Western Michigan Health Insurance Pool

Flexible Blue 2, RX6 Coverage Period: Beginning on or after 01/01/2020
Summary of Beneflts and Coverage: What this Plan Covers & What You Pay For Coverad Coverage for: Individual/Family | Plan Type: PPO
Services

The Summary of Benafits and Coverage (SBC) document will help you choosa 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 saparately.
This Is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call 1-877-752-1233. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other undedined terms see the Glossary. You
can view the Glossary at https-//www.healthcare.gov/sbc-glossary or call 1-877-752-1233 to request a copy.

- Ganarally, you must pay all of the costs from providers up to the deductible amount befora this
‘What Is the overall deductible? g; ;% p:;:;uau :g’% P:;:;ual! plan begins to pay. If you have other family members on the policy, the overall family

daductible must be met before the plan beagins to pay.

Thig plan covers soms items and services even if you haven't yet met the deductible amount, |
Are there services covered before Yes. Preventive care services are covered But a copayment or coinsurance may apply. For exampls, this plan covers certain preventive

you meet your deductible? before you meet your deductible. services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at hitps./www.healthcars.govicoverage/preventive-care-hanefits/.

Are there other deductibles for _ 3 . : ;

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

What Is the out-of-pocket limlt for

this plan? $2,300 Individual!  $7,300 Individual/  The out-of-pockst limit is the most you coukd pay in a year for covered services. If you have

{(May include a coinsurance $4,600 Family $14,600 Family other family members in this plan, the overall family out-of-pocket limit must be met.

maximum)

What is not included in the out.of. Pramlums balance-billing charges, any

pharmacy penalty and health care thls  Even though you pay these expenses, they don't count toward the out-of-pocket limit
plan doesn't cover.

pocket limit?

This plan uses a provider network. You will pay less if you use a provider in the plan’s
nefwork. You will pay the most if you use an out-of-network provider, and you might receive a
bill from & provider for the difference between the provider's charge and what your plan pays

Will you pay less if you use a Yes. For a list of network providers see

network provider? wirw.bebhsm.com of call 1-877-752-1233 (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 chooss without a referral.

Group Number 71565-3000-036; 036, 037 SBCO000080T8380 10f7



u All copayment and colnsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event Services You May Need

Primary care visit to treat |
lan injur_y of iliness
Specialist visit
IPreventive care/

'screening/

immunization

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

If you have a test

If you need drugs to treat
your iliness or condition
Mors Information about

prescription drug coverage

is available at
www.bebsm.com/druglists

If you have outpatient
surgery

If you need immediate
medical attention

MRIs)

Non-Preferred brand-
\name drugs

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,

What You Will P

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

Ne charge
No charga

|No chargs; deductible does not
apply

No charge

|Ne charge

'$10 copay/prescription for

Generic or prescribed
lover-the-counter drugs

retail 30-day supply, $20

\copay/prascription for mail

‘order 90-day supply
540 copay/prescription for

Preferrad brand-name
drugs

retail 30-day supply, $80
(copay/prescription for mail

order 80-day supply

|$40 copay/prescription for

retail 30-day supply, $80
\copay/prascription for mail

order 90-day supply

Facility fee (a.g.,
‘ambulatory surgery
\center)
Physician/surgeon fess
[Emergency room care
Emergency medical
transportation

\Urgent care

No charge

No charge

INo charge

No charge

No charge

20% coinsurance

20% coinsurance

Not Covered

20% coinsurance
20% coinsurance

$10 copay/prescription plus an

additional 20% of BCBSM

approved amount for the drug

$40 copay/prescription plus an

additional 20% of BCBSM

approved amount for the drug

$40 copay/prescription plus an

additional 20% of BCBSM

approved amount for the drug

|20% coinsurance

_.,20% coinsurance
No charge

No charge

20% coinsurance

Limitations, Exceptions, & Other Important
Information

None

None

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.
None

May require preauthorization.

Preauthorization, step therapy and quantity limits
may apply fo select drugs. Preventive drugs
covered in full. Mail order drugs are not covered
out-of-network.

None

: None

None

Mileage limits apply.
None
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Facility fee (e.g., hospital
If you have a hospital stay room)
Physician/surgeon fee  |No charge 20% coinsurance None

Your cost share may be different for services

No charge 20% coinsurance Preauthorization is required.

If you need behavioral

; . -
health services (mental Ouipatient services No charge 20% coinsurance performed in an office setting.
I
:;?sao::l:r';d Substance use Inpatient services No charge 20% coinsurance Preauthorization is required.
. . Maternity care may include services described
Office visits dP;?iTjactlalil eN:oz;ar:g?;t | Prenatal: 20% coinsurance elsewhere in the SBC (i.e. tests) and cost share
Prstiatal:NG chars PRy Postnatal: 20% coinsurance may apply. Cost sharing does not apply to certain
. t . g maternity services considered to be preventive.
You e pregnan Childbirth/delivery .
professional services HeCraig Al LG B
g;i?g;ghlde"vew Taciiy No charge 20% coinsurance None
Home health care :No charge No charge Preauthorization is required.
Physical, Occupational, Speech therapy is limited
Rehabilitation services  |No charge 20% coinsurance to a combined maximum of 60 visits per member,
per calendar year.
Applied behavioral analysis {ABA) treatment for
If you need help recovering Habilitation services No charge 20% coinsurance SUIN AN Fnbered Hy N EproveUiican

: certified analyst - is covered through age 18,
or have other special health subject to preauthorization.

prac Preauthorization is required. Limited to a maximum

Skilled nursing care .No charge No charge of 90 days per member, per calendar year.
; Excludes bath, exercise and deluxe equipment

Durfslble—medlcal No charge 20% coinsurance and comfort and convenience items. Prescription
equipment required
Hospice services No charge No charge Preauthorization is required. Unlimited visits.
Children’s eye exam Not Covered Not Covered None

If your child needs dental or Children’s glasses Not Covered Not Covered None

oye care Children's dental check
upl ren's denial Chesr™ Inot Covered Not Covered None

Excluded Services & Other Covered Services:
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Services Your Plan Generally Does NOT Cover (Check your policy or plan document for mere information and a list of any other excluded services.) |

» Acupuncture o Hearing Aids e Routine eye care (Adult)
e Cosmetic surgery ¢ |nfertility treatment e Routine foot care
o Dental care (Adult) s lLong-term care e  Weight Loss programs

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

e Bariatric surgery e Coverage provided outside the United States. e Non-Emergency care when travelling outside the U.S.

e Chiropractic care See http://provider.bcbs.com

e Private-duty nursing
¢ If you are also covered by an account-type plan

such as an integrated health flexible spending

arrangement (FSA), health reimbursement

arrangement (HRA), and/or a health savings

account (HSA), then you may have access to

additional funds to help cover certain out-of-

pocket expenses - like the deductible,

copayments, or coinsurance, or benefits not

otherwise covered.
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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:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/iebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling 1-877-752-1233. 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.qov 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 Blue Cross®and
Blue Shield®of Michigan by calling 1-877-752-1233.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. Q. Box 30220, Lansing, Ml 48909-7720 or hitp://www.michigan.gov/difs or difs-HICAP@michigan.gov

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.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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A.Ilul.ltihlll Coverage Bamples:

This s not a cost estimator. Treatments ehown ars just sxamples of how this plan might cover medical cans. Your actual coats will ba diferset

heatth plans. Please nobe thess covarage axamgies am based on self-only coverage.

Managing Joe'a Type 2 Diabetes
{a yaar of mutine in-network came of

L m  depending on the actual cane you receive, the prives your providers chargs, and marmy other factors. Foous on the cost sharing amounts {deductibles,
“ cepayments and colnsurance) and exchaded services under the plan, Use this Informatan fo compare the portion of coste you might pey under differant

Mia's Simpls Fracture
{In-netwark emargancy room vigk and

Peg is Having a Baby
{9 manthe of Innatwork pre-natal care
and & hoapital defvery)
M The plan's overall deductible $1,400
o Epecialist copaymant $0
B Hosplial (facllity] coinsurancs (1
H Other colnsurance 0%

This EXAMPLE owont Includes sarvicas Ehe:
Speciallst office visks (prenatal care)
Chikibirh/Dalivery Professional Services
ChikibithDellvery Fadility Services

Diagrostic fests {insouncis ard blood work)
Speciallst visit (enesthesia)

Total Exampls Cost $12,700

In this sxampls, Pag would pay:
Coat Shartng

Deduciiles | $1400

Copeyments $30

Coinauranca ) _ 0
What isn't covared

Limitz or echugions . $60

Ths fotal Pag would pay Is $1,490

a wal-controlled candithon)

B The plan's overall deductibls |
u Bpocialist copsyment

H Hospital {facilly} colngurance

E Other colnsurance

R3sd

This EXAMPLE svent Inciudes sarvices Rioe:

Primary cam physkdan office visits {including
cieasss

Diagnostic fests (blood work)

Prascription drugs

Durable medical equipmant [Fucose mafer)
Total Exampls Cost 47,400

In this sxampis, Joa would pay:

CostShag
Deductibes | $1400
Coparyments |
Conmuranca _ $0
Whatintcovered

Limiz or excusions : $60
Tha fotal Joa would pay Is $2,160

falow up cans)

B Tha plan's overall doductibla $1
H Specialist copmymant

N Hosplisl {faciBty} colnsurancs
H Other colngurance

S3nd

Thin EXAMPLE svert Includes services llke:
Emergency room care {naidng madcal
spphes)

Diagnostic tests (x-ray)
Durable medical equipment (cnacheas)
Rehabiltation services (physicel therspy)
Total Example Cost - §1,500
In this sxample, Hia would pay:
Deductibles #1400
Copaymenis | 0
Colnsurancs _ $0
What Isn'f covered .
Limits or exchusions . ¥
The total Wia would pay Is $1,400

Questiona: Call or visit my st www.bcham, comn, If yon amn’t dear abhout sty of the undetlined terms nyed in this form, see the Glosmey.

0 PEqUENT 4 COPY.
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Questions: Call or visit us at www.bcbsm.com. If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
to tequest a copy. 7of7




" GODFREY-LEEWestern Michigan Health Insurance Pool

PUBLIC SCHOOLS
Versatile Plan 3, RX1, Hearing Coverage Period: Beginning on or after 10/01/2018
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Coverage for: Individual/Family | Plan Type: PPO
Services

£3 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
M 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, visit www.bcbsm.com or call 1-877-752-1233. 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 1-877-752-1233 to request a copy.

Important Questions m Out-of-Network Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
. . $250 Individual/ $500 Individual/ plan begins to pay. If you have other family members on the plan, each family member must
7 il
What is the overall deductible? |¢70, i $1,000 Family et their own individual deductible until the total amount of deductible expenses paid by al
family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
Are there services covered before |Yes. Preventive care services are covered |But a copayment or coinsurance may apply. For example, this plan covers certain preventive
you meet your deductible? before you meet your deductible. 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

" . No. You don't have to meet deductibles for specific services.
specific services?
W!1at sl sl kalim ey iy . The out-of-pocket limit is the most you could pay in a year for covered services. If you have
this plan? $2,500 Individual/  $3,000 Individual/ ; o ; > :

. . ; . other family members in this plan, they have to meet their own out-of-pocket limits until the
(May include a coinsurance $5,000 Family $6,000 Family ; =
maximurm) overall family out-of-pocket limit has been met.

What is not included in the out.of Premiums, balance-billing charges, any
o ——— pharmacy penalty and health care this Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
pocket limit? ;
plan doesn’t cover.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
Will you pay less if you use a e s e i R network. You will pay the most if you use an out-of-network provider, and you might receive a

network provider? www.bcbsm.com or call 1-877-752-1233 bill from a p r_owder for the difference between lthe prc_)wders charge and what your M 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.

Group Number 71565-1010-005 SBC000006249174 10f7



ﬂ All copayment and colnsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event Services You May Need

Primary care visit to freat $20 co _myfoﬂ' ce visit
«an injury or ilngss

Specialist visi

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

If you have a test

If you need drugs to treat
your lliness or condition
‘More information about
prescription drug coverage
is available at
\www.bcbsm.com/druglists

If you have outpatient
‘surgery

Preventive caref

immunization
Diagnostic tast (x-ray,
blcod work)

Imaging (CT/PET scans, |
MRis}

Generic or prescribed

over-the-counter drugs

Preferred brand-name

drugs

Non-Preferred brand-
name drugs

|Facility fes (e.g.,
‘ambulatory surgery
‘center)

[Physician/surgeon fees

deductible does not apply

$20 copay/visit; deductible

does not apply

No charge; deductible does not|

apply

10% coinsurance

10% coinsurance

'$10 copay/prescription for

retail 30-day supply, $20
copay/prescription for mail
order 90-day supply;
deductible does not apply
$40 copay/prescription for
retail 30-day supply, $80
copay/prescription for mail
order 90-day supply;
deductible does not apply
$40 copay/prescription for
retail 30-day supply, $80
copay/prescription for mail
order 90-day supply;

deductible does not apply

10% coinsurance

10% coinsurance

30% coinsurance

30% coinsurancs

Not Covered

30% coinsurance

30% coinsurance

$10 copay/prescription plus an
additional 25% of BCBSM
‘approved amount for the drug;
deductible does not apply

$40 copay/prescription plus an

additional 26% of BCBSM

approved amount for the drug;
deductible does not apply

$40 copay/prescription plus an

additional 25% of BCBSM

‘approved amount for the drug;
deductible does not apply

'30% coinsurance

30% coinsurance

|None

will pay for.
None

May require preauthorization.

Limitations, Exceptions, & Other Important
Information

|None

'You may have to pay for services that aren't
\preventive. Ask your provider if the services
nesded are preventive. Then check what your plan|

|Preauthorization, step therapy and quantity limits

may apply o select drugs. Preventive drugs

Nohe

None

\covered in full, Mail order drugs are not covered
\out-of-network.
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$50 copay/visit then 10% $50 copay/visit then 10% Copay waived if admitted or for an accidental
Emergency room care . . =
coinsurance coinsurance injury.
If you need immediate S ——
medical attention — - 10% coinsurance 10% coinsurance Mileage limits apply.
Urgent care 10% coinsurance 30% coinsurance None
H youlnave a hespial stay f:;':;y ou0.0- hosplal 10% coinsurance 30% coinsurance Preauthorization is required.
\’
Physician/surgeon fee  |10% coinsurance 30% coinsurance None
» ; 30% coinsurance for Mental ; ;
. . $20 copay/visit; deductible e Your cost share may be different for services
Eg;‘;;i:f;::ﬁ:‘al:reauh' Outpatient services does not apply :f:slign;g gb—ﬁgsurance for performed in an office setting.
substance use disorder 30% coinsurance for Mental
services Inpatient services 10% coinsurance Health; 10% coinsurance for Preauthorization is required.
substance abuse
Matemity care may include services described
2 No charge; deductible does not/,~o, ... elsewhere in the SBC (i.e. tests) and cost share
Ofosswishs apply S0’% coinsurance may apply. Cost sharing does not apply to certain
i i matemity services considered to be preventive,
you are pregnan Childbirth/delivery
0, 1 0, 1
professional services 10% coinsurance 30% coinsurance None
gg :\I’cij::;thldelwery taciity 10% coinsurance 30% coinsurance None
Home health care 10% coinsurance 10% coinsurance Preauthorization is required.
Physical, Occupational, Speech therapy is limited
Rehabilitation services | 10% coinsurance 30% coinsurance to a combined maximum of 60 visits per member,
per calendar year.
Applied behavioral analysis (ABA) treatment for
) — ; : : Autism — when rendered by an approved board-
0 0,
If you need help recovering Habilitation services 10% coinsurance 30% coinsurance certified analyst - is covered through age 18,
or have ofher special health subject to preauthorization,
. . B it o Preauthorization is required. Limited to a maximum
Skilled nursing care 10% coinsurance 10% coinsurance of 120 days per member, per calendar year.
. Excludes bath, exercise and deluxe equipment
W 10% coinsurance 30% coinsurance and comfort and convenience items, Prescription
equipment required.
Hospice services 10% coinsurance 10% coinsurance Preauthorization is required. Unlimited visits.
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Children’s eye exam |Not Covered |Not Covered None

If your child needs dental or Children’s glasses Not Covered Not Covered None
Al Children’s dental check |
:upl ren's demal check™ ot 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.)

e Cosmetic surgery e Long-term care e Weight Loss programs
o Dental care (Adult) ¢ Routine eye care (Adul)
¢ Infertility treatment ¢ Routine foot care

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

e Acupuncture o Coverage provided outside the United States. ¢ Non-Emergency care when travelling outside the U.S.

e Bariatric surgery See hitp:/jprovider.ocbs.com e Private-duty nursing

e Chiropractic care ¢ Hearing Aids

s [fyou are also covered by an account-type plan
such as an integrated health flexible spending
arrangement (FSA), health reimbursement
arrangement (HRA), andfor a health savings
account (HSA), then you may have access to
additional funds to help cover certain out-of-
pocket expenses - like the deductible,
copayments, or coinsurance, or benefits not
otherwise covered.
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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:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/iebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling 1-877-752-1233. 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.qov 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 Blue Cross®and
Blue Shield®of Michigan by calling 1-877-752-1233.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. Q. Box 30220, Lansing, Ml 48909-7720 or hitp://www.michigan.gov/difs or difs-HICAP@michigan.gov

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.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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Questions: Call or visit us at www.bcbsm.com. If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
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GODFREY-LEBNestern Michigan Health Insurance Pool

' PUBLIC SCHOOLSpg select 5, RX26, Hearing Coverage Period: Beginning on or after 10/01/2018
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Coverage for: Individual/Family | Plan Type: PPO
Services

£3 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
M 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, visit www.bcbsm.com or call 1-877-752-1233. 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 1-877-752-1233 to request a copy.

Important Questions m Out-of-Network Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
. . $250 Individual/ $500 Individual/ plan begins to pay. If you have other family members on the plan, each family member must
7 il
What is the overall deductible? |¢70, i $1,000 Family et their own individual deductible until the total amount of deductible expenses paid by al
family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
Are there services covered before |Yes. Preventive care services are covered |But a copayment or coinsurance may apply. For example, this plan covers certain preventive
you meet your deductible? before you meet your deductible. 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

" . No. You don't have to meet deductibles for specific services.
specific services?
W!1at sl sl kalim ey iy . The out-of-pocket limit is the most you could pay in a year for covered services. If you have
this plan? $2,250 Individual/  |$3,000 Individual/ ; o ; > :

. . ; . other family members in this plan, they have to meet their own out-of-pocket limits until the
(May include a coinsurance $4,500 Family $6,000 Family . =
maximurm) overall family out-of-pocket limit has been met.

What is not included in the out.of Premiums, balance-billing charges, any
o ——— pharmacy penalty and health care this Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
pocket limit? ;
plan doesn’t cover.

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.

Will you pay less if you use a Yes. For a list of network providers see
network provider? www.bcbsm.com or call 1-877-752-1233

Do you need a referral to see a
specialist?

No. You can see the specialist you choose without a referral.

Group Number 71565-1010-018 SBC000006249196 10f8



";‘ All copayment and colnsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event Services You May Need

Primary care visit to treat $10 copay/ofiice visit;
an injury or illness

if you visit a health care
provider's office or clinic

if you have a test

if you need drugs to treat
your iliness or condition
More information about
prescription drug coverage
is available at
www.bcbsm.com/druglists

if you have outpatient
surgery

‘Specialist visit

Praventive care/
screening/
[immunization

| Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
__MRIs)_

\Generic or prescribed

over-the-counter drugs

Preferred brand-name

drugs

Non-Preferred brand-
'name drugs

Facility fee {e.g.,

\ambulatery surgery
center)

In-Network Provider
ou will pay the least

deductible does not apply
$10 copay/visit; deductible
does not apply

No charge; deductible does not|

apply

No charge

No charge

$10 copay/prescription for
retail 30-day supply, $20
copay/prescription for mail
order 90-day supply;

|deductible does not apply

$40 copay/prescription for
retail 30-day supply, $80
copay/prescription for mail
order 90-day supply;
deductible does not apply
$40 copay/prescription for
retail 30-day supply, $80
copay/prescription for mail
order 950-day supply;
deductible does not apply

No charge

|20% coinsurance

120% coinsurance

Not Coverad

|20% coinsurance
|20% coinsurance

'$10 copay/prescription plus an
‘additional 25% of BCBSM
‘approved amount for the drug;
|deductible does not apply

/$40 copay/prescription plus an
\additional 25% of BCBSM
\approved amount for the drug;
\deductible does net apply

'$40 copay/prescription plus an
‘additional 25% of BCBSM
\approved amount for the drug;
\deductible does not apply

|20% coinsurance

None

None

Limitations, Exceptions, & Other Important
Information

'You may have fo pay for services that aren’t

preventive. Ask your provider if the services
neaded are preventive. Then check what your plan

will pay for.
None

May require preauthorization.

Preauthorization, step therapy and quantity limits
may apply to select drugs. Preventive drugs
covered in full. Mail order drugs are not covered

out-of-network.

None

20f8



if you need immediate
medical attention

If you have a hospital stay

If you need mental health,
behavioral health, or
substance use disorder
services

If you are pregnant

If you need help recovering
or have other special health
needs

Physician/surgeon fees

Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical
equipment

No charge

$50 copayvisit; deductible
does not apply

No charge
No charge
No charge
No charge

$10 copay/visit; deductible
does not apply

No charge

No charge; deductible does not 20%

apply

No charge

No charge
No charge

No charge

No charge

No charge

No charge

20% coinsurance

$50 copay/visit; deductible does

not apply

No charge

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance for Mental
Health; 10% coinsurance for

substance abuse

20% coinsurance for Mental
Health; No charge for substance

abuse

coinsurance

20% coinsurance

20% coinsurance

No charge

20% coinsurance

20% coinsurance

No charge

20% coinsurance

None
Copay waived if admitted or for an accidental

injury.

Mileage limits apply.

None

Preauthorization is required.

None

Your cost share may be different for services
performed in an office setting.

Preauthorization is required.

Maternity care may include services described
elsewhere in the SBC (i.e. tests) and cost share
may apply. Cost sharing does not apply to certain
maternity services considered to be preventive.

None

None

Preauthorization is required.

Physical, Occupational, Speech therapy is limited
to a combined maximum of 60 visits per member,
per calendar year.

Applied behavioral analysis (ABA) treatment for
Autism — when rendered by an approved board-
certified analyst - is covered through age 18,
subject to preauthorization.

Preauthorization is required. Limited fo a maximum
of 120 days per member, per calendar year.

Excludes bath, exercise and deluxe equipment
and comfort and convenience items. Prescription
required.
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No charge; deductible does not No charge; deductible does not

.Hospice services ap ply apply Preauthorization is required. Unlimited visits.
Children’s eye exam Not Covered Not Covered None

If your child needs dental or Children’s glasses Not Covered Not Covered None

eye care S
l(J::ﬂdren s dental check- |\t 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.) |

o Cosmetic surgery s Long-term care + Weight Loss programs
o Dental care (Adult) ¢ Routine eye care (Adult)
e Infertility treatment ¢ Routine foot care

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

e Acupuncture ¢ Coverage provided outside the United States. ¢ Non-Emergency care when travelling outside the U.S.

See http://provider.bcbs.com

» Bariatric surgery e Private-duty nursing

e Chiropractic care o Hearing Aids

o If you are also covered by an account-type plan
such as an integrated health flexible spending
arrangement (FSA), health reimbursement
arrangement (HRA), and/or a health savings
account (HSA), then you may have access to
additional funds to help cover certain out-of-
pocket expenses — like the deductible,
copayments, or coinsurance, or benefits not
otherwise covered.

40f 8



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:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/iebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling 1-877-752-1233. 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.qov 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 o submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield®of Michigan by calling 1-877-752-1233.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. Q. Box 30220, Lansing, Ml 48909-7720 or hitp://www.michigan.gov/difs or difs-HICAP@michigan.gov

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.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

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