Versatile 3 PPG, RX1, Hearing
Benefits-at-a-Glance
Western Michigan Health Insuvance Pool

In-Network

Beductible, Copays, Ceinsurance and Doliay Maximum

Ont-of-Network

Deductible - per calendar year

$250 per member
3500 per family

$500 per member
$1,000 per family

$1,000 per member
$2,000 per family

Copays $20 copay for: No Copay
-+ Rixed Dollar Copays = Qffice visils

Coinsurance

= Percent Coinsurance 10% up to a maximum of: 0%

Note: Services without a netsork arve covered at
the in-nebwork level.

Out-of-Pocket Maximum

$2,500 per member
35,000 per family
Iichides Deduciible, Coinsirance and Copays

$2,500 per member
$5,000 per family
Includes Coinsurance

Lifctime Maximum

Unlimited

Preventive Services

Health Mainlenance Exam - one per calendar year

Covered - 100%

Not Covered

Routine Physical Related Test X-Rays, EKG and
Iab procedures performed as part of the heal(l
nintenance exam

Cavered - 100%

Not Covered

Annual Gynecelogical Exam - two per calendar
year, in addition to health maintenance exam

Cavered - 100%

Not Covered

Prostate Specific Antigen (PSA) Sercening - one
per calendar year

Pap Smear Screening - one per calendar year Covered - 100% Not Covered
Mammography Screening - one per calendar ycar Covered - 100% Covered - 70% after deductible
Contraceptive Methods and Counseling Covered - 100% Not Covered

Covered - 100% Not Covered

Endoscopic Exams - one per calendar year

Covered - 100%

Covered - 70% after deductible

‘Well Child Care

o § visits; birth through 12 months

s G visits, 13 months through 23 months

« 6 visits, 24 months through 35 months

= 2 visits, 36 months through 47 months

Visils beyond 47 months are limiled tc one per
member per calendar year under the health
maintenance exam beaefit,

Covered - 100%

Not Covered

Limmunizations - pediatric and adult

Covered - 100%

Not Covered

Physician Office Sevvices

Office Visits

Covered - 100% alier $20 copay

Covered - 70% alter deductible

Online Visits

Note: Services are payable when rendered by
American Well or BCBS providers

Covered - 100% after $20 copay

Covered - 70% after deductible

Office Censultation

Covered - 100% after §20 copay

Covered - 70% after deductible

Pre-Swgical Consultation

Covered - 100%

Covered - 70% after deductible

Emergency Medical Cave

Hospital Emergency Room
Qualified medical emergency

Covered - 90% after deductible

Covered - 90% after deductible

Nen-Emergency use of the Emergency Room

Covered - $25 copay then 90% afier deductible

Covered - $25 copay then 70% after deductibie

Urgent Care Services

Covered - 90% after deductible

Covered - 70% after deductible

Ambulance Services - Medicaily Necessary
Transport

Covered - 90% after deduclible

Covered - 90% afler deductible
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Diaguostic Seyvices

En-Retworl

Dut-ef-Network

MRI, MRA, PET and CAT Scans and Nuclear
Medicine

Covered - 90% after deduetible

Covered - 70% atter deductible

Diagnostic Tesls, X-rays, Laboratory & Pathology

Covered - 90% after deductible

Covered - 70% aller deductible

Radiation Therapy and Chematherapy

Covered - 90% after deductibie

Covered - 70% after deductible

IMaternisy Sevvices Provided by o Physician

Prenatal and Posinatal Care Visits

Covered - 100%

Covered - 70% aller deductible

Delivery and Nusery Care

Covered - 50% altcr deductible

Covered - 70% after deductible

Haospital Care

Semi-Private Room, Inpaticnt Physician Care,
General Nursing Care, Hospital Services and
Supplics

Covered - 90% afler deductible

Covered - 70% after deductible

Inpatient Medical Care

Covered - 90% after deductible

Covered - 70% afier deductible

Alternatives to Hospital Care

Hospice Care

Covered - 90% afler deductible

Covered - 90% after deductible

1lome Health Care

Covered - 90% after deductible

Covered - 90% after deductible

Skilled Nussing
Limited to a maximum of 120 days per calendar
year

Covered - 90% after deduciible

Cavered - 90% after deductible

Surgical Services

Surgery (includes related surgical serviecs)

Covered - 90% after deductible

Covered - 70% afier deductible

Bariatyic Surgery

Covered - 90% afier deduclible

Covered - 70% after deductible

Sterilization - males only;
excludes reversal sterilization

Covered - 90% alter deductible

Covered - 70% after deductible

Sterilizaticn - females only;
excludes reversal sterilization

Covered - 100%

Covered - T0% alter deductible

Human Organ Transplants

Specified Organ Transplants

in designated facilities only, when coordinated
through BCBSM Human Organ Transplant
Program (800-242-3504)

Covered - 1060%

Nol covered cxcept in designated facilities

Kidney, Cornea, Bone Marrow and Skin

Covered - 90% aller deduciible

Covered - 70% after deductible

Behavioral Health Cave and Subifance Abuse Treatment Services

Inpaticnt Behavioral Health Care

Covered - 90% after deductible

Cavered - 70% after deductible

ufnpatient Substance Abusc Treatment

Cavered - 90% afier deduclible

Covered - 90% after deductible

Quipaticnt Behavioral Health Care

Covered - 100% after $20 copay

Covered - 70% afler deductible

Ouipalient Substance Abuse Treatment

Covered - 100% aller $20 copay

Covered - 90% after deductible

Autisim Spectram Disorders, Diagnoses and Treatment - Up fe and including age 18

Applied Behavioral Analysis (ABA)

Limited lo a visit maximum of:

30 units (7.5 brs per weck) birth through age 6
24 units (6 lus per week) age 7 - 12

18 units (4.5 Ius per week) age 13 - 18

Covered - 90% after deductibie

Covered - 70% after deductible

Physical, Occupational and Speech Therapy
Limited to a combined maximum of 60 visits per
calendar year

Covered - 90% after deductible

Covered - 70% after deductible

Nutritional Counseling

Covered - 90% after deduclible

Covered - 70% after deductible
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Tn-Metivori Oat-ef-Metwork

Crither Services

Cardiac Rchabilitation Covered - 90% after deductible Covered - 70% after deductible
Chirepractic Spinal Manipulation Covered - 90% after deductible Covered - 90% after deductible
Limited to a maxinum of 24 visits per calendar

year

Trurable Medical Equipnient Covered - 90% after deductible Covered - 70% after deductible
Prosthetic and Oribotic Devices Cavered - 90% after deductible Covered - 70% after deduetible
Private Duty Nursing Covered - 90% alter deductible Covered - 90% after deductible
Atllergy Testing and Therapy Cavered - 90% after deductible Cavered - 70% after deductible

Therapy Services

Physical, Oceupational and Speech Therapy Covered - 90% after deductible Covered - 70% alter deductible

Limited to a combined maximum of 60 visits per
| calendar ycar

Massage Therapy Covered - 90% after deductible Covered - 70% after deductible

Limiled to a maximum aof 24 visils per calendar

year
Note: The following services require preapproval: Inpatient Care, select Radiology and Diagnestic Scrvices, Inpaticnt Behavioral Health Care and Substance Abusc Treatmest, and Skilled Nursing

Hearing
‘To be payable, liearing eave benefits must be received from a participating provider and in the order listed.
Frequeney Limitation Once every 36 months
Audiometric Exan Covered - 100%
Hearing Aid Evaluation Covered - 100%
Tearing Aid Covered - 100%
Menmbet may be responsible for charges that exceed the cost of a covered aid.
TTearing Aid Conformity Test Covered - 100% '

This is intended as an easy-to-read summary and pravides only a general overview of your henefits. It is not a coniract. Additional limitations and exclusions may apply. Payment amounts are based on
BOBSM's approved amount, less any applicable deductible and/or copay. If there is a discrepancy betiveen this Benefits-al-a-Glance and any applicable plan document, the plan document will control,
BCBSM provides administrative clims services only. Your employer is financially respensible for claims.
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Preseriplion Drugs
Your prescription drug copays, including mail erder copays, may be subject to the same annual out-of-pocicet maximum required under your medical coverage.

Retail - 30 day supply

$10 copay - Generic drugs
$40 copay - Brand name drags

% 0 copay - O1C drugs
(Only - Zyrtec, Zyriec D, Prilosee, Claritin, Children’s Claritin, Claritin RediTabs and Clarilin-I2)

Prescriptions and refills obtained from a non-neiwerk pharmacy are reimbursed at 75% of the approved amount,
less the member’s copay.

Maii Oxder - 30 day sepply

$20 copay - Generic drugs
$80 copay - Brand name dugs

Retail and Mail Order

Specialty Drugs — 30 day supply $10 copay - Generic drugs

$40 copay - Brand name diugs

Meniber are restricted to a 30 day supply at both retail and mail order and certain specialty drugs arc Hmited to
only a 15 day supply for each fill. '

Retaif and Mail Order

Oral and Injectable Confraceptives Covered - 100% for Generic drugs; Brand name drugs are subject {o the applicable copay/coinsurance

Additional Services

Smoking Cessation Drugs Covered
Weight Loss Drugs Covered
Impolency Drugs Covered
Infertility Drugs Covered
Diabetic Supplies Not Cavered

Featuras of your preseription drug plan

Prior authorization/step
therapy

A process that requires a physician to obtain approval from BCBSM hefore select prescription drugs (diugs identificd by
BCBSM as requiring prior authorization} wili be covered. Step Therapy, an initial step in the Prior Autherization process,
applies criteria to select dimgs to determine if a less costly prescription drug may be used for the same drug therapy. Some over-
the-counter medications may be covered under step therapy guidelines. This also applics to mail order drugs. Claims that do not
meet Step Therapy criteria require prior authorization. Details about which drugs require Prior Authorization or Step Therapy
are available oulinc at bebsm.com/pharmacy.

Mandatory maximum
allowable cost drugs

IF your prescription is filled by a networle pharmacy, and the pharmacist fills it with a brand-name drug for which a generic
equivalent is available, you MUST pay (he difference in cost between the BCBSM approved amount for the brand-name drag
dispensed and the maximum allowable cost for the generic drug plus your applicable copay regardless of whether you or your
plyysician requests the brand name drug. Exception: If yowr physician requests and receives authorization for a non-preferred
brand-name drug with a generic equivalent from BCBSM and writes “Dispense as Written” or “DAW” on the prescription order,
you pay only your applicable copay.

Note: This MAC difference will not be applied toward your anuuat in-network deductible, nor your annual coinsurance/capay
maximunt.

This is intended as an easy-la-read suntmary and provides only a general everview of your benefits, 1t is not a confract, Additional limitations and exclusions may apply. Payment amounts are based on
BCBSM's approved amounl, Jess any apphicable deductible and/ov copay. If there is a discrepancy belween this Benefils-at-a-Glance and any applicable plan document, the plan document will contral,
BCBSM pwovides administrative claims services only, Your employer is financially vesponsible for clainis.
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