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HOSPITAL INDEMNITY PLAN, DENTAL, AND VISION (PLAN C) 
 

 This plan option is designed as an alternative for employees with other adequate health insurance.  The 
program includes employee only coverage for HOSPITAL INDEMNITY, DENTAL and VISION coverage.   

 

HOSPITAL INDEMNITY PLAN 

Administered by Florida Combined Life Insurance Co. 
Customer Service:  1-800-696-8562 

Form:  Hospital Indemnity Claim Statement #50656-0408 
 

Pays you $100 per day for each day you are hospital-confined as an inpatient for up to 90 days continuous confinement. 
 
How to file a claim: 

• Complete the Florida Combined Life Insured’s Statement (page 1 of 2), 
• Complete the Florida Combined Life Attending Physician’s Statement (page 2 of 2), and  
• Include the Hospital UB92 form or hospital bill showing cause code for treatment for the days you are requesting reimbursement.. 
 
Send completed form to: Florida Combined Life Insurance Company, Inc. 
    5011 Gate Parkway, Bldg. 200 
    Jacksonville, Fl.  32256 

 

DENTAL 
 

Administered by Florida Combined Life/Dental Insurance Co. 
Customer Service:  1-877-203-9921 

Form:  Dental Claim Form 
 
DEDUCTIBLE: $50 per person per calendar year- Applies to Type II and III services. 
 
MAXIMUM BENEFITS: $1,000 calendar year maximum. 
 
PREVENTIVE SERVICES: No deductible (Type I).  Preventive services provided at 100% of the schedule of allowances.  These services include: 
oral examinations, cleanings and fluoride treatments (services provided once during a 6 month period). 
 
BASIC SERVICES (Type II): Basic services include: x-rays and diagnostic services, periodontics (gum treatment), endodontics (root canals), oral 
surgery and restorative services (fillings), and are covered at 80% of the schedule of allowances. 
 
MAJOR SERVICES (Type III): Services include crowns, bridges, full dentures, partial dentures and periodontal surgery and are covered at 50% of 
the schedule of allowances. 
 
PREDETERMINATION: Predetermination by Florida Combined Life will be required for dental services totaling more than $500 in allowable 
expenses. 
How to file a dental claim:  
 

• If a copayment is required, payment is easy; you pay it directly to the Dentist. The Doctor’s office will send in a completed form to Florida 
Combined Life Insurance Company, Inc. 
Send claims to:  PO Box 100135, Columbia, SC  29202-3135 

 



  

 

VISION 

Administered by Blue Cross Blue Shield of Florida 
Form:  BCBSF Medical/Vision Claim Form 

 
BENEFITS 
Benefits are payable at 100%, waiving deductible, for covered expenses incurred while the member is insured for these benefits. These charges 
must be made by a licensed physician, optometrist or optician.  
 
 
LIMITATIONS 
The payment for eye examination, frames, lenses (single, bifocal, trifocal) or contact lenses will be limited to one occurrence per 24 month period. 
 
 
SCHEDULE OF BENEFITS 

Maximum Payment Per 
Person Per Complete 
Eye Examination  

Maximum Payment Per 
Person Per Each Lens 
Single Vision Prescription  

Bifocal 
Prescription  

Trifocal 
Prescription  

Maximum 
Payment Per 
Person for 
Frames  

Maximum Payment Per Person for 
Contact Lens  

$20.00  $20.00  $30.00  $40.00  $20.00  $75.00 *see note 2 exclusions  

 

 

EXCLUSIONS 

1 .  Charges  for  sung lasses ,  even  i f  p rescr ibed .   
2 .  Contac t  lenses ,  un less  the  v isua l  acu i ty  cannot  be  made 20/70 o r  be t ter  w i th  spec tac le  lenses ,  bu t  can  be 

improved w i th  contac t  lenses .   
3 .  Spec ia l  or  unusua l  v is ion  serv ices or  supp l ies ,  inc lud ing  o r thop t ics ,  v is ion t ra in ing ,  and  low v is ion  a ids.   
4 .  Replacement  o f  loss  or  broken  lenses o r  f rames.   
5 .  Vis ion  serv ices  not  de termined med ica l l y  necessary  by  a  phys ic ian  or  op tomet r i s t ,  requ i red  by the  employer  as 

cond i t ion  o f  employment  o r  rendered  th rough a  med ica l  depar tment ,  c l in ic  o r  o ther  s im i la r  serv ices  prov ided  
o r  ma in ta ined  by  the employer .   

6 .  Vis ion  serv ices  rendered as  a  resu l t  o f  s i ckness  o r  in ju ry  ar i s ing  ou t  o f  and in  the course o f  employment .   
7 .  Vis ion  serv ices  wh ich  a re  rendered  prescr ibed  or  d ispensed pr ior  to  the  e f fec t i ve  da te  o f  coverage.   
8 .  Vis ion  serv ices  wh ich  a re  rendered  prescr ibed  or  d ispense a f ter  the  termina t ion .   
9 .  Vis ion  serv ices  wh ich  a re  covered  under  or  in  con junc t ion w i th  any  automob i le  insurance  po l i cy  or  hea l th  

insurance po l i cy .   
10 .  Heal th  care  serv ices.   

 
How to file a claim:  
 

• Complete Blue Cross Blue Shield Major Vision Claim Form (see attached) 
•  Send a  copy  o f  the  i temized  rece ip t  f rom Phys ic ian,  Optomet r i s t ,  o r  Opt ic ian.  The  i temized  rece ip t  mus t  

inc lude the  fo l low ing :  Pa t ien t ’ s  name,  s ta te  o f  serv ice ,  t ype  o f  se rv ice  rendered  and  charge  for  each 
serv ice .  

BCBSF Customer  Serv ice  1-800-255-4908 

Send comple ted  c la im form to :    F lor ida  Communi ty  Co l leges R isk  Management  Consor t ium   

                                              5700  SW 34 t h  S t . ,  Su i te  1205,  Ga inesv i l le ,  FL  32608 

 
 


