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2 Non-InstructionalCHP or Florida Blue
CHP or Florida Blue 1 Instructional and 1 Non-Instructional

2 InstructionalCHP or Florida Blue  
Standard Family Dental Low  
Standard Family Dental High  

Payroll deductions will be split between each employee’s pay checks. 

To:  Duel Employees of Franklin County School District

Re:   Medical and Dental Insurance Payroll Deductions

Franklin County School District contributes $612.58 per month for instructional staff, 650.86
for non-instructional staff and $30.76 for Dental. If both you and your spouse are benefit 

eligible employees, the School District will combine both contributions for family coverage.

Semi-Monthly Payroll Deductions for family coverage are as follows

$189.24
$170.10
$150.96

$16.70
$24.60
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: on or after 10/01/2020 
 
Capital Selection $15/$30/$50                                                                         Coverage for: Employee or Family | Plan Type: HMO 

 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan 
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided 
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, at 

www.capitalhealth.com/sbc. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-850-383-3311 to request a copy. 

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

$0 See the Common Medical Events chart below for your costs for services this plan covers. 

Are there services 
covered before you meet 
your deductible? 

Yes.  

This plan covers some items and services even if you haven’t yet met the deductible amount. 
But a copayment or coinsurance may apply. For example, this plan covers certain preventive 
services without cost sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.  

Are there other 
deductibles for specific 
services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? 

Medical: $2,000 single coverage / 
$4,500 family coverage.  
Pharmacy: $4,600 single coverage / 
$8,700 family coverage.   

 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have 
other family members in this plan, they have to meet their own out-of-pocket limits until the 
overall family out-of-pocket limit has been met. 

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

Premiums and health care this 
plan doesn’t cover. 

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

Will you pay less if you 
use a network provider? 

Yes. See www.capitalhealth.com 
or call 850-383-3311 for a list of 
network providers. 

Be aware, your network provider might use an out-of-network provider for some services (such 
as lab work). Check with your provider before you get services.  

Do you need a referral to 
see a specialist? 

Yes. Some specialists require a 
referral.  For a list of specialists 
that require a referral go to 
capitalhealth.com/ReferralAndAuth 

This plan will pay some or all of the costs to see a specialist for covered services but only if you 
have a referral before you see the specialist. 

 
 

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
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http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
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https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
http://capitalhealth.com/referralandauth
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common Medical Event Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other 

Important Information Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most)  

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

Primary care visit to treat an 
injury or illness 

Office: $15 / visit 

Telehealth: $15 / visit 

 
Not Covered  

 

Telehealth – Services are provided by 
network providers through remote access 
technology including the web and mobile 
devices. 

Specialist visit 
Office: $40 / visit 

Telehealth: $40 / visit 

 
Not Covered  

 

Prior authorization required for certain 
specialist visits. Your benefits/services may 
be denied.  Telehealth – Services are 
provided by network providers through 
remote access technology including the web 
and mobile devices. 

Preventive care/screening/ 

immunization 

No Charge for covered 
services 

 
Not Covered  

 

You may have to pay for services that aren't 
preventive. Ask your provider if the services 
you need are preventive. Then check what 
your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No Charge 

 
Not Covered  

 

Diagnostic tests other than x-ray or blood 
work may incur a cost share. 

Imaging (CT/PET scans, 
MRIs) 

$100 / visit 

 
Not Covered  

 

Prior authorization required for certain 
imaging services. Your benefits/services 
may be denied. 

If you need drugs to 
treat your illness or 
condition 

More information about 
prescription drug 
coverage is available at 
www.capitalhealth.com/M
edCenter 

Tier 1 drugs 

$15/30-day supply 
$30/60-day supply 
$45/90-day supply 

(retail & mail order) 

 
Not Covered  

 

 
 
 
The formulary is a closed formulary. This 
means that all available covered medications 
are shown. Prior authorization and/or 
quantity limits may apply. Your 
benefits/services may be denied. 
 
 
 
 
 
 

 Tier 2 drugs 

$30/30-day supply 
$60/60-day supply 

$90/90-day supply 
(retail & mail order) 

 
Not Covered  

 

Tier 3 drugs  

$50/30-day supply 
$100/60-day supply 

$150/90-day supply 
(retail & mail order) 

 
Not Covered  

 

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.capitalhealth.com/MedCenter
http://www.capitalhealth.com/MedCenter
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Specialty drugs 

 

$50 /30-day supply  

 

 
Not Covered  

 

Limited to 30-day supply and may be limited 
to certain pharmacies. Prior authorization 
and/or quantity limits may apply. Your 
benefits/services may be denied. 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 

Ambulatory Surgical 
Center: $100 / visit 

Hospital: $250 / visit 
Not Covered  

Prior authorization may be required. Your 
benefits/services may be denied.  Cost 
share applies to all outpatient services. 

Physician/surgeon fees $40 / provider 
 
Not Covered  
 

If you need immediate 
medical attention 

Emergency room care 
$300 / visit 
$250 / observation 

$300 / visit 
$250 / observation 

Copayment is waived if inpatient admission 
occurs; however, if moved to observation 
status, an additional copayment may apply 
based on services rendered. 

Emergency medical 
transportation 

$100 / transport $100 / transport Covered if medically necessary. 

Urgent care 

Urgent care center:    
$25 / visit 
Telehealth: $25 / visit  
Amwell: $15 / visit 

Urgent care center:      
$25 / visit 

Telehealth: $25 / visit  
Amwell: $15 / visit 

Telehealth – Services are provided by 
network providers through remote access 
technology including the web and mobile 
devices. 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 

$250 / admission 
$250 / observation 

Not Covered 
Prior authorization required. Your benefits 
/services may be denied.  

Physician/surgeon fees 
No Charge if admitted 
$40 /provider for 
observation  

Not Covered ––––––––none–––––––– 

If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient services $40 / visit Not Covered ––––––––none–––––––– 

Inpatient services $250 / admission 

 

 

Not Covered 

 
 

Prior authorization required. Your benefits 
/services may be denied. 

If you are pregnant 

Office visits $40 / visit Not Covered ––––––––none–––––––– 

Childbirth/delivery 
professional services 

No Charge Not Covered ––––––––none–––––––– 

Childbirth/delivery facility 
services 

$250 / admission Not Covered 
Prior authorization required. Your benefits 
/services may be denied. 

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#urgent-care
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If you need help 
recovering or have 
other special health 
needs 

Home health care No Charge  Not Covered 
Prior authorization required. Your benefits/ 
services may be denied. 

Rehabilitation services $40 / visit Not Covered 
Limited to the consecutive 62-day period 
immediately following the first service date.  

Habilitation services Not Covered Not Covered           ––––––––none–––––––– 

Skilled nursing care No Charge Not Covered 
Covers up to 60 days per admission with 
subsequent admission following 180 days 
from discharge date of previous admission. 

Durable medical equipment No Charge Not Covered 
Prior authorization required for certain 
devices. Your benefits/services may be 
denied. 

Hospice services No Charge  Not Covered 
Prior authorization required for inpatient 
services. Your benefits/services may be 
denied. 

If your child needs 
dental or eye care 

Children’s eye exam $15 / visit  Not Covered ––––––––none–––––––– 

Children’s glasses Not Covered Not Covered ––––––––none–––––––– 

Children’s dental check-up Not Covered Not Covered ––––––––none–––––––– 

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

 Acupuncture 

 Bariatric Surgery 

 Cosmetic Surgery 

 Dental care (Adult) 

 Dental care (Child) 

 

 Glasses 

 Habilitation services 

 Hearing aids  

 Infertility treatment 

 Long-term care  

 

 Non-emergency care when traveling outside 
the US  

 Private-duty nursing  

 Routine foot care 

 Weight loss programs  
 

 

 

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

 Chiropractic care  

 
 Routine eye care (Adult )  

 

 

 

 

 

 

https://www.healthcare.gov/sbc-glossary/#plan
http://www.capitalhealth.com/sbc
https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#plan
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or 
assistance, contact: Capital Health Plan at 1-850-383-3311. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of 
Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can 
help you file your appeal. Contact U.S. Department of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or 
www.dol.gov/ebsa/consumer_info_health.html and http://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. 

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

Does this plan meet the Minimum Value Standards? Yes 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 850-383-3311, 1-877-247-6512 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 850-383-3311, 1-877-247-6512. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 850-383-3311, 1-877-247-6512. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 850-383-3311, 1-877-247-6512.  
 

 
PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays 
a valid OMB control number.  The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is 
estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and 
review the information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

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

https://www.healthcare.gov/sbc-glossary/#plan
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About these Coverage Examples: 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts 
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might 
pay under different health plans. Please note these coverage examples are based on self-only coverage. 

 

 The plan’s overall deductible  $0 
 Specialist copayment $40 
 Hospital (facility) copayment $250 
 Other copayment $0 

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

Total Example Cost $12,700 

In this example, Peg would pay:  

Cost Sharing 

Deductibles $0 

Copayments $500 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $560 

 

 The plan’s overall deductible  $0 
 Specialist  copayment $40 
 Hospital (facility) copayment $250 
 Other copayment $50 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter) 

Total Example Cost $5,600 

In this example, Joe would pay:  

Cost Sharing 

Deductibles $0 

Copayments $1,000 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,020 

 

 The plan’s overall deductible  $0 
 Specialist  copayment $40 
 Hospital (facility) copayment $250 
 Other copayment $0 

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

Total Example Cost $2,800 

In this example, Mia would pay:  

Cost Sharing 

Deductibles $0 

Copayments $900 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $900 

 

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

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

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

controlled condition) 

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

care) 
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http://www.capitalhealth.com/sbc
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https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.floridablue.com/plancontracts/group.  
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the 
Glossary.  You can view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

In-Network: $2,500 Per Person. 
Out-of-Network: $5,000 Per 
Person.

Generally, you must pay all of the costs from providers up to the deductible amount before this 
plan begins to pay. If you have other family members on the policy, the overall family deductible 
must be met before the plan begins to pay.6

Are there services 
covered before you meet 
your deductible?

Yes. Preventive care.
This plan covers some items and services even if you haven’t yet met the deductible amount. But 
a copayment or coinsurance may apply. For example, this plan covers certain preventive services 
without cost sharing and before you meet your deductible. See a list of covered preventive 
services at www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other
deductibles for specific 
services?

Yes. $500 Out-of-Network Per 
Admission Deductible. There are 
no other specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this 
plan begins to pay for these services.

What is the out-of-pocket 
limit for this plan?

Yes. In-Network: $5,800 Per 
Person. Out-Of-Network: $11,600 
Per Person.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other 
family members in this plan, the overall family out-of-pocket limit must be met.

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

Premium, balance-billed charges, 
and health care this plan doesn't 
cover.

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

Will you pay less if you 
use a network provider?

Yes. See 
https://providersearch.floridablue.c
om/providersearch/pub/index.htm 
or call 1-800-352-2583 for a list of 
network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if you use an out-of-network provider, and you might receive a bill from a 
provider for the difference between the provider’s charge and what your plan pays (balance 
billing). Be aware your network provider might use an out-of-network provider for some services 
(such as lab work). Check with your provider before you get services.

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral.

http://www.floridablue.com/plancontracts/group
http://www.floridablue.com/plancontracts/group
http://www.healthcare.gov/coverage/preventive-care-benefits/
https://providersearch.floridablue.com/providersearch/pub/index.htm
https://providersearch.floridablue.com/providersearch/pub/index.htm
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will PayCommon 
Medical Event Services You May Need Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most) 

Limitations, Exceptions, & Other Important 
Information

Primary care visit to treat an 
injury or illness

Primary Care Visits: 
Deductible + 20% 
Coinsurance/ Virtual 
Visits (Telemedicine): 
Deductible + 20% 
Coinsurance

Primary Care Visits: 
Deductible + 40% 
Coinsurance/ Virtual Visits 
(Telemedicine): Not 
Covered

Physician administered drugs may have higher 
cost shares.

Specialist visit Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Physician administered drugs may have higher 
cost shares.

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

Preventive care/screening/
immunization No Charge 40% Coinsurance

Physician administered drugs may have higher 
cost shares.  You may have to pay for services 
that aren’t preventive. Ask your provider if the 
services needed are preventive. Then check 
what your plan will pay for.

Diagnostic test (x-ray, blood 
work)

Independent Clinical 
Lab: Deductible/ 
Independent Diagnostic 
Testing Center: 
Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Tests performed in hospitals may have higher 
cost-share.

If you have a test

Imaging (CT/PET scans, MRIs) Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Prior Authorization may be required. Your 
benefits/services may be denied. Tests 
performed in hospitals may have higher cost-
share.

http://www.floridablue.com/plancontracts/group
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most) 

Generic drugs
Deductible + $10 Copay 
per Prescription at retail, 
Deductible + $25 Copay 
per Prescription by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs

Deductible + $50 Copay 
per Prescription at retail, 
Deductible + $125 
Copay per Prescription 
by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order.

Non-preferred brand drugs Deductible + $80 Copay 
per Prescription at retail, 
Deductible + $200 
Copay per Prescription 
by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order.

If you need drugs to 
treat your illness or 
condition
More information about 
prescription drug 
coverage is available at 
www.floridablue.com/to
ols-
resources/pharmacy/me
dication-guide

Specialty drugs
Specialty drugs are 
subject to the cost share 
based on applicable 
drug tier.

Specialty drugs are subject 
to the cost share based on 
the applicable drug tier.

Not covered through Mail Order. Up to 30 day 
supply for retail. 

Facility fee (e.g., ambulatory 
surgery center)

Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Option 2 hospitals may have a higher cost-
share.

If you have outpatient 
surgery Physician/surgeon fees Deductible + 20% 

Coinsurance

Ambulatory Surgical 
Center: Deductible + 40% 
Coinsurance/ Hospital: In-
Network Deductible + 20% 
Coinsurance

 ––––––––none––––––––

Emergency room care Deductible + 20% 
Coinsurance

Deductible + 20% 
Coinsurance  ––––––––none––––––––

Emergency medical 
transportation

Deductible + 20% 
Coinsurance

In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––If you need immediate 

medical attention

Urgent care Deductible + 20% 
Coinsurance

Deductible + 20% 
Coinsurance  ––––––––none––––––––

If you have a hospital 
stay Facility fee (e.g., hospital room) Hospital Option 1: 

Deductible + 20% 
Per Admission Deductible + 
Deductible + 40% 

Inpatient Rehab Services limited to 30 days. 
Option 2 hospitals may have a higher cost-

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/tools-resources/pharmacy/medication-guide
https://www.floridablue.com/tools-resources/pharmacy/medication-guide
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most) 

Coinsurance Coinsurance share.

Physician/surgeon fees Deductible + 20% 
Coinsurance

In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––

Outpatient services Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance  ––––––––none––––––––If you need mental 

health, behavioral 
health, or substance 
abuse services Inpatient services Deductible + 20% 

Coinsurance
In-Network Deductible + 
20% Coinsurance

Prior Authorization may be required. Your 
benefits/services may be denied.

Office visits Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Maternity care may include tests and services 
described elsewhere in the SBC (i.e. 
ultrasound.)

Childbirth/delivery professional 
services

Deductible + 20% 
Coinsurance

In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––

If you are pregnant

Childbirth/delivery facility 
services

Hospital Option 1: 
Deductible + 20% 
Coinsurance

Per Admission Deductible + 
Deductible + 40% 
Coinsurance

Option 2 hospitals may have a higher cost-
share.

Home health care Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance Coverage limited to 20 visits. 

Rehabilitation services Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Coverage limited to 35 visits, including 26 
manipulations. Services performed in hospital 
may have higher cost-share. Prior 
Authorization may be required. Your 
benefits/services may be denied.

Habilitation services Not Covered Not Covered Not Covered

Skilled nursing care Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance Coverage limited to 60 days. 

Durable medical equipment Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age.

If you need help 
recovering or have 
other special health 
needs

Hospice services Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance  ––––––––none––––––––

Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not CoveredIf your child needs 

dental or eye care Children’s dental check-up Not Covered Not Covered Not Covered

http://www.floridablue.com/plancontracts/group
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Excluded Services & Other Covered Services:
 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
 Acupuncture
 Bariatric surgery
 Cosmetic surgery
 Dental care (Adult)
 Habilitation services

 Hearing aids
 Infertility treatment
 Long-term care
 Pediatric dental check-up
 Pediatric eye exam

 Pediatric glasses
 Private-duty nursing
 Routine eye care (Adult)
 Routine foot care unless for treatment of diabetes
 Weight loss programs

 
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
 Chiropractic care - Limited to 35 visits  Most coverage provided outside the United 

States.  See www.floridablue.com.
 Non-emergency care when traveling outside the 

U.S.
 
Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits 
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services 
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may 
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.S. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/consumer_info_health.html .

Does this plan provide Minimum Essential Coverage?  Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards?  Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

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

http://www.floridablue.com/plancontracts/group
http://www.dol.gov/ebsa/healthreform
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/consumer_info_health.html
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Peg is Having a Baby
(9 months of in-network pre-natal care and a 

hospital delivery)

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

care)

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

controlled condition) 

 The plan’s overall deductible $2,500
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 Other No Charge $0

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

Total Example Cost $12,800 
In this example, Peg would pay:

Cost Sharing
Deductibles $2,500
Copayments $30
Coinsurance $1,800

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,390

 The plan’s overall deductible $2,500
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 Other Coinsurance 20%

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter) 

Total Example Cost $7,400 
In this example, Joe would pay:

Cost Sharing
Deductibles $2,500
Copayments $1,500
Coinsurance $100

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $4,160

 
 The plan’s overall deductible $2,500
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 Other Coinsurance 20%

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900 
In this example, Mia would pay:

Cost Sharing
Deductibles $1,900
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900

About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of 
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.   

Note: These numbers assume the patient does not participate in the plan’s wellness program.  If you participate in the plan’s wellness program, you may be able to 
reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com. 

../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com
../Work_08_10/www.floridablue.com


Health insurance is offered by Florida Blue.  HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. Dental insurance is offered by Florida Combined Life 
Insurance Company, Inc., an affiliate of Blue Cross and Blue Shield of Florida, Inc.  These companies are Independent Licensees of the Blue Cross and Blue Shield Association.
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.floridablue.com/plancontracts/group.  
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the 
Glossary.  You can view the Glossary at www.floridablue.com/plancontracts/group or call 1-800-352-2583 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

In-Network: $5,000 Per 
Person/$5,000 Family. Out-of-
Network: $10,000 Per 
Person/$10,000 Family. 

Generally, you must pay all of the costs from providers up to the deductible amount before this 
plan begins to pay. If you have other family members on the policy, the overall family deductible 
must be met before the plan begins to pay.7

Are there services 
covered before you meet 
your deductible?

Yes. Preventive care.
This plan covers some items and services even if you haven’t yet met the deductible amount. But 
a copayment or coinsurance may apply. For example, this plan covers certain preventive services 
without cost sharing and before you meet your deductible. See a list of covered preventive 
services at www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other
deductibles for specific 
services?

Yes. $500 Out-of-Network Per 
Admission Deductible. There are 
no other specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this 
plan begins to pay for these services.

What is the out-of-pocket 
limit for this plan?

Yes. In-Network: $6,850 Per 
Person/$11,600 Family.  Out-Of-
Network: $23,200 Per 
Person/$23,200 Family.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other 
family members in this plan, they have to meet their own out-of-pocket limits until the overall 
family out-of-pocket limit has been met.

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

Premium, balance-billed charges, 
and health care this plan doesn't 
cover.

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

Will you pay less if you 
use a network provider?

Yes. See 
https://providersearch.floridablue.c
om/providersearch/pub/index.htm 
or call 1-800-352-2583 for a list of 
network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if you use an out-of-network provider, and you might receive a bill from a 
provider for the difference between the provider’s charge and what your plan pays (balance 
billing). Be aware your network provider might use an out-of-network provider for some services 
(such as lab work). Check with your provider before you get services.

Do you need a referral to 
see a specialist? No.  You can see the specialist you choose without a referral.

http://www.floridablue.com/plancontracts/group
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will PayCommon 
Medical Event Services You May Need Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most) 

Limitations, Exceptions, & Other Important 
Information

Primary care visit to treat an 
injury or illness

Primary Care Visits: 
Deductible + 20% 
Coinsurance/ Virtual 
Visits (Telemedicine): 
Deductible + 20% 
Coinsurance

Primary Care Visits: 
Deductible + 40% 
Coinsurance/ Virtual Visits 
(Telemedicine): Not 
Covered

Physician administered drugs may have higher 
cost shares.

Specialist visit Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Physician administered drugs may have higher 
cost shares.

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

Preventive care/screening/
immunization No Charge 40% Coinsurance

Physician administered drugs may have higher 
cost shares.  You may have to pay for services 
that aren’t preventive. Ask your provider if the 
services needed are preventive. Then check 
what your plan will pay for.

Diagnostic test (x-ray, blood 
work)

Independent Clinical 
Lab: Deductible/ 
Independent Diagnostic 
Testing Center: 
Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Tests performed in hospitals may have higher 
cost-share.

If you have a test

Imaging (CT/PET scans, MRIs) Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Prior Authorization may be required. Your 
benefits/services may be denied. Tests 
performed in hospitals may have higher cost-
share.

http://www.floridablue.com/plancontracts/group
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most) 

Generic drugs
Deductible + $10 Copay 
per Prescription at retail, 
Deductible + $25 Copay 
per Prescription by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order. Responsible Rx programs such 
as Prior Authorization may apply. See 
Medication guide for more information.

Preferred brand drugs

Deductible + $50 Copay 
per Prescription at retail, 
Deductible + $125 
Copay per Prescription 
by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order.

Non-preferred brand drugs

Deductible + $80 Copay 
per Prescription at retail, 
Deductible + $200 
Copay per Prescription 
by mail

In-Network Deductible + 
50% Coinsurance

Up to 30 day supply for retail, 90 day supply 
for mail order.

If you need drugs to 
treat your illness or 
condition
More information about 
prescription drug 
coverage is available at 
www.floridablue.com/to
ols-
resources/pharmacy/me
dication-guide

Specialty drugs
Specialty drugs are 
subject to the cost share 
based on applicable 
drug tier.

Specialty drugs are subject 
to the cost share based on 
the applicable drug tier.

Not covered through Mail Order. Up to 30 day 
supply for retail. 

Facility fee (e.g., ambulatory 
surgery center)

Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Option 2 hospitals may have a higher cost-
share.

If you have outpatient 
surgery Physician/surgeon fees Deductible + 20% 

Coinsurance

Ambulatory Surgical 
Center: Deductible + 40% 
Coinsurance/ Hospital: In-
Network Deductible + 20% 
Coinsurance

 ––––––––none––––––––

Emergency room care Deductible + 20% 
Coinsurance

Deductible + 20% 
Coinsurance  ––––––––none––––––––

Emergency medical 
transportation

Deductible + 20% 
Coinsurance

In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––If you need immediate 

medical attention

Urgent care Deductible + 20% 
Coinsurance

Deductible + 20% 
Coinsurance  ––––––––none––––––––

If you have a hospital 
stay Facility fee (e.g., hospital room) Hospital Option 1: 

Deductible + 20% 
Per Admission Deductible + 
Deductible + 40% 

Inpatient Rehab Services limited to 30 days. 
Option 2 hospitals may have a higher cost-

http://www.floridablue.com/plancontracts/group
https://www.floridablue.com/tools-resources/pharmacy/medication-guide
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Common 
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most) 

Coinsurance Coinsurance share.

Physician/surgeon fees Deductible + 20% 
Coinsurance

In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––

Outpatient services Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance  ––––––––none––––––––If you need mental 

health, behavioral 
health, or substance 
abuse services Inpatient services Deductible + 20% 

Coinsurance
In-Network Deductible + 
20% Coinsurance

Prior Authorization may be required. Your 
benefits/services may be denied.

Office visits Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Maternity care may include tests and services 
described elsewhere in the SBC (i.e. 
ultrasound.)

Childbirth/delivery professional 
services

Deductible + 20% 
Coinsurance

In-Network Deductible + 
20% Coinsurance  ––––––––none––––––––If you are pregnant

Childbirth/delivery facility 
services

Hospital Option 1: 
Deductible + 20% 
Coinsurance

Per Admission Deductible + 
Deductible + 40% 
Coinsurance

Option 2 hospitals may have a higher cost-
share.

Home health care Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance Coverage limited to 20 visits. 

Rehabilitation services Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Coverage limited to 35 visits, including 26 
manipulations. Services performed in hospital 
may have higher cost-share. Prior 
Authorization may be required. Your 
benefits/services may be denied.

Habilitation services Not Covered Not Covered Not Covered

Skilled nursing care Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance Coverage limited to 60 days. 

Durable medical equipment Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance

Excludes vehicle modifications, home 
modifications, exercise, bathroom equipment 
and replacement of DME due to use/age.

If you need help 
recovering or have 
other special health 
needs

Hospice services Deductible + 20% 
Coinsurance

Deductible + 40% 
Coinsurance  ––––––––none––––––––

Children’s eye exam Not Covered Not Covered Not Covered
Children’s glasses Not Covered Not Covered Not CoveredIf your child needs 

dental or eye care Children’s dental check-up Not Covered Not Covered Not Covered

http://www.floridablue.com/plancontracts/group
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Excluded Services & Other Covered Services:
 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
 Acupuncture
 Bariatric surgery
 Cosmetic surgery
 Dental care (Adult)
 Habilitation services

 Hearing aids
 Infertility treatment
 Long-term care
 Pediatric dental check-up
 Pediatric eye exam

 Pediatric glasses
 Private-duty nursing
 Routine eye care (Adult)
 Routine foot care unless for treatment of diabetes
 Weight loss programs

 
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
 Chiropractic care - Limited to 35 visits  Most coverage provided outside the United 

States.  See www.floridablue.com.
 Non-emergency care when traveling outside the 

U.S.
 
Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: State Department of Insurance at 1-877-693-5236, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform or the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact the insurer at 1-800-352-2583. You may also contact your State Department of Insurance at 1-877-693-5236 or the Department of Labor's Employee Benefits 
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. For group health coverage subject to ERISA contact your employee services 
department. For non-federal governmental group health plans and church plans that are group health plans contact your employee services department. You may 
also contact the state insurance department at 1-877-693-5236. Additionally, a consumer assistance program can help you file your appeal. Contact U.S. Department 
of Labor Employee Benefits Security Administration at 1-866-4-USA-DOL (866-487-2365) or www.dol.gov/ebsa/consumer_info_health.html .

Does this plan provide Minimum Essential Coverage?  Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards?  Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

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

http://www.floridablue.com/plancontracts/group
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Peg is Having a Baby
(9 months of in-network pre-natal care and a 

hospital delivery)

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

care)

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

controlled condition) 

 The plan’s overall deductible $5,000
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 Other No Charge $0

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

Total Example Cost $12,800 
In this example, Peg would pay:

Cost Sharing
Deductibles $5,000
Copayments $30
Coinsurance $1,500

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,590

 The plan’s overall deductible $5,000
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 Other Coinsurance 20%

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter) 

Total Example Cost $7,400 
In this example, Joe would pay:

Cost Sharing
Deductibles $5,000
Copayments $800
Coinsurance $20

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $5,880

 
 The plan’s overall deductible $5,000
 Specialist Coinsurance 20%
 Hospital (facility) Coinsurance 20%
 Other Coinsurance 20%

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900 
In this example, Mia would pay:

Cost Sharing
Deductibles $1,900
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900

About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of 
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.   

Note: These numbers assume the patient does not participate in the plan’s wellness program.  If you participate in the plan’s wellness program, you may be able to 
reduce your costs.  For more information about the wellness program, please contact: www.floridablue.com. 
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z &OHDQLQJ�

���LQ���PRQWKV��

z )OXRULGH�IRU�&KLOGUHQ����DQG�XQGHU�

���LQ����PRQWKV��

z 6HDODQWV��DJH����DQG�XQGHU��

z 6SDFH 0DLQWDLQHUV

z )XOO�0RXWK�3DQRUDPLF�;�UD\V�

���LQ���\HDUV��

z 5HVWRUDWLYH�$PDOJDPV�

z 5HVWRUDWLYH�&RPSRVLWHV�

z (QGRGRQWLFV��QRQVXUJLFDO��

z (QGRGRQWLFV��VXUJLFDO��

z 3HULRGRQWLFV��QRQVXUJLFDO��

z 3HULRGRQWLFV��VXUJLFDO��

z 6LPSOH�([WUDFWLRQV�

z &RPSOH[�([WUDFWLRQV�

z $QHVWKHVLD

z 2QOD\V�

z &URZQV�

���LQ����\HDUV�SHU�WRRWK��

z &URZQ�5HSDLU�

z 'HQWXUH�5HSDLU�

z 3URVWKRGRQWLFV��IL[HG�EULGJH��UHPRYDEOH�

FRPSOHWH�SDUWLDO�GHQWXUHV��

���LQ����\HDUV��

$ERXW�7KH�6WDQGDUG�

$V�D�OHDGLQJ�SURYLGHU�RI�HPSOR\HH�EHQHILWV�SURGXFWV�DQG�VHUYLFHV��6WDQGDUG�,QVXUDQFH�&RPSDQ\�LV�GHGLFDWHG�WR�PHHWLQJ�
WKH�XQLTXH�LQVXUDQFH�QHHGV�RI�HDFK�FXVWRPHU��0RUH�WKDQ��������JURXSV�WUXVW�7KH�6WDQGDUG�IRU�JURXS�LQVXUDQFH�SURGXFWV�
DQG�VHUYLFHV��DQG�WKH�FRPSDQ\�FRYHUV�QHDUO\���PLOOLRQ�HPSOR\HHV��

)RXQGHG�LQ�3RUWODQG��2UHJRQ��LQ�������7KH�6WDQGDUG�KDV�EXLOW�D�QDWLRQDO�UHSXWDWLRQ�IRU�GHOLYHULQJ�TXDOLW\�LQVXUDQFH�
SURGXFWV��SHUVRQDOL]HG�VHUYLFH�DQG�VWURQJ�ILQDQFLDO�SHUIRUPDQFH��7KH�6WDQGDUG�ZURWH�LWV�ILUVW�JURXS�LQVXUDQFH�SROLF\�LQ�
������DQG�LW�UHPDLQV�LQ�IRUFH�WRGD\�DV�D�WHVWDPHQW�WR�WKH�FRPSDQ\
V�FRPPLWPHQW�WR�EXLOGLQJ�VXFFHVVIXO�ORQJ�WHUP�
UHODWLRQVKLSV��

&XVWRPHU�6HUYLFH�

<RXU�ORFDO�6WDQGDUG�,QVXUDQFH�&RPSDQ\�(PSOR\HH�%HQHILWV�6DOHV�DQG�6HUYLFH�2IILFH�ZLOO�SURYLGH�PRVW�RI�WKH�RQJRLQJ�
VHUYLFH�IRU�\RXU�SODQ�DQG�FDQ�EH�UHDFKHG�DW��������������GXULQJ�QRUPDO�EXVLQHVV�KRXUV��:H�ZLOO�DVVLJQ�\RXU�FRPSDQ\�D�
VHUYLFH�UHSUHVHQWDWLYH�ZKR�ZLOO�SURYLGH�UHJXODU�FRQWDFW�DQG�DGGUHVV�TXHVWLRQV�DQG�FRQFHUQV�UHODWHG�WR�WKH�SODQ�RU�WKH�
VHUYLFHV�ZH�SURYLGH��



)UDQNOLQ�&RXQW\�6FKRRO�'LVWULFW�
'HQWDO�+LJKOLJKW�6KHHW�

6WDQGDUG�,QVXUDQFH�&RPSDQ\�
%HQHILW�DQG�&RVW�6XPPDU\�+LJKOLJKW�6KHHW�

:H�DOVR�PDNH�LW�HDV\�IRU�FRYHUHG�HPSOR\HHV�DQG�GHQWLVWV�WR�FRQWDFW�XV�WR�FRQILUP�HOLJLELOLW\�RU�UHTXHVW�FODLPV�LQIRUPDWLRQ�
E\�FDOOLQJ������������������2XU�FXVWRPHU�VHUYLFH�UHSUHVHQWDWLYHV�DUH�DYDLODEOH�0RQGD\�WKURXJK�7KXUVGD\�IURP������D�P��
XQWLO�������S�P��3DFLILF�7LPH�DQG�XQWLO������S�P��3DFLILF�7LPH�RQ�)ULGD\��)RU�SODQ�LQIRUPDWLRQ�DQ\�WLPH��DFFHVV�RXU�
DXWRPDWHG�YRLFH�UHVSRQVH�V\VWHP�RU�JR�RQOLQH�WR�VWDQGDUG�FRP��

'HQWDO�1HWZRUN�,QIRUPDWLRQ�

(PSOR\HHV�DQG�GHSHQGHQWV�KDYH�DFFHVV�WR�DQ�H[WHQVLYH�QDWLRQZLGH�QHWZRUN�RI�PHPEHU�GHQWLVWV��7KH�FRVW�VDYLQJ�
EHQHILWV�RI�YLVLWLQJ�D�QHWZRUN�PHPEHU�GHQWLVW�DUH�DXWRPDWLFDOO\�DYDLODEOH�WR�DOO�HPSOR\HHV�DQG�GHSHQGHQWV�ZKR�DUH�
FRYHUHG�E\�DQ\�RI�7KH�6WDQGDUG
V�GHQWDO�SODQV�DQG�ZKR�OLYH�LQ�DUHDV�ZKHUH�WKH�QDWLRQZLGH�QHWZRUN�LV�DYDLODEOH��7R�ILQG�
PHPEHU�GHQWLVWV�LQ�\RXU�DUHD��YLVLW��KWWS���ZZZ�VWDQGDUG�FRP�GHQWDO�DQG�FOLFN�RQ��)LQG�D�'HQWLVW���

3UHWUHDWPHQW�

:KLOH�ZH�GRQ
W�UHTXLUH�D�SUHWUHDWPHQW�DXWKRUL]DWLRQ�IRUP�IRU�DQ\�SURFHGXUH��ZH�UHFRPPHQG�WKHP�IRU�DQ\�GHQWDO�ZRUN�\RX�
FRQVLGHU�H[SHQVLYH���$V�D�VPDUW�FRQVXPHU��LW
V�EHVW�IRU�\RX�WR�NQRZ�\RXU�VKDUH�RI�WKH�FRVW�XS�IURQW���6LPSO\�DVN�\RXU�
GHQWLVW�WR�VXEPLW�WKH�LQIRUPDWLRQ�IRU�D�SUHWUHDWPHQW�HVWLPDWH�WR�RXU�FXVWRPHU�UHODWLRQV�GHSDUWPHQW��:H
OO�LQIRUP�ERWK�\RX�
DQG�\RXU�GHQWLVW�RI�WKH�H[DFW�DPRXQW�\RXU�LQVXUDQFH�ZLOO�FRYHU�DQG�WKH�DPRXQW�WKDW�\RX�ZLOO�EH�UHVSRQVLEOH�IRU����7KDW�ZD\��
WKHUH�ZRQ
W�EH�DQ\�VXUSULVHV�RQFH�WKH�ZRUN�KDV�EHHQ�FRPSOHWHG��

2SHQ�(QUROOPHQW�

,I�D�PHPEHU�GRHV�QRW�HOHFW�WR�SDUWLFLSDWH�ZKHQ�LQLWLDOO\�HOLJLEOH��WKH�PHPEHU�PD\�HOHFW�WR�SDUWLFLSDWH�DW�WKH�SROLF\KROGHU
V�
QH[W�HQUROOPHQW�SHULRG���7KLV�HQUROOPHQW�SHULRG�ZLOO�EH�KHOG�HDFK�\HDU�DQG�WKRVH�ZKR�HOHFW�WR�SDUWLFLSDWH�LQ�WKLV�SROLF\�DW�
WKDW�WLPH�ZLOO�KDYH�WKHLU�LQVXUDQFH�EHFRPH�HIIHFWLYH�RQ�-DQXDU\����

/DWH�(QWUDQW�3URYLVLRQ�

:H�VWURQJO\�HQFRXUDJH�\RX�WR�VLJQ�XS�IRU�FRYHUDJH�ZKHQ�\RX�DUH�LQLWLDOO\�HOLJLEOH���,I�\RX�FKRRVH�QRW�WR�VLJQ�XS�GXULQJ�WKLV�
LQLWLDO�HQUROOPHQW�SHULRG��\RX�ZLOO�EHFRPH�D�ODWH�HQWUDQW��/DWH�HQWUDQWV�ZLOO�EH�HOLJLEOH�IRU�RQO\�H[DPV��FOHDQLQJV��DQG�
IOXRULGH�DSSOLFDWLRQV�IRU�WKH�ILUVW����PRQWKV�WKH\�DUH�FRYHUHG��

6HFWLRQ�����

7KLV�SODQ�LV�SURYLGHG�DV�SDUW�RI�WKH�3ROLF\KROGHU
V�6HFWLRQ�����3ODQ���(DFK�HPSOR\HH�KDV�WKH�RSWLRQ�XQGHU�WKH�6HFWLRQ�����
3ODQ�RI�SDUWLFLSDWLQJ�RU�QRW�SDUWLFLSDWLQJ�LQ�WKLV�SODQ���,I�DQ�HPSOR\HH�GRHV�QRW�HOHFW�WR�SDUWLFLSDWH�ZKHQ�LQLWLDOO\�HOLJLEOH��
KH�VKH�PD\�HOHFW�WR�SDUWLFLSDWH�DW�WKH�3ROLF\KROGHU
V�QH[W�$QQXDO�(OHFWLRQ�3HULRG��

7KLV�IRUP�LV�D�EHQHILW�KLJKOLJKW��QRW�D�FHUWLILFDWH�RI�LQVXUDQFH��7KLV�SROLF\�KDV�H[FOXVLRQV��OLPLWDWLRQV��UHGXFWLRQV�RI�EHQHILWV��DQG�WHUPV�XQGHU�
ZKLFK�WKH�SROLF\�PD\�EH�FRQWLQXHG�LQ�IRUFH�RU�WHUPLQDWHG��3OHDVH�FRQWDFW�7KH�6WDQGDUG�>RU�\RXU�HPSOR\HU@�IRU�DGGLWLRQDO�LQIRUPDWLRQ��
LQFOXGLQJ�FRVWV�DQG�FRPSOHWH�GHWDLOV�RI�FRYHUDJH��



)UDQNOLQ�&RXQW\�6FKRRO�%RDUG�
(\H�&DUH�+LJKOLJKW�6KHHW�

6WDQGDUG�,QVXUDQFH�&RPSDQ\�
%HQHILW�DQG�&RVW�6XPPDU\�+LJKOLJKW�6KHHW�

(IIHFWLYH�'DWH������������3ODQ�����%DODQFHG�&DUH�9LVLRQ�,�3ODQ�6XPPDU\�
963�1HWZRUN� 2XW�RI�1HWZRUN�

'HGXFWLEOHV�
����([DP� ����([DP�

����(\H�*ODVV�/HQVHV�RU�)UDPHV
� ����(\H�*ODVV�/HQVHV�RU�)UDPHV�
$QQXDO�(\H�([DP� &RYHUHG�LQ�IXOO� 8S�WR�����
/HQVHV��SHU�SDLU��

6LQJOH�9LVLRQ� &RYHUHG�LQ�IXOO� 8S�WR�����
%LIRFDO� &RYHUHG�LQ�IXOO� 8S�WR�����
7ULIRFDO� &RYHUHG�LQ�IXOO� 8S�WR�����
/HQWLFXODU &RYHUHG�LQ�IXOO� 8S�WR������
3URJUHVVLYH� 6HH�OHQV�RSWLRQV� 1$�

&RQWDFWV�
)LW�	�)ROORZ�8S�([DPV� 3DUWLFLSDQW�FRVW�XS�WR����� 1R�EHQHILW�

(OHFWLYH� 8S�WR������ 8S�WR������
0HGLFDOO\�1HFHVVDU\� &RYHUHG�LQ�IXOO� 8S�WR������

)UDPHV� ����� 8S�WR�����
)UHTXHQFLHV��PRQWKV��

([DP�/HQV�)UDPH� ��������� ���������
%DVHG�RQ�GDWH�RI�VHUYLFH� %DVHG�RQ�GDWH�RI�VHUYLFH�


'HGXFWLEOH�DSSOLHV�WR�D�FRPSOHWH�SDLU�RI�JODVVHV�RU�WR�IUDPHV��ZKLFKHYHU�LV�VHOHFWHG��

/HQV�2SWLRQV��SDUWLFLSDQW�FRVW�
�
963�1HWZRUN� 2XW�RI�1HWZRUN�

3URJUHVVLYH�/HQVHV� 8S�WR�SURYLGHU
V�FRQWUDFWHG�IHH�IRU�/LQHG�
7ULIRFDO�/HQVHV��7KH�SDWLHQW�LV�UHVSRQVLEOH�
IRU�WKH�GLIIHUHQFH�EHWZHHQ�WKH�EDVH�OHQV�DQG�

WKH�3URJUHVVLYH�/HQV�FKDUJH��

8S�WR�/LQHG�7ULIRFDO�DOORZDQFH��

6WG��3RO\FDUERQDWH� &RYHUHG�LQ�IXOO�IRU�GHSHQGHQW�FKLOGUHQ�
����DGXOWV�

1R�EHQHILW�

6ROLG�3ODVWLF�'\H� ����
�H[FHSW�3LQN�,�	�,,��

1R�EHQHILW�

3ODVWLF�*UDGLHQW�'\H� ���� 1R�EHQHILW�
3KRWRFKURPDWLF�/HQVHV�

�*ODVV�	�3ODVWLF��
�������� 1R�EHQHILW�

6FUDWFK�5HVLVWDQW�&RDWLQJ� �������� 1R�EHQHILW�
$QWL�5HIOHFWLYH�&RDWLQJ� �������� 1R�EHQHILW�
8OWUDYLROHW�&RDWLQJ� ���� 1R�EHQHILW�

/HQV�2SWLRQ�SDUWLFLSDQW�FRVWV�YDU\�E\�SUHVFULSWLRQ��RSWLRQ�FKRVHQ�DQG�UHWDLO�ORFDWLRQV��

0RQWKO\�5DWHV�
(PSOR\HH�2QO\��((��
((���6SRXVH�
((���&KLOGUHQ�
((���6SRXVH�	�&KLOGUHQ�

�



)UDQNOLQ�&RXQW\�6FKRRO�%RDUG�
(\H�&DUH�+LJKOLJKW�6KHHW�

6WDQGDUG�,QVXUDQFH�&RPSDQ\�
%HQHILW�DQG�&RVW�6XPPDU\�+LJKOLJKW�6KHHW�

$GGLWLRQDO�%DODQFHG�&DUH�9LVLRQ�,�)HDWXUHV�
&RQWDFW�/HQVHV�(OHFWLYH� $OORZDQFH�FDQ�EH�DSSOLHG�WR�GLVSRVDEOHV��EXW�WKH�GROODU�DPRXQW�PXVW�EH�XVHG�DOO�DW�RQFH�

�SURYLGHU�ZLOO�RUGHU���RU���PRQWK�VXSSO\����$SSOLHV�ZKHQ�FRQWDFWV�DUH�FKRVHQ�LQ�OLHX�RI�
JODVVHV���)RU�SODQV�ZLWKRXW�D�VHSDUDWH�FRQWDFW�OHQV�ILW�	�IROORZ�XS�H[DP�DOORZDQFH��WKH�
FRVW�RI�WKH�ILWWLQJ�DQG�HYDOXDWLRQ�LV�GHGXFWHG�IURP�WKH�FRQWDFW�DOORZDQFH��

$GGLWLRQDO�*ODVVHV� ����GLVFRXQW�RII�WKH�UHWDLO�SULFH�RQ�DGGLWLRQDO�SDLUV�RI�SUHVFULSWLRQ�JODVVHV��FRPSOHWH�
SDLU���

)UDPH�'LVFRXQW� 963�RIIHUV�D�����GLVFRXQW�RII�WKH�UHPDLQLQJ�EDODQFH�LQ�H[FHVV�RI�WKH�IUDPH�DOORZDQFH��

/DVHU�9LVLRQ&DUH� 963�RIIHUV�DQ�DYHUDJH�GLVFRXQW�RI�����RQ�/$6,.�DQG�35.���7KH�PD[LPXP�RXW�RI�SRFNHW�
SHU�H\H�IRU�SDUWLFLSDQWV�LV��������IRU�/$6,.�DQG��������IRU�FXVWRP�/$6,.�XVLQJ�
:DYHIURQW�WHFKQRORJ\��DQG��������IRU�35.���,Q�RUGHU�WR�UHFHLYH�WKH�EHQHILW��D�963�
SURYLGHU�PXVW�FRRUGLQDWH�WKH�SURFHGXUH��

/RZ�9LVLRQ� :LWK�SULRU�DXWKRUL]DWLRQ������RI�DSSURYHG�DPRXQW��XS�WR��������LV�FRYHUHG�HYHU\�WZR�
\HDUV���

(\H�&DUH�3ODQ�3DUWLFLSDQW�6HUYLFH�

%DODQFHG�&DUH�9LVLRQ�,�H\H�FDUH�IURP�7KH�6WDQGDUG�IHDWXUHV�WKH�PRQH\�VDYLQJ�H\H�FDUH�QHWZRUN�RI�963���&XVWRPHU�
VHUYLFH�LV�DYDLODEOH�WR�SODQ�SDUWLFLSDQWV�WKURXJK�963
V�ZHOO�WUDLQHG�DQG�KHOSIXO�VHUYLFH�UHSUHVHQWDWLYHV���&DOO�RU�JR�RQOLQH�WR
ORFDWH�WKH�QHDUHVW�963�QHWZRUN�SURYLGHU��YLHZ�SODQ�EHQHILW�LQIRUPDWLRQ�DQG�PRUH��

963�&DOO�&HQWHU����������������
6HUYLFH�UHSUHVHQWDWLYH�KRXUV�����D�P��WR���S�P��367�0RQGD\�WKURXJK�)ULGD\����D�P��WR������S�P��367�6DWXUGD\�
,QWHUDFWLYH�9RLFH�5HVSRQVH�DYDLODEOH������

/RFDWH�D�963�SURYLGHU�DW��VWDQGDUG�FRP�VHUYLFHV�
9LHZ�SODQ�EHQHILW�LQIRUPDWLRQ�DW��YVS�FRP�

6HFWLRQ�����

7KLV�SODQ�LV�SURYLGHG�DV�SDUW�RI�WKH�3ROLF\KROGHU
V�6HFWLRQ�����3ODQ���(DFK�HPSOR\HH�KDV�WKH�RSWLRQ�XQGHU�WKH�6HFWLRQ�����
3ODQ�RI�SDUWLFLSDWLQJ�RU�QRW�SDUWLFLSDWLQJ�LQ�WKLV�SODQ���,I�DQ�HPSOR\HH�GRHV�QRW�HOHFW�WR�SDUWLFLSDWH�ZKHQ�LQLWLDOO\�HOLJLEOH�
KH�VKH�PD\�HOHFW�WR�SDUWLFLSDWH�DW�WKH�3ROLF\KROGHU
V�QH[W�$QQXDO�(OHFWLRQ�3HULRG��

7KLV�IRUP�LV�D�EHQHILW�KLJKOLJKW��QRW�D�FHUWLILFDWH�RI�LQVXUDQFH��
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��Θ��ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ �ƋƵĂů�ƚŽ�ƚŚĞ�ůŝĨĞ�ŝŶƐƵƌĂŶĐĞ�ĂŵŽƵŶƚ�
ĐŚŽƐĞŶ

^ƉŽƵƐĞ

'ƵĂƌĂŶƚĞĞĚ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�
ĚƵƌŝŶŐ�ŝŶŝƚŝĂů�ŽĨĨĞƌŝŶŐ�Žƌ�ĂƉƉƌŽǀĞĚ�
ƐƉĞĐŝĂů�ĞŶƌŽůůŵĞŶƚ�ƉĞƌŝŽĚ

ΨϯϬ͕ϬϬϬ

EĞǁůǇ�ŚŝƌĞĚ�ĞŵƉůŽǇĞĞ ŐƵĂƌĂŶƚĞĞĚ�
ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ ΨϯϬ͕ϬϬϬ

�ŽŶƚŝŶƵŝŶŐ�ĞŵƉůŽǇĞĞ ŐƵĂƌĂŶƚĞĞĚ�
ĐŽǀĞƌĂŐĞ�ĂŶŶƵĂů�ŝŶĐƌĞĂƐĞ�ĂŵŽƵŶƚ �ŚŽŝĐĞ�ŽĨ�Ψϱ͕ϬϬϬ�Žƌ�ΨϭϬ͕ϬϬϬ�

DĂǆŝŵƵŵ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ
ϱϬй ŽĨ�ƚŚĞ�ĞŵƉůŽǇĞĞ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�
;ΨϭϱϬ͕ϬϬϬ ŵĂǆŝŵƵŵ ŝŶ�ŝŶĐƌĞŵĞŶƚƐ�ŽĨ�
Ψϱ͕ϬϬϬͿ

DŝŶŝŵƵŵ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ Ψϱ͕ϬϬϬ

��Θ��ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ �ƋƵĂů�ƚŽ�ƚŚĞ�ůŝĨĞ�ŝŶƐƵƌĂŶĐĞ�ĂŵŽƵŶƚ�
ĐŚŽƐĞŶ

�ĞƉĞŶĚĞŶƚ��ŚŝůĚƌĞŶ

ϲ�ŵŽŶƚŚƐ�ƚŽ�ĂŐĞ�Ϯϲ ŐƵĂƌĂŶƚĞĞĚ�
ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ ΨϭϬ͕ϬϬϬ

�ŐĞ�ϭϰ�ĚĂǇƐ�ƚŽ�ϲ�ŵŽŶƚŚƐ
ŐƵĂƌĂŶƚĞĞĚ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ ΨϮϱϬ



^ƵƉƉůĞŵĞŶƚĂů�>ŝĨĞ�ĂŶĚ���Θ��/ŶƐƵƌĂŶĐĞ��ĞŶĞĨŝƚƐ �ƚͲ�Ͳ'ůĂŶĐĞ
>&�Ͳ�EZKͲ�Z�ϬϬϭͲdy

Ϯ

tŚĂƚ�ǇŽƵƌ�ďĞŶĞĨŝƚƐ�ĐŽǀĞƌ
�ŵƉůŽǇĞĞ��ŽǀĞƌĂŐĞ

'ƵĂƌĂŶƚĞĞĚ�>ŝĨĞ�ĂŶĚ���Θ��/ŶƐƵƌĂŶĐĞ��ŽǀĞƌĂŐĞ��ŵŽƵŶƚ
ͻ /ŶŝƚŝĂů�KƉĞŶ��ŶƌŽůůŵĞŶƚ͗�tŚĞŶ�ǇŽƵ�ĂƌĞ�ĨŝƌƐƚ�ŽĨĨĞƌĞĚ�ƚŚŝƐ�ĐŽǀĞƌĂŐĞ͕�ǇŽƵ�ĐĂŶ�ĐŚŽŽƐĞ�Ă�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�ƵƉ�ƚŽ�ΨϭϱϬ͕ϬϬϬ
ǁŝƚŚŽƵƚ�ƉƌŽǀŝĚŝŶŐ�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ͘�

x �ŶŶƵĂů�>ŝŵŝƚĞĚ��ŶƌŽůůŵĞŶƚ͗�/Ĩ�ǇŽƵ�ĂƌĞ�Ă�ĐŽŶƚŝŶƵŝŶŐ�ĞŵƉůŽǇĞĞ͕�ǇŽƵ�ĐĂŶ�ŝŶĐƌĞĂƐĞ�ǇŽƵƌ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�ďǇ�ΨϭϬ͕ϬϬϬ�Žƌ�
ΨϮϬ͕ϬϬϬ� ǁŝƚŚŽƵƚ�ƉƌŽǀŝĚŝŶŐ�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ�͘�/Ĩ�ǇŽƵ�ƐƵďŵŝƚƚĞĚ�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ�ŝŶ�ƚŚĞ�ƉĂƐƚ�ĂŶĚ�ǁĞƌĞ�
ĚĞĐůŝŶĞĚ�ĨŽƌ�ŵĞĚŝĐĂů�ƌĞĂƐŽŶƐ͕�ǇŽƵ�ŵĂǇ�ďĞ�ƌĞƋƵŝƌĞĚ�ƚŽ�ƐƵďŵŝƚ�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ͘

x /Ĩ�ǇŽƵ�ĚĞĐůŝŶĞ�ƚŚŝƐ�ĐŽǀĞƌĂŐĞ�ŶŽǁ�ĂŶĚ�ǁŝƐŚ�ƚŽ�ĞŶƌŽůů�ůĂƚĞƌ͕�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ�ŵĂǇ�ďĞ�ƌĞƋƵŝƌĞĚ�ĂŶĚ�ŵĂǇ�ďĞ�Ăƚ�
ǇŽƵƌ�ŽǁŶ�ĞǆƉĞŶƐĞ͘

x zŽƵ�ĐĂŶ�ŝŶĐƌĞĂƐĞ�ƚŚŝƐ�ĂŵŽƵŶƚ�ďǇ�ƵƉ�ƚŽ�ΨϮϬ͕ϬϬϬ ĚƵƌŝŶŐ�ƚŚĞ�ŶĞǆƚ�ůŝŵŝƚĞĚ�ŽƉĞŶ�ĞŶƌŽůůŵĞŶƚ�ƉĞƌŝŽĚ͘

DĂǆŝŵƵŵ�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽǀĞƌĂŐĞ��ŵŽƵŶƚ
ͻ zŽƵ�ĐĂŶ�ĐŚŽŽƐĞ�Ă�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�ƵƉ�ƚŽ�ϱ ƚŝŵĞƐ�ǇŽƵƌ�ĂŶŶƵĂů�ƐĂůĂƌǇ�;ΨϯϬϬ͕ϬϬϬ ŵĂǆŝŵƵŵͿ�ǁŝƚŚ�ĞǀŝĚĞŶĐĞ�ŽĨ ŝŶƐƵƌĂďŝůŝƚǇ͘�
^ĞĞ ƚŚĞ �ǀŝĚĞŶĐĞ ŽĨ /ŶƐƵƌĂďŝůŝƚǇ ƉĂŐĞ ĨŽƌ ĚĞƚĂŝůƐ͘

ͻ zŽƵƌ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�ǁŝůů�ƌĞĚƵĐĞ�ďǇ�ϱϬй�ǁŚĞŶ�ǇŽƵ�ƌĞĂĐŚ�ĂŐĞ�ϳϬ

^ƉŽƵƐĞ �ŽǀĞƌĂŐĞ�Ͳ zŽƵ�ĐĂŶ�ƐĞĐƵƌĞ�ƚĞƌŵ�ůŝĨĞ�ĂŶĚ���Θ� ŝŶƐƵƌĂŶĐĞ�ĨŽƌ�ǇŽƵƌ�ƐƉŽƵƐĞ ŝĨ�ǇŽƵ�ƐĞůĞĐƚ�ĐŽǀĞƌĂŐĞ�ĨŽƌ�ǇŽƵƌƐĞůĨ͘

'ƵĂƌĂŶƚĞĞĚ�>ŝĨĞ ĂŶĚ���Θ� /ŶƐƵƌĂŶĐĞ��ŽǀĞƌĂŐĞ��ŵŽƵŶƚ
x /ŶŝƚŝĂů�KƉĞŶ��ŶƌŽůůŵĞŶƚ͗�tŚĞŶ�ǇŽƵ�ĂƌĞ�ĨŝƌƐƚ�ŽĨĨĞƌĞĚ�ƚŚŝƐ�ĐŽǀĞƌĂŐĞ͕�ǇŽƵ�ĐĂŶ�ĐŚŽŽƐĞ�Ă�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�ƵƉ�ƚŽ�ϱϬй ŽĨ�ǇŽƵƌ�
ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�;ΨϯϬ͕ϬϬϬ ŵĂǆŝŵƵŵͿ�ĨŽƌ�ǇŽƵƌ�ƐƉŽƵƐĞ ǁŝƚŚŽƵƚ�ƉƌŽǀŝĚŝŶŐ�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ͘

x �ŶŶƵĂů�>ŝŵŝƚĞĚ��ŶƌŽůůŵĞŶƚ͗�/Ĩ�ǇŽƵ�ĂƌĞ�Ă�ĐŽŶƚŝŶƵŝŶŐ�ĞŵƉůŽǇĞĞ͕�ǇŽƵ�ĐĂŶ�ŝŶĐƌĞĂƐĞ�ƚŚĞ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�ĨŽƌ�ǇŽƵƌ�ƐƉŽƵƐĞ ďǇ�
Ψϱ͕ϬϬϬ�Žƌ�ΨϭϬ͕ϬϬϬ� ǁŝƚŚŽƵƚ�ƉƌŽǀŝĚŝŶŐ�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ͘�/Ĩ�ǇŽƵ�ƐƵďŵŝƚƚĞĚ�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ�ŝŶ�ƚŚĞ�ƉĂƐƚ�ĂŶĚ�
ǁĞƌĞ�ĚĞĐůŝŶĞĚ�ĨŽƌ�ŵĞĚŝĐĂů�ƌĞĂƐŽŶƐ͕�ǇŽƵ�ŵĂǇ�ďĞ�ƌĞƋƵŝƌĞĚ�ƚŽ�ƐƵďŵŝƚ�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ͘

x /Ĩ�ǇŽƵ�ĚĞĐůŝŶĞ�ƚŚŝƐ�ĐŽǀĞƌĂŐĞ�ŶŽǁ�ĂŶĚ�ǁŝƐŚ�ƚŽ�ĞŶƌŽůů�ůĂƚĞƌ͕�ĞǀŝĚĞŶĐĞ�ŽĨ�ŝŶƐƵƌĂďŝůŝƚǇ�ŵĂǇ�ďĞ�ƌĞƋƵŝƌĞĚ�ĂŶĚ�ŵĂǇ�ďĞ�Ăƚ�
ǇŽƵƌ�ŽǁŶ�ĞǆƉĞŶƐĞ͘

x zŽƵ�ĐĂŶ�ŝŶĐƌĞĂƐĞ�ƚŚŝƐ�ĂŵŽƵŶƚ�ďǇ�ƵƉ�ƚŽ�ΨϭϬ͕ϬϬϬ ĚƵƌŝŶŐ�ƚŚĞ�ŶĞǆƚ�ůŝŵŝƚĞĚ�ŽƉĞŶ�ĞŶƌŽůůŵĞŶƚ�ƉĞƌŝŽĚ͘

DĂǆŝŵƵŵ�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽǀĞƌĂŐĞ��ŵŽƵŶƚ
x zŽƵ�ĐĂŶ�ĐŚŽŽƐĞ�Ă�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�ƵƉ�ƚŽ�ϱϬй ŽĨ�ǇŽƵƌ�ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�;ΨϭϱϬ͕ϬϬϬŵĂǆŝŵƵŵͿ�ĨŽƌ�ǇŽƵƌ�ƐƉŽƵƐĞ ǁŝƚŚ�ĞǀŝĚĞŶĐĞ�ŽĨ�
ŝŶƐƵƌĂďŝůŝƚǇ͘

x �ŽǀĞƌĂŐĞ�ĂŵŽƵŶƚƐ�ĂƌĞ�ƌĞĚƵĐĞĚ�ďǇ�ϱϬй�ǁŚĞŶ�ĂŶ ĞŵƉůŽǇĞĞ ƌĞĂĐŚĞƐ�ĂŐĞ�ϳϬ

�ĞƉĞŶĚĞŶƚ��ŚŝůĚƌĞŶ��ŽǀĞƌĂŐĞ Ͳ zŽƵ�ĐĂŶ�ƐĞĐƵƌĞ�ƚĞƌŵ�ůŝĨĞ�ŝŶƐƵƌĂŶĐĞ�ĨŽƌ�ǇŽƵƌ�ĚĞƉĞŶĚĞŶƚ�ĐŚŝůĚƌĞŶ�ǁŚĞŶ�ǇŽƵ�ĐŚŽŽƐĞ�
ĐŽǀĞƌĂŐĞ�ĨŽƌ�ǇŽƵƌƐĞůĨ͘

'ƵĂƌĂŶƚĞĞĚ�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽǀĞƌĂŐĞ�KƉƚŝŽŶƐ͗ ΨϭϬ͕ϬϬϬ



dŚŝƐ�ŝƐ�ŶŽƚ�ŝŶƚĞŶĚĞĚ�ĂƐ�Ă�ĐŽŵƉůĞƚĞ�ĚĞƐĐƌŝƉƚŝŽŶ�ŽĨ�ƚŚĞ�ŝŶƐƵƌĂŶĐĞ�ĐŽǀĞƌĂŐĞ�ŽĨĨĞƌĞĚ͘��ŽŶƚƌŽůůŝŶŐ�ƉƌŽǀŝƐŝŽŶƐ�ĂƌĞ�ƉƌŽǀŝĚĞĚ�ŝŶ�ƚŚĞ�ƉŽůŝĐǇ͕�ĂŶĚ�ƚŚŝƐ�
ƐƵŵŵĂƌǇ�ĚŽĞƐ�ŶŽƚ�ŵŽĚŝĨǇ�ƚŚŽƐĞ�ƉƌŽǀŝƐŝŽŶƐ�Žƌ�ƚŚĞ�ŝŶƐƵƌĂŶĐĞ�ŝŶ�ĂŶǇ�ǁĂǇ͘�dŚŝƐ�ŝƐ�ŶŽƚ�Ă�ďŝŶĚŝŶŐ�ĐŽŶƚƌĂĐƚ͘���ĐĞƌƚŝĨŝĐĂƚĞ�ŽĨ�ĐŽǀĞƌĂŐĞ�ǁŝůů�ďĞ�ŵĂĚĞ�
ĂǀĂŝůĂďůĞ�ƚŽ�ǇŽƵ�ƚŚĂƚ�ĚĞƐĐƌŝďĞƐ�ƚŚĞ�ďĞŶĞĨŝƚƐ�ŝŶ�ŐƌĞĂƚĞƌ�ĚĞƚĂŝů͘�ZĞĨĞƌ�ƚŽ�ǇŽƵƌ�ĐĞƌƚŝĨŝĐĂƚĞ�ĨŽƌ�ǇŽƵƌ�ŵĂǆŝŵƵŵ�ďĞŶĞĨŝƚ�ĂŵŽƵŶƚƐ͘�^ŚŽƵůĚ�ƚŚĞƌĞ�ďĞ�Ă�
ĚŝĨĨĞƌĞŶĐĞ�ďĞƚǁĞĞŶ�ƚŚŝƐ�ƐƵŵŵĂƌǇ�ĂŶĚ�ƚŚĞ�ĐŽŶƚƌĂĐƚ͕�ƚŚĞ�ĐŽŶƚƌĂĐƚ�ǁŝůů�ŐŽǀĞƌŶ͘

>ŝĨĞ<ĞǇƐΠ�ƐĞƌǀŝĐĞƐ�ĂƌĞ�ƉƌŽǀŝĚĞĚ�ďǇ��ŽŵWƐǇĐŚΠ��ŽƌƉŽƌĂƚŝŽŶ͕��ŚŝĐĂŐŽ͕�/>͘�dƌĂǀĞů�ŽŶŶĞĐƚ^D ƚƌĂǀĞů�ĂƐƐŝƐƚĂŶĐĞ�ƐĞƌǀŝĐĞƐ�ĂƌĞ�ƉƌŽǀŝĚĞĚ�ďǇ�KŶ��Ăůů�
/ŶƚĞƌŶĂƚŝŽŶĂů͕�^ĂůĞŵ�E,͘�KŶ��Ăůů�/ŶƚĞƌŶĂƚŝŽŶĂů�ŵƵƐƚ�ĐŽŽƌĚŝŶĂƚĞ�ĂŶĚ�ƉƌŽǀŝĚĞ�Ăůů�ĂƌƌĂŶŐĞŵĞŶƚƐ�ŝŶ�ŽƌĚĞƌ�ĨŽƌ�ĞůŝŐŝďůĞ�ƐĞƌǀŝĐĞƐ�ƚŽ�ďĞ�ĐŽǀĞƌĞĚ͘�
�ŽŵWƐǇĐŚΠ�ĂŶĚ�KŶ��Ăůů�/ŶƚĞƌŶĂƚŝŽŶĂů�ĂƌĞ�ŶŽƚ�>ŝŶĐŽůŶ�&ŝŶĂŶĐŝĂů�'ƌŽƵƉ�ĐŽŵƉĂŶŝĞƐ�ĂŶĚ�>ŝŶĐŽůŶ�&ŝŶĂŶĐŝĂů�'ƌŽƵƉ�ĚŽĞƐ�ŶŽƚ�ĂĚŵŝŶŝƐƚĞƌ ƚŚĞƐĞ�^ĞƌǀŝĐĞƐ͘�
�ĂĐŚ�ŝŶĚĞƉĞŶĚĞŶƚ�ĐŽŵƉĂŶǇ�ŝƐ�ƐŽůĞůǇ�ƌĞƐƉŽŶƐŝďůĞ�ĨŽƌ�ŝƚƐ�ŽǁŶ�ŽďůŝŐĂƚŝŽŶƐ͘��ŽǀĞƌĂŐĞ�ŝƐ�ƐƵďũĞĐƚ�ƚŽ�ĐŽŶƚƌĂĐƚ�ůĂŶŐƵĂŐĞ�ƚŚĂƚ�ĐŽŶƚĂŝŶƐ�ƐƉĞĐŝĨŝĐ�ƚĞƌŵƐ͕�
ĐŽŶĚŝƚŝŽŶƐ͕�ĂŶĚ�ůŝŵŝƚĂƚŝŽŶƐ͘�

/ŶƐƵƌĂŶĐĞ�ƉƌŽĚƵĐƚƐ�;ƉŽůŝĐǇ�ƐĞƌŝĞƐ�'>ϭϭϬϭͿ�ĂƌĞ�ŝƐƐƵĞĚ�ďǇ�dŚĞ�>ŝŶĐŽůŶ�EĂƚŝŽŶĂů�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽŵƉĂŶǇ�;&Žƌƚ�tĂǇŶĞ͕�/EͿ͕�ǁŚŝĐŚ�ĚŽĞƐ�ŶŽƚ�ƐŽůŝĐŝƚ�
ďƵƐŝŶĞƐƐ�ŝŶ�EĞǁ�zŽƌŬ͕�ŶŽƌ�ŝƐ�ŝƚ�ůŝĐĞŶƐĞĚ�ƚŽ�ĚŽ�ƐŽ͘�WƌŽĚƵĐƚ�ĂǀĂŝůĂďŝůŝƚǇ�ĂŶĚͬŽƌ�ĨĞĂƚƵƌĞƐ�ŵĂǇ�ǀĂƌǇ�ďǇ�ƐƚĂƚĞ͘�>ŝŵŝƚĂƚŝŽŶƐ�ĂŶĚ�ĞǆĐůƵƐŝŽŶƐ�ĂƉƉůǇ͘

ΞϮϬϭϴ�>ŝŶĐŽůŶ EĂƚŝŽŶĂů �ŽƌƉŽƌĂƚŝŽŶ��>�EͲϮϬϭϲϳϰϲͲϬϮϬϱϭϴ� Z ϭ͘Ϭ� ʹ 'ƌŽƵƉ�/�͗��&Z�E<^�,&ϯ

^ƵƉƉůĞŵĞŶƚĂů�>ŝĨĞ�ĂŶĚ���Θ��/ŶƐƵƌĂŶĐĞ �ĞŶĞĨŝƚƐ �ƚͲ�Ͳ'ůĂŶĐĞ
>&�Ͳ�EZKͲ�Z�ϬϬϭͲdy

ϯ

�ĚĚŝƚŝŽŶĂů�WůĂŶ��ĞŶĞĨŝƚƐ

�ĐĐĞůĞƌĂƚĞĚ��ĞĂƚŚ��ĞŶĞĨŝƚ /ŶĐůƵĚĞĚ

WƌĞŵŝƵŵ�tĂŝǀĞƌ /ŶĐůƵĚĞĚ

�ŽŶǀĞƌƐŝŽŶ /ŶĐůƵĚĞĚ

WŽƌƚĂďŝůŝƚǇ /ŶĐůƵĚĞĚ

^ĞĂƚ��Ğůƚ�Θ��ŝƌďĂŐ /ŶĐůƵĚĞĚ�ǁŝƚŚ���Θ�

�ŽŵŵŽŶ��ĂƌƌŝĞƌ� /ŶĐůƵĚĞĚ�ǁŝƚŚ���Θ�

�ĞŶĞĨŝƚ��ǆĐůƵƐŝŽŶƐ
>ŝŬĞ�ĂŶǇ�ŝŶƐƵƌĂŶĐĞ͕�ƚŚŝƐ�ƚĞƌŵ�ůŝĨĞ�ĂŶĚ���Θ��ŝŶƐƵƌĂŶĐĞ�ƉŽůŝĐǇ�ĚŽĞƐ�ŚĂǀĞ�ĞǆĐůƵƐŝŽŶƐ͘

&Žƌ�ůŝĨĞ�ŝŶƐƵƌĂŶĐĞ͕�Ă�ƐƵŝĐŝĚĞ�ĞǆĐůƵƐŝŽŶ�ŵĂǇ�ĂƉƉůǇ͘

&Žƌ���Θ�͕�ďĞŶĞĨŝƚƐ�ǁŝůů�ŶŽƚ�ďĞ�ƉĂŝĚ�ŝĨ�ĚĞĂƚŚ�ƌĞƐƵůƚƐ�ĨƌŽŵ�ƐƵŝĐŝĚĞ͕ Žƌ�ĚĞĂƚŚͬĚŝƐŵĞŵďĞƌŵĞŶƚ�ŽĐĐƵƌƐ�ǁŚŝůĞ͗

x /ŶĨůŝĐƚŝŶŐ�Žƌ�ĂƚƚĞŵƉƚŝŶŐ�ƚŽ�ŝŶĨůŝĐƚ�ŝŶũƵƌǇ�ƚŽ�ŽŶĞ͛Ɛ�ƐĞůĨ
x WĂƌƚŝĐŝƉĂƚŝŶŐ�ŝŶ�Ă�ƌŝŽƚ�Žƌ�ĂƐ�Ă�ƌĞƐƵůƚ�ŽĨ�ǁĂƌ�Žƌ�ĂĐƚ�ŽĨ�ǁĂƌ
x ^ĞƌǀŝŶŐ�ĂƐ�Ă�ŵĞŵďĞƌ�ŽĨ�ƚŚĞ�ŵŝůŝƚĂƌǇ͕�ŝŶĐůƵĚŝŶŐ�ƚŚĞ�ZĞƐĞƌǀĞƐ�ĂŶĚ�EĂƚŝŽŶĂů 'ƵĂƌĚ
x �ŽŵŵŝƚƚŝŶŐ Žƌ ĂƚƚĞŵƉƚŝŶŐ ƚŽ ĐŽŵŵŝƚ Ă ĨĞůŽŶǇ
x �ĞůŝďĞƌĂƚĞůǇ ŝŶŚĂůŝŶŐ ŐĂƐ ;ƐƵĐŚ ĂƐ ĐĂƌďŽŶ ŵŽŶŽǆŝĚĞͿ Žƌ ƵƐŝŶŐ ĚƌƵŐƐ ŽƚŚĞƌ ƚŚĂŶ ƚŚŽƐĞ ƉƌĞƐĐƌŝďĞĚ ďǇ Ă�ƉŚǇƐŝĐŝĂŶ�ĂŶĚ�
ĂĚŵŝŶŝƐƚĞƌĞĚ�ĂƐ ƉƌĞƐĐƌŝďĞĚ

x &ůǇŝŶŐ�ŝŶ�Ă�ŶŽŶͲĐŽŵŵĞƌĐŝĂů�ĂŝƌƉůĂŶĞ�Žƌ�ĂŝƌĐƌĂĨƚ͕�ƐƵĐŚ�ĂƐ�Ă�ďĂůůŽŽŶ�Žƌ ŐůŝĚĞƌ
x �ƌŝǀŝŶŐ ǁŚŝůĞ ŝŶƚŽǆŝĐĂƚĞĚ ;ǁŝƚŚ Ă ďůŽŽĚ ĂůĐŽŚŽů ůĞǀĞů ŽĨ ͘Ϭϴ ŐƌĂŵƐ Žƌ ŵŽƌĞ ƉĞƌ ϭϬϬ ŵŝůůŝůŝƚĞƌƐ ŽĨ ďůŽŽĚͿ

/Ŷ�ĂĚĚŝƚŝŽŶ͕�ƚŚĞ���Θ��ŝŶƐƵƌĂŶĐĞ�ƉŽůŝĐǇ�ĚŽĞƐ�ŶŽƚ�ĐŽǀĞƌ�ƐŝĐŬŶĞƐƐ�Žƌ�ĚŝƐĞĂƐĞ͕�ŝŶĐůƵĚŝŶŐ�ƚŚĞ�ŵĞĚŝĐĂů�ĂŶĚ�ƐƵƌŐŝĐĂů�ƚƌĞĂƚŵĞŶƚ�
ŽĨ�Ă�ĚŝƐĞĂƐĞ͘
��ĐŽŵƉůĞƚĞ�ůŝƐƚ�ŽĨ�ďĞŶĞĨŝƚ�ĞǆĐůƵƐŝŽŶƐ�ŝƐ�ŝŶĐůƵĚĞĚ�ŝŶ�ƚŚĞ�ƉŽůŝĐǇ͘�^ƚĂƚĞ�ǀĂƌŝĂƚŝŽŶƐ�ĂƉƉůǇ͘



dŚĞ�>ŝŶĐŽůŶ�EĂƚŝŽŶĂů�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽŵƉĂŶǇ
WůĞĂƐĞ�ƐĞĞ�ƉƌŝŽƌ�ƉĂŐĞ�ĨŽƌ�ƉƌŽĚƵĐƚ�ŝŶĨŽƌŵĂƚŝŽŶ͘

^ƵƉƉůĞŵĞŶƚĂů�>ŝĨĞ�ĂŶĚ���Θ��/ŶƐƵƌĂŶĐĞ�WƌĞŵŝƵŵ��ĂůĐƵůĂƚŝŽŶ
>&�Ͳ�EZKͲ�Z�ϬϬϭͲdy

ϰ

DŽŶƚŚůǇ ^ƵƉƉůĞŵĞŶƚĂů�>ŝĨĞ�ĂŶĚ���Θ��/ŶƐƵƌĂŶĐĞ�WƌĞŵŝƵŵ
,ĞƌĞ͛Ɛ�ŚŽǁ�ůŝƚƚůĞ�ǇŽƵ�ƉĂǇ�ǁŝƚŚ�ŐƌŽƵƉƌĂƚĞƐ͘

�ŵƉůŽǇĞĞ
�ŐĞ

ZĂŶŐĞ

>ŝĨĞ�Θ
��Θ��

WƌĞŵŝƵŵ�
ZĂƚĞ

Ϭ Ͳ Ϯϵ Ϭ͘ϬϬϬϬϲϳϬ
ϯϬ Ͳ ϯϰ Ϭ͘ϬϬϬϬϴϳϬ
ϯϱ Ͳ ϯϵ Ϭ͘ϬϬϬϬϵϳϬ
ϰϬ Ͳ ϰϰ Ϭ͘ϬϬϬϭϮϳϬ
ϰϱ Ͳ ϰϵ Ϭ͘ϬϬϬϮϬϳϬ
ϱϬ Ͳ ϱϰ Ϭ͘ϬϬϬϯϬϳϬ
ϱϱ Ͳ ϱϵ Ϭ͘ϬϬϬϰϭϳϬ
ϲϬ Ͳ ϲϰ Ϭ͘ϬϬϬϱϲϳϬ
ϲϱ Ͳ ϲϵ Ϭ͘ϬϬϭϬϯϳϬ
ϳϬ Ͳ ϳϰ Ϭ͘ϬϬϭϴϴϳϬ
ϳϱ Ͳ ϳϵ Ϭ͘ϬϬϱϰϵϳϬ
ϴϬ Ͳ ϵϵ Ϭ͘ϬϬϱϰϵϳϬ

'ƌŽƵƉ�ZĂƚĞƐ�ĨŽƌ�zŽƵ
dŚĞ�ĞƐƚŝŵĂƚĞĚ�ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ�ĨŽƌ ůŝĨĞ�ĂŶĚ���Θ��ŝŶƐƵƌĂŶĐĞ�ŝƐ�
ĚĞƚĞƌŵŝŶĞĚ�ďǇ�ŵƵůƚŝƉůǇŝŶŐ�ƚŚĞ�ĚĞƐŝƌĞĚ�ĂŵŽƵŶƚ�ŽĨ�ĐŽǀĞƌĂŐĞ�;ŝŶ�ŝŶĐƌĞŵĞŶƚƐ�
ŽĨ�ΨϭϬ͕ϬϬϬͿ�ďǇ�ƚŚĞ�ĞŵƉůŽǇĞĞ ĂŐĞͲƌĂŶŐĞ�ƉƌĞŵŝƵŵ�ƌĂƚĞ͘

Ψͺͺͺͺͺͺͺͺͺͺͺͺ y� ͺͺͺͺͺͺͺͺͺͺͺ с� Ψͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�� ƉƌĞŵŝƵŵ�ƌĂƚĞ ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ

EŽƚĞ͗�ZĂƚĞƐ�ĂƌĞ�ƐƵďũĞĐƚ�ƚŽ�ĐŚĂŶŐĞ�ĂŶĚ�ĐĂŶ�ǀĂƌǇ�ŽǀĞƌ�ƚŝŵĞ͘

�ŵƉůŽǇĞĞ
�ŐĞ�ZĂŶŐĞ

>ŝĨĞ�Θ�
��Θ��

WƌĞŵŝƵŵ�
ZĂƚĞ

Ϭ Ͳ Ϯϵ Ϭ͘ϬϬϬϬϲϳϬ
ϯϬ Ͳ ϯϰ Ϭ͘ϬϬϬϬϴϳϬ
ϯϱ Ͳ ϯϵ Ϭ͘ϬϬϬϬϵϳϬ
ϰϬ Ͳ ϰϰ Ϭ͘ϬϬϬϭϮϳϬ
ϰϱ Ͳ ϰϵ Ϭ͘ϬϬϬϮϬϳϬ
ϱϬ Ͳ ϱϰ Ϭ͘ϬϬϬϯϬϳϬ
ϱϱ Ͳ ϱϵ Ϭ͘ϬϬϬϰϭϳϬ
ϲϬ Ͳ ϲϰ Ϭ͘ϬϬϬϱϲϳϬ
ϲϱ Ͳ ϲϵ Ϭ͘ϬϬϭϬϯϳϬ
ϳϬ Ͳ ϳϰ Ϭ͘ϬϬϭϴϴϳϬ
ϳϱ Ͳ ϳϵ Ϭ͘ϬϬϱϰϵϳϬ
ϴϬ Ͳ ϵϵ Ϭ͘ϬϬϱϰϵϳϬ

'ƌŽƵƉ�ZĂƚĞƐ�ĨŽƌ�zŽƵƌ�^ƉŽƵƐĞ
dŚĞ�ĞƐƚŝŵĂƚĞĚ�ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ�ĨŽƌ ůŝĨĞ�ĂŶĚ���Θ��ŝŶƐƵƌĂŶĐĞ ŝƐ�
ĚĞƚĞƌŵŝŶĞĚ�ďǇ�ŵƵůƚŝƉůǇŝŶŐ�ƚŚĞ�ĚĞƐŝƌĞĚ�ĂŵŽƵŶƚ�ŽĨ�ĐŽǀĞƌĂŐĞ�;ŝŶ�ŝŶĐƌĞŵĞŶƚƐ�
ŽĨ�Ψϱ͕ϬϬϬͿ�ďǇ�ƚŚĞ�ĞŵƉůŽǇĞĞ ĂŐĞͲƌĂŶŐĞ�ƉƌĞŵŝƵŵ�ƌĂƚĞ͘

Ψͺͺͺͺͺͺͺͺͺͺͺͺ y� ͺͺͺͺͺͺͺͺͺͺͺ с� Ψͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĐŽǀĞƌĂŐĞ�ĂŵŽƵŶƚ�� ƉƌĞŵŝƵŵ�ƌĂƚĞ ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ

EŽƚĞ͗�ZĂƚĞƐ�ĂƌĞ�ƐƵďũĞĐƚ�ƚŽ�ĐŚĂŶŐĞ�ĂŶĚ�ĐĂŶ�ǀĂƌǇ�ŽǀĞƌ�ƚŝŵĞ͘

�ĞƉĞŶĚĞŶƚ��ŚŝůĚƌĞŶ�DŽŶƚŚůǇ
WƌĞŵŝƵŵ�ĨŽƌ�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ�
�ŽǀĞƌĂŐĞ

�ŽǀĞƌĂŐĞ�
�ŵŽƵŶƚ

DŽŶƚŚůǇ
WƌĞŵŝƵŵ

ΨϭϬ͕ϬϬϬ Ψϭ͘ϲϴ

'ƌŽƵƉ�ZĂƚĞƐ�ĨŽƌ�zŽƵƌ��ĞƉĞŶĚĞŶƚ��ŚŝůĚƌĞŶ
KŶĞ�ĂĨĨŽƌĚĂďůĞ�ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ�ĐŽǀĞƌƐ�Ăůů�ŽĨ�ǇŽƵƌ ĞůŝŐŝďůĞ�ĚĞƉĞŶĚĞŶƚ�
ĐŚŝůĚƌĞŶ͘

EŽƚĞ͗�zŽƵ�ŵƵƐƚ�ďĞ�ĂŶ�ĂĐƚŝǀĞ�&ƌĂŶŬůŝŶ��ŽƵŶƚǇ�^ĐŚŽŽů��ŝƐƚƌŝĐƚ ĞŵƉůŽǇĞĞ ƚŽ�
ƐĞůĞĐƚ�ĐŽǀĞƌĂŐĞ�ĨŽƌ�Ă�ƐƉŽƵƐĞ ĂŶĚͬŽƌ�ĚĞƉĞŶĚĞŶƚ�ĐŚŝůĚƌĞŶ͘�dŽ�ďĞ�ĞůŝŐŝďůĞ�ĨŽƌ�
ĐŽǀĞƌĂŐĞ͕�Ă�ƐƉŽƵƐĞ Žƌ�ĚĞƉĞŶĚĞŶƚ�ĐŚŝůĚ�ĐĂŶŶŽƚ�ďĞ�ĐŽŶĨŝŶĞĚ�ƚŽ�Ă�ŚĞĂůƚŚ�ĐĂƌĞ�
ĨĂĐŝůŝƚǇ�Žƌ�ƵŶĂďůĞ�ƚŽ�ƉĞƌĨŽƌŵ�ƚŚĞ�ƚǇƉŝĐĂů�ĂĐƚŝǀŝƚŝĞƐ�ŽĨ�Ă�ŚĞĂůƚŚǇ�ƉĞƌƐŽŶ�ŽĨ�ƚŚĞ�
ƐĂŵĞ�ĂŐĞ�ĂŶĚ�ŐĞŶĚĞƌ͘�



dŚĞ�>ŝŶĐŽůŶ�EĂƚŝŽŶĂů�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽŵƉĂŶǇ
ϭ

dŚĞ�>ŝŶĐŽůŶ�>ŽŶŐͲƚĞƌŵ�
�ŝƐĂďŝůŝƚǇ�/ŶƐƵƌĂŶĐĞ�
WƌĞŵŝĞƌ�WůĂŶ͗
x WƌŽǀŝĚĞƐ�Ă�ĐĂƐŚ�ďĞŶĞĨŝƚ�ĂĨƚĞƌ�
ǇŽƵ�ĂƌĞ�ŽƵƚ�ŽĨ�ǁŽƌŬ�ĨŽƌ�ϵϬ
ĚĂǇƐ�Žƌ�ŵŽƌĞ�ĚƵĞ�ƚŽ�ŝŶũƵƌǇ͕�
ŝůůŶĞƐƐ͕�Žƌ�ƐƵƌŐĞƌǇ

x &ĞĂƚƵƌĞƐ�ŐƌŽƵƉ�ƌĂƚĞƐ�ĨŽƌ�
&ƌĂŶŬůŝŶ��ŽƵŶƚǇ�^ĐŚŽŽů�
�ŝƐƚƌŝĐƚ ĞŵƉůŽǇĞĞƐ�

x /ŶĐůƵĚĞƐ��ŵƉůŽǇĞĞ�ŽŶŶĞĐƚ^D

ƐĞƌǀŝĐĞƐ͕�ǁŚŝĐŚ�ŐŝǀĞ�ǇŽƵ�ĂŶĚ�
ǇŽƵƌ�ĨĂŵŝůǇ�ĐŽŶĨŝĚĞŶƚŝĂů�
ĂĐĐĞƐƐ�ƚŽ�ĐŽƵŶƐĞůŽƌƐ�ĂƐ�ǁĞůů�
ĂƐ�ƉĞƌƐŽŶĂů͕�ůĞŐĂů͕�ĂŶĚ�
ĨŝŶĂŶĐŝĂů�ĂƐƐŝƐƚĂŶĐĞ

&ƵůůͲdŝŵĞ��ŵƉůŽǇĞĞƐ ŽĨ�&ƌĂŶŬůŝŶ��ŽƵŶƚǇ�^ĐŚŽŽů�
�ŝƐƚƌŝĐƚ

�ĞŶĞĨŝƚƐ��ƚͲ�Ͳ'ůĂŶĐĞ

>ŽŶŐͲƚĞƌŵ�ŝƐĂďŝůŝƚǇ

DŽŶƚŚůǇ�ďĞŶĞĨŝƚ�ĂŵŽƵŶƚ ϲϬй�ŽĨ�ǇŽƵƌ�ŵŽŶƚŚůǇ�ƐĂůĂƌǇ͕�ůŝŵŝƚĞĚ�
ƚŽ�Ψϱ͕ϬϬϬ ƉĞƌ�ŵŽŶƚŚ

�ůŝŵŝŶĂƚŝŽŶ ƉĞƌŝŽĚ ϵϬ ĚĂǇƐ

�ŽǀĞƌĂŐĞ�ƉĞƌŝŽĚ�ĨŽƌ�ǇŽƵƌ�ŽĐĐƵƉĂƚŝŽŶ Ϯϰ�ŵŽŶƚŚƐ

DĂǆŝŵƵŵ�ĐŽǀĞƌĂŐĞ�ƉĞƌŝŽĚ
hƉ�ƚŽ�ĂŐĞ�ϲϱ�Žƌ�^ŽĐŝĂů�^ĞĐƵƌŝƚǇ�
EŽƌŵĂů�ZĞƚŝƌĞŵĞŶƚ��ŐĞ�;^^EZ�Ϳ͕�
ǁŚŝĐŚĞǀĞƌ�ŝƐ�ůĂƚĞƌ

�ůŝŵŝŶĂƚŝŽŶ�WĞƌŝŽĚ

x dŚŝƐ�ŝƐ�ƚŚĞ�ŶƵŵďĞƌ�ŽĨ�ĚĂǇƐ�ǇŽƵ�ŵƵƐƚ�ďĞ�ĚŝƐĂďůĞĚ�ďĞĨŽƌĞ�ǇŽƵ�ĐĂŶ�ĐŽůůĞĐƚ�ĚŝƐĂďŝůŝƚǇ�
ďĞŶĞĨŝƚƐ͘

x dŚĞ ϵϬͲĚĂǇ ĞůŝŵŝŶĂƚŝŽŶ ƉĞƌŝŽĚ ĐĂŶ ďĞ ŵĞƚ ƚŚƌŽƵŐŚ ĞŝƚŚĞƌ ƚŽƚĂů ĚŝƐĂďŝůŝƚǇ ;ŽƵƚ ŽĨ
ǁŽƌŬ ĞŶƚŝƌĞůǇͿ Žƌ ƉĂƌƚŝĂů� ĚŝƐĂďŝůŝƚǇ� ;ǁŽƌŬŝŶŐ� ǁŝƚŚ� Ă� ƌĞĚƵĐĞĚ ƐĐŚĞĚƵůĞ� Žƌ�
ƉĞƌĨŽƌŵŝŶŐ�ĚŝĨĨĞƌĞŶƚ�ƚǇƉĞƐ�ŽĨ�ĚƵƚŝĞƐͿ͘

�ŽǀĞƌĂŐĞ�WĞƌŝŽĚ�ĨŽƌ�zŽƵƌ�KĐĐƵƉĂƚŝŽŶ�
x dŚŝƐ� ŝƐ� ƚŚĞ� ĐŽǀĞƌĂŐĞ� ƉĞƌŝŽĚ� ĨŽƌ� ƚŚĞ� ƚƌĂĚĞ� Žƌ� ƉƌŽĨĞƐƐŝŽŶ� ŝŶ� ǁŚŝĐŚ� ǇŽƵ� ǁĞƌĞ�
ĞŵƉůŽǇĞĚ�Ăƚ�ƚŚĞ�ƚŝŵĞ�ŽĨ�ǇŽƵƌ�ĚŝƐĂďŝůŝƚǇ�;ĂůƐŽ�ŬŶŽǁŶ�ĂƐ�ǇŽƵƌ�ŽǁŶ�ŽĐĐƵƉĂƚŝŽŶͿ͘

x zŽƵ�ŵĂǇ�ďĞ�ĞůŝŐŝďůĞ�ƚŽ�ĐŽŶƚŝŶƵĞ�ƌĞĐĞŝǀŝŶŐ�ďĞŶĞĨŝƚƐ�ŝĨ�ǇŽƵƌ�ĚŝƐĂďŝůŝƚǇ�ƉƌŽŚŝďŝƚƐ�
ǇŽƵ�ĨƌŽŵ�ĂŶǇ�ĞŵƉůŽǇŵĞŶƚ�ĨŽƌ�ǁŚŝĐŚ�ǇŽƵ�ĂƌĞ�ƌĞĂƐŽŶĂďůǇ�ƐƵŝƚĞĚ�ƚŚƌŽƵŐŚ�ǇŽƵƌ�
ƚƌĂŝŶŝŶŐ͕�ĞĚƵĐĂƚŝŽŶ͕�ĂŶĚ�ĞǆƉĞƌŝĞŶĐĞ͘�/Ŷ�ƚŚŝƐ�ĐĂƐĞ͕�ǇŽƵƌ�ďĞŶĞĨŝƚƐ�ĂƌĞ�ĞǆƚĞŶĚĞĚ�
ƚŚƌŽƵŐŚ�ƚŚĞ�ĞŶĚ�ŽĨ�ǇŽƵƌ�ŵĂǆŝŵƵŵ�ĐŽǀĞƌĂŐĞ�ƉĞƌŝŽĚ�;ďĞŶĞĨŝƚ�ĚƵƌĂƚŝŽŶͿ͘�

DĂǆŝŵƵŵ��ŽǀĞƌĂŐĞ�WĞƌŝŽĚ

x dŚŝƐ�ŝƐ�ƚŚĞ�ƚŽƚĂů�ĂŵŽƵŶƚ�ŽĨ�ƚŝŵĞ�ǇŽƵ�ĐĂŶ�ĐŽůůĞĐƚ�ĚŝƐĂďŝůŝƚǇ�ďĞŶĞĨŝƚƐ�;ĂůƐŽ�ŬŶŽǁŶ�
ĂƐ�ƚŚĞ�ďĞŶĞĨŝƚ�ĚƵƌĂƚŝŽŶͿ͘

x �ĞŶĞĨŝƚƐ�ĂƌĞ�ůŝŵŝƚĞĚ�ƚŽ�Ϯϰ�ŵŽŶƚŚƐ�ĨŽƌ�ŵĞŶƚĂů�ŝůůŶĞƐƐ͖��Ϯϰ�ŵŽŶƚŚƐ ĨŽƌ�ƐƵďƐƚĂŶĐĞ�
ĂďƵƐĞ͘

WƌĞͲĞǆŝƐƚŝŶŐ��ŽŶĚŝƚŝŽŶ

x /Ĩ�ǇŽƵ�ŚĂǀĞ�Ă�ŵĞĚŝĐĂů�ĐŽŶĚŝƚŝŽŶ�ƚŚĂƚ�ďĞŐŝŶƐ�ďĞĨŽƌĞ�ǇŽƵƌ�ĐŽǀĞƌĂŐĞ�ƚĂŬĞƐ�ĞĨĨĞĐƚ͕�
ĂŶĚ�ǇŽƵ�ƌĞĐĞŝǀĞ�ƚƌĞĂƚŵĞŶƚ�ĨŽƌ�ƚŚŝƐ ĐŽŶĚŝƚŝŽŶ�ǁŝƚŚŝŶ�ƚŚĞ�ϯ�ŵŽŶƚŚƐ�ůĞĂĚŝŶŐ�ƵƉ�ƚŽ�
ǇŽƵƌ�ĐŽǀĞƌĂŐĞ�ƐƚĂƌƚ�ĚĂƚĞ͕�ǇŽƵ�ŵĂǇ�ŶŽƚ�ďĞ�ĞůŝŐŝďůĞ�ĨŽƌ�ďĞŶĞĨŝƚƐ�ĨŽƌ�ƚŚĂƚ�
ĐŽŶĚŝƚŝŽŶ�ƵŶƚŝů�ǇŽƵ�ŚĂǀĞ�ďĞĞŶ�ĐŽǀĞƌĞĚ�ďǇ�ƚŚĞ�ƉůĂŶ�ĨŽƌ�ϭϮ�ŵŽŶƚŚƐ͘

sŽůƵŶƚĂƌǇ�>ŽŶŐ�dĞƌŵ
�ŝƐĂďŝůŝƚǇ�/ŶƐƵƌĂŶĐĞ



dŚŝƐ�ŝƐ�ŶŽƚ�ŝŶƚĞŶĚĞĚ�ĂƐ�Ă�ĐŽŵƉůĞƚĞ�ĚĞƐĐƌŝƉƚŝŽŶ�ŽĨ�ƚŚĞ�ŝŶƐƵƌĂŶĐĞ�ĐŽǀĞƌĂŐĞ�ŽĨĨĞƌĞĚ͘��ŽŶƚƌŽůůŝŶŐ�ƉƌŽǀŝƐŝŽŶƐ�ĂƌĞ�ƉƌŽǀŝĚĞĚ�ŝŶ�ƚŚĞ�ƉŽůŝĐǇ͕�ĂŶĚ�ƚŚŝƐ�ƐƵŵŵĂƌǇ�ĚŽĞƐ�ŶŽƚ�ŵŽĚŝĨǇ�
ƚŚŽƐĞ�ƉƌŽǀŝƐŝŽŶƐ�Žƌ�ƚŚĞ�ŝŶƐƵƌĂŶĐĞ�ŝŶ�ĂŶǇ�ǁĂǇ͘�dŚŝƐ�ŝƐ�ŶŽƚ�Ă�ďŝŶĚŝŶŐ�ĐŽŶƚƌĂĐƚ͘���ĐĞƌƚŝĨŝĐĂƚĞ�ŽĨ�ĐŽǀĞƌĂŐĞ�ǁŝůů�ďĞ�ŵĂĚĞ�ĂǀĂŝůĂďůĞ�ƚŽ�ǇŽƵ�ƚŚĂƚ�ĚĞƐĐƌŝďĞƐ�ƚŚĞ�ďĞŶĞĨŝƚƐ�ŝŶ�
ŐƌĞĂƚĞƌ�ĚĞƚĂŝů͘�ZĞĨĞƌ�ƚŽ�ǇŽƵƌ�ĐĞƌƚŝĨŝĐĂƚĞ�ĨŽƌ�ǇŽƵƌ�ŵĂǆŝŵƵŵ�ďĞŶĞĨŝƚ�ĂŵŽƵŶƚƐ͘�^ŚŽƵůĚ�ƚŚĞƌĞ�ďĞ�Ă�ĚŝĨĨĞƌĞŶĐĞ�ďĞƚǁĞĞŶ�ƚŚŝƐ�ƐƵŵŵĂƌǇ ĂŶĚ�ƚŚĞ�ĐŽŶƚƌĂĐƚ͕�ƚŚĞ�ĐŽŶƚƌĂĐƚ�ǁŝůů�
ŐŽǀĞƌŶ͘

�ŵƉůŽǇĞĞ�ŽŶŶĞĐƚ^D ƐĞƌǀŝĐĞƐ�ĂƌĞ�ƉƌŽǀŝĚĞĚ�ďǇ��ŽŵWƐǇĐŚΠ �ŽƌƉŽƌĂƚŝŽŶ͕��ŚŝĐĂŐŽ͕�/>͘��ŽŵWƐǇĐŚΠ ĂŶĚ�'ƵŝĚĂŶĐĞZĞƐŽƵƌĐĞƐΠ ĂƌĞ�ƌĞŐŝƐƚĞƌĞĚ�ƚƌĂĚĞŵĂƌŬƐ�ŽĨ��ŽŵWƐǇĐŚΠ

�ŽƌƉŽƌĂƚŝŽŶ͘��ŽŵWƐǇĐŚΠ ŝƐ�ŶŽƚ�Ă�>ŝŶĐŽůŶ�&ŝŶĂŶĐŝĂů�'ƌŽƵƉΠ ĐŽŵƉĂŶǇ͘��ŽǀĞƌĂŐĞ ŝƐ�ƐƵďũĞĐƚ�ƚŽ�ĂĐƚƵĂů�ĐŽŶƚƌĂĐƚ�ůĂŶŐƵĂŐĞ͘��ĂĐŚ�ŝŶĚĞƉĞŶĚĞŶƚ�ĐŽŵƉĂŶǇ�ŝƐ�ƐŽůĞůǇ�ƌĞƐƉŽŶƐŝďůĞ�
ĨŽƌ�ŝƚƐ�ŽǁŶ�ŽďůŝŐĂƚŝŽŶƐ͘

/ŶƐƵƌĂŶĐĞ�ƉƌŽĚƵĐƚƐ�;ƉŽůŝĐǇ�ƐĞƌŝĞƐ�'>ϯϬϬϭͿ�ĂƌĞ�ŝƐƐƵĞĚ�ďǇ�dŚĞ�>ŝŶĐŽůŶ�EĂƚŝŽŶĂů�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽŵƉĂŶǇ�;&Žƌƚ�tĂǇŶĞ͕�/EͿ͕�ǁŚŝĐŚ�ĚŽĞƐ�ŶŽƚ�ƐŽůŝĐŝƚ�ďƵƐŝŶĞƐƐ�ŝŶ�EĞǁ�zŽƌŬ͕�
ŶŽƌ�ŝƐ�ŝƚ�ůŝĐĞŶƐĞĚ�ƚŽ�ĚŽ�ƐŽ͘�WƌŽĚƵĐƚ�ĂǀĂŝůĂďŝůŝƚǇ�ĂŶĚͬŽƌ�ĨĞĂƚƵƌĞƐ�ŵĂǇ�ǀĂƌǇ�ďǇ�ƐƚĂƚĞ͘�>ŝŵŝƚĂƚŝŽŶƐ�ĂŶĚ�ĞǆĐůƵƐŝŽŶƐ�ĂƉƉůǇ͘

ΞϮϬϭϴ >ŝŶĐŽůŶ EĂƚŝŽŶĂů �ŽƌƉŽƌĂƚŝŽŶ >�EͲϮϬϭϲϳϭϰͲϬϮϬϱϭϴ Z ϭ͘Ϭ ʹ 'ƌŽƵƉ�/�͗�&Z�E<^�,&ϯ

sŽůƵŶƚĂƌǇ�>ŽŶŐͲƚĞƌŵ��ŝƐĂďŝůŝƚǇ�/ŶƐƵƌĂŶĐĞ��ƚͲ�Ͳ'ůĂŶĐĞͮ�WƌĞŵŝĞƌ�WůĂŶ
>d�Ͳ�EZKͲ�Z�ϬϬϭͲdy

Ϯ

�ĚĚŝƚŝŽŶĂů�WůĂŶ��ĞŶĞĨŝƚƐ

WƌĞŵŝƵŵ�tĂŝǀĞƌ /ŶĐůƵĚĞĚ

WƌŽŐƌĞƐƐŝǀĞ�/ŶĐŽŵĞ��ĞŶĞĨŝƚ /ŶĐůƵĚĞĚ

&ĂŵŝůǇ��ĂƌĞ��ǆƉĞŶƐĞ��ĞŶĞĨŝƚ /ŶĐůƵĚĞĚ

&ĂŵŝůǇ�/ŶĐŽŵĞ��ĞŶĞĨŝƚ /ŶĐůƵĚĞĚ

KƉĞŶ��ŶƌŽůůŵĞŶƚ
x tŚĞŶ�ǇŽƵ�ĂƌĞ�ĨŝƌƐƚ�ŽĨĨĞƌĞĚ�ƚŚŝƐ�
ĐŽǀĞƌĂŐĞ�;ĂŶĚ�ĚƵƌŝŶŐ�ĂƉƉƌŽǀĞĚ�ŽƉĞŶ�
ĞŶƌŽůůŵĞŶƚ�ƉĞƌŝŽĚƐͿ͕�ǇŽƵ�ĐĂŶ�ƚĂŬĞ�
ĂĚǀĂŶƚĂŐĞ�ŽĨ�ƚŚŝƐ�ŝŵƉŽƌƚĂŶƚ�ĐŽǀĞƌĂŐĞ
ǁŝƚŚ�ŶŽ�ŚĞĂůƚŚ�ĞǆĂŵŝŶĂƚŝŽŶ͘

�ĞŶĞĨŝƚ��ǆĐůƵƐŝŽŶƐ�Θ�ZĞĚƵĐƚŝŽŶƐ
>ŝŬĞ�ĂŶǇ�ŝŶƐƵƌĂŶĐĞ͕�ƚŚŝƐ�ůŽŶŐͲƚĞƌŵ�ĚŝƐĂďŝůŝƚǇ�ŝŶƐƵƌĂŶĐĞ�ƉŽůŝĐǇ�ĚŽĞƐ�ŚĂǀĞ�
ƐŽŵĞ�ĞǆĐůƵƐŝŽŶƐ͘�zŽƵ�ǁŝůů�ŶŽƚ�ƌĞĐĞŝǀĞ�ďĞŶĞĨŝƚƐ�ŝĨ͗

x zŽƵƌ�ĚŝƐĂďŝůŝƚǇ�ŝƐ�ƚŚĞ�ƌĞƐƵůƚ�ŽĨ�Ă�ƐĞůĨͲŝŶĨůŝĐƚĞĚ�ŝŶũƵƌǇ�Žƌ�ĂĐƚ�ŽĨ�ǁĂƌ

x zŽƵ�ĂƌĞ�ŶŽƚ�ƵŶĚĞƌ�ƚŚĞ�ƌĞŐƵůĂƌ�ĐĂƌĞ�ŽĨ�Ă�ĚŽĐƚŽƌ�ǁŚĞŶ�ǇŽƵ�ƌĞƋƵĞƐƚ�
ĚŝƐĂďŝůŝƚǇ�ďĞŶĞĨŝƚƐ

x zŽƵƌ�ĚŝƐĂďŝůŝƚǇ�ŽĐĐƵƌƐ�ǁŚŝůĞ�ǇŽƵ�ĂƌĞ�ĐŽŵŵŝƚƚŝŶŐ�Ă�ĨĞůŽŶǇ�Žƌ�ƉĂƌƚŝĐŝƉĂƚŝŶŐ�
ŝŶ�Ă�ƌŝŽƚ

x zŽƵƌ�ĚŝƐĂďŝůŝƚǇ�ŽĐĐƵƌƐ�ǁŚŝůĞ�ǇŽƵ�ĂƌĞ�ŝŵƉƌŝƐŽŶĞĚ�ĨŽƌ�ĐŽŵŵŝƚƚŝŶŐ�Ă�ĨĞůŽŶǇ

x zŽƵƌ�ĚŝƐĂďŝůŝƚǇ�ŽĐĐƵƌƐ�ǁŚŝůĞ�ǇŽƵ�ĂƌĞ�ƌĞƐŝĚŝŶŐ�ŽƵƚƐŝĚĞ�ŽĨ�ƚŚĞ�hŶŝƚĞĚ�^ƚĂƚĞƐ�
Žƌ��ĂŶĂĚĂ�ĨŽƌ�ŵŽƌĞ�ƚŚĂŶ�ϭϮ�ĐŽŶƐĞĐƵƚŝǀĞ�ŵŽŶƚŚƐ�ĨŽƌ�Ă�ƉƵƌƉŽƐĞ�ŽƚŚĞƌ�
ƚŚĂŶ�ǁŽƌŬ

zŽƵƌ�ďĞŶĞĨŝƚƐ�ŵĂǇ�ďĞ�ƌĞĚƵĐĞĚ�ŝĨ�ǇŽƵ�ĂƌĞ�ĞůŝŐŝďůĞ�ƚŽ�ƌĞĐĞŝǀĞ�ďĞŶĞĨŝƚƐ�ĨƌŽŵ͗

x ��ƐƚĂƚĞ�ĚŝƐĂďŝůŝƚǇ�ƉůĂŶ�Žƌ�ƐŝŵŝůĂƌ�ĐŽŵƉƵůƐŽƌǇ�ďĞŶĞĨŝƚ�ĂĐƚ�Žƌ�ůĂǁ
x ��ƌĞƚŝƌĞŵĞŶƚ�ƉůĂŶ
x ^ŽĐŝĂů�^ĞĐƵƌŝƚǇ
x �ŶǇ�ĨŽƌŵ�ŽĨ�ĞŵƉůŽǇŵĞŶƚ
x tŽƌŬĞƌƐ͛��ŽŵƉĞŶƐĂƚŝŽŶ
x ^ĂůĂƌǇ�ĐŽŶƚŝŶƵĂŶĐĞ
x ^ŝĐŬ�ůĞĂǀĞ

��ĐŽŵƉůĞƚĞ�ůŝƐƚ�ŽĨ�ďĞŶĞĨŝƚ�ĞǆĐůƵƐŝŽŶƐ�ĂŶĚ�ƌĞĚƵĐƚŝŽŶƐ�ŝƐ�ŝŶĐůƵĚĞĚ�ŝŶ�ƚŚĞ�
ƉŽůŝĐǇ͘�^ƚĂƚĞ�ƌĞƐƚƌŝĐƚŝŽŶƐ�ŵĂǇ�ĂƉƉůǇ�ƚŽ�ƚŚŝƐ�ƉůĂŶ͘



dŚĞ�>ŝŶĐŽůŶ�EĂƚŝŽŶĂů�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽŵƉĂŶǇ
WůĞĂƐĞ�ƐĞĞ�ƉƌŝŽƌ�ƉĂŐĞ�ĨŽƌ�ƉƌŽĚƵĐƚ�ŝŶĨŽƌŵĂƚŝŽŶ͘

sŽůƵŶƚĂƌǇ�>ŽŶŐͲƚĞƌŵ��ŝƐĂďŝůŝƚǇ�/ŶƐƵƌĂŶĐĞ� WƌĞŵŝƵŵ��ĂůĐƵůĂƚŝŽŶ�ͮ�WƌĞŵŝĞƌ�WůĂŶ
>d�Ͳ�EZKͲ�Z�ϬϬϭͲdy

ϯ

sŽůƵŶƚĂƌǇ�>ŽŶŐ�dĞƌŵ��ŝƐĂďŝůŝƚǇ�/ŶƐƵƌĂŶĐĞ
,ĞƌĞ͛Ɛ�ŚŽǁ�ůŝƚƚůĞ�ǇŽƵ�ƉĂǇ�ǁŝƚŚ�ŐƌŽƵƉƌĂƚĞƐ͘

zŽƵƌ�ĞƐƚŝŵĂƚĞĚ�ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ�ŝƐ�ĚĞƚĞƌŵŝŶĞĚ�ďǇ�ŵƵůƚŝƉůǇŝŶŐ�ǇŽƵƌ�
ŵŽŶƚŚůǇ�ƐĂůĂƌǇ�ĂŵŽƵŶƚ�;ƵƉ�ƚŽ�Ψϴ͕ϯϯϯͿ�ďǇ�ǇŽƵƌ�ĂŐĞͲƌĂŶŐĞ�ƉƌĞŵŝƵŵ�ƌĂƚĞ͘�/Ĩ�
ǇŽƵƌŵŽŶƚŚůǇ�ƐĂůĂƌǇ�ĞǆĐĞĞĚƐ�Ψϴ͕ϯϯϯ͕�ŵƵůƚŝƉůǇ�Ψϴ͕ϯϯϯ ďǇ�ǇŽƵƌ�ƉƌĞŵŝƵŵ
ƌĂƚĞ͘

Ψ
ŵŽŶƚŚůǇ�ƐĂůĂƌǇ

y
ƉƌĞŵŝƵŵ�ƌĂƚĞ

сΨ
ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ

�ŐĞ�
ZĂŶŐĞ

WƌĞŵŝƵŵ�
ZĂƚĞ

Ϭ�Ͳ Ϯϰ Ϭ͘ϬϬϭϬϬ
Ϯϱ�Ͳ Ϯϵ Ϭ͘ϬϬϭϲϬ
ϯϬ�Ͳ ϯϰ Ϭ͘ϬϬϮϯϬ
ϯϱ�Ͳ ϯϵ Ϭ͘ϬϬϮϵϬ
ϰϬ�Ͳ ϰϰ Ϭ͘ϬϬϰϭϬ
ϰϱ�Ͳ ϰϵ Ϭ͘ϬϬϱϵϬ
ϱϬ�Ͳ ϱϰ Ϭ͘ϬϬϴϰϬ
ϱϱ�Ͳ ϱϵ Ϭ͘ϬϭϬϬϬ
ϲϬ�Ͳ ϲϰ Ϭ͘ϬϭϬϱϬ
ϲϱ�Ͳ ϲϵ Ϭ͘ϬϬϵϳϬ
ϳϬ�Ͳ ϵϵ Ϭ͘ϬϬϵϳϬ



dŚĞ�>ŝŶĐŽůŶ�EĂƚŝŽŶĂů�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽŵƉĂŶǇ
ϭ

dŚĞ�>ŝŶĐŽůŶ�̂ ŚŽƌƚͲ
ƚĞƌŵ��ŝƐĂďŝůŝƚǇ�
/ŶƐƵƌĂŶĐĞ�WůĂŶ͗
x WƌŽǀŝĚĞƐ�Ă�ĐĂƐŚ�ďĞŶĞĨŝƚ�ǁŚĞŶ�

ǇŽƵ�ĂƌĞ�ŽƵƚ�ŽĨ�ǁŽƌŬ�ĨŽƌ�ƵƉ�ƚŽ�ϭϭ

ǁĞĞŬƐ�ĚƵĞ�ƚŽ�ŝŶũƵƌǇ͕�ŝůůŶĞƐƐ͕�

ƐƵƌŐĞƌǇ͕�Žƌ�ƌĞĐŽǀĞƌǇ�ĨƌŽŵ�

ĐŚŝůĚďŝƌƚŚ

x WƌŽǀŝĚĞƐ�Ă�ƉĂƌƚŝĂů�ĐĂƐŚ�ďĞŶĞĨŝƚ�ŝĨ�

ǇŽƵ�ĐĂŶ�ŽŶůǇ�ĚŽ�ƉĂƌƚ�ŽĨ�ǇŽƵƌ�ũŽď�

Žƌ�ǁŽƌŬ�ƉĂƌƚ�ƚŝŵĞ

x &ĞĂƚƵƌĞƐ�ŐƌŽƵƉ�ƌĂƚĞƐ�ĨŽƌ�

&ƌĂŶŬůŝŶ��ŽƵŶƚǇ�^ĐŚŽŽů��ŝƐƚƌŝĐƚ

ĞŵƉůŽǇĞĞƐ

x KĨĨĞƌƐ�Ă�ĨĂƐƚ͕�ŶŽͲŚĂƐƐůĞ�ĐůĂŝŵƐ�

ƉƌŽĐĞƐƐ

&ƵůůͲdŝŵĞ��ŵƉůŽǇĞĞƐ ŽĨ�&ƌĂŶŬůŝŶ��ŽƵŶƚǇ�
^ĐŚŽŽů��ŝƐƚƌŝĐƚ

�ĞŶĞĨŝƚƐ��ƚͲ�Ͳ'ůĂŶĐĞ

^ŚŽƌƚͲƚĞƌŵ�ŝƐĂďŝůŝƚǇ

tĞĞŬůǇ�ďĞŶĞĨŝƚ ĂŵŽƵŶƚ ϲϬй�ŽĨ�ǇŽƵƌ�ǁĞĞŬůǇ�ƐĂůĂƌǇ͕�ůŝŵŝƚĞĚ�ƚŽ�
ΨϵϬϬ ƉĞƌ�ǁĞĞŬ

^ŝĐŬŶĞƐƐ�ĞůŝŵŝŶĂƚŝŽŶ�ƉĞƌŝŽĚ ϭϰ ĚĂǇƐ

�ĐĐŝĚĞŶƚ�ĞůŝŵŝŶĂƚŝŽŶ�ƉĞƌŝŽĚ ϭϰ ĚĂǇƐ

DĂǆŝŵƵŵ�ĐŽǀĞƌĂŐĞ�ƉĞƌŝŽĚ ϭϭ ǁĞĞŬƐ

^ŝĐŬŶĞƐƐ��ůŝŵŝŶĂƚŝŽŶ�WĞƌŝŽĚ

x zŽƵ�ŵƵƐƚ�ďĞ�ŽƵƚ�ŽĨ�ǁŽƌŬ�ĨŽƌ�ϭϰ ĚĂǇƐ�ĚƵĞ�ƚŽ�ĂŶ�ŝůůŶĞƐƐ�ďĞĨŽƌĞ�ǇŽƵ�ĐĂŶ�
ĐŽůůĞĐƚ�ĚŝƐĂďŝůŝƚǇ�ďĞŶĞĨŝƚƐ͘�zŽƵ�ĐĂŶ�ďĞŐŝŶ�ĐŽůůĞĐƚŝŶŐ�ďĞŶĞĨŝƚƐ�ŽŶ�ĚĂǇ�ϭϱ͘

�ĐĐŝĚĞŶƚ��ůŝŵŝŶĂƚŝŽŶ�WĞƌŝŽĚ

x zŽƵ�ŵƵƐƚ�ďĞ�ŽƵƚ�ŽĨ�ǁŽƌŬ�ĨŽƌ�ϭϰ ĚĂǇƐ�ĚƵĞ�ƚŽ�ĂŶ�ĂĐĐŝĚĞŶƚĂů�ŝŶũƵƌǇ�ďĞĨŽƌĞ�ǇŽƵ�
ĐĂŶ�ĐŽůůĞĐƚ�ĚŝƐĂďŝůŝƚǇ�ďĞŶĞĨŝƚƐ͘�zŽƵ�ĐĂŶ�ďĞŐŝŶ�ĐŽůůĞĐƚŝŶŐ�ďĞŶĞĨŝƚƐ�ŽŶ�ĚĂǇ�ϭϱ�

WƌĞͲĞǆŝƐƚŝŶŐ��ŽŶĚŝƚŝŽŶ

x /Ĩ�ǇŽƵ�ŚĂǀĞ�Ă�ŵĞĚŝĐĂů�ĐŽŶĚŝƚŝŽŶ�ƚŚĂƚ�ďĞŐŝŶƐ�ďĞĨŽƌĞ�ǇŽƵƌ�ĐŽǀĞƌĂŐĞ�ƚĂŬĞƐ�
ĞĨĨĞĐƚ͕�ĂŶĚ�ǇŽƵ�ƌĞĐĞŝǀĞ�ƚƌĞĂƚŵĞŶƚ�ĨŽƌ�ƚŚŝƐ�ĐŽŶĚŝƚŝŽŶ�ǁŝƚŚŝŶ�ƚŚĞ�ϯ�ŵŽŶƚŚƐ�
ůĞĂĚŝŶŐ�ƵƉ�ƚŽ�ǇŽƵƌ�ĐŽǀĞƌĂŐĞ�ƐƚĂƌƚ�ĚĂƚĞ͕�ǇŽƵ�ŵĂǇ�ŶŽƚ�ďĞ�ĞůŝŐŝďůĞ�ĨŽƌ�ďĞŶĞĨŝƚƐ�
ĨŽƌ�ƚŚĂƚ�ĐŽŶĚŝƚŝŽŶ�ƵŶƚŝů�ǇŽƵ�ŚĂǀĞ�ďĞĞŶ�ĐŽǀĞƌĞĚ�ďǇ�ƚŚĞ�ƉůĂŶ�ĨŽƌ�ϭϮ�ŵŽŶƚŚƐ͘

�ĞŶĞĨŝƚƐ�/ŶƚĞŐƌĂƚŝŽŶ
x zŽƵƌ�ƐŚŽƌƚͲƚĞƌŵ�ĚŝƐĂďŝůŝƚǇ�ďĞŶĞĨŝƚƐ�ĐĂŶ�ĐŽŽƌĚŝŶĂƚĞ�ǁŝƚŚ�ŝŶĐŽŵĞ�ĨƌŽŵ�ŽƚŚĞƌ�
ƐŽƵƌĐĞƐ͕�ƐƵĐŚ�ĂƐ�ĐŽŶƚŝŶƵĞĚ�ŝŶĐŽŵĞ�Žƌ�ƐŝĐŬ�ƉĂǇ�ĨƌŽŵ�ǇŽƵƌ�ĞŵƉůŽǇĞƌ͕�ĚƵƌŝŶŐ�
ǇŽƵƌ�ĚŝƐĂďŝůŝƚǇ͘

x dŚŝƐ�ĂůůŽǁƐ�ǇŽƵ�ƚŽ�ƌĞĐĞŝǀĞ�ƵƉ�ƚŽ�ϭϬϬй�ŽĨ�ǇŽƵƌ�ƉƌĞͲĚŝƐĂďŝůŝƚǇ�ŝŶĐŽŵĞ͘

sŽůƵŶƚĂƌǇ�^ŚŽƌƚ�dĞƌŵ�
�ŝƐĂďŝůŝƚǇ�/ŶƐƵƌĂŶĐĞ



dŚŝƐ�ŝƐ�ŶŽƚ�ŝŶƚĞŶĚĞĚ�ĂƐ�Ă�ĐŽŵƉůĞƚĞ�ĚĞƐĐƌŝƉƚŝŽŶ�ŽĨ�ƚŚĞ�ŝŶƐƵƌĂŶĐĞ�ĐŽǀĞƌĂŐĞ�ŽĨĨĞƌĞĚ͘��ŽŶƚƌŽůůŝŶŐ�ƉƌŽǀŝƐŝŽŶƐ�ĂƌĞ�ƉƌŽǀŝĚĞĚ�ŝŶ�ƚŚĞ�ƉŽůŝĐǇ͕�ĂŶĚ�
ƚŚŝƐ�ƐƵŵŵĂƌǇ�ĚŽĞƐ�ŶŽƚ�ŵŽĚŝĨǇ�ƚŚŽƐĞ�ƉƌŽǀŝƐŝŽŶƐ�Žƌ�ƚŚĞ�ŝŶƐƵƌĂŶĐĞ�ŝŶ�ĂŶǇ�ǁĂǇ͘�dŚŝƐ�ŝƐ�ŶŽƚ�Ă�ďŝŶĚŝŶŐ�ĐŽŶƚƌĂĐƚ͘���ĐĞƌƚŝĨŝĐĂƚĞ�ŽĨ�ĐŽǀĞƌĂŐĞ�ǁŝůů�
ďĞ�ŵĂĚĞ�ĂǀĂŝůĂďůĞ�ƚŽ�ǇŽƵ�ƚŚĂƚ�ĚĞƐĐƌŝďĞƐ�ƚŚĞ�ďĞŶĞĨŝƚƐ�ŝŶ�ŐƌĞĂƚĞƌ�ĚĞƚĂŝů͘�ZĞĨĞƌ�ƚŽ�ǇŽƵƌ�ĐĞƌƚŝĨŝĐĂƚĞ�ĨŽƌ�ǇŽƵƌ�ŵĂǆŝŵƵŵ�ďĞŶĞĨŝƚ�ĂŵŽƵŶƚƐ͘�
^ŚŽƵůĚ�ƚŚĞƌĞ�ďĞ�Ă�ĚŝĨĨĞƌĞŶĐĞ�ďĞƚǁĞĞŶ�ƚŚŝƐ�ƐƵŵŵĂƌǇ�ĂŶĚ�ƚŚĞ�ĐŽŶƚƌĂĐƚ͕�ƚŚĞ�ĐŽŶƚƌĂĐƚ�ǁŝůů�ŐŽǀĞƌŶ͘

/ŶƐƵƌĂŶĐĞ�ƉƌŽĚƵĐƚƐ�;ƉŽůŝĐǇ�ƐĞƌŝĞƐ�'>ϭϭϬϭͿ�ĂƌĞ�ŝƐƐƵĞĚ�ďǇ�dŚĞ�>ŝŶĐŽůŶ�EĂƚŝŽŶĂů�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽŵƉĂŶǇ�;&Žƌƚ�tĂǇŶĞ͕�/EͿ͕�ǁŚŝĐŚ�ĚŽĞƐ�ŶŽƚ�
ƐŽůŝĐŝƚ�ďƵƐŝŶĞƐƐ�ŝŶ�EĞǁ�zŽƌŬ͕�ŶŽƌ�ŝƐ�ŝƚ�ůŝĐĞŶƐĞĚ�ƚŽ�ĚŽ�ƐŽ͘�WƌŽĚƵĐƚ�ĂǀĂŝůĂďŝůŝƚǇ�ĂŶĚͬŽƌ�ĨĞĂƚƵƌĞƐ�ŵĂǇ�ǀĂƌǇ�ďǇ�ƐƚĂƚĞ͘�>ŝŵŝƚĂƚŝŽŶƐ�ĂŶĚ�ĞǆĐůƵƐŝŽŶƐ�
ĂƉƉůǇ͘�

ΞϮϬϭϴ >ŝŶĐŽůŶ EĂƚŝŽŶĂů �ŽƌƉŽƌĂƚŝŽŶ >�EͲϮϬϭϲϳϯϱͲϬϮϬϱϭϴ�Z ϭ͘Ϭ ʹ 'ƌŽƵƉ�/�͗�&Z�E<^�,&ϯ

sŽůƵŶƚĂƌǇ�^ŚŽƌƚͲƚĞƌŵ��ŝƐĂďŝůŝƚǇ�/ŶƐƵƌĂŶĐĞ��ƚͲ�Ͳ'ůĂŶĐĞ
^d�Ͳ�EZKͲ�Z�ϬϬϭͲdy

Ϯ

�ĚĚŝƚŝŽŶĂů�WůĂŶ��ĞŶĞĨŝƚƐ

ϱй�ZĞŚĂďŝůŝƚĂƚŝŽŶ�
�ƐƐŝƐƚĂŶĐĞ /ŶĐůƵĚĞĚ

WƌĞŵŝƵŵ�tĂŝǀĞƌ /ŶĐůƵĚĞĚ

&ĂŵŝůǇ�/ŶĐŽŵĞ��ĞŶĞĨŝƚ /ŶĐůƵĚĞĚ

WŽƌƚĂďŝůŝƚǇ /ŶĐůƵĚĞĚ

KƉĞŶ��ŶƌŽůůŵĞŶƚ
x tŚĞŶ�ǇŽƵ�ĂƌĞ�ĨŝƌƐƚ�ŽĨĨĞƌĞĚ�ƚŚŝƐ�ĐŽǀĞƌĂŐĞ�;ĂŶĚ�ĚƵƌŝŶŐ�
ĂƉƉƌŽǀĞĚ�ŽƉĞŶ�ĞŶƌŽůůŵĞŶƚ�ƉĞƌŝŽĚƐͿ͕�ǇŽƵ�ĐĂŶ�ƚĂŬĞ�
ĂĚǀĂŶƚĂŐĞ�ŽĨ�ƚŚŝƐ�ŝŵƉŽƌƚĂŶƚ�ĐŽǀĞƌĂŐĞ ǁŝƚŚ ŶŽ ŚĞĂůƚŚ
ĞǆĂŵŝŶĂƚŝŽŶ͘

�ĞŶĞĨŝƚ��ǆĐůƵƐŝŽŶƐ�Θ ZĞĚƵĐƚŝŽŶƐ

>ŝŬĞ�ĂŶǇ�ŝŶƐƵƌĂŶĐĞ͕�ƚŚŝƐ�ƐŚŽƌƚͲƚĞƌŵ�ĚŝƐĂďŝůŝƚǇ�ŝŶƐƵƌĂŶĐĞ�
ƉŽůŝĐǇ�ĚŽĞƐ�ŚĂǀĞ�ƐŽŵĞ�ĞǆĐůƵƐŝŽŶƐ͘�zŽƵ�ǁŝůů�ŶŽƚ�ƌĞĐĞŝǀĞ�
ďĞŶĞĨŝƚƐ�ŝĨ͗

x zŽƵƌ�ĚŝƐĂďŝůŝƚǇ�ŝƐ�ƚŚĞ�ƌĞƐƵůƚ�ŽĨ�Ă�ƐĞůĨͲŝŶĨůŝĐƚĞĚ�ŝŶũƵƌǇ�Žƌ�
ĂĐƚ�ŽĨ ǁĂƌ

x zŽƵ�ĂƌĞ�ŶŽƚ�ƵŶĚĞƌ�ƚŚĞ�ƌĞŐƵůĂƌ�ĐĂƌĞ�ŽĨ�Ă�ĚŽĐƚŽƌ�ǁŚĞŶ�
ǇŽƵ�ƌĞƋƵĞƐƚ�ĚŝƐĂďŝůŝƚǇ ďĞŶĞĨŝƚƐ

zŽƵƌ�ďĞŶĞĨŝƚƐ�ŵĂǇ�ďĞ�ƌĞĚƵĐĞĚ�ŝĨ�ǇŽƵ�ĂƌĞ�ĞůŝŐŝďůĞ�ƚŽ�
ƌĞĐĞŝǀĞ�ďĞŶĞĨŝƚƐ�ĨƌŽŵ͗

x ��ƐƚĂƚĞ�ĚŝƐĂďŝůŝƚǇ�ƉůĂŶ�Žƌ�ƐŝŵŝůĂƌ�ĐŽŵƉƵůƐŽƌǇ�ďĞŶĞĨŝƚ�
ĂĐƚ�Žƌ ůĂǁ

x ��ƌĞƚŝƌĞŵĞŶƚ ƉůĂŶ

x ^ŽĐŝĂů ^ĞĐƵƌŝƚǇ

x �ŶǇ�ĨŽƌŵ�ŽĨ ĞŵƉůŽǇŵĞŶƚ

x tŽƌŬĞƌƐ͛��ŽŵƉĞŶƐĂƚŝŽŶ

��ĐŽŵƉůĞƚĞ�ůŝƐƚ�ŽĨ�ďĞŶĞĨŝƚ�ĞǆĐůƵƐŝŽŶƐ�ĂŶĚ�ƌĞĚƵĐƚŝŽŶƐ�ŝƐ�
ŝŶĐůƵĚĞĚ�ŝŶ�ƚŚĞ�ƉŽůŝĐǇ͘�^ƚĂƚĞ�ƌĞƐƚƌŝĐƚŝŽŶƐ�ŵĂǇ�ĂƉƉůǇ�ƚŽ�
ƚŚŝƐ�ƉůĂŶ͘



dŚĞ�>ŝŶĐŽůŶ�EĂƚŝŽŶĂů�>ŝĨĞ�/ŶƐƵƌĂŶĐĞ��ŽŵƉĂŶǇ
WůĞĂƐĞ�ƐĞĞ�ƉƌŝŽƌ�ƉĂŐĞ�ĨŽƌ�ƉƌŽĚƵĐƚ�ŝŶĨŽƌŵĂƚŝŽŶ͘

sŽůƵŶƚĂƌǇ�^ŚŽƌƚͲƚĞƌŵ��ŝƐĂďŝůŝƚǇ�/ŶƐƵƌĂŶĐĞ�WƌĞŵŝƵŵ��ĂůĐƵůĂƚŝŽŶ
^d�Ͳ�EZKͲ�Z�ϬϬϭͲdy

ϯ

sŽůƵŶƚĂƌǇ�^ŚŽƌƚ�dĞƌŵ��ŝƐĂďŝůŝƚǇ�WƌĞŵŝƵŵ
,ĞƌĞ͛Ɛ�ŚŽǁ�ůŝƚƚůĞ�ǇŽƵ�ƉĂǇ�ǁŝƚŚ�ŐƌŽƵƉ�ƌĂƚĞƐ͘

zŽƵƌ�ĞƐƚŝŵĂƚĞĚ�ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ�ŝƐ�ĚĞƚĞƌŵŝŶĞĚ�ďǇ�ŵƵůƚŝƉůǇŝŶŐ�ǇŽƵƌ�ǁĞĞŬůǇ�
ƐĂůĂƌǇ�ĂŵŽƵŶƚ�;ƵƉ�ƚŽ�Ψϭ͕ϱϬϬͿ�ďǇ�ǇŽƵƌ�ĂŐĞͲƌĂŶŐĞ�ƉƌĞŵŝƵŵ�ĨĂĐƚŽƌ͘�/Ĩ�ǇŽƵƌ�
ǁĞĞŬůǇ�ƐĂůĂƌǇ�ĞǆĐĞĞĚƐ�Ψϭ͕ϱϬϬ͕�ŵƵůƚŝƉůǇ�Ψϭ͕ϱϬϬ ďǇ�ǇŽƵƌ�ƉƌĞŵŝƵŵ�ĨĂĐƚŽƌ͘

Ψ
ǁĞĞŬůǇ�ƐĂůĂƌǇ

y
ƉƌĞŵŝƵŵ�ĨĂĐƚŽƌ

сΨ
ŵŽŶƚŚůǇ ƉƌĞŵŝƵŵ

�ŐĞ�ZĂŶŐĞ WƌĞŵŝƵŵ�
&ĂĐƚŽƌ

Ϭ�Ͳ Ϯϰ Ϭ͘ϬϭϭϰϬ
Ϯϱ�Ͳ Ϯϵ Ϭ͘ϬϯϳϮϬ
ϯϬ�Ͳ ϯϰ Ϭ͘ϬϯϯϬϬ
ϯϱ�Ͳ ϯϵ Ϭ͘ϬϮϳϲϬ
ϰϬ�Ͳ ϰϰ Ϭ͘ϬϮϱϮϬ
ϰϱ�Ͳ ϰϵ Ϭ͘ϬϮϳϲϬ
ϱϬ�Ͳ ϱϰ Ϭ͘ϬϯϯϲϬ
ϱϱ�Ͳ ϱϵ Ϭ͘ϬϰϬϴϬ
ϲϬ�Ͳ ϲϰ Ϭ͘ϬϰϲϮϬ
ϲϱ Ͳ ϲϵ Ϭ͘ϬϱϵϰϬ
ϳϬ�Ͳ ϵϵ Ϭ͘ϬϱϵϰϬ



An identity is stolen 
every two seconds.1

Cybercrime has become the number one 
threat facing our world today.2 With the 
amount of our personal information online, 
it’s become easier for your identity to be 
stolen. The need to protect yourself and 
your family is more important than ever.

THE COST OF 
IDENTITY THEFT

Out-of-pocket fraud costs 
doubled from 2016 to 2018 to 
$1.7 Billion.4

More than 1 million children 
in the U.S. were victims of 
identity theft in 2017, costing 
families $540 million in out-
of-pocket expenses.5

Are you at risk?
Our daily online activity makes us vulnerable to data breaches and identity 
theft. No one is immune to cybercrime. It impacts every person regardless of 
age, gender, income level, and location.3 Aura™ Identity Guard® is designed 
to keep your entire household safe from the effects of cybercrime, not only 
shielding your personal data from getting into the wrong hands, but also 
protecting you and your children online.

The Solution

Monitor
We scan billions of online sources and 
suggest ways to reduce your exposure
to cybertheft

Recover
Our team of dedicated experts can 
help you recover lost information and 
assist you in the case of identity theft

Insure
Your $1 million insurance policy covers 
you from any losses or stolen funds6

Alert
Within seconds, we alert you to 
possible threats from activities, so you 
can act quickly

Aura Identity Guard combines superior IBM® Watson™ technology with around-
the-clock, outstanding service to save you time and stress.

1IBM Security. “2019 Cost of a Data Breach Report.” July 2019.
2Ernst & Young. “EY CEO Imperative Study 2019,” July 2019.
3Identity Theft Resource Center. “2019 End-of-Year Data Breach 
Report.” January 2020.
4Poneman Institute. “2016 Cost of Data Breach Study,” June 2016.
5Javelin Strategy & Research. “2018 Child Identity Fraud Study,” 
April 2018.
6Identity Theft Insurance underwritten by insurance company 
subsidiaries or affiliates of American International Group‚ Inc. The 
description herein is a summary and intended for informational 
purposes only and does not include all terms‚ conditions and 
exclusions of the policies described. Please refer to the actual pol-
icies for terms‚ conditions‚ and exclusions of coverage. Coverage 
may not be available in all jurisdictions.



The Premier Plan
For a low monthly payment, the Premier Plan provides coverage to keep you and your family safe.

Why wait another 
minute when you’re at 
risk right now?

Aura Identity Guard 
can keep you and your 
family protected. You’ll 
feel confident that your 
personal information is 
in good hands.

Near Real-Time Alerts

Auto-On Monitoring

Credit and debit card monitoring

Bank account transaction monitoring

401(k) investment account monitoring

Student loan activity alerts

High Risk Transaction Monitoring

Bank Account Opening & Takeover Monitoring

Address Monitoring

Criminal Record Monitoring

Fictitious Identity Monitoring

Home Title Monitoring

Sex Offender Monitoring

Dark Web Monitoring

Human-sourced intelligence

Compromised credentials

Stolen fund reimbursement

401(k) and HSA reimbursement

$1M Identity Theft Insurance

Security Freeze Assistance

Threat Alerts

Risk Management Score

Social Insight Report

Lost Wallet Protection

3 Bureau Credit Monitoring

3 Bureau Annual Credit Report

Monthly Credit Score

Credit Score Tracker

Cyberbullying and Social Media Monitoring

Safe Browsing Software

DEVICE SECURE FEATURES

IDENTITY SECURE FEATURES
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