(7 Humana Individual Dental plans

When visiting an in-network Complete (New) Loyalty Plus Preventive Plus Dental Value HI215
D provider,members receivethe (off exchange) (off exchange) (offexchange) (offexchange)
} i following benefits:
Deductible (ded) $50 (individual) One-time deductble: S50 (individual) Nodeductible
Yy $150 (famiy) $150 (individual) $150 (famiy)
$300 (individual +1)
O $450 (family)
I Maximum out-of-pocket No maximum No maximum out-of- No maximum out-of- No maximum out-of-
out-of-pocket pocket pocket pocket
I_l_ Annual maximum $1,250 (Istyear) $1,000 (1styear) $1,000 No annualmaximum
(Maximum amount the planwill ~ $1,500 (subsequentyears) | $1,250 (2ndyear)
pay during the calendaryear) $1,500 (subsequent years)
Preventive services 100% noded 100% nodeductible 100% nodeductible $10-S$15copay

(includes services, such asoral
exams, cleanings andx-rays?)

Basicservices 80% afterded 40% afterded (Ist year) | 50% afterdeductible Benefit available.Refer
(includes services, such asfilings) | (6-monthwatingperod)* | 55% afterded (2ndyear) | (6-monthwatingperiod) to the plan summary
70% afterded (subse- linked below for
quentyears) details.
Major services 50% afterded 20% afterded (Ist year) | Discounts maybe Benefit available.Refer
(includes services, such ascrowns, | (12-month watingperiod)*  30% afterded (2ndyear) | available tothe plan summary
root canals, dentures, etc.) 50% afterded (subse- linked below for
quentyears) details.
Orthodontia Notcovered Discounts maybe Discounts maybe Discounts maybe
This materialis confidential and for : i . . avai available available
contracted, licensed, and appointed 1 CIc fere 10 WEW PO (U ) ponefivsummany > enefitsummary - Benefit summan
agentuseonly. This material,including ~ : and rates sheets >>>>>>>>> Rates(Feb—July/Aug-Jan)
any subpart(s), is notto be usedas > Rate sheet 1o Rates(Eeb-July/Aug-Jan) | > Rate sheet

marketingandis notto beprovided
to a prospect, an applicant, member,
group, or the generalpublic. For

1 LOYALTYPLUS: Maximum amount the plan will pay during the planyear.
2 May vary by plan; see benefit summary for more specific coverage details.
3 Policy-holders who provide proof of 12 months prior coverage are exempt from this waiting period. Prior coverage

proposedbenchmarkand ensured is
accuracy of plan benefitdata please : defined asaninsurance plan that offered coverage and benefits. Discount plans are not considered prior coverage.
referto the 2018 Summary of Benefits. : Foradditionalinformation orto learn about out-of-network benefits, view the benefitsummary linked

above orcontact your Humanasales representative. Additional dental plan options


http://apps.humana.com/marketing/documents.asp?file=3288103
http://apps.humana.com/marketing/documents.asp?file=3304184
http://apps.humana.com/marketing/documents.asp?file=2681744
http://apps.humana.com/marketing/documents.asp?file=2314702
http://apps.humana.com/marketing/documents.asp?file=2314702
http://apps.humana.com/marketing/documents.asp?file=3307694
http://apps.humana.com/marketing/documents.asp?file=2681757
http://apps.humana.com/marketing/documents.asp?file=2314702
http://apps.humana.com/marketing/documents.asp?file=3168607
http://apps.humana.com/marketing/documents.asp?file=3307681
http://apps.humana.com/marketing/documents.asp?file=1586741
http://apps.humana.com/marketing/documents.asp?file=1592695
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FLORIDA

This materialis confidential and for
contracted, licensed, and appointed
agentuse only. This material,including
any subpart(s),is notto be usedas
marketingandis notto beprovided

to a prospect, an applicant, member,
group, or the generalpublic. For
proposedbenchmarkand ensured
accuracy of plan benefit data please
referto the 2018 Summary of Benefits.

(7 Humana Individual Dental plans

When visiting an in-network provider, Smart Choice Dental Savings Plus
members receive the following benefits: (onexchange) (offexchange)
Adult Pediatric
Deductible (ded) $50 (peradult) $55 (perchid) Nodeductible
Muximumout-of-pocket Nomaximum $350 (1 chid) Nomaximum
out-of-pocket $700 (2 ormore chidren) out-of-pocket
Annualmaximum $1,000 (peradult) No annualmaximum No annualmaximum
(Maximum amount the plan willpay
during the calendaryear?)
Preventive services 100% noded 100% afterded Discounts for dental
(includes services, such as oralexams, services at20-40%
cleanings and x-rays3)
Basic services 60% afterded 50% afterded Discountedfees with in-
(includes services, such asfillings) (6-monthwatingperod) | (No wating period) networkprovider
Major services Not covered 50% afterded Discountedfees with in-
(includes services, such as crowns, root networkprovider
canals, dentures, etc.)
Orthodontia Not covered 50% afterded Up to a 20%discount
~  Benefit summary ~  Benefit summary
S Rate sheet > Rate sheet

1 THIS DENTAL DISCOUNT PLAN IS NOT INSURANCE. Services outlined above are not insurance and are subject to geographical availabilty and may be

discontinuedat anytime.

2 LOYALTYPLUS: Maximum amount the plan will pay during the planyear.
3 May vary by plan; see benefit summary for more specific coverage details.

Foradditionalinformation orto learn about out-of-network benefits, view the benefit summary linked above or contact your

Humana sales representative.

Vision plan option a



http://apps.humana.com/marketing/documents.asp?file=3110263
http://apps.humana.com/marketing/documents.asp?file=3264924
http://apps.humana.com/marketing/documents.asp?file=1877538
http://apps.humana.com/marketing/documents.asp?file=2039141
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FLORIDA

This materialis confidential and for
contracted, licensed, and appointed
agentuse only. This material,including
any subpart(s),is notto be usedas
marketingandis notto beprovided

to a prospect, an applicant, member,
group, or the generalpublic. For
proposedbenchmarkand ensured
accuracy of plan benefit data please
referto the 2018 Summary of Benefits.

Humana Individual Vision plan

When visiting an in-network provider,
members receive the following benefits:

Exam with dilation (asnecessary)

$15copay

Contact lens exam options!
* Standard contactlensfit andfollow-up
* Premium contact lens fit and follow-up

$40 copay
10% offretail

Frames

$150 allowance, 20% after balance over $150

Standardplasticlenses $25copay
Lens options

+ UVcoating $15copay
+ Tint (solid and gradient) $15copay
* Standardscratch-resistance $15copay
+ Standard polycarbonate? $40copay
+ Standard anti-reflectivecoating S45 copay
+ Standard progressive (add-on tobifocal) = $65 copay

+ Otheradd-ons andservices

20% off retailprice

Contactlenses

+ Conventional

* Disposable

* Medically necessary (1 pair)

$150 allowance, 15% after balance over $150
$150allowance
100%

Freq uency(based ondate of service)
* Exam

 Lenses orcontactlenses

* Frames

Once every 12 months
Once every 12 months
Once every 12months

-  Benefit summary
> Rate sheet

1. Standard contact lens fitting: spherical clear contact lenses in conventional wear
and planned replacement (examples include by not limited to disposable, frequent
replacement, etc.). Premium contact lens fitting: all lens designs, materials and specialty
fittings other than standard contactlenses (examples include toric, multifocal, etc)

2. Standard polycarbonate available at no charge to dependents to 19 years old. Allother

members pay a fixed charge of $40.

Foradditionalinformation orto learn about out-of-network benefits, view the benefit
summary linked above or contact your Humanasales representative.



http://apps.humana.com/marketing/documents.asp?file=2761551
http://apps.humana.com/marketing/documents.asp?file=2834611
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