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AGENDA

City Commission Budget Workshop & Special
Meeting
Thursday, July 10, 2025, at 3:00 PM

LaBelle Commission Chambers
481 West Hickpochee Ave
LaBelle, FL 33975

CITY COMMISSION:
Julie C. Wilkins., Mayor
Kevin Holland, Commissioner
Jackie Ratica, Commissioner
Bobbie Spratt, Commissioner
Hugo Vargas, Commissioner

ADMINISTRATION:
Tijauna Warner, BAS, MMC, Deputy City Clerk

Derek Rooney, Esq., City Attorney
Mitchell Wills, Superintendent PW




City Commission Budget Workshop & Special Meeting

July 10, 2025
Agenda
1. Call to Order
2. Invocation and Pledge of Allegiance
3. Roll Call
4. Consent Agenda Items for Consideration

(Any commissioner or citizen may request to have an item removed from the consent agenda and
placed on the regular agenda for further discussion.)

A. Insurance Rates & Plans
B. Fire Department Budget
5. Adjournment
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Insurance Rate Sheet for October 1, 2025 — September 30, 2026

Total Monthly | City Pays | Employee | Employee
Cost Monthly | Weekly
Amount | Amount
03769 — Base Plan (Current Plan)
Employee Only $1,028.00 $1,028.00 $0.00 $0.00
Employee + Spouse $1,891.00 $1,416.35 $474.65 $109.53
Employee + Child/Children $1,758.00 $1,356.50 $401.50 $92.65
Employee + Family $2,844.00 $1,845.20 $998.80 $230.49
03748- Buy Up Option 2
Employee Only $1,167.00 $1,028.00 $139.00 $32.08
Employee + Spouse $2,146.00 $1,416.35 $729.65 $168.38
Employee + Child/Children $1,995.00 $1,356.50 $638.50 $147.35
Employee + Family $3,229.00 $1,845.20 $1,383.80 $319.34
03559-Option 3
Employee Only $963.00 $1,028.00 -$65.00 $0.00
Employee + Spouse $1,771.00 $1,416.35 $354.65 $81.84
Employee + Spouse $1,771.00 $1,481.35 $289.65 $66.84
Employee + Child/Children $1,646.00 $1356.50 $289.50 $66.81
Employee + Child/Children $1,646.00 $1,421.50 $224.50 $51.81
Employee + Family $2,664.00 $1,845.20 $818.80 $188.95
Employee Family $2,664.00 $1,910.20 §753.80 $173.95
HSA 05180/1-Option 4
Employee Only $890.00 $1.028.00 -$138.00
Employee + Spouse $1,636.00 $1,416.35 $219.65 $50.69
Employee + Spouse $1,636.00 $1,554.35 $81.65 $18.84
Employee + Child/Children $1,521.00 $1,356.50 $164.50 $37.96
Employee + Child/Children $1,521.00 $1,494.50 $26.50 $6.12
Employee + Family $2,461.00 $1,845.20 $615.80 $142.11
Employee + Family $2,461.00 $1,983.20 $477.80 $110.26
05901-Option 5
Employee Only $809.00 $1028.00 -$219.00
Employee + Spouse $1,488.00 $1.,416.35 $71.65 $16.53
Employee + Spouse $1,488.00 $1,635.35 -$147.35
Employee + Child/Children $1,383.00 $1,356.50 $26.50 $6.12
Employee + Child/Children $1,383.00 $1,575.50 -$192.50
City of LaBelle
P.O. Box 458 LaBelle, Florida 33975  Phone (863) 675-2872 Fax (863) 675-0156 3
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Employee + Family $2,238.00 $1,845.20 $392.80 $90.65
Employee + Family $2,238.00 $2,064.20 $173.80 $40.11

If the Commission approves the credit amounts to be used towards dependent coverage the monthly and weekly
amounts will change. Highlighted dependent amounts would be the amount the employee would pay if the
Commission approves to use the credit from the employee only coverage. The HSA credit could be used towards
premium savings or put into their HSA Account.

Insurance Rate Sheet for October 1, 2025 — September 30, 2026

Total Monthly | City Pays | Employee | Employee
Cost Monthly | Weekly
Amount | Amount
Dental Plan — Low Plan
Employee Only $26.71 $26.71 $0.00 $0.00
Employee + Family $72.21 $26.71 $45.50 $10.50
Dental Plan — High Plan
Employee Only $34.05 $26.71 $7.34 $1.69
Employee + Family $89.95 $26.71 $63.24 $14.59
Vision
Employee Only $4.07 $4.07 $0.00 $0.00
Employee + Spouse $8.09 $4.07 $4.02 $.93
Employee + Child/Children $8.01 $4.07 $3.94 $.91
Employee + Family $13.86 $4.07 $9.79 $2.26

City of LaBelle
P.O. Box 458 LaBelle, Florida 33975  Phone (863) 675-2872 Fax (863) 675-0156 4
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PRM Medical Plan Matrix 2025-2026

Product

Section 4, Item A.

BlueOptions (PPO) 03748

BlueCare (HMO) 55

BlueOptions (PPO) 03769

BlueOptions (HSA) 05168/9

BlueOptions (PPO) 03559

BlueOptions (PPO) 05360

Cost Sharing - Member's Responsibility

Preventive Services

Medical / Surgical Care at a Facility

Office Services (Primary / Specialist,

Deductible (Per Person / Family Aggregate) $0/ %0 $0 /%0 $500/$1,500 $1,650 / NA $3,300/ $3,300 $750 / $2,250 $1,500/ $4,500
Coinsurance (BCBSF pays / Member pays) 100% / 0% 100% / 0% 80% / 20% 100% / 0% 100% / 0% 80% / 20% 80% / 20%
O ek e tMaxum $1,500 /$3,000 $1,500 /$3,000 $1,500 / $4,500 $1,650 / NA $3,300/$3,300 $3,000 / $6,000 $3,000 / $6,000
(Per Person/Family Aggregate)
Office Services

Family Physician / Specialist $10/$20 Copay $10/$10 Copay $15/$15 Copay DED+0%/DED+0% | DED+0%/DED+0% $20/$35 Copay $25/$75 Copay

Diagnostic Testing (e.g., Lab, x-ray)

Ambulatory Surgical Center (ASC) $50 Copay $100 Copay DED + 20% DED + 0% DED + 0% $100 Copay DED + 20%
Inpatient Hospital Facility
i o
Opt!on 1 $250 Copay $250 Copay DED + 20% DED + 0% DED + 0% $750 Copay DED + 20%
Option 2, $500 Copay NA NA $1,000 Copay
Outpatient Hospital Facility
i o
Option 1 $100 Copay $100 Copay DED + 20% DED + 0% DED + 0% $150 Copay DED + 20%
Option 2, $200 Copay NA NA $250 Copay
Emergency and Urgent Care
Emergency Room Facility (per visit) (Surgery performed o, o
or with admit) $50 Copay $50 Copay DED + 20% DED + 0% DED + 0% $100 Copay DED + 20%
Urgent Care Centers $20 Copay $10 Copay $15 Copay $35 Copay $75 Copay

Advanced Imaging (AIS) (MRI, MRA, PET, CT &

Nuclear Medicine)

Independent Clinical Laboratory $0 Copay $0 Copay 20% DED + 0% DED + 0% $0 Copay $0 Copay
Independent Diagnostic Testing Center $50 Copay | $0 Copay | $15 Copay ; $50 Copay DED + 20%
Outpatient Hospital Facility
Option 1 $100 Copay | $100 Copay | DED + 20% oY .09 $150 Copay +209
Option 2, $200 Copay NA NA DED + 0% DED + 0% $250 Copay DED +20%

Home Health Care

ns subject to Prior

Retail - Generic/Brand/Non-Preferred/Specialty

$10/$25/$60

$5/$25/$25

$5/$35/$35

100% after INN DED

100% after INN DED

Independent Diagnostic Testing Center $50 Copay $0 Copay $15 Copay DED + 0% DED + 0% $100 Copay DED +20%
Outpatient Hospital Facility

Option 1 $100 Copay | $100 Copay | DED + 20% $150 Copay

DED + 0% DED + 09 DED + 209

Option 2/ $200 Copay NA NA & % $250 Copay %
Other Special Services and Locations
Durable Medical Equi t
SkilledINtrsinglEacllity DED + 0% $0 Copay DED + 20% DED + 0% DED + 0% DED + 20% DED + 20%

$10/$25/$60

$10/$35/$70

Mail Order - Generic/Brand/Non-Preferred

$20/$50/$120

$10/$50/ $50

$10/$70/$70

100% after INN DED

100% after INN DED

$20/$50/$120

$20/$70/$140

Oral Weight Loss Medications - Coinsurance/Annual

Plan Paid Maximum

Hearing Aid Benefit

30% / $3,000

30% / $3,000

30% / $3,000

DED / $3,000

DED / $3,000

30% / $3,000

30% / $3,000

$500 for 1st ear; $300 for 2nd ear.
One every 36 months.

Included

Included

Included

Included

Included

Included

Included

This summary is intended for illustrative purposes only. For more details, including limitations, restrictions, and exclusions, please refer to the full Schedule of Benefits of each plan option.




PRM Medical Plan Matrix 2025-2026
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Product BlueOptions HDHP (HSA) 05180/1 BlueOptions (PPO) 05904 | BlueOptions (PPO) 05901 | BlueOptions (PPO) 05787 BlueOptions HDHP (HSA) 05172/3
Cost Sharing - Member's Responsibility
Deductible (Per Person / Family Aggregate) $2,500 $5,000 $2,500 /$5,000 $2,000 / NA $7,350/ $14,700 $5,000 / NA $5,000/ $10,000
Coinsurance (BCBSF pays / Member pays) 100% / 0% 100% / 0% 80% / 20% 50% / 50% 100% / 0% 90% / 10% 90% / 10%
(3 Gl AR (LRl $2,500 $5,000 $6,000 / $12,000 $6,350 / $12,800 $7,350 / $14,700 $6,850 / NA $6,850 / $13,700
(Per Person/Family Aggregate)
Office Services

Family Physician / Specialist{f DED+0% / DED+0% DED+0%/DED+0% $35/$75 Copay $35/$75 Copay $45 / $90 Copay DED+10%/DED+10% | DED+10% DED+10%

Preventive Services

Office Services (Primary / Specialist

Medical / Surgical Care at a Facility

Emergency Room Facility (per visit) (Surgery
performed or with admit)

DED + 0%

DED + 0%

DED + 20%

DED + 50%

DED + 0%

DED +10%

Ambulatory Surgical Center (ASC) DED + 0% DED + 0% DED +20% DED +50% DED + 0% DED +10% DED +10%
Inpatient Hospital Facility
Option 1 DED + 0% DED + 0% DED + 20% $2,000 Copay DED + 0% DED + 10% DED + 10%
Option 2, $3,000 Copay
Outpatient Hospital Facility
Option 1 DED + 0% DED + 0% DED + 20% $300 Copay DED + 0% DED + 10% DED + 10%
Option 2, $400 Copay

Emergency and Urgent Care

DED +10%

Urgent Care Centers $75 Copay $75 Copay $90 Copay
Diagnostic Testing (e.g., Lab, x-ray)

Durable Medical Equipment

Skilled Nursing Facility

Home Health Care

ion Drugs (Certain Medications subject to

Prior Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty

DED + 0%

100% after INN DED

DED + 0%

100% after INN DED

DED + 20%

$10/$50/$80/$120

DED + 50%

$10/$60/$100/$120

DED + 0%

$10/$60/$100 /$120

DED + 10%

10% after INN DED

Independent Clinical Laboratory DED + 0% DED + 0% $0 Copay $0 Copay $0 Copay DED + 0% DED + 0%
Independent Diagnostic Testing Center § $50 Copay $50 Copay $75 Copay DED + 10% DED + 10%
Outpatient Hospital Facility
8’;::3: ; DED + 0% DED + 0% $D2:§ fg‘(’)ﬂ/y :igg gzgz DED + 0% DED + 10% DED + 10%
0
Advanced Imaging (AIS) (MRI, MRA, PET, CT &
Nuclear Med e)
Independent Diagnostic Testing Center DED + 0% DED + 0% DED + 20% $200 Copay DED + 0% DED + 10% DED + 10%
Outpatient Hospital Facility
Option 1 DED + 0% DED + 0% DED +20% $300 Copay DED + 0% DED +10% DED +10%
Option 2, $400 Copay

Other Special Services and Locations

DED + 10%

10% after INN DED

Mail Order - Generic/Brand/Non-Preferred

100% after INN DED

100% after INN DED

$20/$100/$160

$30/$180/$300

$30/$180/$300

10% after INN DED

10% after INN DED

Oral Weight Loss Medications -

Coinsurance/Annual Plan Paid Maximum
Hearing Aid Benefit

$500 for 1st ear; $300 for 2nd ear.
One every 36 months.

DED / $3,000

Included

DED / $3,000

Included

30% / $3,000

Included

30% / $3,000

Included

30% / $3,000

Included

30% / $3,000

Included

30% / $3,000

Included

This summary is intended for illustrative purposes only. For more details, including limitations, restrictions, and exclusions, please refer to the full Schedule of Benefits of each plan option.
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l%] Florida Combined Life

An Independent Licensee of the
Blue Cross and Blue Shield Assaciation

Benefit Summary
BlueDental Choice™ Plus

A healthy mouth can have a positive impact on your overall health, especially if you've been diagnosed with certain
medical conditions. Gum disease and tooth decay can even make some health conditions worse. Taking care of
your teeth and gums now can save time, pain and money later on. A BlueDental Choice plan can help improve your
overall health.

Go ahead and smile— Choice Plus plan benefits
you can afford to

Our low cost, flexible BlueDental Choice Plus plan
stresses preventive care and offers many valuable
benefits, including major restorative services.

= Access to a large PPO dental network! in
Florida and nationwide

= Discounts on braces and cosmetic dental work?

You can choose any dentist, in or out of network; = No claim forms to file when visiting a
however, using a dentist in our network offers you participating dentist
richer benefits. - No referrals or authorizations when you need

to see a specialist

Oral Health for Overall Health™

When you have medical and dental coverage with Florida Blue, you are
automatically enrolled in our Oral Health for Overall Health program, if you
have a qualifying medical condition.?

= There is no extra cost to participate

= Benefits are covered 100%, with no deductibles or coinsurance when visiting
a participating provider

= Benefits don’t apply to your annual maximum

= There are no waiting periods

To find a dentist in our BlueDental Choice network, visit floridabluedental.com/find-a-dentist and select
BlueDental Choice from the Plan Type list.

Questions?
Our Customer Service Associates can help! Just call 1-888-223-4892, Monday through Friday, 8:00 a.m. to
8:00 p.m., or visit floridabluedental.com.




BlueDental Choice Plus

Benefit Summary

Group Name: Public Risk Management Plan 1 — High
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Option  Group Anniversary Date: 10/1/2025
Deductible In-Network Out-of-Network
No Deductible for Preventive Services (or ortho if selected)
Per Person Per Calendar Year $ 50 $ 50
Per Family Per Calendar Year $ 100 $ 100

also satisfy the in-network deductible.

Amounts used to satisfy the in-network deductible also satisfy the out-of-network deductible and amounts used to satisfy the out-of-network deductible

network maximum apply to the in-network maximums.

We Pay* You Pay* We Pay* You Pay**

Preventive Services 100% 0% 100% 0%
Basic Services 80% 20% 80% 20%
Major Services 50% 50% 50% 50%

Periodic Oral Evaluation (0120) Preventive

Comprehensive Oral Evaluation (0150) Preventive

Bitewing X-rays, two films (0272) Preventive

Cleanings — Adult/Child (1110, 1120) Preventive

Fluoride Treatment — Child (1206, 1208) Preventive

Office Visits (9430) Preventive

Space Maintainers — fixed — unilateral (1510) Preventive

X-rays - Intraoral/Complete Series (0210) Preventive

Sealant — per tooth (1351) Preventive

Amalgam Restorations (Silver Fillings) (2140) Basic

Resin-Based Restorations — Anterior (2330) Basic

Extractions — Routine and Surgical (7140) Basic

Root Canal Molar (3330) Basic

Periodontal Scaling & Root Planing — per quad (4341) Basic

Osseous Surgery — 4 or more contiguous teeth (4260) Maijor

Crowns — Porcelain fused to noble metal (2752) Major

Complete Dentures (5110, 5120) Major

Pontic — Porcelain fused to noble metal (6242) Major

Partial Dentures (5213, 5214) Major

Surgical placement of implant body — endosteal implant (6010) Major

Implant supported porcelain fused to metal crown (titanium, Major

high noble metal) (6066)
Orthodontia Services Child and Adult

BlueDental Coverage 50% | 50%
Waiting Periods

Major Service Benefits None

Orthodontia Benefits None
Maximum Benefits

Plan Year (per person) $3000 $3000

Lifetime Orthodontia (per person) $1500 $1500

The amount of benefits payable is limited to the in-network maximums. In-network maximums apply toward the out-of-network maximums and out-of-

Dental Rollover

No

The information provided above is a summary of benefits. It is intended to highlight key points of the Dental Plan and is provided to the employee as an
aid in deciding whether to enroll in the Plan. This summary should in no way be construed as part of the contract. Possession of this summary in no way

implies coverage nor does it guarantee benefits under the plan. Some limitations and exclusions may apply.




The Group Dental Benefit Plan established and maintained by the above-named entity is self-insured. Florida Combined Life Insuranc
Section 4, Item A.

provides administrative claims payment services only and does not assume any financial risk or obligation with respect to claims.

*Percentage of allowable charge.

**Payment is based on the 90" percentile of U&C.
***The majority of dentists’ fees are within our allowed charges, however, you will be responsible for any fees in excess of the allowed amount.

Note: Non-Participating Dentists may charge fees in excess of our Fee Schedule and may bill you for the difference.
Florida Combined Life Insurance Company, Inc. (FCL) is an affiliate of Blue Cross Blue Shield of Florida, Inc. (BCBSF). BCBSF and FCL are

Independent licensees of the Blue Cross and Blue Shield Association.
BlueDental Choice Plus

22243-1118




BlueDental Choice Plus
Limitations and Exclusions

Limitations:

1. Any retreatment of root canals are payable one (1) year after completion
date of root canal therapy.

2. Restorations made of amalgam, silicate, acrylic, and composite
materials to restore diseased teeth are only payable on the same tooth
surface once every twelve (12) consecutive months.

3. The gingivectomy or gingivoplasty per quadrant allowance will be paid
when two or more teeth are billed on the same date of service, same
quadrant.

4. Sealants are limited to the first and second molars for primary teeth
and the bicuspids and molars for the permanent teeth of dependent
children.

5. General anesthesia and intravenous sedation is payable only if given in
connection with covered surgical procedures.

6. Periodontal services are limited to insureds age eighteen (18) and older.

7. Services performed outside the United States, its territories and
possessions are not covered, except for palliative emergency treatment.

8. Multiple amalgam or composite restorations on one surface will be
considered one restoration. The allowance includes insulating base and
local anesthesia.

9. Allfixed prosthetics are billable upon the seat/insertion date.

10. All removable prosthetics are billable upon final delivery.

Exclusions:

1.

o

Services or supplies which are not medically necessary according to

accepted standards of dental practice, as determined by our consulting

dentists, or which are not recommended or approved by the attending

dentist.

Charges for services or supplies when billed by other than a dentist.

Benefits for services rendered by a member of an employee’s family,

(his spouse and the children, brothers, sisters and parents of either the

employee or his spouse).

Services rendered primarily for cosmetic purposes.

Charges incurred for failure to keep a dental appointment.

Services rendered through a medical department, clinic or similar facility

provided or maintained by, or on the behalf of, an employer, mutual

benefit association, labor union, trustee or similar persons or groups.

Medical services related to the treatment of temporomandibular joint

(TMJ) (temporal bone—lower jaw) dysfunctions (craniomandibular

disorders, craniofacial disorders).

Experimental or investigational treatment.

Dental services received or rendered:

a. through or in a veteran’s hospital or government facility due to a
service connected disability

b. which are covered and paid under Workers’ Compensation or
similar law

c. which are coordinated with another insurance policy providing
dental benefits for the same charges, to the extent that the total
amount payable under both plans exceeds 100% of the total
expenses that are incurred payable under both plans exceeds
100% of the total

10. Services for which the insured incurs no charge.

" Networks are comprised of independent contracted dentists.

2 Orthodontic discounts are only available for plans that do not include orthodontic coverage. Certain dentists have voluntarily agreed to offer a 20% discount off their usual charge for non-covered
cosmetic or orthodontic services. These dentists are identified by an affiliation to either the Cosmetic Dental Discount Program or Orthodontic Discount Program. Because these dentists are neither
contractually nor legally bound to offer these discounts, we recommend that you contact the provider to inquire about the continued availability of any discount prior to scheduling an appointment.

1.

12.
13.

14.
15.

16.

17.

18.
19.

20.

21.

22.

23.

24.

25.

26.
27.

28.
29.

30.
31.

32.

33.
34.

Section 4, Item A.

Procedures, appliances, or restorations necessary to alter vertical
dimension and/or restore or maintain the occlusion. Such procedures
include, but are not limited to, equilibration, periodontal splinting, full
mouth rehabilitation, restoration of tooth structure lost from attrition
and restoration for malalignment of teeth.

Local anesthesia when billed separately by a dentist.

Any services paid or payable under the insured’s health insurance
contract.

Services not listed in the Benefits section of this plan.

Charges for a more expensive service, procedure, or course of
treatment than is customarily provided by the dental profession,
consistent with sound professional standards of dental practice for
the dental condition concerned. Payment for such charges under this
certificate will be based on the allowance for the least costly service,
procedure, or course of treatment.

Any additional treatment required due to the insured’s failure to follow
instructions, or lack of cooperation with the dentist.

Treatment for any illness, injury, or medical conditions arising out of:
war or act of war (whether declared or undeclared), participation in a
felony, riot or insurrection, service in the armed forces or auxiliary units,
and attempted suicide or intentionally self-inflicted injury, whether sane
or insane.

Services rendered before the effective date of coverage.

Services rendered after termination of coverage, except as provided
under the plan’s “Extension of Benefits upon Contract Termination.”
Charges for services or supplies for sterilization. Charges for sterilization
are included in the allowance for other covered dental procedures.
Any denture or bridge replacement made necessary by reason of loss,
theft, or alteration by an insured.

Services in connection with any crown, inlay or onlay restoration or for
any denture or bridge if treatment began prior to the insured’s coverage
under this certificate.

Duplicate or temporary denture, crown, or bridge.

Labial veneer restorations.

General anesthesia and intravenous sedation administered exclusively
for patient management or comfort.

Charges for nitrous oxide.

Services with respect to congenital (hereditary) or developmental
malformations or cosmetic reasons, including but not limited to cleft
palate, maxillary or mandibular (upper or tower) malformations, enamel
hypoplasia (lack of development), fluorosis (a type of discoloration of
the teeth), and anodontia (congenitally missing teeth).

Prescribed drugs, premedication or analgesia.

Extra oral grafts (grafting of tissues from outside the mouth to oral
tissues).

Charges for oral hygiene, plaque control, or diet instruction.

Charges for orthodontia services, unless shown on the Benefit
Summary.

Charges for biohazardous waste disposal are included in the allowance
for other covered dental procedures.

Charges associated with accidental injuries to sound natural teeth.
Charges for sterilization are included in the allowance for other covered
dental procedures.

3 These conditions include diabetes, coronary heart disease, stroke, oral cancer, head and neck cancers, Sjogren’s syndrome and pregnancy.

This benefit summary provides a very brief description of Florida Combined Life’s insurance products. This is not an insurance policy and only the actual provisions of an issued policy control. Florida
Combined Life’s policies set forth the rights and obligations of covered persons and Florida Combined Life. Please be aware that certain limitations and exclusions apply, and certain coverage may reduce
or terminate due to age or lack of eligibility. If you enroll for coverage, you will be furnished with a policy or certificate of insurance. Please read your insurance documents carefully.

Florida Combined Life insurance Company, Inc., DBA Florida Combined Life, is an affiliate of Florida Blue. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability or sex.
ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al 1-800-352-2583 (TTY: 1-877-955-8773).

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-800-352-2583 (TTY: 1-800-955-8770).

© 2021 Florida Blue. All rights reserved.

16754-0221
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l%] Florida Combined Life

An Independent Licensee of the
Blue Cross and Blue Shield Assaciation

Benefit Summary

Section 4, Item A.

BlueDental Choice™ Plus

A healthy mouth can have a positive impact on your overall health, especially if you've been diagnosed with certain
medical conditions. Gum disease and tooth decay can even make some health conditions worse. Taking care of
your teeth and gums now can save time, pain and money later on. A BlueDental Choice plan can help improve your

overall health.

Go ahead and smile—
you can afford to

Our low cost, flexible BlueDental Choice Plus plan
stresses preventive care and offers many valuable
benefits, including major restorative services.
You can choose any dentist, in or out of network;
however, using a dentist in our network offers you
richer benefits.

Choice Plus plan benefits

= Access to a large PPO dental network! in
Florida and nationwide

= Discounts on braces and cosmetic dental work?

= No claim forms to file when visiting a
participating dentist

= No referrals or authorizations when you need
to see a specialist

Oral Health for Overall Health™

When you have medical and dental coverage with Florida Blue, you are
automatically enrolled in our Oral Health for Overall Health program, if you
have a qualifying medical condition.?

= There is no extra cost to participate

= Benefits are covered 100%, with no deductibles or coinsurance when visiting
a participating provider

= Benefits don’t apply to your annual maximum

= There are no waiting periods

To find a dentist in our BlueDental Choice network, visit floridabluedental.com/find-a-dentist and select

BlueDental Choice from the Plan Type list.

Questions?

Our Customer Service Associates can help! Just call 1-888-223-4892, Monday through Friday, 8:00 a.m. to

8:00 p.m., or visit floridabluedental.com.

11




BlueDental Choice Plus

Benefit Summary
Group Name: Public Risk Management Plan 2 — Low

Option  Group Anniversary Date: 10/1/2025

q\\sﬁ Section 4, Item A.
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Deductible
No Deductible for Preventive Services (or ortho if selected)
Per Person Per Calendar Year

Per Family Per Calendar Year

also satisfy the in-network deductible.

In-Network Out-of-Network
$ 50 $ 50
$ 100 $ 100

Amounts used to satisfy the in-network deductible also satisfy the out-of-network deductible and amounts used to satisfy the out-of-network deductible

We Pay* You Pay* We Pay* You Pay**

high noble metal) (6066)

Preventive Services 100% 0% 90% 10%
Basic Services 80% 20% 60% 40%
Major Services 50% 50% 40% 60%

Periodic Oral Evaluation (0120) Preventive

Comprehensive Oral Evaluation (0150) Preventive

Bitewing X-rays, two films (0272) Preventive

Cleanings — Adult/Child (1110, 1120) Preventive

Fluoride Treatment — Child (1206, 1208) Preventive

Office Visits (9430) Preventive

Space Maintainers — fixed — unilateral (1510) Preventive

X-rays - Intraoral/Complete Series (0210) Preventive

Sealant — per tooth (1351) Preventive

Amalgam Restorations (Silver Fillings) (2140) Basic

Resin-Based Restorations — Anterior (2330) Basic

Extractions — Routine and Surgical (7140) Basic

Root Canal Molar (3330) Basic

Periodontal Scaling & Root Planing — per quad (4341) Basic

Osseous Surgery — 4 or more contiguous teeth (4260) Major

Crowns — Porcelain fused to noble metal (2752) Major

Complete Dentures (5110, 5120) Major

Pontic — Porcelain fused to noble metal (6242) Major

Partial Dentures (5213, 5214) Major

Surgical placement of implant body — endosteal implant (6010) Major

Implant supported porcelain fused to metal crown (titanium, Major

Orthodontia Services
BlueDental Coverage

Child(ren) to age 19
50% | 50%

Waiting Periods
Major Service Benefits
Orthodontia Benefits

None
None

Maximum Benefits
Plan Year (per person)

Lifetime Orthodontia (per person)

network maximum apply to the in-network maximums.

$2000 $2000

$1000 $1000

The amount of benefits payable is limited to the in-network maximums. In-network maximums apply toward the out-of-network maximums and out-of-

Dental Rollover

No

The information provided above is a summary of benefits. It is intended to highlight key points of the Dental Plan and is provided to the employee as ap
aid in deciding whether to enroll in the Plan. This summary should in no way be construed as part of the contract. Possession of this summary in no w4

implies coverage nor does it guarantee benefits under the plan. Some limitations and exclusions may apply. 12




The Group Dental Benefit Plan established and maintained by the above-named entity is self-insured. Florida Combined Life Insuranc
Section 4, Item A.

provides administrative claims payment services only and does not assume any financial risk or obligation with respect to claims.

*Percentage of allowable charge.

**Payment is based on the 90" percentile of U&C.
***The majority of dentists’ fees are within our allowed charges, however, you will be responsible for any fees in excess of the allowed amount.

Note: Non-Participating Dentists may charge fees in excess of our Fee Schedule and may bill you for the difference.
Florida Combined Life Insurance Company, Inc. (FCL) is an affiliate of Blue Cross Blue Shield of Florida, Inc. (BCBSF). BCBSF and FCL are

Independent licensees of the Blue Cross and Blue Shield Association.
BlueDental Choice Plus

22243-1118
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BlueDental Choice Plus
Limitations and Exclusions

Limitations:

1. Any retreatment of root canals are payable one (1) year after completion
date of root canal therapy.

2. Restorations made of amalgam, silicate, acrylic, and composite
materials to restore diseased teeth are only payable on the same tooth
surface once every twelve (12) consecutive months.

3. The gingivectomy or gingivoplasty per quadrant allowance will be paid
when two or more teeth are billed on the same date of service, same
quadrant.

4. Sealants are limited to the first and second molars for primary teeth
and the bicuspids and molars for the permanent teeth of dependent
children.

5. General anesthesia and intravenous sedation is payable only if given in
connection with covered surgical procedures.

6. Periodontal services are limited to insureds age eighteen (18) and older.

7. Services performed outside the United States, its territories and
possessions are not covered, except for palliative emergency treatment.

8. Multiple amalgam or composite restorations on one surface will be
considered one restoration. The allowance includes insulating base and
local anesthesia.

9. Allfixed prosthetics are billable upon the seat/insertion date.

10. All removable prosthetics are billable upon final delivery.

Exclusions:

1.

o

Services or supplies which are not medically necessary according to

accepted standards of dental practice, as determined by our consulting

dentists, or which are not recommended or approved by the attending

dentist.

Charges for services or supplies when billed by other than a dentist.

Benefits for services rendered by a member of an employee’s family,

(his spouse and the children, brothers, sisters and parents of either the

employee or his spouse).

Services rendered primarily for cosmetic purposes.

Charges incurred for failure to keep a dental appointment.

Services rendered through a medical department, clinic or similar facility

provided or maintained by, or on the behalf of, an employer, mutual

benefit association, labor union, trustee or similar persons or groups.

Medical services related to the treatment of temporomandibular joint

(TMJ) (temporal bone—lower jaw) dysfunctions (craniomandibular

disorders, craniofacial disorders).

Experimental or investigational treatment.

Dental services received or rendered:

a. through or in a veteran’s hospital or government facility due to a
service connected disability

b. which are covered and paid under Workers’ Compensation or
similar law

c. which are coordinated with another insurance policy providing
dental benefits for the same charges, to the extent that the total
amount payable under both plans exceeds 100% of the total
expenses that are incurred payable under both plans exceeds
100% of the total

10. Services for which the insured incurs no charge.

" Networks are comprised of independent contracted dentists.

2 Orthodontic discounts are only available for plans that do not include orthodontic coverage. Certain dentists have voluntarily agreed to offer a 20% discount off their usual charge for non-covered
cosmetic or orthodontic services. These dentists are identified by an affiliation to either the Cosmetic Dental Discount Program or Orthodontic Discount Program. Because these dentists are neither
contractually nor legally bound to offer these discounts, we recommend that you contact the provider to inquire about the continued availability of any discount prior to scheduling an appointment.

3 These conditions include diabetes, coronary heart disease, stroke, oral cancer, head and neck cancers, Sjogren’s syndrome and pregnancy.

This benefit summary provides a very brief description of Florida Combined Life’s insurance products. This is not an insurance policy and only the actual provisions of an issued policy control. Florida
Combined Life’s policies set forth the rights and obligations of covered persons and Florida Combined Life. Please be aware that certain limitations and exclusions apply, and certain coverage may reduce
or terminate due to age or lack of eligibility. If you enroll for coverage, you will be furnished with a policy or certificate of insurance. Please read your insurance documents carefully.

Florida Combined Life insurance Company, Inc., DBA Florida Combined Life, is an affiliate of Florida Blue. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability or sex.
ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-800-352-2583 (TTY: 1-877-955-8773).

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-800-352-2583 (TTY: 1-800-955-8770).

© 2021 Florida Blue. All rights reserved.

16754-0221
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Section 4, Item A.

Procedures, appliances, or restorations necessary to alter vertical
dimension and/or restore or maintain the occlusion. Such procedures
include, but are not limited to, equilibration, periodontal splinting, full
mouth rehabilitation, restoration of tooth structure lost from attrition
and restoration for malalignment of teeth.

Local anesthesia when billed separately by a dentist.

Any services paid or payable under the insured’s health insurance
contract.

Services not listed in the Benefits section of this plan.

Charges for a more expensive service, procedure, or course of
treatment than is customarily provided by the dental profession,
consistent with sound professional standards of dental practice for
the dental condition concerned. Payment for such charges under this
certificate will be based on the allowance for the least costly service,
procedure, or course of treatment.

Any additional treatment required due to the insured’s failure to follow
instructions, or lack of cooperation with the dentist.

Treatment for any illness, injury, or medical conditions arising out of:
war or act of war (whether declared or undeclared), participation in a
felony, riot or insurrection, service in the armed forces or auxiliary units,
and attempted suicide or intentionally self-inflicted injury, whether sane
or insane.

Services rendered before the effective date of coverage.

Services rendered after termination of coverage, except as provided
under the plan’s “Extension of Benefits upon Contract Termination.”
Charges for services or supplies for sterilization. Charges for sterilization
are included in the allowance for other covered dental procedures.
Any denture or bridge replacement made necessary by reason of loss,
theft, or alteration by an insured.

Services in connection with any crown, inlay or onlay restoration or for
any denture or bridge if treatment began prior to the insured’s coverage
under this certificate.

Duplicate or temporary denture, crown, or bridge.

Labial veneer restorations.

General anesthesia and intravenous sedation administered exclusively
for patient management or comfort.

Charges for nitrous oxide.

Services with respect to congenital (hereditary) or developmental
malformations or cosmetic reasons, including but not limited to cleft
palate, maxillary or mandibular (upper or tower) malformations, enamel
hypoplasia (lack of development), fluorosis (a type of discoloration of
the teeth), and anodontia (congenitally missing teeth).

Prescribed drugs, premedication or analgesia.

Extra oral grafts (grafting of tissues from outside the mouth to oral
tissues).

Charges for oral hygiene, plaque control, or diet instruction.

Charges for orthodontia services, unless shown on the Benefit
Summary.

Charges for biohazardous waste disposal are included in the allowance
for other covered dental procedures.

Charges associated with accidental injuries to sound natural teeth.
Charges for sterilization are included in the allowance for other covered
dental procedures.

14
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Section 4, Item B.

Program Area Plan 2 Plan3
County MSBU Rate S 15511 | S 195.71 | S 225.62
City MSBU Rate S 220.94 | S 278.78 | S 321.38
Budget S 2121517 |S$S 2676892 | S 3,085,983
City MSBU will generate: Plan 1-$769,111.91 Plan 2-$967,511.03 Plan 3-$1,132,718.66
**This is if 100% of the taxes are received** $300-$1,044,416.97

**VA & IC Minimums will need to be lifted**
Minimum staffing is Plan 2

Plan 1-not able to meet minimal staffing.

Plan 2-able to meet staffing needs for 1yr
$300-able to sustain 2yrs of growth minimum
Plan 3-able to sustain 3yrs of growth minimum

15
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