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Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: All Contract Types Plan Type: HMO
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at www.BCBSM.com or by calling (800) 662-6667 .

Important Questions |Answers: Member / Family

$500/$1000
What is the overall Doesn't apply to lab, preventive care,
deductible? DME/P&O, PCP office visits, utgent care,

allergy injections

Are there other
deductibles for specific |No
services?

. :_he;‘_e aanet Tt Yes. $6600/$13200
out—oi—pocket hmit on . :
Coinsurance Maximum - $2500 / $5000

my expenses?

What is not included in |Premiums, balance billed charges and health care
the out—of—pocket limit? |this plan doesn't cover

Is there an overall
annual limit on what the |No.
plan pays?

Does this plan use a Yes. For a list of BCN providers, see
network of providers? www.BCBSM.com or call (800) 662-6667

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

Yes, in-network only. Paper or electronic.

Yes

.- I This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart starting
on page 2 for how much you pay for covered services after you meet the deductible.

You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan for
health care expenses.

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

The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term
in-network, preferred, or participating for providers in their network. See the chart
starting on page 2 for how this plan pays different kinds of providers.

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

Some of the services this plan doesn’t cover are listed on page 5. See your policy or
plan document for additional information about excluded services.

Questions: Call (800) 662-6667 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.
You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call (800) 662-6667 to request a copy. 10f9




Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the plan’s

allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may change if you haven’t met

your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use In Network providers by charging you lower deductibles, co-payments and co-insurance amounts.

Common
Medical Event

Services You May Need

‘ Your cost if you use Providers: ‘

Limitations & Exceptions

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

Primary care visit to treat an injury or illness

In Network Out of Network

$20 co-pay/visit

Not covered

none

Specialist visit

$40 co-pay/visit

Not covered

Requires referral. $5 co-pay for allergy
injections/50% co-insurance for allergy office
visit and testing/Deductible applies for allergy
testing

Other practitioner office visit

$40 co-pay/visit

Not covered

Requires referral / 30 combined visits for
spinal manipulations performed by a
chiropractor or osteopathic physician

Preventive care/screening/immunization

No charge

Not covered

none

If you have a test

Diagnostic test (x-ray, blood work)

10% co-insurance

Not covered

May require prior authorization / No charge
for lab services/Deductible applies except for
lab services

Requires prior authorization/Deductible

Imaging (CT/PET scans, MRIs) $150 co-pay Not covered yerales
If you need drugs to  Tier 1A - Value Generics $10/30 days Not covered Prior-auth & step therapy apply to select
treat your illness or e 103 - Ceiiies $30/30 days Not covered drugs.50% co-insurance for sexual dysfunction
condition . drugs. No charge for Tier 1A contraceptives.
More information about Tier 2 - Preferred Brand $60/30 days Not covered 84-90 day retail & 31-90 day mail order co-
presctiption drug Tier 3 - Non-Preferred Brand $80/30 days Not covered pays are 3x the 30-day co-pay minus $10.

coverage is available at

www.bcbsm.com/custo
mdruglist

Tier 4 - Preferred Specialty

20% co-insurance

Not covered

$200 co-pay max.Limited to a 30 day supply

Tier 5 - Non-Preferred Specialty

20% co-insurance

Not covered

$300 co-pay max.Limited to a 30 day supply
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Common
Medical Event

Services You May Need

Your cost if you use Providers:

Limitations & Exceptions

If you have outpatient
surgery

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

In Network

10% co-insurance

Out of Network

Not covered

May requite prior authotization/50% co-
insurance for weight reduction
procedures, TM], orthognathic surgery,
reduction mammoplasty, male
mastectomy,elective abortion/Deductible
applies

Physician/surgeon fees

10% co-insurance

Not covered

See "Outpatient surgery facility fee"

If you need immediate
medical attention

Emergency room services

$150 co-pay/visit

$150 co-pay/visit

Copay waived if admitted/Deductible applies

Emergency medical transportation

10% co-insurance

10% co-insurance

Non-emergent transport is covered when
authorized/Deductible applies

Urgent care

$50 co-pay/visit

$50 co-pay/visit

none

If you have a hospital
stay

Facility fee (e.g., hospital room)

10% co-insurance

Not covered

Requites prior authorization/50% co-
insurance for weight reduction
procedures,TM]J, orthognathic surgery,
reduction mammoplasty, male
mastectomy,elective abortion/Deductible

applies

Physician/surgeon fee

No charge

Not covered

See "Hospital stay facility fee"

If you have mental
health, behavioral
health, or substance
abuse needs

Mental/Behavioral health outpatient services

$20 co-pay/visit

Not covered

Requires prior authorization

Mental/Behavioral health inpatient services

10% co-insurance

Not covered

Requires prior authotization/Deductible
applies

Substance use disorder outpatient services

$20 co-pay/visit

Not covered

Requires prior authorization

Substance use disorder inpatient services

10% co-insurance

Not covered

Requires prior authorization/Deductible
applies

If you are pregnant

Prenatal and postnatal care

No charge

Not covered

Postnatal and non-routine prenatal office
visits-$20 copay The deductible does not apply
to routine maternity care.

Delivery and all inpatient services

10% co-insurance for
facility

No charge for
professional

Not covered

/Deductible applies to professional and facility
services
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Common
Medical Event

Services You May Need

Your cost if you use Providers:

In Network

Out of Network

Limitations & Exceptions

If you need help
recovering or have
other special health
needs

Home health care

$40 co-pay/visit

Not covered

Requires prior authotization/Deductible
applies

Rehabilitation services

$40 co-pay/visit

Not covered

Requires authorization/ One petiod of
treatment for any combination of therapies
within 60 consecutive days per calendar
year/Deductible applies

Habilitation services

ABA - $20 co-pay
pet visit /$40 co-pay
per visit for
PT/OT/ST

Not covered

PT/OT/ST for autism spectrum disorder has
unlimited visits. Requires prior
authotization./Deductible applies

Skilled nursing care

10% co-insurance

Not covered

Requires prior authotization/Limited to 45
days per calendar year/Deductible applies

Durable medical equipment

50% co-insurance

Not covered

Must be authorized and obtained from a BCN
supplier/ Diabetic supplies covered with 10%
co-insurance

Hospice service

No charge

Not covered

Inpatient care requires
authorization/Deductible applies

If your child needs
dental or eye care

Eye exam Not covered Not covered Contact benefit administrator for coverage.
Glasses Not covered Not covered Contact benefit administrator for coverage.
Dental check-up Not covered Not covered Contact benefit administrator for coverage.
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy ot plan document for other excluded services.)

e Acupuncture °
e Cosmetic surgery o
e Dental Care (Adult)

e Hearing aids

Long-term care e Routine foot care
Non-emergency care when traveling outside e  Weight loss programs
the U.S.

Private-duty nursing

Routine eye care (Adult)

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these

services.)

e Bariatric surgery °

Chiropractic care e Infertility treatment
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at (800) 662-6667. You may also contact your state insurance department, the U.S.
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human
Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact: Blue Care Network, Appeals and Grievance Unit, MC C248, P.O. Box 284, Southfield, MI 48086 or
fax 1-888-458-0716.

For state of Michigan assistance contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General Counsel, 611 Ottawa,
3" Floor, P. O. Box 30220, Lansing, MI 48909-7720, michigan.gov/difs; call 1-877-999-6442 or fax: 517-241-4168.

For Department of Labor assistance contact the 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 the Michigan Health Insurance Consumer Assistance Program (HICAP),
Department of Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48909-7720, michigan.gov/difs; Ofir-hicap@michigan.gov.

Translation available
To get help reading in your language call the customer service number on the back of your ID card.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.IMPORTANT: Blue Care Network of Michigan is assuming that your coverage
provides for all Essential Health Benefits (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 for specific EHB categories, for example prescription drugs,
through another carrier.)

To see excamples of how this plan might cover costs for a sample medical situation, see the next page.
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Coverage Examples
About these Coverage

Examples:

These examples show how this plan might
cover medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

s

g This is
“ not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

B Plan pays $6,360
m Patient pays $1,180

Sample care costs:

Hospital charges (mother) $2,700
Routine obstetric care $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Prescriptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $500
Co-pays $20
Co-insurance $510
Limits or exclusions $150
Total $1,180

Managing type 2 diabetes

(routine maintenance of

a well-controlled condition)

B Amount owed to providers: $5,400

H Plan pays $4,170
m Patient pays $1,230

Sample care costs:

Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
Total $5,400
Patient pays:
Deductibles $500
Co-pays $520
Co-insurance $130
Limits or exclusions $80
Total $1,230

If you are also covered by an account-type plan such as an integrated health reimbursement arrangement (HRA), and/or an health savings account (HSA), then
you may have access to additional funds to help cover certain out-of-pocket expenses-like deductible, co-payments, or co-insurance or benefits not otherwise

covered.
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Coverage Examples
Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premiums.

Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Services, and aren’t
specific to a particular geographic area or
health plan.

The patient’s condition was not an excluded
of preexisting condition.

All services and treatments started and
ended in the same coverage period.

There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only on
treating the condition in the example.
The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.
Coverage examples are calculated based
on individual coverage.

The Coverage examples assume you have
a combined medical and pharmacy out-
of-pocket maximum.

The coverage calculator examples do not
include the co-insurance maximum if
applicable to your coverage.

What does a Coverage Example

show?
For each treatment situation, the Coverage
Example helps you see how deductibles,
co-payments, and co-insurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summatry of Benefits
and Coverage for other plans, you’ll find the same
Coverage Examples. When you compare plans,
check the “Patient Pays” box in each example.
The smaller that number, the more coverage the
plan provides.

Does the Coverage Example
predict my own care needs?

No. Treatments shown ate just examples.
The care you would receive for this condition
could be different, based on your doctot’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers charge,
and the reimbursement your health plan
allows.

Are there other costs | should
consider when comparing plans?

Yes. An important cost is the premium you pay.
Generally, the lower your premium, the more
you’ll pay in out-of-pocket costs, such as
co-payments, deductibles, and co-insurance.
You should also consider contributions to
accounts such as health savings accounts (HSAs),
flexible spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help you pay
out-of-pocket expenses.

Questions: Call (800) 662-6667 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.

You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossaty.pdf or call (800) 662-6667 to request a copy.
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefdnico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
<2 sall ik e bad dala sl Bl gasns ol ek 13
AdlSiagl g padlindydy 5 el il bl ssac ) e Jpeaall
ety el o apm gall eSaall dans 8 Ll an i _J) sl
il 18 e (K3113) .877-469-2583 TTY:711 5
EIE 38 EEEBMMEHS TERB. EHEN
ﬂ.ﬁmﬁfﬂﬂﬂl IRIWBMAL. B —UMFES,
ERECHFEEMNERREESE R CETEEA
. EEEERE 877469-2583. TTY: 711.
=r{5*.-'|__'.cp __\_o.h_‘ poafD © ﬁ&\cﬂc\.-c"h ha ,.1_‘51 EL eI n}n_un' __\_r('
e houil qoso e hiim o - G
._ll_{.___ r:n.-u:tnr{u_.a_‘;\ E*.:ﬂw",u_._n'i\_.nmm_. ré)lnkg rﬂ.-\ i C\QC\_LI_‘I__I
o — oadokhon o _.M.‘I;rﬁur\f'-\rﬂ.nm cx&a_én
rhad o o!n_.l e r<‘ 877-469-2583 TTY 711
NEéu quy vi, hay nguwdii ma quy vi dang gidp d&, can tro
gidp, quy vi s& cd quyn dugc gidp va cd thém théng tin
bing ngdn ngi¥ cia minh midn phi. D& ndi chuyén véi mdt
théng dich vién, xin goi 58 Dich vu Khach hang & mét sau
thé cha quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chuwa phai la mét thanh vién.

nhu_.:un oo o mc\_.}...

Nése ju, ose dikush gé& po ndihmoni, ka nevojé pér
asistencé, keni t& drejté t& merrni ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

BHOF 5t Ei= ABIOF S D Y ALRO| TIHO)
ERSiUE, ASls SS HLE A5 AN 2 IS
SC o0 2 4 9 HEID USLIDH SHALS
CHat5teiel ASHel 31 S0 Y= D2 A&

Bie= MatotHLE 0|0l 30| Ol E 2
877-469-2583. TTY: 711= HEIotL Al 2.

T ST, ) A R FEES AN FHEL AT
TS 7. S A SR SR 5= 8 o2
TISHE ANFH AT T | T AT (TeTT TN
T TS, AT FNET (Tl (87T =T FIAS] 5
T Fp A1 877-469-2583. TTY: 711 T Sremey FFf
AT AT 2T A |

Jesli Ty lub osoba, ktdrej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wiasnym jezyku. Aby porozmawiac z tiumaczem,
zadzworn pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jeieli jeszcze nie masz czfonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite lhrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stai aiutando avete bisogno di
assistenza, hai il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il 877-469-
2583, TTY: 711 se non sei ancora membro.

CEAR, FEERFEHROBOBYDATEIREME
EENDATIHBAMNIEVELEL, ZHRENER
THHR— FEZRFEY, BREAFLEVITIHIEN
TEFET. HEEMDYERA, BREBFEESN LB
BEEFEOA—FOEREICEBEShI-ARFIT—Y
—ERDOBEES (A A —THVAILET7-469-2583,
TTY:TI) ¥ THEEREC S,

Ecmm BaM WiH THITY, KOTOPOMY BBI OMOTAETe, HyAHA
TOMOINE, TO BEl HMEeTe [IPABO Ha OeCIUIaTHOS HOTyIcHHE
TIOMOITH H HHGOPMAITHH Ha BammeM A3bIke. 4 pasroeopa
C IePEeEOITHECM IO3BOHHTE [0 HOMEPY TeledoHa OTIeIa
obOCTyAHBAHIA KIHEHTOR, VEA3ZAHHOMY HA 00paTHOH
CTOPOHE BAamIeHd KapTel, HIH o HoMepy 877-469-2583,
TTY: 711, ecim v Bac HeT <WICHCTEA.

Ukoliko Vama ili nekome kome Vi pomazete treba pomot,
imate pravo da besplatno dobijete pomoc i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste &lan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

o 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, MI 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the U.5.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https://ocrportal.hhs.gov/ocr/portal/lobby. jsf, or by mail,
phone, or email at: U.5. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplainti@hhs.gov. Complaint forms are available
athttp://www.hhs.gov/ocr/office/file/index. htmi.
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