MACOMB INTERMEDIATE SCHOOL
DISTRICT - HDHP

Coverage Period: Beginning on or after 01/01/2015

Summary of Benefits and Coverage: What this Plan Covers & What it Costs  Coverage for: Individual/Family Plan Type: PPO
{3 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

n document at www.bcbsm.com or by calling the number on the back of your BCBSM ID card.

: Answers . .
Important Questions In Network | Out of Network Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
$2,000 Individual/ $4,000 Individual/ for covered setvices you use. Check your policy ot plan document to see when the
$4,000 Family $8,000 Family 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.

What is the overall deductible?

Atre there other deductibles for N You don’t have to meet deductibles for specific services, but see the chart starting on
specific services? o page 2 for other costs for services this plan covers.
Is there an out-of-pocket limit . . .
on my expenses? $3,000 Individual/ $6,000 Individual/ T:e O“tr)off I"c‘:ft 111“1‘“ p ttlllle most yon Cor“f Pizid“r‘f;o’h? s period (fsr‘lmfﬂz
(May include a co-insurance $6,000 Family $12,000 Family one yeat) Tof yout shate of the cost of covered setvices. TS €ps you pian fo

/ health care expenses.
maximum)

Premiums, balance-billed charges, any
pharmacy penalty and health care this |Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
plan doesn’t cover.

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

Is there an overall annual limit No The chart starting on page 2 describes any limits on what the plan will pay for specific
on what the plan pays? ' 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 netwotk. See the chart starting on
page 2 for how this plan pays different kinds of providers.

Yes. For a list of in-network providers,
Does this plan use a network |see www.bcbsm.com or call the
of providers? number on the back of your BCBSM
ID card.

Do I need a referral to see a
specialist?

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

Group Number 007009133-0012

Questions: Call the number on the back of your BCBSM ID card 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 Glossaty at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call

the number on the back of your BCBSM ID card to request a copy. SBC000000826634 10f 8

No. You can see the specialist you choose without permission from this plan.




i I ® 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 setvice, 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 Services You May Your cost if you use a o i
Medical Event In Network Provider |Out of Network Provider DINELIRTD & SR piEne

If you visit a health
care provider’s office

or clinic

If you have a test

If you need drugs to
treat your illness or
condition

Some plans may have a
separate out of pocket
maximum for
prescription drug
coverage, for more
information please
contact your plan

administrator

Primary care visit to 20% co-insurance after 40% co-nsurance after none
treat an injury or illness | deductible deductible
Soecialist visit 20% co-insurance after 40% co-nsurance after none
£ deductible deductible
20% co-1nsurance after 40% co-1nsurance after . . . .
.. . . . . . . Limited to a combined maximum of 12 visits per
Other practitioner office deductible for chiropractic ~ deductible for chiropractic . .
. . . . . . . |member per calendar year for chiropractic and
visit and osteopathic manipulative |and osteopathic manipulative . . .
thetapy thetapy osteopathic manipulative therapy
Preventive care/
. .. No Charge Not Covered ---none---
screening/immunization
Diagnostic test (x-ray, 20% co-insurance after 40% co-insurance after - none.
blood work) deductible deductible
Imaging (CT/PET 20% co-insurance after 40% co-insurance after hone.
scans, MRIs) deductible deductible

After deductible, $10 co-pay | After deductible, In-Network |For information on women's contraceptive

for retail 30-day supply; $20 |co-pay plus an additional 20% |coverage, contact your plan administrator. 90-day
co-pay for retail or mail order |co-insurance of the approved |supply not covered out-of-network. Specialty
90-day supply amount drugs limited to a 30-day supply per fill.

After deductible, $40 co-pay
Preferred brand-name for retail 30-day supply; $80
drugs co-pay for retail or mail order

90-day supply.

After deductible, $80 co-pay
Non preferred brand- for retail 30-day supply; $160
name drugs co-pay for retail or mail order

90-day supply.

Geaneric or select
prescribed over-the-
counter drugs

After deductible, In-Network
co-pay plus an additional 20%
of the approved amount

90-day supply not covered out-of-network.
Specialty drugs limited to a 30-day supply per fill

After deductible, In-Network
co-pay plus an additional 20%
of the approved amount

90-day supply not covered out-of-network.
Specialty drugs limited to a 30-day supply per fill
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Common
Medical Event

|Services You May

(Need

Your cost if you use a

In Network Provider

Out of Network Provider

Limitations & Exceptions

Facility fee (e.g.,

20% co-insurance after

40% co-insurance after

ambulatory surge . . -—-none---
If you have outpatient (e Y SUIEEY | Jeductible deductible
surgery . i
Physician /surecon fees 20% co-insurance after 40% co-insurance after none.
Y & deductible deductible
Emergency room 20% co-insurance after 20% co-insurance after non
services deductible deductible nones-
If you need immediate Emergency medical 20% co-insurance after 20% co-insurance after
. . . . . ---none---
medical attention transportation deductible deductible
Utoent care 20% co-insurance after 40% co-insurance after none.
& deductible deductible
Facility fee (e.g., hospital 20% co-insurance after 40% co-insurance after
. i ---none---
If you have a hospital |room) deductible deductible
stay Physician /sur P 20% co-insurance after 40% co-insurance after
YSICI/SUEEORn EC | Jeductible deductible Tnones
hMeZit}illéfetﬁztral 20% co-insurance after 40% co-insurance after none
th outp deductible deductible
services
If you have m.ental Mental/Behavioral 20% co-insurance after 40% co-insurance after non
health, behavioral health inpatient services |deductible deductible hone
health, or substance : . : . :
A s Substapce use c.hsorder 20% cg—msutance after 40% cg—msutance after none..
outpatient services deductible deductible
Substance use disorder 20% co-insurance after 40% co-insurance after
. . . i i ---none---
inpatient services deductible deductible
Prenatal and postnatal Prenatal: No Charge 40% co-insurance after
Postnatal: 20% co-insurance . ---none---
care . deductible
If you are pregnant after deductlble
Delivery and all 20% co-insurance after 40% co-insurance after none.

inpatient services

deductible

deductible
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Common
Medical Event

|Services You May

(Need

Your cost if you use a

In Network Provider

Out of Network Provider

Limitations & Exceptions

If you need help
recovering or have
other special health
needs

Home health care

20% co-insurance after
deductible

20% co-insurance after
deductible

---none---

Rehabilitation services

20% co-insurance after

deductible

40% co-insurance after

deductible

Physical, Speech and Occupational Therapy is
limited to a combined maximum of 30 visits per
member, per calendar year.

Habilitation services

Not Covered

Not Covered

---none---

Skilled nursing care

20% co-insurance after

deductible

20% co-insurance after

deductible

Limited to a maximum of 90 days per member per
calendar year.

Durable medical

20% co-insurance after

20% co-insurance after

equipment deductible deductible Tnone
Hosbice service 20% co-insurance after 20% co-insurance after none.
p deductible deductible
If your child needs Eye exam Not Covered Not Covered ---none---
1
el o eye care‘ Glasses Not Covered Not Covered ---none---
For motre information on
pediatric vision or dental,
contact your plan Dental check-up Not Covered Not Covered ---none---

administrator
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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 Hearing aids e Routine eye care (Adult)
e Cosmetic surgery e Infertility treatment e Routine foot care
e Dental care (Adult) e Long-term care e  Weight loss programs

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

e Baratric surgery e Coverage provided outside the United States. ~ ® Non-Emergency care when traveling outside the

e Chiropractic Care See http://providetr.bcbs.com Us.

e Ifyou are also covered by an account-type e DPrivate-duty nursing
plan such as an integrated health flexible
spending arrangement (FSA), health
reimbursement atrangement (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, co-payments, or co-insurance, or
benefits not otherwise covered
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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 the number on the back of your BCBSM ID card. You may also contact your state
insurance depattment, 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 Cross®and Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.
O, you can contact Michigan Office of Financial and Insurance Regulation at www.michigan.gov/ofit or 1-877-999-6442. For group health coverage subject
to ERISA, you may also contact Employee Benefits Security Administration at 1-866-444-EBSA (3272).

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 1s 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides. 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

For assistance in a language below please call the number on the back of your BCBSM ID card.

SPANISH (Espanol): Para ayuda en espanol, llame al numero de servicio al cliente que se encuentra en este aviso 6 en el reverso de su tarjeta de identificacion.
TAGALOG (Tagalog): Para sa tulong sa wikang Tagalog, mangyaring tumawag sa numero ng serbisyo sa mamimili na nakalagay sa likod ng iyong pagkakakilanlan
kard o sa paunawang ito.

CHINESE (F30): BIRAPSCERE) » BB SR R & A m R 0 Pk SS Sh5 -

NAVAJO (Dine): Taa’dineji’keego shir’kaa’ahdool’wool ninizin’goo, beesh behane’e naal’tsoos bikii sin’dahiigii binit’deehgo eeh’doodago di'naaltsoo bikaiigii
bichi’hoodillnii.

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

Pt
s

A

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

This is
not a cost
estimator.

See the next page for
important information about
these examples.

Please note: Coverage examples are calculated
based on mndividual coverage and calculations
may not include a coinsurance maximum.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

® Plan pays $4,740
m Patient pays $2,800

Sample care costs:

Managing type 2 diabetes

(routine maintenance of

a well controlled condition)

B Amount owed to providers: $5,400

® Plan pays $2,770
® Patient pays $2,630

Sample care costs:

Hospital charges (mother) $2,700
Routine obstetric cate $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Presctiptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $2,000
Co-pays $20
Co-insurance $630
Limits or exclusions $150
Total $2,800

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 $2,000
Co-pays $290
Co-insurance $260
Limits or exclusions $80
Total $2,630
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e 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.

e The patient’s condition was not an excluded
or preexisting condition.

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

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

e 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.

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 1sn’t covered or payment is limited.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary 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 are just examples.
The care you would receive for this condition
could be different, based on your doctor’s
advice, your age, how serious your condition
1s, 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 the number on the back of your BCBSM ID card 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 Glossaty at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call
the number on the back of your BCBSM ID card to request a copy.
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MACOMB INTERMEDIATE SCHOOL
DISTRICT - OPTIONAL

Coverage Period: Beginning on or after 01/01/2015

Summary of Benefits and Coverage: What this Plan Covers & What it Costs  Coverage for: Individual/Family Plan Type: PPO
{3 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

n document at www.bcbsm.com or by calling the number on the back of your BCBSM ID card.

: Answers . .
Important Questions In Network | Out of Network Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
$750 Individual/  $2,000 Individual/ for covered setvices you use. Check your policy ot plan document to see when the
$1,500 Family $4,000 Family 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.

What is the overall deductible?

Atre there other deductibles for N You don’t have to meet deductibles for specific services, but see the chart starting on
specific services? o page 2 for other costs for services this plan covers.
Is there an out-of-pocket limit . . .
8 T RIS $600 Individual/ $1,250 Individual/ The out-of-pocket limit is the most you could pay 'durmg a coverage period (usually

; . . . one year) for your share of the cost of covered services. This limit helps you plan for
(May include a co-insurance $1,200 Family $2,500 Family

/ health care expenses.

maximum)

Premiums, balance-billed charges, any
pharmacy penalty and health care this |Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
plan doesn’t cover.

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

Is there an overall annual limit No The chart starting on page 2 describes any limits on what the plan will pay for specific
on what the plan pays? ' 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 netwotk. See the chart starting on
page 2 for how this plan pays different kinds of providers.

Yes. For a list of in-network providers,
Does this plan use a network |see www.bcbsm.com or call the
of providers? number on the back of your BCBSM
ID card.

Do I need a referral to see a
specialist?

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

Group Number 007009133-0011

Questions: Call the number on the back of your BCBSM ID card 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 Glossaty at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call

the number on the back of your BCBSM ID card to request a copy. SBC000000826633 10f 8

No. You can see the specialist you choose without permission from this plan.
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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 Services You May
Medical Event Need

Primary care visit to
treat 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 illness or
condition

Some plans may have a
separate out of pocket
maximum for
prescription drug
coverage, for more
information please
contact your plan

administrator

Specialist visit

Other practitioner office
visit

Preventive care/
screening/immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET
scans, MRIs)

Geaneric or select
prescribed over-the-
counter drugs

Preferred brand-name
drugs

Nonpreferred brand-
name drugs

$30 co-pay
$30 co-pay

$30 co-pay for chiropractic

and osteopathic manipulative

therapy

No Charge

20% co-insurance after
deductible

20% co-insurance after

deductible

$10 co-pay for retail 30-day
supply; $20 co-pay for retail
or mail order 90-day supply

$40 co-pay for retail 30-day
supply; $80 co-pay for retail
or mail order 90-day supply.

$80 co-pay for retail 30-day
supply; $160 co-pay for retail
or mail order 90-day supply.

Your cost if you use a
In Network Provider |Out of Network Provider

50% co-insurance after

deductible

50% co-insurance after

deductible

50% co-insurance after
deductible for chiropractic

and osteopathic manipulative

therapy

Not Covered

50% co-insurance after
deductible

50% co-insurance after

deductible

In-Network co-pay plus an
additional 25% of the
approved amount

In-Network co-pay plus an
additional 25% of the
approved amount

In-Network co-pay plus an
additional 25% of the
approved amount

Limitations & Exceptions

---none---
---none---

Limited to a combined maximum of 24 visits per
member per calendar year for chiropractic and
osteopathic manipulative therapy.

---none---
---none---

---none---

For information on women's contraceptive
coverage, contact your plan administrator. 90-day
supply not covered out-of-network. Specialty
drugs limited to a 30-day supply per fill.

90-day supply not covered out-of-network.
Specialty drugs limited to a 30-day supply per fill

90-day supply not covered out-of-network.
Specialty drugs limited to a 30-day supply per fill
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Common
Medical Event

'Services You May
Need

Your cost if you use a

In Network Provider

Out of Network Provider

Limitations & Exceptions

If you have outpatient
surgery

Facility fee (e.g.,

20% co-insurance after

50% co-insurance after

ambulatory surgery | 4. ctible deductible “onone
center)

. 20% co-insurance after 50% co-insurance after
Physician/sutrgeon fees ---none---

deductible

deductible

If you need immediate

Emergency room
services

$200 co-pay

$200 co-pay

Co-pay waived if admitted or for an accidental

Emergency medical

20% co-insurance after

20% co-insurance after

medical attention transportation deductible deductible ot
50% co-insurance after
Urgent care $30 co-pay deductible ---none---
Facility fee (e.g., hospital 20% co-insurance after 50% co-insurance after o
If you have a hospital room) deductible deductible
stay Physician /sur P 20% co-insurance after 50% co-insurance after
YSICI/SUEEORn EC | Jeductible deductible Tnones
hMeZit}illéfetﬁztral 20% co-insurance after 50% co-insurance after Your cost share may be different for services
services P deductible deductible performed in an office setting
If you have m'ental Mental/Behavioral 20% co-insurance after 50% co-insurance after non
health, behavioral health inpatient services |deductible deductible hone
health, or substance : : :
A s Substance use disorder |20% co-insurance after 50% co-insurance after none.
outpatient services deductible deductible
Substance use disorder 20% co-insurance after 50% co-insurance after none.
inpatient services deductible deductible
o E
f::;latal and postnatal No Charge 32 C{fl ;:t(i)bllrelsurance after none.
If you are pregnant : ) )
Delivery and all 20% co-insurance after 50% co-insurance after non
mpatient services deductible deductible hones
20% co-insurance after 20% co-insurance after
Home health care ---none---

If you need help
recovering or have
other special health
needs

deductible

deductible

Rehabilitation services

20% co-insurance after

deductible

50% co-insurance after

deductible

Physical, Speech and Occupational Therapy i1s
limited to a combined maximum of 30 visits per
member, per calendar year.
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Common
Medical Event

|Services You May
Need

Your cost if you use a

In Network Provider

Out of Network Provider

Limitations & Exceptions

Habilitation services

20% co-insurance after
deductible for Applied
Behavioral Analysis; 20% co-
insurance after deductible for
Physical, Speech and
Occupational Therapy

20% co-insurance after
deductible for Applied
Behavioral Analysis; 50% co-
insurance after deductible for
Physical, Speech and
Occupational Therapy

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

Skilled nursing care

20% co-insurance after
deductible

20% co-insurance after
deductible

Limited to a maximum of 120 days per member
per calendar year.

administrator

Durable medical 20% co-insurance after 20% co-insurance after
) . . ---none---

equipment deductible deductible

Hospice service No Charge No Charge -—-none---
If your child needs Eye exam Not Covered Not Covered ---none---

1

CENE) @ eye care. Glasses Not Covered Not Covered ---none---
For more information on
pediatric vision or dental,
contact your plan Dental check-up Not Covered Not Covered -—-none---
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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 Hearing aids e Routine eye care (Adult)
e Cosmetic surgery e Infertility treatment e Routine foot care
e Dental care (Adult) e Long-term care e  Weight loss programs

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

e Baratric surgery e Coverage provided outside the United States. ~ ® Non-Emergency care when traveling outside the

e Chiropractic Care See http://providetr.bcbs.com Us.

e Ifyou are also covered by an account-type e DPrivate Duty Nursing
plan such as an integrated health flexible
spending arrangement (FSA), health
reimbursement atrangement (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, co-payments, or co-insurance, or
benefits not otherwise covered
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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 the number on the back of your BCBSM ID card. You may also contact your state
insurance depattment, 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 Cross®and Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.
O, you can contact Michigan Office of Financial and Insurance Regulation at www.michigan.gov/ofit or 1-877-999-6442. For group health coverage subject
to ERISA, you may also contact Employee Benefits Security Administration at 1-866-444-EBSA (3272).

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 1s 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides. 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

For assistance in a language below please call the number on the back of your BCBSM ID card.

SPANISH (Espanol): Para ayuda en espanol, llame al numero de servicio al cliente que se encuentra en este aviso 6 en el reverso de su tarjeta de identificacion.
TAGALOG (Tagalog): Para sa tulong sa wikang Tagalog, mangyaring tumawag sa numero ng serbisyo sa mamimili na nakalagay sa likod ng iyong pagkakakilanlan
kard o sa paunawang ito.

CHINESE (F30): BIRAPSCERE) » BB SR R & A m R 0 Pk SS Sh5 -

NAVAJO (Dine): Taa’dineji’keego shir’kaa’ahdool’wool ninizin’goo, beesh behane’e naal’tsoos bikii sin’dahiigii binit’deehgo eeh’doodago di'naaltsoo bikaiigii
bichi’hoodillnii.

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

Pt
s

A

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

This is
not a cost
estimator.

See the next page for
important information about
these examples.

Please note: Coverage examples are calculated
based on mndividual coverage and calculations
may not include a coinsurance maximum.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

® Plan pays $6,790
m Patient pays $750

Sample care costs:

Managing type 2 diabetes

(routine maintenance of

a well controlled condition)

B Amount owed to providers: $5,400

® Plan pays $4,720
® Patient pays $680

Sample care costs:

Hospital charges (mother) $2,700
Routine obstetric cate $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Presctiptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $600
Co-pays $0
Co-insurance $0
Limits or exclusions $150
Total $750

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 $560
Co-pays $40
Co-insurance $0
Limits or exclusions $80
Total $680
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e 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.

e The patient’s condition was not an excluded
or preexisting condition.

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

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

e 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.

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 1sn’t covered or payment is limited.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary 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 are just examples.
The care you would receive for this condition
could be different, based on your doctor’s
advice, your age, how serious your condition
1s, 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 the number on the back of your BCBSM ID card 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 Glossaty at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call
the number on the back of your BCBSM ID card to request a copy.
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MACOMB INTERMEDIATE SCHOOL
DISTRICT - PILOT

Coverage Period: Beginning on or after 01/01/2015

Summary of Benefits and Coverage: \What this Plan Covers & What it Costs = Coverage for: Individual/Family Plan Type: PPO
{3 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

u document at www.bcbsm.com or by calling the number on the back of your BCBSM ID card.

. Answers . .
Important Questions In Network | Out of Network Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
$3,000 Individual/ $6,000 Individual/ for covered setvices you use. Check your policy ot plan document to see when the
$6,000 Family $12,000 Family 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.

What is the overall deductible?

Atre there other deductibles for N You don’t have to meet deductibles for specific services, but see the chart starting on
specific services? o page 2 for other costs for services this plan covers.
Is there an out-of-pocket limit . . .
8T (RIS $600 Individual/ $1,250 Individual/ The out-of-pocket limit is the most you could pay 'durmg a coverage period (usually

; . . . one year) for your share of the cost of covered services. This limit helps you plan for
(May include a co-insurance $1,200 Family $2,500 Family

/ health care expenses.

maximum)

Premiums, balance-billed charges, any
pharmacy penalty and health care this |Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
plan doesn’t cover.

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

Is there an overall annual limit No The chart starting on page 2 describes any limits on what the plan will pay for specific

on what the plan pays? covered setvices, 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,

Yes. For a list of in-network providers,
Does this plan use a network |see www.bcbsm.com or call the

i ?
of providers: ?meredr on the back of your BCBSM prefetred, or participating for providers in their netwotk. See the chart starting on
card page 2 for how this plan pays different kinds of providers.
?Oe({i::leizg a referral to see 2 No. You can see the specialist you choose without permission from this plan.
Are there services this plan Ves Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan

doesn’t cover? document for additional information about excluded services.

Group Number 007009133-0010

Questions: Call the number on the back of your BCBSM ID card 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 Glossaty at http://www.dol.gov/ebsa/pdf/SBCUniformGlossaty.pdf or call

the number on the back of your BCBSM ID card to request a copy. SBC000000826635 10f 8
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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 Services You May
Medical Event Need

Primary care visit to
treat 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 illness or
condition

Some plans may have a
separate out of pocket
maximum for
prescription drug
coverage, for more
information please
contact your plan

administrator

Specialist visit

Other practitioner office
visit

Preventive care/
screening/immunization
Diagnostic test (x-ray,
blood work)

Imaging (CT/PET
scans, MRIs)

Geaneric or select
prescribed over-the-
counter drugs

Preferred brand-name
drugs

Nonpreferred brand-
name drugs

$40 co-pay
$40 co-pay

$40 co-pay for chiropractic

and osteopathic manipulative

therapy

No Charge

20% co-insurance after
deductible

20% co-insurance after
deductible

$10 co-pay for retail 30-day
supply; $20 co-pay for retail
or mail order 90-day supply

$40 co-pay for retail 30-day
supply; $80 co-pay for retail
or mail order 90-day supply.

$80 co-pay for retail 30-day
supply; $160 co-pay for retail
or mail order 90-day supply.

Your cost if you use a
In Network Provider |Out of Network Provider

50% co-insurance after

deductible

50% co-insurance after

deductible

50% co-insurance after
deductible for chiropractic

and osteopathic manipulative

therapy

Not Covered

50% co-insurance after
deductible

50% co-insurance after

deductible

In-Network co-pay plus an
additional 25% of the
approved amount

In-Network co-pay plus an
additional 25% of the
approved amount

In-Network co-pay plus an
additional 25% of the
approved amount

Limitations & Exceptions

---none---
---none---

Limited to a combined maximum of 24 visits per
member per calendar year for chiropractic and
osteopathic manipulative therapy.

---none---
---none---

---none---

For information on women's contraceptive
coverage, contact your plan administrator. 90-day
supply not covered out-of-network. Specialty
drugs limited to a 30-day supply per fill.

90-day supply not covered out-of-network.
Specialty drugs limited to a 30-day supply per fill

90-day supply not covered out-of-network.
Specialty drugs limited to a 30-day supply per fill
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Common
Medical Event

'Services You May
Need

Your cost if you use a

In Network Provider

Out of Network Provider

Limitations & Exceptions

If you have outpatient
surgery

Facility fee (e.g.,

20% co-insurance after

50% co-insurance after

ambulatory surgery | 4. ctible deductible “onone
center)

. 20% co-insurance after 50% co-insurance after
Physician/sutrgeon fees ---none---

deductible

deductible

If you need immediate

Emergency room
services

$250 co-pay

$250 co-pay

Co-pay waived if admitted or for an accidental
injury.

Emergency medical

20% co-insurance after

20% co-insurance after

medical attention transportation deductible deductible Tnone
50% co-insurance after
Urgent care $40 co-pay deductible ---none---
Facility fee (e.g., hospital 20% co-insurance after 50% co-insurance after none.
If you have a hospital room) deductible deductible
stay Physician /sur p 20% co-insurance after 50% co-insurance after
YSICI/SUgEORn 1€ e ductible deductible Tnoness
hMeZit}?léfe};ﬁztral 20% co-insurance after 50% co-insurance after Your cost share may be different for services
services P deductible deductible performed in an office setting
If you have m.ental Mental/Behavioral 20% co-insurance after 50% co-insurance after non
health, behavioral health inpatient services |deductible deductible hone
health, or substance : : :
e Substance use disorder 20% co-insurance after 50% co-insurance after none.
outpatient services deductible deductible
Substance use disorder 20% co-insurance after 50% co-insurance after none.
inpatient services deductible deductible
5 E
f::;latal and postnatal No Charge 32 c{fl ((::t(i)bllrésurance after none.
If you are pregnant : ) )
Delivery and all 20% co-insurance after 50% co-insurance after non
mpatient services deductible deductible nones
20% co-insurance after 20% co-insurance after
Home health care ---none---

If you need help
recovering or have
other special health
needs

deductible

deductible

Rehabilitation services

20% co-insurance after

deductible

50% co-insurance after

deductible

Physical, Speech and Occupational Therapy is
limited to a combined maximum of 30 visits per
member, per calendar year.
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Common
Medical Event

|Services You May
Need

Your cost if you use a

In Network Provider

Out of Network Provider

Limitations & Exceptions

Habilitation services

20% co-insurance after
deductible for Applied
Behavioral Analysis; 20% co-
insurance after deductible for
Physical, Speech and
Occupational Therapy

20% co-insurance after
deductible for Applied
Behavioral Analysis; 50% co-
insurance after deductible for
Physical, Speech and
Occupational Therapy

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

Skilled nursing care

20% co-insurance after

deductible

20% co-insurance after

deductible

Limited to a maximum of 120 days per member
per calendar year.

Durable medical

20% co-insurance after

20% co-insurance after

administrator

equipment deductible deductible hone-—
Hospice service No Charge No Charge -—-none---
If your child needs Eye exam Not Covered Not Covered ---none---
1
dental or cye care Glasses Not Covered Not Covered ---none---
For more information on
pediatric vision or dental,
contact your plan Dental check-up Not Covered Not Covered -—-none---
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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 setvices.)

e Acupuncture e Hearing aids e Routine eye care (Adult)
e Cosmetic surgery e Infertility treatment e Routine foot care
e Dental care (Adult) e Long-term care e  Weight loss programs

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

e Bariatric surgery e Coverage provided outside the United States. ~ ® Non-Emergency care when traveling outside the

e Chiropractic Care See http://providetr.bcbs.com Us.

e Ifyou are also covered by an account-type e DPrivate Duty Nursing
plan such as an integrated health flexible
spending arrangement (FSA), health
reimbursement atrangement (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, co-payments, or co-insurance, or
benefits not otherwise covered
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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 the number on the back of your BCBSM ID card. You may also contact your state
insurance depattment, 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 Cross®and Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.
O, you can contact Michigan Office of Financial and Insurance Regulation at www.michigan.gov/ofir or 1-877-999-6442. For group health coverage subject
to ERISA, you may also contact Employee Benefits Security Administration at 1-866-444-EBSA (3272).

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 1s 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides. 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

For assistance in a language below please call the number on the back of your BCBSM ID card.

SPANISH (Espanol): Para ayuda en espanol, llame al numero de servicio al cliente que se encuentra en este aviso 6 en el reverso de su tarjeta de identificacion.
TAGALOG (Tagalog): Para sa tulong sa wikang Tagalog, mangyaring tumawag sa numero ng serbisyo sa mamimili na nakalagay sa likod ng iyong pagkakakilanlan
kard o sa paunawang ito.

CHINESE (H30): SRR » BB R S 03 IRA-R 5 s A BRI R R RS S5 -

NAVAJO (Dine): Taa’dineji’keego shir’kaa’ahdool’wool ninizin’goo, beesh behane’e naal’tsoos bikii sin’dahiigii bini’deehgo eeh’doodago di'naaltsoo bikaiigii
bichr’hoodillnii.

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

Pt
s

A

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

This is
not a cost
estimator.

See the next page for
important information about
these examples.

Please note: Coverage examples are calculated
based on mndividual coverage and calculations
may not include a coinsurance maximum.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

® Plan pays $6,790
m Patient pays $750

Sample care costs:

Managing type 2 diabetes

(routine maintenance of

a well controlled condition)

B Amount owed to providers: $5,400

® Plan pays $4,720
® Patient pays $680

Sample care costs:

Hospital charges (mother) $2,700
Routine obstetric cate $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Presctiptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $600
Co-pays $0
Co-insurance $0
Limits or exclusions $150
Total $750

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 $560
Co-pays $40
Co-insurance $0
Limits or exclusions $80
Total $680
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e 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.

e The patient’s condition was not an excluded
or preexisting condition.

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

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

e 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.

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 1sn’t covered or payment is limited.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary 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 are just examples.
The care you would receive for this condition
could be different, based on your doctor’s
advice, your age, how serious your condition
1s, 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 the number on the back of your BCBSM ID card 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 Glossaty at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call
the number on the back of your BCBSM ID card to request a copy.

8 of 8



MACOMB INTERMEDIATE SCHOOL
DISTRICT - PRIMARY

Coverage Period: Beginning on or after 01/01/2015

Summary of Benefits and Coverage: What this Plan Covers & What it Costs  Coverage for: Individual/Family Plan Type: PPO
{3 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

n document at www.bcbsm.com or by calling the number on the back of your BCBSM ID card.

: Answers . .
Important Questions In Network | Out of Network Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
$250 Individual/  $500 Individual/ for covered setvices you use. Check yout policy ot plan document to see when the
$500 Family $1,000 Family 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.

What is the overall deductible?

Are there other deductibles for N You don’t have to meet deductibles for specific services, but see the chart starting on
specific services? o page 2 for other costs for services this plan covers.
Is there an out-of-pocket limit . . .
R T RIS $600 Individual/ |$1,250 Individual/ The out-of-pocket limit is the most you could pay 'durlng a coverage period (usually

; . . . one year) for your share of the cost of covered services. This limit helps you plan for
(May include a co-insurance $1,200 Family $2,500 Family

/ health care expenses.

maximum)

Premiums, balance-billed charges, any
pharmacy penalty and health care this |Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
plan doesn’t cover.

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

Is there an overall annual limit No The chart starting on page 2 describes any limits on what the plan will pay for specific
on what the plan pays? ’ covered setvices, 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 netwotk. See the chart starting on
page 2 for how this plan pays different kinds of providers.

Yes. For a list of in-network providers,
Does this plan use a network |see www.bcbsm.com or call the
of providers? number on the back of your BCBSM
ID card.

Do I need a referral to see a
specialist?

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

Group Number 007009133-0003

Questions: Call the number on the back of your BCBSM ID card 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 Glossaty at http://www.dol.gov/ebsa/pdf/SBCUniformGlossaty.pdf or call

the number on the back of your BCBSM ID card to request a copy. SBC000000826636 10f 8
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Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Co-insurance 1s 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 Services You May
Medical Event Need

Primary care visit to
treat 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 illness or
condition

Some plans may have a
separate out of pocket
maximum for
prescription drug
coverage, for more
information please
contact your plan

administrator

Specialist visit

Other practitioner office
visit

Preventive care/
screening/immunization
Diagnostic test (x-ray,
blood work)

Imaging (CT/PET
scans, MRIs)

Geaneric or select
prescribed over-the-
counter drugs

Preferred brand-name
drugs

Nonpreferred brand-
name drugs

$25 co-pay
$25 co-pay

$25 co-pay for chiropractic

and osteopathic manipulative

therapy

No Charge

10% co-insurance after
deductible

10% co-insurance after
deductible

$10 co-pay for retail 30-day
supply; $20 co-pay for retail
or mail order 90-day supply

$40 co-pay for retail 30-day
supply; $80 co-pay for retail
or mail order 90-day supply.

$80 co-pay for retail 30-day

supply; $160 co-pay for retail

or mail order 90-day supply.

Your cost if you use a
In Network Provider |Out of Network Provider

40% co-insurance after

deductible

40% co-insurance after
deductible

40% co-insurance after
deductible for chiropractic

and osteopathic manipulative

therapy

Not Covered

40% co-insurance after
deductible

40% co-insurance after
deductible

In-Network co-pay plus an
additional 25% of the
approved amount

In-Network co-pay plus an
additional 25% of the
approved amount

In-Network co-pay plus an
additional 25% of the
approved amount

Limitations & Exceptions

---none---
---none---

Limited to a combined maximum of 24 visits per
member per calendar year for chiropractic and
osteopathic manipulative therapy.

---none---
---none---

---none---

For information on women's contraceptive
coverage, contact your plan administrator. 90-day
supply not covered out-of-network. Specialty
drugs limited to a 30-day supply per fill.

90-day supply not covered out-of-network.
Specialty drugs limited to a 30-day supply per fill

90-day supply not covered out-of-network.
Specialty drugs limited to a 30-day supply per fill
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Common
Medical Event

'Services You May
Need

Your cost if you use a

In Network Provider

Out of Network Provider

Limitations & Exceptions

If you have outpatient
surgery

Facility fee (e.g.,

10% co-insurance after

40% co-insurance after

ambulatory surgery | 4. ctible deductible onone
center)

. 10% co-insurance after 40% co-insurance after
Physician/sutgeon fees ---none---

deductible

deductible

If you need immediate

Emergency room
services

$150 co-pay

$150 co-pay

Co-pay waived if admitted or for an accidental
injury.

Emergency medical

10% co-insurance after

10% co-insurance after

medical attention transportation deductible deductible Tnone
40% co-insurance after
Urgent care $25 co-pay deductible ---none---
Facility fee (e.g., hospital 10% co-insurance after 40% co-insurance after
. . ---none---
If you have a hospital |room) deductible deductible
stay Physician/ R 10% co-insurance after 40% co-insurance after
YSICIAN/SULgEOn 1€ Jeductible deductible Tnoness
Mental/Behayloral 10% co-insurance after 40% co-insurance after Your cost share may be different for services
health outpatient . . ) )
. deductible deductible performed in an office setting
services
If you have m.ental Mental/Behavioral 10% co-insurance after 40% co-insurance after non
health, behavioral health inpatient services |deductible deductible hone
health, or substance : . : . :
A Substapce use dlsorder 10% C(?—msurance after 40% C(?—msurance after nome
outpatient services deductible deductible
Substance use disorder |10% co-insurance after 40% co-insurance after
. ) . i . ---none---
inpatient services deductible deductible
o E
Prenatal and postnatal No Charge 40% co insurance after nome
care deductible
If you are pregnant : : )
Delivery and all 10% co-insurance after 40% co-insurance after
i . . i . ---none---
mpatient services deductible deductible
10% co-insurance after 10% co-insurance after
Home health care ---none---

If you need help
recovering or have
other special health
needs

deductible

deductible

Rehabilitation services

10% co-insurance after

deductible

40% co-insurance after

deductible

Physical, Speech and Occupational Therapy is
limited to a combined maximum of 30 visits per
member, per calendar year.
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Common
Medical Event

|Services You May
Need

Your cost if you use a

In Network Provider

Out of Network Provider

Limitations & Exceptions

Habilitation services

10% co-insurance after
deductible for Applied
Behavioral Analysis; 10% co-
insurance after deductible for
Physical, Speech and
Occupational Therapy

10% co-insurance after
deductible for Applied
Behavioral Analysis; 40% co-
insurance after deductible for
Physical, Speech and
Occupational Therapy

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

Skilled nursing care

10% co-insurance after
deductible

10% co-insurance after
deductible

Limited to a maximum of 120 days per member
per calendar year.

Durable medical

10% co-insurance after

10% co-insurance after

administrator

equipment deductible deductible TR
Hospice service No Charge No Charge -—-none---
If your child needs Eye exam Not Covered Not Covered ---none---
1
dental or cye care Glasses Not Covered Not Covered ---none---
For more information on
pediatric vision or dental,
contact your plan Dental check-up Not Covered Not Covered -—-none---
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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 Hearing aids e Routine eye care (Adult)
e Cosmetic surgery e Infertility treatment e Routine foot care
e Dental care (Adult) e Long-term care e  Weight loss programs

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

e Bariatric surgery e Coverage provided outside the United States. ~® Non-Emergency care when traveling outside the

e Chiropractic Care See http://providetr.bcbs.com Us.

e Ifyou are also covered by an account-type e DPrivate Duty Nursing
plan such as an integrated health flexible
spending arrangement (FSA), health
reimbursement atrangement (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, co-payments, or co-insurance, or
benefits not otherwise covered
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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 the number on the back of your BCBSM ID card. 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 Cross®and Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.
O, you can contact Michigan Office of Financial and Insurance Regulation at www.michigan.gov/ofir or 1-877-999-6442. For group health coverage subject
to ERISA, you may also contact Employee Benefits Security Administration at 1-866-444-EBSA (3272).

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 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

For assistance in a language below please call the number on the back of your BCBSM ID card.

SPANISH (Espafiol): Para ayuda en espanol, llame al numero de servicio al cliente que se encuentra en este aviso 6 en el reverso de su tarjeta de identificacion.
TAGALOG (Tagalog): Para sa tulong sa wikang Tagalog, mangyaring tumawag sa numero ng serbisyo sa mamimili na nakalagay sa likod ng iyong pagkakakilanlan
kard o sa paunawang ito.

CHINESE (F30): BRAURSCERE) » BB SR R & A m R e Pk SS Sh5 -

NAVAJO (Dine): Taa’dinej’keego shir’kaa’ahdool’wool ninizin’goo, beesh behane’e naal’tsoos bikii sin’dahiigii binir’deehgo eeh’doodago di’naaltsoo bikaiigii
bichi’hoodillnii.

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

Pt
s

A

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

This is
not a cost
estimator.

See the next page for
important information about
these examples.

Please note: Coverage examples are calculated
based on mndividual coverage and calculations
may not include a coinsurance maximum.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

® Plan pays $6,790
m Patient pays $750

Sample care costs:

Managing type 2 diabetes

(routine maintenance of

a well controlled condition)

B Amount owed to providers: $5,400

H Plan pays $4,720
m Patient pays $680

Sample care costs:

Hospital charges (mother) $2,700
Routine obstetric cate $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Presctiptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $250
Co-pays $0
Co-insurance $350
Limits or exclusions $150
Total $750

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 $250
Co-pays $310
Co-insurance $40
Limits or exclusions $30
Total $680
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e 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.

e The patient’s condition was not an excluded
or preexisting condition.

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

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

e 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.

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 1sn’t covered or payment is limited.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary 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 are just examples.
The care you would receive for this condition
could be different, based on your doctor’s
advice, your age, how serious your condition
1s, 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 the number on the back of your BCBSM ID card 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 Glossaty at http://www.dol.gov/ebsa/pdf/SBCUniformGlossaty.pdf or call
the number on the back of your BCBSM ID card to request a copy.
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	D liv ryand all inpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-



	Common 
	Common 
	Common 
	ServicesYouMay 
	Yourcost
	ifyouusea 
	Limitations&Exceptions 

	MedicalEvent 
	MedicalEvent 
	Need 
	InNetworkProvider 
	OutofNetworkProvider 

	TR
	Hom h althcar  
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non --
	-


	If you need help recovering or have 
	If you need help recovering or have 
	R habilitations rvic s 
	20%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	Physical,Sp  chand OccupationalTh rapyis limit d toacombin d maximumof30visitsp r m mb r,p rcal ndary ar. 

	Habilitations rvic s 
	Habilitations rvic s 
	NotCov r d 
	NotCov r d 
	---non --
	-


	other special health needs 
	other special health needs 
	Skill d nursingcar  
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	Limit d toamaximumof90daysp rm mb rp r cal ndary ar. 

	TR
	Durabl m dical  quipm nt 
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non ---

	TR
	Hospic s rvic  
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non --
	-


	If your child needs 
	If your child needs 
	Ey  xam 
	NotCov r d 
	NotCov r d 
	---non --
	-


	dental or eye care Formor informationon 
	dental or eye care Formor informationon 
	Glass s 
	NotCov r d 
	NotCov r d 
	---non ---

	p diatricvisionord ntal, contactyourplan administrator 
	p diatricvisionord ntal, contactyourplan administrator 
	D ntalch ck-up 
	NotCov r d 
	NotCov r d 
	---non --
	-



	ExcludedServices &Other CoveredServices: 
	ExcludedServices &Other CoveredServices: 
	ServicesYourPlanDoesNOTCover
	ServicesYourPlanDoesNOTCover
	ServicesYourPlanDoesNOTCover
	(This isn’t a complete list. Check your policy or plan document for other excluded services.) 

	• Acupunctur  • Cosm ticsurg ry • D ntalcar (Adult) 
	• Acupunctur  • Cosm ticsurg ry • D ntalcar (Adult) 
	• H aringaids • Routin  y car (Adult) • Inf rtilitytr atm nt • Routin footcar  • Long-t rmcar  • W ightlossprograms 


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

	• Bariatricsurg ry • ChiropracticCar  
	• Bariatricsurg ry • ChiropracticCar  
	• Cov rag provid d outsid th Unit d Stat s. • Non-Em rg ncycar wh ntrav lingoutsid th  S  http://provid r.bcbs.com U.S. • Ifyouar alsocov r d byanaccount-typ  • Privat -dutynursing plansuchasanint grat d h althfl xibl  sp ndingarrang m nt(FSA),h alth r imburs m ntarrang m nt(HRA),and/ora h althsavingsaccount(HSA),th nyoumay hav acc sstoadditionalfundstoh lpcov r c rtainout-of-pock t xp ns s– lik th  d ductibl ,co-paym nts,orco-insuranc ,or b n fitsnototh rwis cov r d 



	Your Rights to Continue Coverage: 
	Your Rights to Continue Coverage: 
	Ifyoulos cov rag und rth plan,th n,d p ndinguponth circumstanc s,F d raland Stat lawsmayprovid prot ctionsthatallowyoutok  ph alth cov rag .Anysuchrightsmayb limit d indurationand willr quir youtopayapremium,whichmayb significantlyhigh rthanth pr miumyoupaywhil  cov r d und rth plan.Oth rlimitationsonyourrightstocontinu cov rag mayalsoapply. 
	Formor informationonyourrightstocontinu cov rag ,contactth planatth numb ronth backofyourBCBSMIDcard. Youmayalsocontactyourstat  insuranc d partm nt,th U.S.D partm ntofLabor,Employ  B n fitsS curityAdministrationat1-866-444-3272or,orth U.S. D partm ntofH alth. 
	www.dol.gov/ bsa
	and HumanS rvic sat1-877-267-2323x61565or
	www.cciio.cms.gov



	Your Grievance and Appeals Rights: 
	Your Grievance and Appeals Rights: 
	Ifyouhav acomplaintorar dissatisfi d withad nialofcov rag forclaimsund ryourplan,youmayb abl toorfil a.Forqu stions aboutyourrights,thisnotic ,orassistanc ,youcancontactBlu Crossand Blu Shi ldofMichiganbycallingth numb ronth backofyourBCBSMIDcard. Or,youcancontactMichiganOffic ofFinancialand Insuranc R gulationator1-877-999-6442.Forgrouph althcov rag subj ct toERISA,youmayalsocontactEmploy  B n fitsS curityAdministrationat1-866-444-EBSA(3272). 
	appeal 
	grievance
	®
	®
	www.michigan.gov/ofir 


	Does this Coverage Provide Minimum EssentialCoverage? 
	Does this Coverage Provide Minimum EssentialCoverage? 
	Th Affordabl Car Actr quir smostp opl tohav h althcar cov rag thatqualifi sas“minimum ss ntialcov rag .”Thisplanorpolicydo sprovid  minimum ss ntialcov rag . 

	Does this Coverage Meet theMinimum Value Standard? 
	Does this Coverage Meet theMinimum Value Standard? 
	Th Affordabl Car Act stablish saminimumvalu standard ofb n fitsofah althplan.Th minimumvalu standard is60%(actuarialvalu ).Thish alth cov rag th minimumvalu standard forth b n fitsitprovid s.(:Blu CrossBlu Shi ld ofMichiganisassumingthatyourcov rag  provid sforallEss ntialH althB n fit(EHB)cat gori sasd fin d byth Stat ofMichigan.Th minimumvalu ofyourplanmayb aff ct d ifyourplando s notcov rc rtainEHBcat gori s,suchaspr scriptiondrugs,orifyourplanprovid scov rag ofsp cificEHBcat gori s,for xampl pr scriptio
	do sm  t
	IMPORTANT


	Language Access Services 
	Language Access Services 
	Forassistanc inalanguag b lowpl as callth numb ronth backofyourBCBSMIDcard. SPANISH(Español): Paraayuda n spañol,llam alnúm rod s rvicioalcli nt qu s  ncu ntra n st avisoó n lr v rsod sutarj tad id ntificación. TAGALOG(Tagalog): ParasatulongsawikangTagalog,mangyaringtumawagsanum rongs rbisyosamamimilinanakalagaysalikod ngiyongpagkakakilanlan kard osapaunawangito. CHINESE(中文 ):要获取中文帮助，请致电您的身份识别卡背面或本通知提供的客户服务号码。 NAVAJO(Din ): Taa’din ji’k  goshii’kaa’ahdool’woolninizin’goo,b  shb han ’ naal’tsoosbikiisin’dahi
	––––––––––––––––––––––Toseeexamplesofhowthisplanmight covercostsforasamplemedical situation,seethenextpage.–––––––––––––––––––––– 


	About these Coverage Examples: 
	About these Coverage Examples: 
	Th s  xampl sshowhowthisplanmight cov rm dicalcar ingiv nsituations.Us  th s  xampl stos  ,ing n ral,howmuch financialprot ctionasampl pati ntmightg t ifth yar cov r d und rdiff r ntplans. 
	Sect
	Figure
	Thisis notacost estimator. 
	Don’tus th s  xampl sto  stimat youractualcosts und rthisplan.Th actual car your c iv willb  diff r ntfromth s   xampl s,and th costof thatcar willalsob  diff r nt. 
	S  th n xtpag for importantinformationabout th s  xampl s. 

	Pl as not :Cov rag  xampl sar calculat d bas d onindividualcov rag and calculations maynotinclud acoinsuranc maximum. 
	Having a baby (normal delivery) 
	Managing type 2 diabetes (routine maintenance of a well controlled condition) 
	. Amountowedtoproviders:$7,540 
	. Amountowedtoproviders:$7,540 
	. Amountowedtoproviders:$5,400 
	. Planpays$4,740 
	. Planpays$2,770 
	. Patientpays$2,800 
	. Patientpays$2,630 

	Samplecarecosts: 
	Samplecarecosts: 
	Patientpays: 
	Table
	Hospitalcharg s(moth r) 
	Hospitalcharg s(moth r) 
	$2,700 

	Routin obst triccar  
	Routin obst triccar  
	$2,100 

	Hospitalcharg s(baby) 
	Hospitalcharg s(baby) 
	$900 

	An sth sia 
	An sth sia 
	$900 

	Laboratoryt sts 
	Laboratoryt sts 
	$500 

	Pr scriptions 
	Pr scriptions 
	$200 

	Radiology 
	Radiology 
	$200 

	Vaccin s,oth rpr v ntiv  
	Vaccin s,oth rpr v ntiv  
	$40 

	Total 
	Total 
	$7,540 



	Pr scriptions 
	Pr scriptions 
	Pr scriptions 
	Pr scriptions 
	$2,900 

	M dicalEquipm ntand Suppli s Offic Visitsand Proc dur s 
	M dicalEquipm ntand Suppli s Offic Visitsand Proc dur s 
	$1,300 $700 

	Education 
	Education 
	$300 

	Laboratoryt sts 
	Laboratoryt sts 
	$100 

	Vaccin s,oth rpr v ntiv  
	Vaccin s,oth rpr v ntiv  
	$100 

	Total 
	Total 
	$5,400 



	Patientpays: 
	D ductibl s 
	D ductibl s 
	D ductibl s 
	D ductibl s 
	$2,000 

	Co-pays 
	Co-pays 
	$290 

	Co-insuranc  
	Co-insuranc  
	$260 

	Limitsor xclusions 
	Limitsor xclusions 
	$80 

	Total 
	Total 
	$2,630 


	D ductibl s 
	D ductibl s 
	D ductibl s 
	$2,000 

	Co-pays 
	Co-pays 
	$20 

	Co-insuranc  
	Co-insuranc  
	$630 

	Limitsor xclusions 
	Limitsor xclusions 
	$150 

	Total 
	Total 
	$2,800 




	Questions andanswers about theCoverageExamples: 
	Questions andanswers about theCoverageExamples: 
	What are some of the What does aCoverage Example Can Iuse Coverage Examples to assumptions behind the show? compare plans? 
	Coverage Examples? 
	Coverage Examples? 
	• 
	• 
	• 
	Costsdon’tinclud . 
	premiums


	• 
	• 
	Sampl car costsar bas d onnational av rag ssuppli d byth U.S.D partm nt ofH althand HumanS rvic s,and ar n’t sp cifictoaparticularg ographicar aor h althplan. 

	• 
	• 
	Th pati nt’sconditionwasnotan xclud d orpr  xistingcondition. 

	• 
	• 
	Alls rvic sand tr atm ntsstart d and  nd d inth sam cov rag p riod. 

	• 
	• 
	Th r ar nooth rm dical xp ns sfor anym mb rcov r d und rthisplan. 

	• 
	• 
	Out-of-pock t xp ns sar bas d onlyon tr atingth conditioninth  xampl . 

	• 
	• 
	Th pati ntr c iv d allcar frominn twork. Ifth pati nthad r c iv d car fromout-of-n twork ,costswould hav b  nhigh r. 
	-
	providers
	providers



	For achtr atm ntsituation,th Cov rag  Exampl h lpsyous  how, ,and co-insurance canadd up.It alsoh lpsyous  what xp ns smightb l ft uptoyoutopayb caus th s rvic or tr atm ntisn’tcov r d orpaym ntislimit d. 
	deductibles
	co-payments


	Does the Coverage Example predict my own care needs? 
	Does the Coverage Example predict my own care needs? 
	.. Tr atm ntsshownar just xampl s. Th car youwould r c iv forthiscondition could b diff r nt,bas d onyourdoctor’s advic ,yourag ,hows riousyourcondition is,and manyoth rfactors. 
	No


	Does the Coverage Example predict my future expenses? 
	Does the Coverage Example predict my future expenses? 
	.. Cov rag Exampl sar cost  stimators.Youcan’tus th  xampl sto  stimat costsforanactualcondition.Th y ar forcomparativ purpos sonly.Yourown costswillb diff r ntd p ndingonth car  your c iv ,th pric syourcharg , and th r imburs m ntyourh althplan allows. 
	No
	not 
	providers 

	.. Wh nyoulookatth SummaryofB n fits and Cov rag foroth rplans,you’llfind th sam  Cov rag Exampl s.Wh nyoucompar plans, ch ckth “Pati ntPays”boxin ach xampl .Th  small rthatnumb r,th mor cov rag th plan provid s. 
	Yes


	Are there other costs Ishould consider when comparingplans? 
	Are there other costs Ishould consider when comparingplans? 
	.. Animportantcostisth youpay. G n rally,th low ryour,th mor you’ll payinout-of-pock tcosts,suchas ,,and co-insurance. Youshould alsoconsid rcontributionstoaccounts suchash althsavingsaccounts(HSAs),fl xibl  sp ndingarrang m nts(FSAs)orh alth r imburs m ntaccounts(HRAs)thath lpyoupay out-of-pock t xp ns s. 
	Yes
	premium
	premium
	co-payments
	deductibles

	Questions: Callth numb ronth backofyourBCBSMIDcard orvisitusatwww.bcbsm.com.Ifyouar n’tcl araboutanyofth und rlin d t rmsus d inthis form,s  th Glossary.Youcanvi wth Glossaryatorcall th numb ronth backofyourBCBSMIDcard tor qu stacopy. 8of 8 
	http://www.dol.gov/ bsa/pdf/SBCUniformGlossary.pdf


	MACOMBINTERMEDIATESCHOOL DISTRICT -OPTIONAL 
	MACOMBINTERMEDIATESCHOOL DISTRICT -OPTIONAL 
	CoveragePeriod:Beginningonorafter01/01/2015 
	SummaryofBenefitsandCoverage:What this Plan Covers &What it Costs Coveragefor:Individual/Family PlanType:PPO 
	This is only asummary. Ifyouwantmor d tailaboutyourcov rag and costs,youcang tth compl t t rmsinth policyorplan orbycallingth numb ronth backofyourBCBSMIDcard. 
	docum ntatwww.bcbsm.com 

	Figure
	ImportantQuestions 
	ImportantQuestions 
	ImportantQuestions 
	Answers 
	WhythisMatters: 

	InNetwork 
	InNetwork 
	OutofNetwork 

	TR
	Youmustpayallth costsuptoth deductible amountb for thisplanb ginstopay 

	What is the overall deductible? 
	What is the overall deductible? 
	$750Individual/ $1,500Family 
	$2,000Individual/ $4,000Family 
	forcov r d s rvic syouus .Ch ckyourpolicyorplandocum nttos  wh nth  deductible startsov r(usually,butnotalways,January1st).S  th chartstartingon pag 2forhowmuchyoupayforcov r d s rvic saft ryoum  tth deductible. 

	Are there other deductibles for specific services? 
	Are there other deductibles for specific services? 
	No. 
	Youdon’thav tom  tdeductibles forsp cifics rvic s,buts  th chartstartingon pag 2foroth rcostsfors rvic sthisplancov rs. 

	Is there an out-of-pocket limit 
	Is there an out-of-pocket limit 
	Th out-of-pocket limit isth mostyoucould payduringacov rag p riod (usually 

	on my expenses? 
	on my expenses? 
	$600Individual/ 
	$1,250Individual/ 
	on y ar)foryourshar ofth costofcov r d s rvic s.Thislimith lpsyouplanfor 

	(Mayinclud aco-insuranc  maximum) 
	(Mayinclud aco-insuranc  maximum) 
	$1,200Family 
	$2,500Family 
	h althcar  xp ns s. 

	What is not included in the out-of-pocket limit? 
	What is not included in the out-of-pocket limit? 
	Pr miums,balanc -bill d charg s,any pharmacyp naltyand h althcar this plando sn’tcov r. 
	Ev nthoughyoupayth s  xp ns s,th ydon’tcounttoward th out-of-pocket limit. 

	Is there an overall annual limit on what the plan pays? 
	Is there an overall annual limit on what the plan pays? 
	No. 
	Th chartstartingonpag 2d scrib sanylimitsonwhatth planwillpayforspecific cov r d s rvic s,suchasoffic visits. 

	Does this plan use a network of providers? 
	Does this plan use a network of providers? 
	Y s.Foralistofin-n tworkprovid rs, s  www.bcbsm.comorcallth  numb ronth backofyourBCBSM IDcard. 
	Ifyouus anin-n tworkdoctororoth rh althcar provider,thisplanwillpaysom  orallofth costsofcov r d s rvic s.B awar ,yourin-n tworkdoctororhospitalmay us anout-of-n tworkprovider forsom s rvic s. Plansus th t rmin-n twork, preferred,orparticipatingforproviders inth irnetwork. S  th chartstartingon pag 2forhowthisplanpaysdiff r ntkindsofproviders. 

	Do I need a referral to see a specialist? 
	Do I need a referral to see a specialist? 
	No. 
	Youcans  th specialist youchoos withoutp rmissionfromthisplan. 

	Are there services this plan doesn’t cover? 
	Are there services this plan doesn’t cover? 
	Y s. 
	Som ofth s rvic sthisplando sn’tcov rar list d onpag 5.S  yourpolicyorplan docum ntforadditionalinformationaboutexcluded services. 


	Group  umber 007009133-0011 Questions: Callth numb ronth backofyourBCBSMIDcard orvisitusatwww.bcbsm.com.Ifyouar n’tcl araboutanyofth und rlin d t rmsus d inthis form,s  th Glossary.Youcanvi wth Glossaryatorcall th numb ronth backofyourBCBSMIDcard tor qu stacopy. SBC000000826633 1of 8 
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	Figure
	• 
	• 
	• 
	Co-payments ar fix d dollaramounts(for xampl ,$15)youpayforcov r d h althcar ,usuallywh nyour c iv th s rvic . 

	• 
	• 
	Co-insurance is ourshar ofth costsofacov r d s rvic ,calculat d asap rc ntofth allowed amount forth s rvic .For xampl ,ifth  plan’sallowed amount foranov rnighthospitalstayis$1,000,yourco-insurance paym ntof20%would b $200. Thismaychang ifyou hav n’tm tyourdeductible. 

	• 
	• 
	Th amountth planpaysforcov r d s rvic sisbas d onth allowed amount.Ifanout-of-n tworkprovider charg smor thanth allowed amount,youmayhav topayth diff r nc .For xampl ,ifanout-of-n tworkhospitalcharg s$1,500foranov rnightstayand th allowed amount is$1,000,youmayhav topayth $500diff r nc .(Thisiscall d balance billing.) 

	• 
	• 
	Thisplanmay ncourag youtous in-n tworkproviders bychargingyoulow rdeductibles,co-payments and co-insurance amounts. 


	Common MedicalEvent 
	Common MedicalEvent 
	Common MedicalEvent 
	ServicesYouMay Need 
	Yourcost
	ifyouusea 
	Limitations&Exceptions 

	InNetworkProvider 
	InNetworkProvider 
	OutofNetworkProvider 

	If you visit a health care provider’s office or clinic 
	If you visit a health care provider’s office or clinic 
	Primarycar visitto tr ataninjuryorilln ss 
	$30co-pay 
	50%co-insuranc aft r d ductibl  
	---non ---

	Sp cialistvisit 
	Sp cialistvisit 
	$30co-pay 
	50%co-insuranc aft r d ductibl  
	---non ---

	Oth rpractition roffic  visit 
	Oth rpractition roffic  visit 
	$30co-payforchiropractic and ost opathicmanipulativ  th rapy 
	50%co-insuranc aft r d ductibl forchiropractic and ost opathicmanipulativ  th rapy 
	Limit d toacombin d maximumof24visitsp r m mb rp rcal ndary arforchiropracticand ost opathicmanipulativ th rapy. 

	Pr v ntiv car / scr  ning/immunization 
	Pr v ntiv car / scr  ning/immunization 
	NoCharg  
	NotCov r d 
	---non --
	-


	If you have a test 
	If you have a test 
	Diagnostict st(x-ray, blood work) 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Imaging(CT/PET scans,MRIs) 
	Imaging(CT/PET scans,MRIs) 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you need drugs to treat your illness or condition Som plansmayhav a s parat outofpock t maximumfor pr scriptiondrug cov rag ,formor  informationpl as  contactyourplan administrator 
	If you need drugs to treat your illness or condition Som plansmayhav a s parat outofpock t maximumfor pr scriptiondrug cov rag ,formor  informationpl as  contactyourplan administrator 
	G n ricors l ct pr scrib d ov r-th -count rdrugs 
	$10co-payforr tail30-day supply;$20co-payforr tail ormailord r90-daysupply 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	Forinformationonwom n'scontrac ptiv  cov rag ,contactyourplanadministrator.90-day supplynotcov r d out-of-n twork. Sp cialty drugslimit d toa30-daysupplyp rfill. 

	Pr f rr d brand-nam  drugs 
	Pr f rr d brand-nam  drugs 
	$40co-payforr tail30-day supply;$80co-payforr tail ormailord r90-daysupply. 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	90-daysupplynotcov r dout-of-n twork. Sp cialtydrugslimit d toa30-daysupplyp rfill 

	Nonpr f rr d brand-nam drugs 
	Nonpr f rr d brand-nam drugs 
	$80co-payforr tail30-day supply;$160co-payforr tail ormailord r90-daysupply. 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	90-daysupplynotcov r dout-of-n twork. Sp cialtydrugslimit d toa30-daysupplyp rfill 


	Common MedicalEvent 
	Common MedicalEvent 
	Common MedicalEvent 
	ServicesYouMay Need 
	Yourcost
	ifyouusea 
	Limitations&Exceptions 

	InNetworkProvider 
	InNetworkProvider 
	OutofNetworkProvider 

	If you have outpatient surgery 
	If you have outpatient surgery 
	Facilityf  ( .g., ambulatorysurg ry c nt r) 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Physician/surg onf  s 
	Physician/surg onf  s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you need immediate medical attention 
	If you need immediate medical attention 
	Em rg ncyroom s rvic s 
	$200co-pay 
	$200co-pay 
	Co-paywaiv d ifadmitt dorforanaccid ntal injury. 

	Em rg ncym dical transportation 
	Em rg ncym dical transportation 
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non --
	-


	Urg ntcar  
	Urg ntcar  
	$30co-pay 
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you have a hospital stay 
	If you have a hospital stay 
	Facilityf  ( .g.,hospital room) 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Physician/surg onf   
	Physician/surg onf   
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you have mental health, behavioral health, or substance abuse needs 
	If you have mental health, behavioral health, or substance abuse needs 
	M ntal/B havioral h althoutpati nt s rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	Yourcostshar mayb diff r ntfors rvic s p rform d inanoffic s tting 

	M ntal/B havioral h althinpati nts rvic s 
	M ntal/B havioral h althinpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Substanc us disord r outpati nts rvic s 
	Substanc us disord r outpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Substanc us disord r inpati nts rvic s 
	Substanc us disord r inpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you are pregnant 
	If you are pregnant 
	Pr nataland postnatal car  
	NoCharg  
	50%co-insuranc aft r d ductibl  
	---non ---

	D liv ryand all inpati nts rvic s 
	D liv ryand all inpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you need help recovering or have other special health needs 
	If you need help recovering or have other special health needs 
	Hom h althcar  
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non ---

	R habilitations rvic s 
	R habilitations rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	Physical,Sp  chand OccupationalTh rapyis limit d toacombin d maximumof30visitsp r m mb r,p rcal ndary ar. 


	Common 
	Common 
	Common 
	ServicesYouMay 
	Yourcostifyouusea 
	Limitations&Exceptions 

	MedicalEvent 
	MedicalEvent 
	Need 
	InNetworkProvider 
	OutofNetworkProvider 

	TR
	Habilitations rvic s 
	20%co-insuranc aft r d ductibl forAppli d B havioralAnalysis;20%co-insuranc aft rd ductibl for Physical,Sp  chand OccupationalTh rapy 
	20%co-insuranc aft r d ductibl forAppli d B havioralAnalysis;50%co-insuranc aft rd ductibl for Physical,Sp  chand OccupationalTh rapy 
	Appli d b havioralanalysis(ABA)tr atm ntfor Autism-wh nr nd r d byanapprov d board-c rtifi d analyst-iscov r d throughag 18, subj cttopr authorization. 

	TR
	Skill d nursingcar  
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	Limit d toamaximumof120daysp rm mb r p rcal ndary ar. 

	TR
	Durabl m dical  quipm nt 
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non ---

	TR
	Hospic s rvic  
	NoCharg  
	NoCharg  
	---non --
	-


	If your child needs 
	If your child needs 
	Ey  xam 
	NotCov r d 
	NotCov r d 
	---non --
	-


	dental or eye care Formor informationon 
	dental or eye care Formor informationon 
	Glass s 
	NotCov r d 
	NotCov r d 
	---non ---

	p diatricvisionord ntal, contactyourplan administrator 
	p diatricvisionord ntal, contactyourplan administrator 
	D ntalch ck-up 
	NotCov r d 
	NotCov r d 
	---non --
	-



	ExcludedServices &Other CoveredServices: 
	ExcludedServices &Other CoveredServices: 
	ServicesYourPlanDoesNOTCover
	ServicesYourPlanDoesNOTCover
	ServicesYourPlanDoesNOTCover
	(This isn’t a complete list. Check your policy or plan document for other excluded services.) 

	• Acupunctur  • Cosm ticsurg ry • D ntalcar (Adult) 
	• Acupunctur  • Cosm ticsurg ry • D ntalcar (Adult) 
	• H aringaids • Routin  y car (Adult) • Inf rtilitytr atm nt • Routin footcar  • Long-t rmcar  • W ightlossprograms 


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

	• Bariatricsurg ry • Cov rag provid d outsid th Unit d Stat s. • Non-Em rg ncycar wh ntrav lingoutsid th  S  http://provid r.bcbs.com U.S. • ChiropracticCar  • Ifyouar alsocov r d byanaccount-typ  • Privat DutyNursing plansuchasanint grat d h althfl xibl  sp ndingarrang m nt(FSA),h alth r imburs m ntarrang m nt(HRA),and/ora h althsavingsaccount(HSA),th nyoumay hav acc sstoadditionalfundstoh lpcov r c rtainout-of-pock t xp ns s– lik th  d ductibl ,co-paym nts,orco-insuranc ,or b n fitsnototh rwis cov r d 
	• Bariatricsurg ry • Cov rag provid d outsid th Unit d Stat s. • Non-Em rg ncycar wh ntrav lingoutsid th  S  http://provid r.bcbs.com U.S. • ChiropracticCar  • Ifyouar alsocov r d byanaccount-typ  • Privat DutyNursing plansuchasanint grat d h althfl xibl  sp ndingarrang m nt(FSA),h alth r imburs m ntarrang m nt(HRA),and/ora h althsavingsaccount(HSA),th nyoumay hav acc sstoadditionalfundstoh lpcov r c rtainout-of-pock t xp ns s– lik th  d ductibl ,co-paym nts,orco-insuranc ,or b n fitsnototh rwis cov r d 



	Your Rights to Continue Coverage: 
	Your Rights to Continue Coverage: 
	Ifyoulos cov rag und rth plan,th n,d p ndinguponth circumstanc s,F d raland Stat lawsmayprovid prot ctionsthatallowyoutok  ph alth cov rag .Anysuchrightsmayb limit d indurationand willr quir youtopayapremium,whichmayb significantlyhigh rthanth pr miumyoupaywhil  cov r d und rth plan.Oth rlimitationsonyourrightstocontinu cov rag mayalsoapply. 
	Formor informationonyourrightstocontinu cov rag ,contactth planatth numb ronth backofyourBCBSMIDcard. Youmayalsocontactyourstat  insuranc d partm nt,th U.S.D partm ntofLabor,Employ  B n fitsS curityAdministrationat1-866-444-3272or,orth U.S. D partm ntofH alth. 
	www.dol.gov/ bsa
	and HumanS rvic sat1-877-267-2323x61565or
	www.cciio.cms.gov



	Your Grievance and Appeals Rights: 
	Your Grievance and Appeals Rights: 
	Ifyouhav acomplaintorar dissatisfi d withad nialofcov rag forclaimsund ryourplan,youmayb abl toorfil a.Forqu stions aboutyourrights,thisnotic ,orassistanc ,youcancontactBlu Crossand Blu Shi ldofMichiganbycallingth numb ronth backofyourBCBSMIDcard. Or,youcancontactMichiganOffic ofFinancialand Insuranc R gulationator1-877-999-6442.Forgrouph althcov rag subj ct toERISA,youmayalsocontactEmploy  B n fitsS curityAdministrationat1-866-444-EBSA(3272). 
	appeal 
	grievance
	®
	®
	www.michigan.gov/ofir 


	Does this Coverage Provide Minimum EssentialCoverage? 
	Does this Coverage Provide Minimum EssentialCoverage? 
	Th Affordabl Car Actr quir smostp opl tohav h althcar cov rag thatqualifi sas“minimum ss ntialcov rag .”Thisplanorpolicydo sprovid  minimum ss ntialcov rag . 

	Does this Coverage Meet theMinimum Value Standard? 
	Does this Coverage Meet theMinimum Value Standard? 
	Th Affordabl Car Act stablish saminimumvalu standard ofb n fitsofah althplan.Th minimumvalu standard is60%(actuarialvalu ).Thish alth cov rag th minimumvalu standard forth b n fitsitprovid s.(:Blu CrossBlu Shi ld ofMichiganisassumingthatyourcov rag  provid sforallEss ntialH althB n fit(EHB)cat gori sasd fin d byth Stat ofMichigan.Th minimumvalu ofyourplanmayb aff ct d ifyourplando s notcov rc rtainEHBcat gori s,suchaspr scriptiondrugs,orifyourplanprovid scov rag ofsp cificEHBcat gori s,for xampl pr scriptio
	do sm  t
	IMPORTANT


	Language Access Services 
	Language Access Services 
	Forassistanc inalanguag b lowpl as callth numb ronth backofyourBCBSMIDcard. SPANISH(Español): Paraayuda n spañol,llam alnúm rod s rvicioalcli nt qu s  ncu ntra n st avisoó n lr v rsod sutarj tad id ntificación. TAGALOG(Tagalog): ParasatulongsawikangTagalog,mangyaringtumawagsanum rongs rbisyosamamimilinanakalagaysalikod ngiyongpagkakakilanlan kard osapaunawangito. CHINESE(中文 ):要获取中文帮助，请致电您的身份识别卡背面或本通知提供的客户服务号码。 NAVAJO(Din ): Taa’din ji’k  goshii’kaa’ahdool’woolninizin’goo,b  shb han ’ naal’tsoosbikiisin’dahi
	––––––––––––––––––––––Toseeexamplesofhowthisplanmight covercostsforasamplemedical situation,seethenextpage.–––––––––––––––––––––– 


	About these Coverage Examples: 
	About these Coverage Examples: 
	Th s  xampl sshowhowthisplanmight cov rm dicalcar ingiv nsituations.Us  th s  xampl stos  ,ing n ral,howmuch financialprot ctionasampl pati ntmightg t ifth yar cov r d und rdiff r ntplans. 
	Figure
	Thisis notacost estimator. 
	Don’tus th s  xampl sto  stimat youractualcosts und rthisplan.Th actual car your c iv willb  diff r ntfromth s   xampl s,and th costof thatcar willalsob  diff r nt. 
	S  th n xtpag for importantinformationabout th s  xampl s. 
	Pl as not :Cov rag  xampl sar calculat d bas d onindividualcov rag and calculations maynotinclud acoinsuranc maximum. 
	Having a baby (normal delivery) 
	Managing type 2 diabetes (routine maintenance of a well controlled condition) 
	. Amountowedtoproviders:$7,540 
	. Amountowedtoproviders:$5,400 
	. Planpays$6,790 
	. Planpays$4,720 
	. Patientpays$750 
	. Patientpays$680 
	Samplecarecosts: 
	Samplecarecosts: 
	Patientpays: 
	Table
	Hospitalcharg s(moth r) 
	Hospitalcharg s(moth r) 
	$2,700 

	Routin obst triccar  
	Routin obst triccar  
	$2,100 

	Hospitalcharg s(baby) 
	Hospitalcharg s(baby) 
	$900 

	An sth sia 
	An sth sia 
	$900 

	Laboratoryt sts 
	Laboratoryt sts 
	$500 

	Pr scriptions 
	Pr scriptions 
	$200 

	Radiology 
	Radiology 
	$200 

	Vaccin s,oth rpr v ntiv  
	Vaccin s,oth rpr v ntiv  
	$40 

	Total 
	Total 
	$7,540 



	Pr scriptions 
	Pr scriptions 
	Pr scriptions 
	$2,900 

	M dicalEquipm ntand Suppli s Offic Visitsand Proc dur s 
	M dicalEquipm ntand Suppli s Offic Visitsand Proc dur s 
	$1,300 $700 

	Education 
	Education 
	$300 

	Laboratoryt sts 
	Laboratoryt sts 
	$100 

	Vaccin s,oth rpr v ntiv  
	Vaccin s,oth rpr v ntiv  
	$100 

	Total 
	Total 
	$5,400 


	Patientpays: 
	D ductibl s 
	D ductibl s 
	D ductibl s 
	$560 

	Co-pays 
	Co-pays 
	$40 

	Co-insuranc  
	Co-insuranc  
	$0 

	Limitsor xclusions 
	Limitsor xclusions 
	$80 

	Total 
	Total 
	$680 


	D ductibl s 
	D ductibl s 
	D ductibl s 
	$600 

	Co-pays 
	Co-pays 
	$0 

	Co-insuranc  
	Co-insuranc  
	$0 

	Limitsor xclusions 
	Limitsor xclusions 
	$150 

	Total 
	Total 
	$750 



	Questions andanswers about theCoverageExamples: 
	Questions andanswers about theCoverageExamples: 
	What are some of the What does aCoverage Example Can Iuse Coverage Examples to assumptions behind the show? compare plans? 
	Coverage Examples? 
	Coverage Examples? 
	• 
	• 
	• 
	Costsdon’tinclud . 
	premiums


	• 
	• 
	Sampl car costsar bas d onnational av rag ssuppli d byth U.S.D partm nt ofH althand HumanS rvic s,and ar n’t sp cifictoaparticularg ographicar aor h althplan. 

	• 
	• 
	Th pati nt’sconditionwasnotan xclud d orpr  xistingcondition. 

	• 
	• 
	Alls rvic sand tr atm ntsstart d and  nd d inth sam cov rag p riod. 

	• 
	• 
	Th r ar nooth rm dical xp ns sfor anym mb rcov r d und rthisplan. 

	• 
	• 
	Out-of-pock t xp ns sar bas d onlyon tr atingth conditioninth  xampl . 

	• 
	• 
	Th pati ntr c iv d allcar frominn twork. Ifth pati nthad r c iv d car fromout-of-n twork ,costswould hav b  nhigh r. 
	-
	providers
	providers



	For achtr atm ntsituation,th Cov rag  Exampl h lpsyous  how, ,and co-insurance canadd up.It alsoh lpsyous  what xp ns smightb l ft uptoyoutopayb caus th s rvic or tr atm ntisn’tcov r d orpaym ntislimit d. 
	deductibles
	co-payments


	Does the Coverage Example predict my own care needs? 
	Does the Coverage Example predict my own care needs? 
	.. Tr atm ntsshownar just xampl s. Th car youwould r c iv forthiscondition could b diff r nt,bas d onyourdoctor’s advic ,yourag ,hows riousyourcondition is,and manyoth rfactors. 
	No


	Does the Coverage Example predict my future expenses? 
	Does the Coverage Example predict my future expenses? 
	.. Cov rag Exampl sar cost  stimators.Youcan’tus th  xampl sto  stimat costsforanactualcondition.Th y ar forcomparativ purpos sonly.Yourown costswillb diff r ntd p ndingonth car  your c iv ,th pric syourcharg , and th r imburs m ntyourh althplan allows. 
	No
	not 
	providers 

	.. Wh nyoulookatth SummaryofB n fits and Cov rag foroth rplans,you’llfind th sam  Cov rag Exampl s.Wh nyoucompar plans, ch ckth “Pati ntPays”boxin ach xampl .Th  small rthatnumb r,th mor cov rag th plan provid s. 
	Yes


	Are there other costs Ishould consider when comparingplans? 
	Are there other costs Ishould consider when comparingplans? 
	.. Animportantcostisth youpay. G n rally,th low ryour,th mor you’ll payinout-of-pock tcosts,suchas ,,and co-insurance. Youshould alsoconsid rcontributionstoaccounts suchash althsavingsaccounts(HSAs),fl xibl  sp ndingarrang m nts(FSAs)orh alth r imburs m ntaccounts(HRAs)thath lpyoupay out-of-pock t xp ns s. 
	Yes
	premium 
	premium
	co-payments
	deductibles

	Questions: Callth numb ronth backofyourBCBSMIDcard orvisitusatwww.bcbsm.com.Ifyouar n’tcl araboutanyofth und rlin d t rmsus d inthis form,s  th Glossary.Youcanvi wth Glossaryatorcall th numb ronth backofyourBCBSMIDcard tor qu stacopy. 8of 8 
	http://www.dol.gov/ bsa/pdf/SBCUniformGlossary.pdf


	MACOMBINTERMEDIATESCHOOL DISTRICT -PILOT 
	MACOMBINTERMEDIATESCHOOL DISTRICT -PILOT 
	CoveragePeriod:Beginningonorafter01/01/2015 
	SummaryofBenefitsandCoverage:What this Plan Covers &What it Costs Coveragefor:Individual/Family PlanType:PPO 
	This is only asummary. Ifyouwantmor d tailaboutyourcov rag and costs,youcang tth compl t t rmsinth policyorplan orbycallingth numb ronth backofyourBCBSMIDcard. 
	docum ntatwww.bcbsm.com 

	Figure
	ImportantQuestions 
	ImportantQuestions 
	ImportantQuestions 
	Answers 
	WhythisMatters: 

	InNetwork 
	InNetwork 
	OutofNetwork 

	TR
	Youmustpayallth costsuptoth deductible amountb for thisplanb ginstopay 

	What is the overall deductible? 
	What is the overall deductible? 
	$3,000Individual/ $6,000Family 
	$6,000Individual/ $12,000Family 
	forcov r d s rvic syouus .Ch ckyourpolicyorplandocum nttos  wh nth  deductible startsov r(usually,butnotalways,January1st).S  th chartstartingon pag 2forhowmuchyoupayforcov r d s rvic saft ryoum  tth deductible. 

	Are there other deductibles for specific services? 
	Are there other deductibles for specific services? 
	No. 
	Youdon’thav tom  tdeductibles forsp cifics rvic s,buts  th chartstartingon pag 2foroth rcostsfors rvic sthisplancov rs. 

	Is there an out-of-pocket limit 
	Is there an out-of-pocket limit 
	Th out-of-pocket limit isth mostyoucould payduringacov rag p riod (usually 

	on my expenses? 
	on my expenses? 
	$600Individual/ 
	$1,250Individual/ 
	on y ar)foryourshar ofth costofcov r d s rvic s.Thislimith lpsyouplanfor 

	(Mayinclud aco-insuranc  maximum) 
	(Mayinclud aco-insuranc  maximum) 
	$1,200Family 
	$2,500Family 
	h althcar  xp ns s. 

	What is not included in the out-of-pocket limit? 
	What is not included in the out-of-pocket limit? 
	Pr miums,balanc -bill d charg s,any pharmacyp naltyand h althcar this plando sn’tcov r. 
	Ev nthoughyoupayth s  xp ns s,th ydon’tcounttoward th out-of-pocket limit. 

	Is there an overall annual limit on what the plan pays? 
	Is there an overall annual limit on what the plan pays? 
	No. 
	Th chartstartingonpag 2d scrib sanylimitsonwhatth planwillpayforspecific cov r d s rvic s,suchasoffic visits. 

	Does this plan use a network of providers? 
	Does this plan use a network of providers? 
	Y s.Foralistofin-n tworkprovid rs, s  www.bcbsm.comorcallth  numb ronth backofyourBCBSM IDcard. 
	Ifyouus anin-n tworkdoctororoth rh althcar provider,thisplanwillpaysom  orallofth costsofcov r d s rvic s.B awar ,yourin-n tworkdoctororhospitalmay us anout-of-n tworkprovider forsom s rvic s. Plansus th t rmin-n twork, preferred,orparticipatingforproviders inth irnetwork. S  th chartstartingon pag 2forhowthisplanpaysdiff r ntkindsofproviders. 

	Do I need a referral to see a specialist? 
	Do I need a referral to see a specialist? 
	No. 
	Youcans  th specialist youchoos withoutp rmissionfromthisplan. 

	Are there services this plan doesn’t cover? 
	Are there services this plan doesn’t cover? 
	Y s. 
	Som ofth s rvic sthisplando sn’tcov rar list d onpag 5.S  yourpolicyorplan docum ntforadditionalinformationaboutexcluded services. 


	Group  umber 007009133-0010 Questions: Callth numb ronth backofyourBCBSMIDcard orvisitusatwww.bcbsm.com.Ifyouar n’tcl araboutanyofth und rlin d t rmsus d inthis form,s  th Glossary.Youcanvi wth Glossaryatorcall th numb ronth backofyourBCBSMIDcard tor qu stacopy. SBC000000826635 1of 8 
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	Figure
	• 
	• 
	• 
	Co-payments ar fix d dollaramounts(for xampl ,$15)youpayforcov r d h althcar ,usuallywh nyour c iv th s rvic . 

	• 
	• 
	Co-insurance is ourshar ofth costsofacov r d s rvic ,calculat d asap rc ntofth allowed amount forth s rvic .For xampl ,ifth  plan’sallowed amount foranov rnighthospitalstayis$1,000,yourco-insurance paym ntof20%would b $200. Thismaychang ifyou hav n’tm tyourdeductible. 

	• 
	• 
	Th amountth planpaysforcov r d s rvic sisbas d onth allowed amount.Ifanout-of-n tworkprovider charg smor thanth allowed amount,youmayhav topayth diff r nc .For xampl ,ifanout-of-n tworkhospitalcharg s$1,500foranov rnightstayand th allowed amount is$1,000,youmayhav topayth $500diff r nc .(Thisiscall d balance billing.) 

	• 
	• 
	Thisplanmay ncourag youtous in-n tworkproviders bychargingyoulow rdeductibles,co-payments and co-insurance amounts. 


	Common MedicalEvent 
	Common MedicalEvent 
	Common MedicalEvent 
	ServicesYouMay Need 
	Yourcost
	ifyouusea 
	Limitations&Exceptions 

	InNetworkProvider 
	InNetworkProvider 
	OutofNetworkProvider 

	If you visit a health care provider’s office or clinic 
	If you visit a health care provider’s office or clinic 
	Primarycar visitto tr ataninjuryorilln ss 
	$40co-pay 
	50%co-insuranc aft r d ductibl  
	---non ---

	Sp cialistvisit 
	Sp cialistvisit 
	$40co-pay 
	50%co-insuranc aft r d ductibl  
	---non ---

	Oth rpractition roffic  visit 
	Oth rpractition roffic  visit 
	$40co-payforchiropractic and ost opathicmanipulativ  th rapy 
	50%co-insuranc aft r d ductibl forchiropractic and ost opathicmanipulativ  th rapy 
	Limit d toacombin d maximumof24visitsp r m mb rp rcal ndary arforchiropracticand ost opathicmanipulativ th rapy. 

	Pr v ntiv car / scr  ning/immunization 
	Pr v ntiv car / scr  ning/immunization 
	NoCharg  
	NotCov r d 
	---non --
	-


	If you have a test 
	If you have a test 
	Diagnostict st(x-ray, blood work) 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Imaging(CT/PET scans,MRIs) 
	Imaging(CT/PET scans,MRIs) 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you need drugs to treat your illness or condition Som plansmayhav a s parat outofpock t maximumfor pr scriptiondrug cov rag ,formor  informationpl as  contactyourplan administrator 
	If you need drugs to treat your illness or condition Som plansmayhav a s parat outofpock t maximumfor pr scriptiondrug cov rag ,formor  informationpl as  contactyourplan administrator 
	G n ricors l ct pr scrib d ov r-th -count rdrugs 
	$10co-payforr tail30-day supply;$20co-payforr tail ormailord r90-daysupply 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	Forinformationonwom n'scontrac ptiv  cov rag ,contactyourplanadministrator.90-day supplynotcov r d out-of-n twork. Sp cialty drugslimit d toa30-daysupplyp rfill. 

	Pr f rr d brand-nam  drugs 
	Pr f rr d brand-nam  drugs 
	$40co-payforr tail30-day supply;$80co-payforr tail ormailord r90-daysupply. 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	90-daysupplynotcov r dout-of-n twork. Sp cialtydrugslimit d toa30-daysupplyp rfill 

	Nonpr f rr d brand-nam drugs 
	Nonpr f rr d brand-nam drugs 
	$80co-payforr tail30-day supply;$160co-payforr tail ormailord r90-daysupply. 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	90-daysupplynotcov r dout-of-n twork. Sp cialtydrugslimit d toa30-daysupplyp rfill 


	Common MedicalEvent 
	Common MedicalEvent 
	Common MedicalEvent 
	ServicesYouMay Need 
	Yourcost
	ifyouusea 
	Limitations&Exceptions 

	InNetworkProvider 
	InNetworkProvider 
	OutofNetworkProvider 

	If you have outpatient surgery 
	If you have outpatient surgery 
	Facilityf  ( .g., ambulatorysurg ry c nt r) 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Physician/surg onf  s 
	Physician/surg onf  s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you need immediate medical attention 
	If you need immediate medical attention 
	Em rg ncyroom s rvic s 
	$250co-pay 
	$250co-pay 
	Co-paywaiv d ifadmitt dorforanaccid ntal injury. 

	Em rg ncym dical transportation 
	Em rg ncym dical transportation 
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non --
	-


	Urg ntcar  
	Urg ntcar  
	$40co-pay 
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you have a hospital stay 
	If you have a hospital stay 
	Facilityf  ( .g.,hospital room) 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Physician/surg onf   
	Physician/surg onf   
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you have mental health, behavioral health, or substance abuse needs 
	If you have mental health, behavioral health, or substance abuse needs 
	M ntal/B havioral h althoutpati nt s rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	Yourcostshar mayb diff r ntfors rvic s p rform d inanoffic s tting 

	M ntal/B havioral h althinpati nts rvic s 
	M ntal/B havioral h althinpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Substanc us disord r outpati nts rvic s 
	Substanc us disord r outpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	Substanc us disord r inpati nts rvic s 
	Substanc us disord r inpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you are pregnant 
	If you are pregnant 
	Pr nataland postnatal car  
	NoCharg  
	50%co-insuranc aft r d ductibl  
	---non ---

	D liv ryand all inpati nts rvic s 
	D liv ryand all inpati nts rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	---non --
	-


	If you need help recovering or have other special health needs 
	If you need help recovering or have other special health needs 
	Hom h althcar  
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non ---

	R habilitations rvic s 
	R habilitations rvic s 
	20%co-insuranc aft r d ductibl  
	50%co-insuranc aft r d ductibl  
	Physical,Sp  chand OccupationalTh rapyis limit d toacombin d maximumof30visitsp r m mb r,p rcal ndary ar. 


	Common 
	Common 
	Common 
	ServicesYouMay 
	Yourcostifyouusea 
	Limitations&Exceptions 

	MedicalEvent 
	MedicalEvent 
	Need 
	InNetworkProvider 
	OutofNetworkProvider 

	TR
	Habilitations rvic s 
	20%co-insuranc aft r d ductibl forAppli d B havioralAnalysis;20%co-insuranc aft rd ductibl for Physical,Sp  chand OccupationalTh rapy 
	20%co-insuranc aft r d ductibl forAppli d B havioralAnalysis;50%co-insuranc aft rd ductibl for Physical,Sp  chand OccupationalTh rapy 
	Appli d b havioralanalysis(ABA)tr atm ntfor Autism-wh nr nd r d byanapprov d board-c rtifi d analyst-iscov r d throughag 18, subj cttopr authorization. 

	TR
	Skill d nursingcar  
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	Limit d toamaximumof120daysp rm mb r p rcal ndary ar. 

	TR
	Durabl m dical  quipm nt 
	20%co-insuranc aft r d ductibl  
	20%co-insuranc aft r d ductibl  
	---non ---

	TR
	Hospic s rvic  
	NoCharg  
	NoCharg  
	---non --
	-


	If your child needs 
	If your child needs 
	Ey  xam 
	NotCov r d 
	NotCov r d 
	---non --
	-


	dental or eye care Formor informationon 
	dental or eye care Formor informationon 
	Glass s 
	NotCov r d 
	NotCov r d 
	---non ---

	p diatricvisionord ntal, contactyourplan administrator 
	p diatricvisionord ntal, contactyourplan administrator 
	D ntalch ck-up 
	NotCov r d 
	NotCov r d 
	---non --
	-



	ExcludedServices &Other CoveredServices: 
	ExcludedServices &Other CoveredServices: 
	ServicesYourPlanDoesNOTCover(This isn’t a complete list. Check your policy or plan document for other excluded services.) 
	ServicesYourPlanDoesNOTCover(This isn’t a complete list. Check your policy or plan document for other excluded services.) 
	ServicesYourPlanDoesNOTCover(This isn’t a complete list. Check your policy or plan document for other excluded services.) 

	• Acupunctur  • H aringaids • Routin  y car (Adult) • Cosm ticsurg ry • Inf rtilitytr atm nt • Routin footcar  • D ntalcar (Adult) • Long-t rmcar  • W ightlossprograms 
	• Acupunctur  • H aringaids • Routin  y car (Adult) • Cosm ticsurg ry • Inf rtilitytr atm nt • Routin footcar  • D ntalcar (Adult) • Long-t rmcar  • W ightlossprograms 


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

	• Bariatricsurg ry • Cov rag provid d outsid th Unit d Stat s. • Non-Em rg ncycar wh ntrav lingoutsid th  S  http://provid r.bcbs.com U.S. • ChiropracticCar  • Ifyouar alsocov r d byanaccount-typ  • Privat DutyNursing plansuchasanint grat d h althfl xibl  sp ndingarrang m nt(FSA),h alth r imburs m ntarrang m nt(HRA),and/ora h althsavingsaccount(HSA),th nyoumay hav acc sstoadditionalfundstoh lpcov r c rtainout-of-pock t xp ns s– lik th  d ductibl ,co-paym nts,orco-insuranc ,or b n fitsnototh rwis cov r d 
	• Bariatricsurg ry • Cov rag provid d outsid th Unit d Stat s. • Non-Em rg ncycar wh ntrav lingoutsid th  S  http://provid r.bcbs.com U.S. • ChiropracticCar  • Ifyouar alsocov r d byanaccount-typ  • Privat DutyNursing plansuchasanint grat d h althfl xibl  sp ndingarrang m nt(FSA),h alth r imburs m ntarrang m nt(HRA),and/ora h althsavingsaccount(HSA),th nyoumay hav acc sstoadditionalfundstoh lpcov r c rtainout-of-pock t xp ns s– lik th  d ductibl ,co-paym nts,orco-insuranc ,or b n fitsnototh rwis cov r d 



	Your Rights to Continue Coverage: 
	Your Rights to Continue Coverage: 
	Ifyoulos cov rag und rth plan,th n,d p ndinguponth circumstanc s,F d raland Stat lawsmayprovid prot ctionsthatallowyoutok  ph alth cov rag .Anysuchrightsmayb limit d indurationand willr quir youtopayapremium,whichmayb significantlyhigh rthanth pr miumyoupaywhil  cov r d und rth plan.Oth rlimitationsonyourrightstocontinu cov rag mayalsoapply. 
	Formor informationonyourrightstocontinu cov rag ,contactth planatth numb ronth backofyourBCBSMIDcard. Youmayalsocontactyourstat  insuranc d partm nt,th U.S.D partm ntofLabor,Employ  B n fitsS curityAdministrationat1-866-444-3272or,orth U.S. D partm ntofH alth. 
	www.dol.gov/ bsa
	and HumanS rvic sat1-877-267-2323x61565or
	www.cciio.cms.gov



	Your Grievance and Appeals Rights: 
	Your Grievance and Appeals Rights: 
	Ifyouhav acomplaintorar dissatisfi d withad nialofcov rag forclaimsund ryourplan,youmayb abl toorfil a.Forqu stions aboutyourrights,thisnotic ,orassistanc ,youcancontactBlu Crossand Blu Shi ldofMichiganbycallingth numb ronth backofyourBCBSMIDcard. Or,youcancontactMichiganOffic ofFinancialand Insuranc R gulationator1-877-999-6442.Forgrouph althcov rag subj ct toERISA,youmayalsocontactEmploy  B n fitsS curityAdministrationat1-866-444-EBSA(3272). 
	appeal 
	grievance
	®
	®
	www.michigan.gov/ofir 


	Does this Coverage Provide Minimum EssentialCoverage? 
	Does this Coverage Provide Minimum EssentialCoverage? 
	Th Affordabl Car Actr quir smostp opl tohav h althcar cov rag thatqualifi sas“minimum ss ntialcov rag .”Thisplanorpolicydo sprovid  minimum ss ntialcov rag . 

	Does this Coverage Meet the Minimum Value Standard? 
	Does this Coverage Meet the Minimum Value Standard? 
	Th Affordabl Car Act stablish saminimumvalu standard ofb n fitsofah althplan.Th minimumvalu standard is60%(actuarialvalu ).Thish alth cov rag th minimumvalu standard forth b n fitsitprovid s.(:Blu CrossBlu Shi ld ofMichiganisassumingthatyourcov rag  provid sforallEss ntialH althB n fit(EHB)cat gori sasd fin d byth Stat ofMichigan.Th minimumvalu ofyourplanmayb aff ct d ifyourplando s notcov rc rtainEHBcat gori s,suchaspr scriptiondrugs,orifyourplanprovid scov rag ofsp cificEHBcat gori s,for xampl pr scriptio
	do sm  t
	IMPORTANT


	Language Access Services 
	Language Access Services 
	Forassistanc inalanguag b lowpl as callth numb ronth backofyourBCBSMIDcard. SPANISH(Español): Paraayuda n spañol,llam alnúm rod s rvicioalcli nt qu s  ncu ntra n st avisoó n lr v rsod sutarj tad id ntificación. TAGALOG(Tagalog): ParasatulongsawikangTagalog,mangyaringtumawagsanum rongs rbisyosamamimilinanakalagaysalikod ngiyongpagkakakilanlan kard osapaunawangito. CHINESE(中文 ):要获取中文帮助，请致电您的身份识别卡背面或本通知提供的客户服务号码。 NAVAJO(Din ): Taa’din ji’k  goshii’kaa’ahdool’woolninizin’goo,b  shb han ’ naal’tsoosbikiisin’dahi
	––––––––––––––––––––––To see examples ofhow thisplan might cover costsfor a sample medical situation, see the nextpage.–––––––––––––––––––––– 


	About these Coverage Examples: 
	About these Coverage Examples: 
	Th s  xampl sshowhowthisplanmight cov rm dicalcar ingiv nsituations.Us  th s  xampl stos  ,ing n ral,howmuch financialprot ctionasampl pati ntmightg t ifth yar cov r d und rdiff r ntplans. 
	Figure
	Thisis notacost estimator. 
	Don’tus th s  xampl sto  stimat youractualcosts und rthisplan.Th actual car your c iv willb  diff r ntfromth s   xampl s,and th costof thatcar willalsob  diff r nt. 
	S  th n xtpag for importantinformationabout th s  xampl s. 
	Pl as not :Cov rag  xampl sar calculat d bas d onindividualcov rag and calculations maynotinclud acoinsuranc maximum. 
	Having a baby (normal delivery) 
	Managing type 2 diabetes (routine maintenance of a well controlled condition) 
	. Amountowedtoproviders:$7,540 
	. Amountowedtoproviders:$5,400 
	. Planpays$6,790 
	. Planpays$4,720 
	. Patientpays$750 
	. Patientpays$680 
	Samplecarecosts: 
	Samplecarecosts: 
	Patientpays: 
	Table
	Hospitalcharg s(moth r) 
	Hospitalcharg s(moth r) 
	$2,700 

	Routin obst triccar  
	Routin obst triccar  
	$2,100 

	Hospitalcharg s(baby) 
	Hospitalcharg s(baby) 
	$900 

	An sth sia 
	An sth sia 
	$900 

	Laboratoryt sts 
	Laboratoryt sts 
	$500 

	Pr scriptions 
	Pr scriptions 
	$200 

	Radiology 
	Radiology 
	$200 

	Vaccin s,oth rpr v ntiv  
	Vaccin s,oth rpr v ntiv  
	$40 

	Total 
	Total 
	$7,540 



	Pr scriptions 
	Pr scriptions 
	Pr scriptions 
	$2,900 

	M dicalEquipm ntand Suppli s Offic Visitsand Proc dur s 
	M dicalEquipm ntand Suppli s Offic Visitsand Proc dur s 
	$1,300 $700 

	Education 
	Education 
	$300 

	Laboratoryt sts 
	Laboratoryt sts 
	$100 

	Vaccin s,oth rpr v ntiv  
	Vaccin s,oth rpr v ntiv  
	$100 

	Total 
	Total 
	$5,400 


	Patientpays: 
	D ductibl s 
	D ductibl s 
	D ductibl s 
	$560 

	Co-pays 
	Co-pays 
	$40 

	Co-insuranc  
	Co-insuranc  
	$0 

	Limitsor xclusions 
	Limitsor xclusions 
	$80 

	Total 
	Total 
	$680 


	D ductibl s 
	D ductibl s 
	D ductibl s 
	$600 

	Co-pays 
	Co-pays 
	$0 

	Co-insuranc  
	Co-insuranc  
	$0 

	Limitsor xclusions 
	Limitsor xclusions 
	$150 

	Total 
	Total 
	$750 



	Questions andanswers about theCoverageExamples: 
	Questions andanswers about theCoverageExamples: 
	What are some of the What does aCoverage Example Can Iuse Coverage Examples to assumptions behind the show? compare plans? 
	Coverage Examples? 
	Coverage Examples? 
	• 
	• 
	• 
	Costsdon’tinclud . 
	premiums


	• 
	• 
	Sampl car costsar bas d onnational av rag ssuppli d byth U.S.D partm nt ofH althand HumanS rvic s,and ar n’t sp cifictoaparticularg ographicar aor h althplan. 

	• 
	• 
	Th pati nt’sconditionwasnotan xclud d orpr  xistingcondition. 

	• 
	• 
	Alls rvic sand tr atm ntsstart d and  nd d inth sam cov rag p riod. 

	• 
	• 
	Th r ar nooth rm dical xp ns sfor anym mb rcov r d und rthisplan. 

	• 
	• 
	Out-of-pock t xp ns sar bas d onlyon tr atingth conditioninth  xampl . 

	• 
	• 
	Th pati ntr c iv d allcar frominn twork. Ifth pati nthad r c iv d car fromout-of-n twork ,costswould hav b  nhigh r. 
	-
	providers
	providers



	For achtr atm ntsituation,th Cov rag  Exampl h lpsyous  how, ,and co-insurance canadd up.It alsoh lpsyous  what xp ns smightb l ft uptoyoutopayb caus th s rvic or tr atm ntisn’tcov r d orpaym ntislimit d. 
	deductibles
	co-payments


	Does the Coverage Example predict my own care needs? 
	Does the Coverage Example predict my own care needs? 
	.. Tr atm ntsshownar just xampl s. Th car youwould r c iv forthiscondition could b diff r nt,bas d onyourdoctor’s advic ,yourag ,hows riousyourcondition is,and manyoth rfactors. 
	No


	Does the Coverage Example predict my future expenses? 
	Does the Coverage Example predict my future expenses? 
	.. Cov rag Exampl sar cost  stimators.Youcan’tus th  xampl sto  stimat costsforanactualcondition.Th y ar forcomparativ purpos sonly.Yourown costswillb diff r ntd p ndingonth car  your c iv ,th pric syourcharg , and th r imburs m ntyourh althplan allows. 
	No
	not 
	providers 

	.. Wh nyoulookatth SummaryofB n fits and Cov rag foroth rplans,you’llfind th sam  Cov rag Exampl s.Wh nyoucompar plans, ch ckth “Pati ntPays”boxin ach xampl .Th  small rthatnumb r,th mor cov rag th plan provid s. 
	Yes


	Are there other costs Ishould consider when comparingplans? 
	Are there other costs Ishould consider when comparingplans? 
	.. Animportantcostisth youpay. G n rally,th low ryour,th mor you’ll payinout-of-pock tcosts,suchas ,,and co-insurance. Youshould alsoconsid rcontributionstoaccounts suchash althsavingsaccounts(HSAs),fl xibl  sp ndingarrang m nts(FSAs)orh alth r imburs m ntaccounts(HRAs)thath lpyoupay out-of-pock t xp ns s. 
	Yes
	premium 
	premium
	co-payments
	deductibles

	Questions: Callth numb ronth backofyourBCBSMIDcard orvisitusatwww.bcbsm.com.Ifyouar n’tcl araboutanyofth und rlin d t rmsus d inthis form,s  th Glossary.Youcanvi wth Glossaryatorcall th numb ronth backofyourBCBSMIDcard tor qu stacopy. 8of 8 
	http://www.dol.gov/ bsa/pdf/SBCUniformGlossary.pdf


	MACOMBINTERMEDIATESCHOOL DISTRICT -PRIMARY 
	MACOMBINTERMEDIATESCHOOL DISTRICT -PRIMARY 
	CoveragePeriod:Beginningonorafter01/01/2015 
	SummaryofBenefitsandCoverage:What this Plan Covers &What it Costs Coveragefor:Individual/Family PlanType:PPO 
	This is only asummary. Ifyouwantmor d tailaboutyourcov rag and costs,youcang tth compl t t rmsinth policyorplan orbycallingth numb ronth backofyourBCBSMIDcard. 
	docum ntatwww.bcbsm.com 

	Figure
	ImportantQuestions 
	ImportantQuestions 
	ImportantQuestions 
	Answers 
	WhythisMatters: 

	InNetwork 
	InNetwork 
	OutofNetwork 

	TR
	Youmustpayallth costsuptoth deductible amountb for thisplanb ginstopay 

	What is the overall deductible? 
	What is the overall deductible? 
	$250Individual/ $500Family 
	$500Individual/ $1,000Family 
	forcov r d s rvic syouus .Ch ckyourpolicyorplandocum nttos  wh nth  deductible startsov r(usually,butnotalways,January1st).S  th chartstartingon pag 2forhowmuchyoupayforcov r d s rvic saft ryoum  tth deductible. 

	Are there other deductibles for specific services? 
	Are there other deductibles for specific services? 
	No. 
	Youdon’thav tom  tdeductibles forsp cifics rvic s,buts  th chartstartingon pag 2foroth rcostsfors rvic sthisplancov rs. 

	Is there an out-of-pocket limit 
	Is there an out-of-pocket limit 
	Th out-of-pocket limit isth mostyoucould payduringacov rag p riod (usually 

	on my expenses? 
	on my expenses? 
	$600Individual/ 
	$1,250Individual/ 
	on y ar)foryourshar ofth costofcov r d s rvic s.Thislimith lpsyouplanfor 

	(Mayinclud aco-insuranc  maximum) 
	(Mayinclud aco-insuranc  maximum) 
	$1,200Family 
	$2,500Family 
	h althcar  xp ns s. 

	What is not included in the out-of-pocket limit? 
	What is not included in the out-of-pocket limit? 
	Pr miums,balanc -bill d charg s,any pharmacyp naltyand h althcar this plando sn’tcov r. 
	Ev nthoughyoupayth s  xp ns s,th ydon’tcounttoward th out-of-pocket limit. 

	Is there an overall annual limit on what the plan pays? 
	Is there an overall annual limit on what the plan pays? 
	No. 
	Th chartstartingonpag 2d scrib sanylimitsonwhatth planwillpayforspecific cov r d s rvic s,suchasoffic visits. 

	Does this plan use a network of providers? 
	Does this plan use a network of providers? 
	Y s.Foralistofin-n tworkprovid rs, s  www.bcbsm.comorcallth  numb ronth backofyourBCBSM IDcard. 
	Ifyouus anin-n tworkdoctororoth rh althcar provider,thisplanwillpaysom  orallofth costsofcov r d s rvic s.B awar ,yourin-n tworkdoctororhospitalmay us anout-of-n tworkprovider forsom s rvic s. Plansus th t rmin-n twork, preferred,orparticipatingforproviders inth irnetwork. S  th chartstartingon pag 2forhowthisplanpaysdiff r ntkindsofproviders. 

	Do I need a referral to see a specialist? 
	Do I need a referral to see a specialist? 
	No. 
	Youcans  th specialist youchoos withoutp rmissionfromthisplan. 

	Are there services this plan doesn’t cover? 
	Are there services this plan doesn’t cover? 
	Y s. 
	Som ofth s rvic sthisplando sn’tcov rar list d onpag 5.S  yourpolicyorplan docum ntforadditionalinformationaboutexcluded services. 


	Group  umber 007009133-0003 Questions: Callth numb ronth backofyourBCBSMIDcard orvisitusatwww.bcbsm.com.Ifyouar n’tcl araboutanyofth und rlin d t rmsus d inthis form,s  th Glossary.Youcanvi wth Glossaryatorcall th numb ronth backofyourBCBSMIDcard tor qu stacopy. SBC000000826636 1of 8 
	http://www.dol.gov/ bsa/pdf/SBCUniformGlossary.pdf

	Figure
	• 
	• 
	• 
	Co-payments ar fix d dollaramounts(for xampl ,$15)youpayforcov r d h althcar ,usuallywh nyour c iv th s rvic . 

	• 
	• 
	Co-insurance is ourshar ofth costsofacov r d s rvic ,calculat d asap rc ntofth allowed amount forth s rvic .For xampl ,ifth  plan’sallowed amount foranov rnighthospitalstayis$1,000,yourco-insurance paym ntof20%would b $200. Thismaychang ifyou hav n’tm tyourdeductible. 

	• 
	• 
	Th amountth planpaysforcov r d s rvic sisbas d onth allowed amount.Ifanout-of-n tworkprovider charg smor thanth allowed amount,youmayhav topayth diff r nc .For xampl ,ifanout-of-n tworkhospitalcharg s$1,500foranov rnightstayand th allowed amount is$1,000,youmayhav topayth $500diff r nc .(Thisiscall d balance billing.) 

	• 
	• 
	Thisplanmay ncourag youtous in-n tworkproviders bychargingyoulow rdeductibles,co-payments and co-insurance amounts. 


	Common MedicalEvent 
	Common MedicalEvent 
	Common MedicalEvent 
	ServicesYouMay Need 
	Yourcost
	ifyouusea 
	Limitations&Exceptions 

	InNetworkProvider 
	InNetworkProvider 
	OutofNetworkProvider 

	If you visit a health care provider’s office or clinic 
	If you visit a health care provider’s office or clinic 
	Primarycar visitto tr ataninjuryorilln ss 
	$25co-pay 
	40%co-insuranc aft r d ductibl  
	---non ---

	Sp cialistvisit 
	Sp cialistvisit 
	$25co-pay 
	40%co-insuranc aft r d ductibl  
	---non ---

	Oth rpractition roffic  visit 
	Oth rpractition roffic  visit 
	$25co-payforchiropractic and ost opathicmanipulativ  th rapy 
	40%co-insuranc aft r d ductibl forchiropractic and ost opathicmanipulativ  th rapy 
	Limit d toacombin d maximumof24visitsp r m mb rp rcal ndary arforchiropracticand ost opathicmanipulativ th rapy. 

	Pr v ntiv car / scr  ning/immunization 
	Pr v ntiv car / scr  ning/immunization 
	NoCharg  
	NotCov r d 
	---non --
	-


	If you have a test 
	If you have a test 
	Diagnostict st(x-ray, blood work) 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	Imaging(CT/PET scans,MRIs) 
	Imaging(CT/PET scans,MRIs) 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	If you need drugs to treat your illness or condition Som plansmayhav a s parat outofpock t maximumfor pr scriptiondrug cov rag ,formor  informationpl as  contactyourplan administrator 
	If you need drugs to treat your illness or condition Som plansmayhav a s parat outofpock t maximumfor pr scriptiondrug cov rag ,formor  informationpl as  contactyourplan administrator 
	G n ricors l ct pr scrib d ov r-th -count rdrugs 
	$10co-payforr tail30-day supply;$20co-payforr tail ormailord r90-daysupply 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	Forinformationonwom n'scontrac ptiv  cov rag ,contactyourplanadministrator.90-day supplynotcov r d out-of-n twork. Sp cialty drugslimit d toa30-daysupplyp rfill. 

	Pr f rr d brand-nam  drugs 
	Pr f rr d brand-nam  drugs 
	$40co-payforr tail30-day supply;$80co-payforr tail ormailord r90-daysupply. 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	90-daysupplynotcov r dout-of-n twork. Sp cialtydrugslimit d toa30-daysupplyp rfill 

	Nonpr f rr d brand-nam drugs 
	Nonpr f rr d brand-nam drugs 
	$80co-payforr tail30-day supply;$160co-payforr tail ormailord r90-daysupply. 
	In-N tworkco-payplusan additional25%ofth  approv d amount 
	90-daysupplynotcov r dout-of-n twork. Sp cialtydrugslimit d toa30-daysupplyp rfill 


	Common MedicalEvent 
	Common MedicalEvent 
	Common MedicalEvent 
	ServicesYouMay Need 
	Yourcost
	ifyouusea 
	Limitations&Exceptions 

	InNetworkProvider 
	InNetworkProvider 
	OutofNetworkProvider 

	If you have outpatient surgery 
	If you have outpatient surgery 
	Facilityf  ( .g., ambulatorysurg ry c nt r) 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	Physician/surg onf  s 
	Physician/surg onf  s 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	If you need immediate medical attention 
	If you need immediate medical attention 
	Em rg ncyroom s rvic s 
	$150co-pay 
	$150co-pay 
	Co-paywaiv d ifadmitt dorforanaccid ntal injury. 

	Em rg ncym dical transportation 
	Em rg ncym dical transportation 
	10%co-insuranc aft r d ductibl  
	10%co-insuranc aft r d ductibl  
	---non --
	-


	Urg ntcar  
	Urg ntcar  
	$25co-pay 
	40%co-insuranc aft r d ductibl  
	---non --
	-


	If you have a hospital stay 
	If you have a hospital stay 
	Facilityf  ( .g.,hospital room) 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	Physician/surg onf   
	Physician/surg onf   
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	If you have mental health, behavioral health, or substance abuse needs 
	If you have mental health, behavioral health, or substance abuse needs 
	M ntal/B havioral h althoutpati nt s rvic s 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	Yourcostshar mayb diff r ntfors rvic s p rform d inanoffic s tting 

	M ntal/B havioral h althinpati nts rvic s 
	M ntal/B havioral h althinpati nts rvic s 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	Substanc us disord r outpati nts rvic s 
	Substanc us disord r outpati nts rvic s 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	Substanc us disord r inpati nts rvic s 
	Substanc us disord r inpati nts rvic s 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	If you are pregnant 
	If you are pregnant 
	Pr nataland postnatal car  
	NoCharg  
	40%co-insuranc aft r d ductibl  
	---non ---

	D liv ryand all inpati nts rvic s 
	D liv ryand all inpati nts rvic s 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	---non --
	-


	If you need help recovering or have other special health needs 
	If you need help recovering or have other special health needs 
	Hom h althcar  
	10%co-insuranc aft r d ductibl  
	10%co-insuranc aft r d ductibl  
	---non ---

	R habilitations rvic s 
	R habilitations rvic s 
	10%co-insuranc aft r d ductibl  
	40%co-insuranc aft r d ductibl  
	Physical,Sp  chand OccupationalTh rapyis limit d toacombin d maximumof30visitsp r m mb r,p rcal ndary ar. 


	Common 
	Common 
	Common 
	ServicesYouMay 
	Yourcostifyouusea 
	Limitations&Exceptions 

	MedicalEvent 
	MedicalEvent 
	Need 
	InNetworkProvider 
	OutofNetworkProvider 

	TR
	Habilitations rvic s 
	10%co-insuranc aft r d ductibl forAppli d B havioralAnalysis;10%co-insuranc aft rd ductibl for Physical,Sp  chand OccupationalTh rapy 
	10%co-insuranc aft r d ductibl forAppli d B havioralAnalysis;40%co-insuranc aft rd ductibl for Physical,Sp  chand OccupationalTh rapy 
	Appli d b havioralanalysis(ABA)tr atm ntfor Autism-wh nr nd r d byanapprov d board-c rtifi d analyst-iscov r d throughag 18, subj cttopr authorization. 

	TR
	Skill d nursingcar  
	10%co-insuranc aft r d ductibl  
	10%co-insuranc aft r d ductibl  
	Limit d toamaximumof120daysp rm mb r p rcal ndary ar. 

	TR
	Durabl m dical  quipm nt 
	10%co-insuranc aft r d ductibl  
	10%co-insuranc aft r d ductibl  
	---non ---

	TR
	Hospic s rvic  
	NoCharg  
	NoCharg  
	---non --
	-


	If your child needs 
	If your child needs 
	Ey  xam 
	NotCov r d 
	NotCov r d 
	---non --
	-


	dental or eye care Formor informationon 
	dental or eye care Formor informationon 
	Glass s 
	NotCov r d 
	NotCov r d 
	---non ---

	p diatricvisionord ntal, contactyourplan administrator 
	p diatricvisionord ntal, contactyourplan administrator 
	D ntalch ck-up 
	NotCov r d 
	NotCov r d 
	---non --
	-



	ExcludedServices &Other CoveredServices: 
	ExcludedServices &Other CoveredServices: 
	ServicesYourPlanDoesNOTCover(This isn’t a complete list. Check your policy or plan document for other excluded services.) 
	ServicesYourPlanDoesNOTCover(This isn’t a complete list. Check your policy or plan document for other excluded services.) 
	ServicesYourPlanDoesNOTCover(This isn’t a complete list. Check your policy or plan document for other excluded services.) 

	• Acupunctur  • H aringaids • Routin  y car (Adult) • Cosm ticsurg ry • Inf rtilitytr atm nt • Routin footcar  • D ntalcar (Adult) • Long-t rmcar  • W ightlossprograms 
	• Acupunctur  • H aringaids • Routin  y car (Adult) • Cosm ticsurg ry • Inf rtilitytr atm nt • Routin footcar  • D ntalcar (Adult) • Long-t rmcar  • W ightlossprograms 


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

	• Bariatricsurg ry • Cov rag provid d outsid th Unit d Stat s. • Non-Em rg ncycar wh ntrav lingoutsid th  S  http://provid r.bcbs.com U.S. • ChiropracticCar  • Ifyouar alsocov r d byanaccount-typ  • Privat DutyNursing plansuchasanint grat d h althfl xibl  sp ndingarrang m nt(FSA),h alth r imburs m ntarrang m nt(HRA),and/ora h althsavingsaccount(HSA),th nyoumay hav acc sstoadditionalfundstoh lpcov r c rtainout-of-pock t xp ns s– lik th  d ductibl ,co-paym nts,orco-insuranc ,or b n fitsnototh rwis cov r d 
	• Bariatricsurg ry • Cov rag provid d outsid th Unit d Stat s. • Non-Em rg ncycar wh ntrav lingoutsid th  S  http://provid r.bcbs.com U.S. • ChiropracticCar  • Ifyouar alsocov r d byanaccount-typ  • Privat DutyNursing plansuchasanint grat d h althfl xibl  sp ndingarrang m nt(FSA),h alth r imburs m ntarrang m nt(HRA),and/ora h althsavingsaccount(HSA),th nyoumay hav acc sstoadditionalfundstoh lpcov r c rtainout-of-pock t xp ns s– lik th  d ductibl ,co-paym nts,orco-insuranc ,or b n fitsnototh rwis cov r d 



	Your Rights to Continue Coverage: 
	Your Rights to Continue Coverage: 
	Ifyoulos cov rag und rth plan,th n,d p ndinguponth circumstanc s,F d raland Stat lawsmayprovid prot ctionsthatallowyoutok  ph alth cov rag .Anysuchrightsmayb limit d indurationand willr quir youtopayapremium,whichmayb significantlyhigh rthanth pr miumyoupaywhil  cov r d und rth plan.Oth rlimitationsonyourrightstocontinu cov rag mayalsoapply. 
	Formor informationonyourrightstocontinu cov rag ,contactth planatth numb ronth backofyourBCBSMIDcard. Youmayalsocontactyourstat  insuranc d partm nt,th U.S.D partm ntofLabor,Employ  B n fitsS curityAdministrationat1-866-444-3272or,orth U.S. D partm ntofH alth. 
	www.dol.gov/ bsa
	and HumanS rvic sat1-877-267-2323x61565or
	www.cciio.cms.gov



	Your Grievance and Appeals Rights: 
	Your Grievance and Appeals Rights: 
	Ifyouhav acomplaintorar dissatisfi d withad nialofcov rag forclaimsund ryourplan,youmayb abl toorfil a.Forqu stions aboutyourrights,thisnotic ,orassistanc ,youcancontactBlu Crossand Blu Shi ldofMichiganbycallingth numb ronth backofyourBCBSMIDcard. Or,youcancontactMichiganOffic ofFinancialand Insuranc R gulationator1-877-999-6442.Forgrouph althcov rag subj ct toERISA,youmayalsocontactEmploy  B n fitsS curityAdministrationat1-866-444-EBSA(3272). 
	appeal 
	grievance
	®
	®
	www.michigan.gov/ofir 


	Does this Coverage Provide Minimum EssentialCoverage? 
	Does this Coverage Provide Minimum EssentialCoverage? 
	Th Affordabl Car Actr quir smostp opl tohav h althcar cov rag thatqualifi sas“minimum ss ntialcov rag .”Thisplanorpolicydo sprovid  minimum ss ntialcov rag . 

	Does this Coverage Meet theMinimum Value Standard? 
	Does this Coverage Meet theMinimum Value Standard? 
	Th Affordabl Car Act stablish saminimumvalu standard ofb n fitsofah althplan.Th minimumvalu standard is60%(actuarialvalu ).Thish alth cov rag th minimumvalu standard forth b n fitsitprovid s.(:Blu CrossBlu Shi ld ofMichiganisassumingthatyourcov rag  provid sforallEss ntialH althB n fit(EHB)cat gori sasd fin d byth Stat ofMichigan.Th minimumvalu ofyourplanmayb aff ct d ifyourplando s notcov rc rtainEHBcat gori s,suchaspr scriptiondrugs,orifyourplanprovid scov rag ofsp cificEHBcat gori s,for xampl pr scriptio
	do sm  t
	IMPORTANT


	Language Access Services 
	Language Access Services 
	Forassistanc inalanguag b lowpl as callth numb ronth backofyourBCBSMIDcard. SPANISH(Español): Paraayuda n spañol,llam alnúm rod s rvicioalcli nt qu s  ncu ntra n st avisoó n lr v rsod sutarj tad id ntificación. TAGALOG(Tagalog): ParasatulongsawikangTagalog,mangyaringtumawagsanum rongs rbisyosamamimilinanakalagaysalikod ngiyongpagkakakilanlan kard osapaunawangito. CHINESE(中文 ):要获取中文帮助，请致电您的身份识别卡背面或本通知提供的客户服务号码。 NAVAJO(Din ): Taa’din ji’k  goshii’kaa’ahdool’woolninizin’goo,b  shb han ’ naal’tsoosbikiisin’dahi
	––––––––––––––––––––––To see examples ofhow thisplan might cover costs for a sample medical situation, see the nextpage.–––––––––––––––––––––– 


	About theseCoverage Examples: 
	About theseCoverage Examples: 
	Th s  xampl sshowhowthisplanmight cov rm dicalcar ingiv nsituations.Us  th s  xampl stos  ,ing n ral,howmuch financialprot ctionasampl pati ntmightg t ifth yar cov r d und rdiff r ntplans. 
	Figure
	Thisis notacost estimator. 
	Don’tus th s  xampl sto  stimat youractualcosts und rthisplan.Th actual car your c iv willb  diff r ntfromth s   xampl s,and th costof thatcar willalsob  diff r nt. 
	S  th n xtpag for importantinformationabout th s  xampl s. 
	Pl as not :Cov rag  xampl sar calculat d bas d onindividualcov rag and calculations maynotinclud acoinsuranc maximum. 
	Having a baby (normal delivery) 
	Managing type 2 diabetes (routine maintenance of a well controlled condition) 
	. Amountowedtoproviders:$7,540 
	. Amountowedtoproviders:$5,400 
	. Planpays$6,790 
	. Planpays$4,720 
	. Patientpays$750 
	. Patientpays$680 
	Samplecarecosts: 
	Samplecarecosts: 
	Patientpays: 
	Table
	Hospitalcharg s(moth r) 
	Hospitalcharg s(moth r) 
	$2,700 

	Routin obst triccar  
	Routin obst triccar  
	$2,100 

	Hospitalcharg s(baby) 
	Hospitalcharg s(baby) 
	$900 

	An sth sia 
	An sth sia 
	$900 

	Laboratoryt sts 
	Laboratoryt sts 
	$500 

	Pr scriptions 
	Pr scriptions 
	$200 

	Radiology 
	Radiology 
	$200 

	Vaccin s,oth rpr v ntiv  
	Vaccin s,oth rpr v ntiv  
	$40 

	Total 
	Total 
	$7,540 



	Pr scriptions 
	Pr scriptions 
	Pr scriptions 
	$2,900 

	M dicalEquipm ntand Suppli s Offic Visitsand Proc dur s 
	M dicalEquipm ntand Suppli s Offic Visitsand Proc dur s 
	$1,300 $700 

	Education 
	Education 
	$300 

	Laboratoryt sts 
	Laboratoryt sts 
	$100 

	Vaccin s,oth rpr v ntiv  
	Vaccin s,oth rpr v ntiv  
	$100 

	Total 
	Total 
	$5,400 


	Patientpays: 
	D ductibl s 
	D ductibl s 
	D ductibl s 
	$250 

	Co-pays 
	Co-pays 
	$310 

	Co-insuranc  
	Co-insuranc  
	$40 

	Limitsor xclusions 
	Limitsor xclusions 
	$80 

	Total 
	Total 
	$680 


	D ductibl s 
	D ductibl s 
	D ductibl s 
	$250 

	Co-pays 
	Co-pays 
	$0 

	Co-insuranc  
	Co-insuranc  
	$350 

	Limitsor xclusions 
	Limitsor xclusions 
	$150 

	Total 
	Total 
	$750 



	Questions andanswers about theCoverageExamples: 
	Questions andanswers about theCoverageExamples: 
	What are some of the What does aCoverage Example Can Iuse Coverage Examples to assumptions behind the show? compare plans? 
	Coverage Examples? 
	Coverage Examples? 
	• 
	• 
	• 
	Costsdon’tinclud . 
	premiums


	• 
	• 
	Sampl car costsar bas d onnational av rag ssuppli d byth U.S.D partm nt ofH althand HumanS rvic s,and ar n’t sp cifictoaparticularg ographicar aor h althplan. 

	• 
	• 
	Th pati nt’sconditionwasnotan xclud d orpr  xistingcondition. 

	• 
	• 
	Alls rvic sand tr atm ntsstart d and  nd d inth sam cov rag p riod. 

	• 
	• 
	Th r ar nooth rm dical xp ns sfor anym mb rcov r d und rthisplan. 

	• 
	• 
	Out-of-pock t xp ns sar bas d onlyon tr atingth conditioninth  xampl . 

	• 
	• 
	Th pati ntr c iv d allcar frominn twork. Ifth pati nthad r c iv d car fromout-of-n twork ,costswould hav b  nhigh r. 
	-
	providers
	providers



	For achtr atm ntsituation,th Cov rag  Exampl h lpsyous  how, ,and co-insurance canadd up.It alsoh lpsyous  what xp ns smightb l ft uptoyoutopayb caus th s rvic or tr atm ntisn’tcov r d orpaym ntislimit d. 
	deductibles
	co-payments


	Does the Coverage Example predict my own care needs? 
	Does the Coverage Example predict my own care needs? 
	.. Tr atm ntsshownar just xampl s. Th car youwould r c iv forthiscondition could b diff r nt,bas d onyourdoctor’s advic ,yourag ,hows riousyourcondition is,and manyoth rfactors. 
	No


	Does the Coverage Example predict myfuture expenses? 
	Does the Coverage Example predict myfuture expenses? 
	.. Cov rag Exampl sar cost  stimators.Youcan’tus th  xampl sto  stimat costsforanactualcondition.Th y ar forcomparativ purpos sonly.Yourown costswillb diff r ntd p ndingonth car  your c iv ,th pric syourcharg , and th r imburs m ntyourh althplan allows. 
	No
	not 
	providers 

	.. Wh nyoulookatth SummaryofB n fits and Cov rag foroth rplans,you’llfind th sam  Cov rag Exampl s.Wh nyoucompar plans, ch ckth “Pati ntPays”boxin ach xampl .Th  small rthatnumb r,th mor cov rag th plan provid s. 
	Yes


	Are there other costs Ishould consider when comparingplans? 
	Are there other costs Ishould consider when comparingplans? 
	.. Animportantcostisth youpay. G n rally,th low ryour,th mor you’ll payinout-of-pock tcosts,suchas ,,and co-insurance. Youshould alsoconsid rcontributionstoaccounts suchash althsavingsaccounts(HSAs),fl xibl  sp ndingarrang m nts(FSAs)orh alth r imburs m ntaccounts(HRAs)thath lpyoupay out-of-pock t xp ns s. 
	Yes
	premium 
	premium
	co-payments
	deductibles

	Questions: Callth numb ronth backofyourBCBSMIDcard orvisitusatwww.bcbsm.com.Ifyouar n’tcl araboutanyofth und rlin d t rmsus d inthis form,s  th Glossary.Youcanvi wth Glossaryatorcall th numb ronth backofyourBCBSMIDcard tor qu stacopy. 8of 8 
	http://www.dol.gov/ bsa/pdf/SBCUniformGlossary.pdf










