confidential, as are the EAP records. Broward Health will not be aware of your participation unless you request it and sign a 
release to that effect. 

WHEN JOB PERFORMANCE BECOMES A PROBLEM

Personal difficulties are often progressive in nature. If ignored, they may eventually affect your ability to maintain 
acceptable standards of job performance, attendance, or conduct at work. Ideal ly, employees wil l  use 
the EAP long before personal problems affect work performance. However, if your manager finds that you are  
having job performance problems, he/she may recommend that you consult with the EAP staff. The consultation 
will still be completely confidential, and the decision to pursue the recommendation is entirely your choice. If you  
recognize that a personal problem is affecting your job, you will have an additional resource to help you correct any  
problem that might be impairing your job performance. In situations where personal safety or safe patient care are a concern, a 
mandatory referral can be made by your manager, to the Employee Assistance Program to provide assistance in assessing your 
situation and making appropriate recommendations.

SOME OTHER THINGS TO KNOW

• Counseling is available at various off-site locations.

• Convenient appointment times including evening hours are available.

•  Bilingual services are available at certain locations.

•  You do not have to inform anyone at your workplace of your decision to use the EAP.

HOW DO YOU CONTACT THE EAP?

We encourage you and your family members to use this program to help you resolve your problems successfully. Just pick up  
the phone and identify yourself as an employee of Broward Health. A counselor will talk with you, discuss your needs, and arrange 
an appointment with an appropriate counselor at one of twenty-five different locations in Dade, Broward and Palm Beach Counties.

Whenever you need to talk to one of the counseling professionals, please call 1.800.533.0020. For emergency or crisis  
situations they are available 24 hours a day, seven days a week.

For additional information contact:

Employee Assistance Program Director
Broward Health 
954.847.4EAP
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           Welcome to
Broward HealthCare
   Federal Credit Union

what is a credit union?
Credit Unions are member-owned 
cooperatives; in fact, that’s why savings 
in a credit union are technically called 
“shares”.  Unlike a for-profit bank, in 
which profits go back to a select group 
of stockholders, not-for-profit credit 
unions are organized to return all the 
profits to member-owners in the form of lower loan rates, 
higher savings rates, and lower fees.  So, as a member of 
Broward HealthCare Federal Credit Union (BHCFCU), you 
are actually an owner, you have a voice in everything we do.

About Us
Organized in 1957, Broward HealthCare Federal Credit 
Union (formerly North Broward Hospital District Federal 
Credit Union) is committed to improving the financial-well 
being of our members by affording opportunities to 
achieve their financial goals.

All services are offered in a personal and professional 
manner which reflects the “people helping people” 
philosophy of the credit union industry.   We take pride 
in providing the highest quality financial products and 
services that are beneficial and tailored to the growing 
needs of our membership.

Membership
Membership is open to all Broward County employers, 
employees, independent contractors or self employed 
persons who work in the healthcare industry.  Employees 
of the Broward Health Hospitals, Medical Centers, 
District facilities, as well as all organizations, affiliates and 
vendors of Broward Health.  Membership is also open to 
all employees of the Sun Sentinel Company, the Printing 
Association of Florida and to a number of other employee 
groups including Forum Publishing, Media Printing and 
Mac Papers. In addition, immediate family members or 
household members are also eligible for membership.

Once you join the Credit Union you are always a member, 
even if you leave your job, retire, or move out of the area. 
All of the benefits of membership are available to you as 
long as you maintain the required minimum balance in 
your Savings (share) account.

1
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savings
Share (Savings) Account
Your Share (Savings) account is required and establishes 
you as a Broward HealthCare Federal Credit Union 
member. By maintaining the minimum deposit, it gives 
you a share of ownership.

Money Market
With a minimum deposit of $2,500, earn more and 
enjoy easy access to your funds when you open a Money 
Market Account.  With our competitive rate tiers, the 
more you invest, the more you earn.

Share and IRA Certificates
Earn a guaranteed rate of return for the term of your Share 
and IRA Certificate.  Choose terms from six months to five 
years with a minimum deposit of just $1,000.  Share and 
IRA Certificates earn you our best available rates.

Club Accounts
Our Club accounts will help you meet your goals when 
you save systematically while earning a competitive 
dividend.  It’s a convenient way to prepare for the 
expenses of the holiday season, a well-deserved vacation 
or any meaningful event in your life.

Individual Retirement Account (IRA)
Choose an IRA that fits your financial needs - both the 
Traditional and Roth IRA plans offer a secure retirement 
with tax advantages.

Kids and Teen Accounts
These accounts help teach good saving habits 
with a little fun along the way to promote 
financial independence for our young members.

Federal Insurance
Your money is safe with us.  Each member’s 
account is federally insured to at least 
$250,000 by the National Credit 
Union Share Insurance Fund.  
IRAs are separately insured up to 
$250,000.

2 3

Advantage Plus
Checking doesn’t get any easier than  
our Advantage Plus account:
n  No per check charges 
n  No minimum balance requirement 
n  Unlimited check writing 

Classic
Just as easy as our Advantage Plus  
account but with earning power.
n  No per check charges 
n  Unlimited check writing 
n  Dividends paid on balances of $750 and over 
n   No monthly maintenance fees with Direct Deposit or if 

aggregate account balance is greater than $2,500†

†A small monthly fee applies if these requirements are not met

Relationship Rewards
For members who prefer to manage their checking 
account online and want to earn higher dividends.
n   Dividends paid on balances up to $25,000 
n   No per check charges 
n   No minimum balance requirement 
n   Dividends paid and compounded monthly 

To earn dividends, simply: 
•  Have direct deposit of at least $500 per month
•   Enroll in E-Statements 
•   Make a minimum of 12 Debit Card Signature-based 

transactions per month 
•  Pay a minimum of 3 bills per month using online bill pay 

Partnership Checking†

If you’ve had difficulty opening a checking account 
elsewhere, our Partnership account may be your solution. 
n   Requires direct deposit of net check 
n   Unlimited check writing
n   ATM card for use with pin based purchases and ATM 

transactions
n   There is a nominal monthly service fee on this account

*Application required. †Member Privilege not available on this account.

checking accounts
Choosing the right Checking account that suits your needs 
can make managing your money easier.  BHCFCU offers four 
great checking accounts, all with benefits of FREE online bill 
pay, FREE online banking, FREE E-Statements, Member 
Privilege (overdraft service) and the convenience of a Visa debit 
card.* Plus, all checking accounts feature security benefits, 
including Identity Theft Recovery (nominal fee applies). 
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loans
We consider our members’ needs for financial assistance 
very important.  There’s never a prepayment penalty and 
all loans are calculated as simple interest, with finance 
charges based only on the outstanding balance.  

We offer a variety of loans that strive to meet your 
financial needs at some of the best loan rates around.

n   New and Used Vehicles
n   Motorcycles
n   Boats
n   Recreational Vehicles
n   First Mortgages
n   Home Equity 
n   Share Secured
n   Personal
n   Auto Refinance from  

Other Lenders

MasterCard Credit Card 
We offer two great MasterCard Credit Cards. You choose 
the one that suits your lifestyle. 
•   MasterCard Platinum Credit Card with all the prestige 

and benefits of a Platinum Card
   — OR —
•   MasterCard Rewards 2U Credit Card earns rewards 

points on qualified purchases

Applying for a loan is fast and easy
You can even get pre-approved for easy shopping on auto, 
recreational and watercraft loans.  To apply:

n   Call our Loan Department

n   Log on 24/7 to our website

n   Stop by one of our convenient locations

Loan extras...
n   Rate discounts for loans based on product 

relationships

n   Auto Shopping Services (new and used cars)

n   Extended Vehicle Warranties

n   GAP Coverage

n   AD&D Insurance

n   Credit Life/Credit Disability Insurance

5

convenience
Credit Union Offices
With eight locations throughout Broward County, you’ll find 
our friendly staff waiting to serve you. Plus, each branch has 
a 24 hour ATM for your convenience.

CU Service Centers
We know you’re on the go - that’s why we are part of the 
“shared branching” network of credit unions.  That means you 
have access to more than 4,000 locations nationwide to conduct 
transactions such as deposits, withdrawals, transfers and more.  
For the nearest location, visit our web site at www.bhcfcu.org 
or www.creditunion.net.  You can even download CU Service 
Center locations to your navigational device.

e-convenience
Make your life easier by turning any personal computer 
or your phone into a virtual credit union branch with our 
convenient, easy-to-use, secure, electronic services.

Web Site
Get current rates, find out about our products and services, 
read our newsletter, learn about special promotions and so 
much more.

E-Banking 
All it takes is your account number, a password and the click 
of the mouse to manage your account: 

n   Check your account balances

n   Print your account history

n   Transfer funds within your account

n   Make loan payments

n   See checks that have cleared  
your account

n   Download your account information to Quicken® or 
Microsoft Money® 

Text Message Banking 
Securely have your account balances and information sent to 
your cell phone via text message.

FinanceWorks
This free online suite of tools allows you to manage all your 
financial accounts - bills, credit cards, loans, investments - in 
one place.
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MyMoney on Facebook
Become our fan on Facebook and use our MyMoney 
application to make transfers, access your account and more.

Online Bill Payment
Pay your bills conveniently and efficiently, 24 hours a day, 
from your computer.  No more checks to write, envelopes 
to lick or stamps to buy! Schedule payments to be paid 
anytime, set up monthly recurring payments, or pay one 
at a time automatically from your checking account. 

E-Statements
Enjoy a free, secure and paperless way to view your 
monthly account activity with E-Statements.  Each month, 
you’ll receive an email from us that your statement is 
available to view.  Increase the security of your accounts, 
reduce your risk of identity fraud and eliminate paper 
clutter by signing up for E-Statements.

STAT:24
When you don’t have access to a 
computer, STAT:24 is a convenient 
way to manage your account 24/7, 
via telephone.  With STAT:24 you 
can check your balances, transfer 
funds, make loan payments, find out 
what checks have cleared and more.

Visa Debit Card
Easy access to your checking account worldwide 
anywhere you see the Visa logo.  Use it to purchase goods 
and services or like an ATM card to withdraw funds 
from your account.  Just like writing a check only more 
convenient.

Payroll Deduction and Direct Deposit
Payroll deduction makes it easy to save money or repay 
loans while direct deposit is a safe, secure and hassle free 
way to deposit your paycheck.

SPECIAL SERVICES
•   Money Orders  •   Cashier Checks

•   Notary  •   Wire Transfers 

•   Gift Cards

Rev. 8/11-2M

M a i n  O f f i c e

2350 W. Commercial Blvd.
Ft. Lauderdale, Florida 33309

Phone: (954) 625-3660
Fax: (954) 730-0357

•
c O r a l  S p r i n g S  O f f i c e

1700 North University Drive, Suite #100
Coral Springs, Florida 33071

•
B r O w a r d  H e a l t H  H e a d q u a r t e r S

303 S.E. 17th Street, Suite 106
Ft. Lauderdale, Florida 33316

•
f O r t  l a u d e r d a l e  O f f i c e

500 N.E. 4th Street, Suite 110
Ft. Lauderdale, FL 33301

•
c O r a l  S p r i n g S  M e d i c a l  c e n t e r  O f f i c e

3000 Coral Hills Drive
Coral Springs, Florida 33065

•
i M p e r i a l  p O i n t  M e d i c a l  c e n t e r  O f f i c e

6401 N. Federal Highway
Ft. Lauderdale, Florida 33308

•
n O r t H  B r O w a r d  M e d i c a l  c e n t e r  O f f i c e

201 East Sample Road
Pompano Beach, Florida 33064

•
S tat: 2 4

Broward: (954) 355-4927
Toll Free Outside Broward:

1(800) 551-3851
•

w e B  S i t e

www.bhcfcu.org

Federally Insured 
by NCUA
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Helping you meet your financial goals
Wells Fargo At WorkSM

To find out more, call 1-800-TO-WELLS  
(1-800-869-3557) or stop by any  
Wells Fargo banking location.

1  Wells Fargo At Work Package consists of a Wells Fargo At Work Checking account plus three additional qualifying linked accounts or services.
2  Interest earned on the entire daily collected balance on days that the balance is $500 or more in the Wells Fargo At Work Checking account.
3  Account must meet both account-level and package-level requirements to have monthly service fee waived or to receive the direct deposit 

discount. A qualifying direct deposit is a direct deposit of your salary, pension, Social Security or other regular monthly income totaling $1,000 or 
more each statement cycle electronically deposited to your account. Minimum $100 to open and fund a Wells Fargo checking account. Transfers 
from one account to another, or deposits made at a banking location or ATM, do not qualify as a direct deposit.

4  Home loans are subject to credit qualification and are originated by Wells Fargo Home Mortgage, a division of Wells Fargo Bank, N.A. Products are 
not available in all states and are subject to change without notice. You can not combine these promotions or discounts with other Wells Fargo 
promotions or discounts.

5  All loans and lines of credit are subject to credit approval, verification and collateral evaluation. Products are not available in all states. Certain 
restrictions apply. Programs, rates, terms and conditions are subject to change without notice. Home equity loans and lines of credit are available 
through Wells Fargo Home Equity Group, a division of Wells Fargo Bank, N.A.

6  Your mobile carrier’s message and data rates may apply. 

Certain products not available in all states. Please see the applicable account agreements for the current terms 
and conditions. 

© 2012 Wells Fargo Bank, N.A. All rights reserved. Member FDIC. NMLSR ID# 399801. ECG-709025  (3/12)  Materials expire 09/09/2012.

You are eligible for the Wells Fargo At Work program —  
a valuable package of accounts, services, and special benefits 
that may help you reach your financial goals.

Manage and grow your money with the 
Wells Fargo At WorkSM Package1

•	  Interest-earning checking account2

•	  Many ways to avoid, or receive a discount on, the monthly 
service fees — including direct deposit of your salary3

•	  Benefits on mortgages, home equity and personal loans, and 
lines of credit4,5

Maximize your money with helpful account  
tools and resources
•	  Access online tools to track spending, create a budget, establish 

savings goals, and monitor your progress
•	  Attend complimentary financial seminars on various topics 

including savings, credit, identity theft, and more (where available)
•	  Set up email or text account alerts to get spending limit and 

payment reminders6

Reach your savings goals quicker with a  
Way2Save® Savings account
Start saving automatically with a Way2Save Savings account. The 
monthly service fee on your Way2Save Savings account is waived 
with a qualifying automatic transfer of $25 or more, or with a 
minimum daily balance of $300.

Enrolling is easy
1.  Open a Wells Fargo At Work Package  

at any Wells Fargo banking location

2.   Sign up for direct deposit or set up 
another qualifying account or service 
to help waive your monthly service fee

3.   Take advantage of all your  
Wells Fargo At Work benefits

Prepared Exclusively For:  
Broward Health Employees (11463)

Tanya Vargas, Personal Banker
954-467-5200
1710 S. Andrews Avenue
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EMPLOYEE BIRTHDAY

All eligible employees receive a ticket for their Birthday, which entitles them to either a birthday meal (value to $6.00), in the 
cafeteria or one free movie ticket.

TRI-RAIL’S EMPLOYER DISCOUNT PROGRAM

This program offers members a discount on monthly and 12-trip Tri-Rail tickets.

Interested employees are personally responsible for completing and returning an application card and then ordering and  
paying for their tickets. Tickets can be ordered by telephone or mail, and paid by using check, money order, Visa, Master Card, 
Discover or a Bank Debit Card. Orders for monthly tickets must be placed between the 1st and the 15th of the month prior to 
the ridership month. Tickets will be mailed directly to the employee’s residence.

Information is available in your Regional Human Resources Department or calling 1.800.TRI.RAIL.

CAFETERIA “FASTPAY” PROGRAM

All benefits eligible employees may enroll in the FastPay cashless program that allows you to charge cafeteria purchases (up to 
a max of $100 per pay period). The accumulated charges are deducted from your bi-weekly paycheck.

Eligible employees can enroll in the Fast Pay cashless program by completing the Payroll Deduction Authorization Form, which 
can be obtained in the Regional Nutritional Services Office or cafeteria.

NOTICE OF DISCLAIMER

This booklet has been prepared as a guide and reference for the use of Broward Health’s employees. This  
booklet summarizes additional benefits that are available for qualified employees. The benefits and provisions are  
administered according to company policy. This policy will govern in the event that there is any real or a 
pparent conflict between their provisions and the explanations contained in this booklet. Broward Health reserves the right 
to be the final authority in any matters concerning these programs. Broward Health also reserves the right to change these  
programs or discontinue these programs at any time without notice. This booklet incorporates all the changes to these benefits  
therefore, it replaces any previous books/booklets that you may have. Please discard any other booklets that may be in your 
possession. Please address any comments or questions to Broward Health Benefits Department.
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RESIDENCY PROGRAM

PROGRAM BENEFITS

Group Health Plan Medical, Dental, Prescription Drug, Vision:     
 Newly employed Residents will be required to pay their  
 portion of the premium for health and dental insurance at the  
 employee rate. Residents will be grandfathered and will not be  
 required to pay any portion of the premium for health  
 and dental insurance.
Flex Spending Accounts Health and Dependent Care Tax Shelter Saving Accounts

Paid Time Off (PTO)  Includes personal leave, sick leave, holidays and CME days: 
  • 1st year receive 16 days 
  • 2nd year and above receive 20 days

 Please note unused vacation time at the end of the fiscal year  
 will be forfeited 

Life Insurance Basic Life Insurance

 Accidental Death & Dismemberment

 Business Travel Accident

 Voluntary Employee and Dependent Life

Other Benefits Voluntary Long Term and Short Term Disability

 Employee Assistance Program

 Credit Union

 Employee Health Services

 Professional and General Liability Insurance

 Employee and General Liability Insurance

 Employee Activities 

 Direct Deposit/ATM’s

 Cafeteria Discount

Retirement Pension - 5 year vesting service requirement

 Star Plus Savings Plan - not eligible for Broward Health  
  Match

Stipend Includes all reimbursable expenses such as: license fees, board 
 applications, educational books, medical equipment required 
 for training (i.e. stethoscopes), journal subscriptions, conference  
 registration and travel, etc. for FY14 the stipends will be a  
 maximum allowable of:  
  • 1st  $800 
  • 2nd  $1,500 
  • 3rd year and above  $3,000
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EMPLOYEE BENEFITS 

FREQUENTLY USED PHONE NUMBERS 

 

SERVICE CONTACT # WEBSITE/OTHER INFO 
Aetna (877) 245-1813 www.aetna.com 
Aetna Global Fit (800) 298-7800 www.globalfit.com 

Aetna Jenny Craig   (800) 597-Jenny Broward Health Intranet: 
HR tab - Employee Benefits link 

Aetna Lasik Surgery   (800) 422-6600 Broward Health Intranet: 
HR tab - Employee Benefits link 

Voluntary Life Insurance Policy- 
Enrollments/Deductions   (800) 553-1209 n/a 

Best Choice Plus CVS Pharmacy    (866) 260−4646 www.caremark.com 

Best Choice Plus Lasik Surgery (888) 358-3937 Broward Health Intranet: 
HR tab – Employee Benefits link 

Best Choice Plus Pre-Admission 
Certification   (800) 633-0475 n/a 

Best Choice Plus Total Claims 
Administration (954) 767-5500 http://www.browardhealth.org/employee 

click on the Best Choice Plus Claims link 

Best Choice Plus Vision Care   (800) 865-3676 www.mycompbenefits.com 
Broward Health Credit Union   (954) 625-3660 www.bhcfcu.org 

Broward Health Employee Assistance (954) 847-4327 or 
(800) 343-2186 

Broward Health Intranet: 
HR tab 

Broward Health Health-line (954) 759-7400 www.browardhealth.org 
Fidelity Investments (800) 343-0860 www.fidelity.com/atwork 

Flexible Spending Accounts (954) 767-5500 or 
(800) 867-4446 

http://www.browardhealth.org/employee 
click on the Best Choice Plus Claims link 

Quest Labs  (Aetna & Best Choice Plus)   (888) 277-8772  or 
(954) 433-8730 www.questdiagnostics.com 

Reliance Standard Dental (800) 497-7044 http://www.employeebenefitservice.com/ 
storefronts/browardhealth/ 

Reliance Standard STD/LTD  
(Matrix Absence Management) (866) 533-3438 www.matrixeservices.com 

Reliance Standard Travel Assistance (800) 456-3893 www.oncallinternational.com 
Reliance Standard Identity Theft (855) 246-7347 n/a 
Safeguard Dental (800) 880-1800 www.safeguard.net 
VALIC (800) 448-2542 www.valic.com 
Wells Fargo (800) 869-3557 www.wellsfargo.com 

The Work Number Phone (800) 367-5690 
Employer Code:13739 

www.theworknumber.com 
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