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OAKLAND UNIVERSITY 
0070021130018 - 05J5F 
Effective Date: 01/01/2020 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete 
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see 
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Preauthorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, 
when required, are preauthorized or approved by BCBSM except in an emergency. 

Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered 
services. 

Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your 
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request. 

Preauthorization for Specialty Pharmaceuticals-BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy 
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is 
not sought, BCBSM will deny the claim and all charges will be the member's responsibility. 

Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or 
other categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple 
sclerosis, and many other disease as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin. 
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Eligibility Information 

Member Eligibility Criteria 

Dependents Subscriber's legal spouse 

Dependent children: related to you by birth, marriage, legal 
adoption or legal guardianship, including eligible children of your 
same gender domestic partner; eligible for coverage through the 
end of the calendar year in which they turn age 26 

Sponsored dependents Dependents of the subscriber related by blood, marriage or legal 
adoption, over age 19 and not eligible as a dependent under the 
provisions of the subscriber's contract, provided the dependent 
meets all eligibility requirements. The subscriber is responsible for 
paying the cost of this coverage. 

Member's responsibility (deductibles, copays, coinsurance and dollar maximums) 

Note: If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and 
the provider's charge. 

Benefits Coverage 

Deductibles None 

Flat-dollar copays $50 copay for emergency room visits 

Coinsurance amounts (percent copays) 

Note: Coinsurance amounts apply once the deductible has been met. 

None 

Annual out-of-pocket maximums - applies to deductibles, copays and 
coinsurance amounts for all covered services - including cost-sharing amounts 
for prescription drugs, if applicable 

$1,000 for one member, 
$2,000 for a family (when two or more members are covered under 
your contract) each calendar year 

Lifetime dollar maximum None 

Preventive care services 

Benefits Coverage 

Health maintenance exam - includes chest x-ray, EKG, cholesterol screening 
and other select lab procedures 

100% (no deductible or copay/coinsurance), one per member per 
calendar year 

Note: Additional well-women visits may be allowed based on medical 
necessity. 

Gynecological exam 100% (no deductible or copay/coinsurance), one per member per 
calendar year 

Note: Additional well-women visits may be allowed based on medical 
necessity. 

Pap smear screening - laboratory and pathology services 100% (no deductible or copay/coinsurance), one per member per 
calendar year 

Voluntary sterilizations for females 100% (no deductible or copay/coinsurance) 

Prescription contraceptive devices - includes insertion and removal of an 
intrauterine device by a licensed physician 

100% (no deductible or copay/coinsurance) 

Contraceptive injections 100% (no deductible or copay/coinsurance) 

Well-baby and child care visits 

8 visits, birth through 12 months 
6 visits, 13 months through 23 months 
6 visits, 24 months through 35 months 
2 visits, 36 months through 47 months 
Visits beyond 47 months are limited to one per member per calendar year 
under the health maintenance exam benefit 

100% (no deductible or copay/coinsurance) 
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Benefits Coverage 

Adult and childhood preventive services and immunizations as recommended 
by the USPSTF, ACIP, HRSA or other sources as recognized by BCBSM that 
are in compliance with the provisions of the Patient Protection and Affordable 
Care Act 

100% (no deductible or copay/coinsurance) 

Fecal occult blood screening 100% (no deductible or copay/coinsurance),one per member per 
calendar year 

Flexible sigmoidoscopy exam 100% (no deductible or copay/coinsurance), one per member per 
calendar year 

Prostate specific antigen (PSA) screening 100% (no deductible or copay/coinsurance),one per member per 
calendar year 

Routine mammogram and related reading 100% (no deductible or copay/coinsurance), one per member per 
calendar year 

Note: Subsequent medically necessary mammograms performed 
during the same calendar year are subject to your deductible and 
coinsurance, if applicable. 

Colonoscopy -routine or medically necessary 100% (no deductible or copay/coinsurance) for the first billed 
colonoscopy, one per member per calendar year 

Note: Subsequent colonoscopies performed during the same calendar 
year are subject to your deductible and coinsurance, if applicable. 

Physician office services 

Benefits Coverage 

Office visits 100% (no deductible or copay/coinsurance) 

Online visits - must be medically necessary 

Note: Online visits by a non-BCBSM selected vendor are not covered 

100% (no deductible or copay/coinsurance) 

Outpatient and home medical care visits 100% (no deductible or copay/coinsurance) 

Office consultations 100% (no deductible or copay/coinsurance) 

Emergency medical care 

Benefits Coverage 

Hospital emergency room $50 copay for each visit 

Ambulance services-must be medically necessary 100% (no deductible or copay/coinsurance) 

Diagnostic services 

Benefits Coverage 

Laboratory and pathology services 100% (no deductible or copay/coinsurance) 

Diagnostic tests and x-rays 100% (no deductible or copay/coinsurance) 

Therapeutic radiology 100% (no deductible or copay/coinsurance) 

Maternity services provided by a physician or certified nurse midwife 

Benefits Coverage 

Prenatal care visits 100% (no deductible or copay/coinsurance) 

Postnatal care 100% (no deductible or copay/coinsurance) 

Delivery and nursery care 100% (no deductible or copay/coinsurance) 
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Hospital care 

Benefits Coverage 

Semiprivate room, inpatient physician care, general nursing care, hospital 
services and supplies 

Note: Nonemergency services must be rendered in a participating hospital. 

100% (no deductible or copay/coinsurance), unlimited days 

Inpatient consultations 100% (no deductible or copay/coinsurance) 

Chemotherapy 100% (no deductible or copay/coinsurance) 

Alternatives to hospital care 

Benefits Coverage 

Skilled nursing care-must be in a participating skilled nursing facility 100% (no deductible or copay/coinsurance) 

Hospice care 100% (no deductible or copay/coinsurance), up to 28 pre-hospice 
counseling visits before electing hospice services; when elected, four 
90-day periods - provided through a participating hospice program 
only; limited to dollar maximum that is reviewed and adjusted 
periodically (after reaching dollar maximum, member transitions into 
individual case management) 

Home health care: 

must be medically necessary 
must be provided by a participating home health care agency 

100% (no deductible or copay/coinsurance) 

Infusion therapy: 

must be medically necessary 
must be given by a participating Home Infusion Therapy (HIT) provider or 
in a participating freestanding Ambulatory Infusion Center (AIC) 
may use drugs that require preauthorization - consult with your doctor 

100% (no deductible or copay/coinsurance) 

Surgical services 

Benefits Coverage 

Surgery-includes related surgical services and medically necessary facility 
services by a participating ambulatory surgery facility 

100% (no deductible or copay/coinsurance) 

Presurgical consultations 100% (no deductible or copay/coinsurance) 

Voluntary sterilization for males 

Note: For voluntary sterilizations for females, see "Preventive care services." 

Not covered 

Elective abortions 100% (no deductible or copay/coinsurance) 

Human organ transplants 

Benefits Coverage 

Specified human organ transplants-must be in a designated facility and 
coordinated through the BCBSM Human Organ Transplant Program (1-800- 
242-3504) 

100% (no deductible or copay/coinsurance) 

Bone marrow transplants - must be coordinated through the BCBSM Human 
Organ Transplant Program (1-800-242-3504) 

100% (no deductible or copay/coinsurance) 

Experimental bone marrow transplants-must be in a designated facility and 
coordinated through the BCBSM Human Organ Transplant Program (1-800- 
242-3504) 

100% (no deductible or copay/coinsurance) 

Kidney, cornea and skin transplants 100% (no deductible or copay/coinsurance) 
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Mental health care and substance use disorder treatment 

Benefits Coverage 

Inpatient mental health care and inpatient substance use disorder treatment 100% (no deductible or copay/coinsurance), unlimited days 

Residential psychiatric treatment facility: 

covered mental health services must be performed in a residential 
psychiatric treatment facility 
treatment must be preauthorized 
subject to medical criteria 

100% (no deductible or copay/coinsurance) 

Outpatient mental health care 100% (no deductible or copay/coinsurance) 

Online visits 

Note: Online visits by a non-BCBSM selected vendor are not covered 

100% (no deductible or copay/coinsurance) 

Outpatient substance use disorder treatment- in approved facilities only 100% (no deductible or copay/coinsurance) 

Autism spectrum disorders, diagnoses and treatment 

Benefits Coverage 

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

Note: Diagnosis of an autism spectrum disorder and a treatment 
recommendation for ABA services must be obtained by a BCBSM approved 
autism evaluation center (AAEC) prior to seeking ABA treatment. 

100% (no deductible or copay/coinsurance) 

Outpatient physical therapy, speech therapy, occupational therapy, nutritional 
counseling for autism spectrum disorder 

100% (no deductible or copay/coinsurance) 

Other covered services, including mental health services, for Autism Spectrum 
Disorder 

100% (no deductible or copay/coinsurance) 

Other covered services 

Benefits Coverage 

Outpatient Diabetes Management Program (ODMP) 

Note: Screening services required under the provisions of PPACA are covered 
at 100% of approved amount with no cost-sharing when rendered by a 
participating provider. 
Note: When you purchase your diabetic supplies via mail order you will lower 
your out-of-pocket costs. 

100% (no deductible or copay/coinsurance) 

Allergy testing and therapy 100% (no deductible or copay/coinsurance) 

Chiropractic spinal manipulation and osteopathic manipulative therapy 100% (no deductible or copay/coinsurance), limited to a combined 38- 
visit maximum per member, per calendar year 

Outpatient physical, speech and occupational therapy- provided for 
rehabilitation 

100% (no deductible or copay/coinsurance), unlimited treatment 

Durable medical equipment 

Note: DME items required under the preventive benefit provisions of PPACA 
are covered at 100% of approved amount with no in-network cost-sharing when 
rendered by an in-network provider. For a list of preventive DME items that 
PPACA requires to be covered at 100%, call BCBSM. 

100% (no deductible or copay/coinsurance) 

Prosthetic and orthotic appliances 100% (no deductible or copay/coinsurance) 

Private duty nursing 100% (no deductible or copay/coinsurance) 
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BCBSM Preferred RX Program 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a 
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents 
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company. 
Specialty prescription drugs (such as Enbrel® and Humira®) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis and 
cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only 
for specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability). 
Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company providing 
pharmacy benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have any 
questions, please call Walgreens Specialty Pharmacy customer service at 1-866-515-1355 

We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the 
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day 
supply. BCBSM reserves the right to limit the quantity of select specialty drugs to no more than a 15-day supply for each fill. Your copay/coinsurance 
will be reduced by one-half for each fill once applicable deductibles have been met. 

Select Controlled Substance Drugs - BCBSM will limit the initial fill of select controlled substances to a 5-day supply. Additional fills for these 
medications will be limited to no more than a 30-day supply. The controlled substances affected by this prescription drug requirement are available 
online at bcbsm.com/pharmacy. 

Member's responsibility (copays and coinsurance amounts) 

Note: Your prescription drug copays and coinsurance amounts, including mail order copay and coinsurance amounts, are subject to the same annual 
out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual out-of-pocket 
maximum. 

any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand-name drug 
the 25% member liability for covered drugs obtained from an out-of-network pharmacy 

Benefits In-network pharmacy Out-of-network pharmacy 

Copay You pay $15 copay You pay $15 copay plus an additional 25% of 
BCBSM approved amount for the drug 

Mail order (home delivery) prescription drugs Copay for up to a 90 day supply: 

You pay $15 copay 

Not covered 

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an 
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx 
or Express Scripts networks. 

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select 
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need 
to be tried before BCBSM will approve use of other drugs. 

Covered services 

Benefits In-network pharmacy Out-of-network pharmacy 

FDA-approved drugs 100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

Prescribed over-the-counter drugs - when covered by 
BCBSM 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

State-controlled drugs 100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

FDA-approved generic and select brand-name 
prescription preventive drugs, supplements and vitamins 
as required by PPACA 

100% of approved amount 75% of approved amount 
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Benefits In-network pharmacy Out-of-network pharmacy 

Other FDA-approved brand-name prescription preventive 
drugs, supplements and vitamins as required by PPACA 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

Adult and childhood select preventive immunizations as 
recommended by the USPSTF, ACIP, HRSA or other 
sources as recognized by BCBSM that are in compliance 
with the provisions of the Patient Protection and 
Affordable Care Act 

100% of approved amount 75% of approved amount 

FDA-approved generic and select brand-name 
prescription contraceptive medication (non-self- 
administered drugs are not covered) 

100% of approved amount 75% of approved amount 

Other FDA-approved brand-name prescription 
contraceptive medication (non-self-administered drugs are 
not covered) 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

Disposable needles and syringes - when dispensed with 
insulin or other covered injectable legend drugs 

Note: Needles and syringes have no copay/coinsurance. 

100% of approved amount less plan 
copay/coinsurance for the insulin or 
other covered injectable legend drug 

75% of approved amount less plan 
copay/coinsurance for the insulin or other covered 
injectable legend drug 

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an 
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx 
or Express Scripts networks. 

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select 
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need 
to be tried before BCBSM will approve use of other drugs. 

Features of your prescription drug plan 

Drug interchange and generic 
copay/coinsurance waiver 

BCBSM's drug interchange and generic copay/coinsurance waiver programs encourage physicians to prescribe a 
less-costly generic equivalent. 

If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have 
to pay a generic copay/coinsurance. In select cases BCBSM may waive the initial copay/coinsurance after your 
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver. 

Prescription drug preferred therapy A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter 
medications before prescribing a more expensive brand-name drug. It applies only to prescriptions being filled for 
the first time of a targeted medication. 

Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your 
physician to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy 
program is available at bcbsm.com/pharmacy, along with the preferred medications. 

If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we 
have no record of you trying the preferred medication(s), you may be liable for the entire cost of the brand-name 
drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM. 
These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or 
through a mail order provider. 

Quantity limits To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits. 

Clinical Drug List A continually updated list of FDA-approved medications that represent each therapeutic class. The drugs on the list 
are chosen by the BCBSM Pharmacy and Therapeutics Committee for their effectiveness, safety, uniqueness and 
cost efficiency. The goal of the drug list is to provide members with the greatest therapeutic value at the lowest 
possible cost. 

Mandatory maximum allowable 
cost drugs 

If your prescription is filled by any type of network pharmacy, and the pharmacist fills it with a brand-name drug for 
which a generic equivalent is available, you MUST pay the difference in cost between the BCBSM approved 
amount for the brand-name drug dispensed and the maximum allowable cost for the generic drug plus your 
applicable copay regardless of whether you or your physician requests the brand name drug. Exception: If your 
physician requests and receives authorization for a nonformulary 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 annual in-network deductible, nor your annual 
coinsurance/copay maximum. 
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Hearing Care Coverage 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete 
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see 
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Member's responsibility (deductible and copay) 

Benefits Participating provider Nonparticipating provider 

Deductible None Not applicable 

Copay None Not applicable 

Covered services 

You must receive the following services from a hearing participating provider. Hearing care services are not covered when performed by 
nonparticipating providers unless the services are performed outside of Michigan and the local Blue Cross and Blue Shield plan does not contract with 
providers for hearing care services. In this case, BCBSM will pay the approved amount for hearing aids and related covered services obtained from a 
nonparticipating provider. You may be responsible for charges that exceed our approved amount. 

If you select a digitally controlled programmable hearing device, you may be responsible for charges that exceed the cost of a covered hearing aid. 

Benefits Participating provider Nonparticipating provider 

Audiometric exam - one every 36 months 100% of approved amount Not covered 

Hearing aid evaluation- one every 36 months 100% of approved amount Not covered 

Ordering and fitting the hearing aid (a monaural hearing aid only)- one 
every 36 months 

100% of approved amount Not covered 

Hearing aid conformity test- one every 36 months 100% of approved amount Not covered 

Note: You must obtain a medical evaluation (sometimes called a medical clearance exam) of the ear performed by a physician-specialist before you 
receive your hearing aid. If a physician-specialist is not accessible, your primary care doctor may perform the medical evaluation. This evaluation is 
not covered under your hearing care coverage, so you must pay for this exam unless your medical coverage includes coverage for office 
visits. 
A physician-specialist is a licensed doctor of medicine or osteopathy who is also board certified or in the process of being board certified as an 
otolaryngologist. A physician-specialist determines whether a patient has a hearing loss and whether such loss can be offset by a hearing aid. 
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Community Blue PPO A 

Blue Cross Blue Shield of Michigan 
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OAKLAND UNIVERSITY FACULTY 
0070021130010 - 04N7J 
Effective Date: 01/01/2020 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete 
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see 
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Preauthorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, 
when required, are preauthorized or approved by BCBSM except in an emergency. 

Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered 
services. 

Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your 
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request. 

Preauthorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy 
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is 
not sought, BCBSM will deny the claim and all charges will be the member's responsibility. 

Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or 
other categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple 
sclerosis, and many other diseases as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin. 



ADM PLANYR JAN;CB LG;CB-EA-1 LG;CB-ECM-ON $1K L;CB-MTC $0 LG;CB-OV $15 LG;CB-XC-IN LG;CB-XD-IN LG;CBC 20%-ON LG;CBOPMIN 6350 LG;EBMT 
LG;HC LG;MOPD LG;PD-BC $10 LG;PD-CR $10.00 LG;PD-PT LG;PDRX LG;SD LG;SMB-333 

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association. 
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access 
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. If you receive care from a nonparticipating provider, even when referred, you 
may be billed for the difference between our approved amount and the provider's charge. 
Page 2 of 11 000008418644 

Eligibility information 

Member Eligibility Criteria 

Dependents Subscriber's legal spouse 

Dependent children: related to you by birth, marriage, legal 
adoption or legal guardianship; eligible for coverage until the end of 
the year in which they turn age 26 

Sponsored dependents Dependents of the subscriber related by blood, marriage or legal 
adoption, over age 19 and not eligible as a dependent under the 
provisions of the subscriber's contract, provided the dependent 
meets all eligibility requirements. The subscriber is responsible for 
paying the cost of this coverage. 

Member's responsibility (deductibles, copays, coinsurance and dollar maximums) 

Benefits In-network Out-of-network 

Deductibles None $250 for one member, 
$500 for the family (when two or 
more members are covered 
under your contract) each 
calendar year 

Note: Out-of-network deductible 
amounts also count toward the in- 
network deductible, if applicable 

Flat-dollar copays $15 copay for office visits and office 
consultations 

$15 copay for medical online visits 

$50 copay for emergency room visits 

$15 copay for urgent care visits 

$50 copay for emergency 
room visits 

Coinsurance amounts (percent copays) 

Note: Coinsurance amounts apply once the deductible has been met. 

50% of approved amount for private 
duty nursing care 

50% of approved amount for 
private duty nursing care 

20% of approved amount for 
mental health care and 
substance use disorder 
treatment 

20% of approved amount for 
most other covered services 

Annual out-of-pocket maximums - applies to deductibles, flat-dollar 
copays and coinsurance amounts for all covered services - including cost- 
sharing amounts for prescription drugs, if applicable 

$6,350 for one member, 
$12,700 for the family (when two or more 
members are covered under your 
contract) each calendar year 

$6,350 for one member, 
$12,700 for the family (when two 
or more members are covered 
under your contract) each 
calendar year 

Note: Out-of-network cost- 
sharing amounts also count 
toward the in-network out-of- 
pocket maximum. 

Lifetime dollar maximum None 
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Preventive care services 

Benefits In-network Out-of-network 

Health maintenance exam - includes chest x-ray, EKG, cholesterol 
screening and other select lab procedures 

100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Note: Additional well-women visits may 
be allowed based on medical necessity. 

Not covered 

Gynecological exam 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Note: Additional well-women visits may 
be allowed based on medical necessity. 

Not covered 

Pap smear screening - laboratory and pathology services 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Not covered 

Voluntary sterilizations for females 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Prescription contraceptive devices - includes insertion and removal of an 
intrauterine device by a licensed physician 

100% (no deductible or 
copay/coinsurance) 

100% after out-of-network 
deductible 

Contraceptive injections 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Well-baby and child care visits 100% (no deductible or 
copay/coinsurance) 

8 visits, birth through 12 months 

6 visits, 13 months through 23 
months 

6 visits, 24 months through 35 
months 

2 visits, 36 months through 47 
months 

Visits beyond 47 months are limited 
to one per member per calendar year 
under the health maintenance exam 
benefit 

Not covered 

Adult and childhood preventive services and immunizations as 
recommended by the USPSTF, ACIP, HRSA or other sources as 
recognized by BCBSM that are in compliance with the provisions of the 
Patient Protection and Affordable Care Act 

100% (no deductible or 
copay/coinsurance) 

Not covered 

Fecal occult blood screening 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Not covered 

Flexible sigmoidoscopy exam 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Not covered 

Prostate specific antigen (PSA) screening 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Not covered 
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Benefits In-network Out-of-network 

Routine mammogram and related reading 100% (no deductible or 
copay/coinsurance) 

Note: Subsequent medically necessary 
mammograms performed during the 
same calendar year are subject to your 
deductible and coinsurance, if 
applicable. 

80% after out-of-network 
deductible 

Note: Out-of-network readings 
and interpretations are payable 
only when the screening 
mammogram itself is performed 
by an in-network provider. 

One per member per calendar year 

Colonoscopy - routine or medically necessary 100% (no deductible or 
copay/coinsurance), for the first billed 
colonoscopy 

Note: Subsequent colonoscopies 
performed during the same calendar 
year are subject to your deductible and 
coinsurance, if applicable. 

80% after out-of-network 
deductible 

One per member per calendar year 

Physician office services 

Benefits In-network Out-of-network 

Office visits - must be medically necessary $15 copay per office visit 80% after out-of-network 
deductible 

Online visits - must be medically necessary 

Note: Online visits by a non-BCBSM selected vendor are not covered 

$15 copay per online visit 80% after out-of-network 
deductible 

Outpatient and home medical care visits - must be medically necessary 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Office consultations - must be medically necessary $15 copay per office consultation 80% after out-of-network 
deductible 

Urgent care visits - must be medically necessary $15 copay per urgent care visit 80% after out-of-network 
deductible 

Emergency medical care 

Benefits In-network Out-of-network 

Hospital emergency room $50 copay per visit (copay waived if 
admitted or for an accidental injury) 

$50 copay per visit (copay waived 
if admitted or for an accidental 
injury) 

Ambulance services - must be medically necessary 100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

Diagnostic services 

Benefits In-network Out-of-network 

Laboratory and pathology services 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Diagnostic tests and x-rays 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Therapeutic radiology 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 
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Maternity services provided by a physician or certified nurse midwife 

Benefits In-network Out-of-network 

Prenatal care visits 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Postnatal care visits 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Delivery and nursery care 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Hospital care 

Benefits In-network Out-of-network 

Semiprivate room, inpatient physician care, general nursing care, hospital 
services and supplies 

Note: Nonemergency services must be rendered in a participating 
hospital. 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Unlimited days 

Inpatient consultations 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Chemotherapy 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Alternatives to hospital care 

Benefits In-network Out-of-network 

Skilled nursing care - must be in a participating skilled nursing facility 100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

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

Hospice care 100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

Up to 28 pre-hospice counseling visits before electing hospice services; 
when elected, four 90-day periods - provided through a participating 
hospice program only; limited to dollar maximum that is reviewed and 

adjusted periodically (after reaching dollar maximum, member transitions 
into individual case management) 

Home health care: 

must be medically necessary 
must be provided by a participating home health care agency 

100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

Infusion therapy: 

must be medically necessary 
must be given by a participating Home Infusion Therapy (HIT) 
provider or in a participating freestanding Ambulatory Infusion Center 
(AIC) 
may use drugs that require preauthorization - consult with your doctor 

100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

Surgical services 

Benefits In-network Out-of-network 

Surgery - includes related surgical services and medically necessary 
facility services by a participating ambulatory surgery facility 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Presurgical consultations 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 
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Benefits In-network Out-of-network 

Voluntary sterilization for males 

Note: For voluntary sterilizations for females, see "Preventive care 
services." 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Elective abortions 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Human organ transplants 

Benefits In-network Out-of-network 

Specified human organ transplants - must be in a designated facility and 
coordinated through the BCBSM Human Organ Transplant Program (1- 
800-242-3504) 

100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) - in 
designated facilities only 

Bone marrow transplants - must be coordinated through the BCBSM 
Human Organ Transplant Program (1-800-242-3504) 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Experimental bone marrow transplants - when coordinated through the 
BCBSM Human Organ Transplant Program (1-800-242-3504) 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Kidney, cornea and skin transplants 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Mental health care and substance use disorder treatment 

Note: Some mental health and substance use disorder services are considered by BCBSM to be comparable to an office visit or medical online visit. 
When a mental health or substance use disorder service is considered by BCBSM to be comparable to an office visit or medical online visit, we will 
process the claim under your office visit or medical online visit benefit 

Benefits In-network Out-of-network 

Inpatient mental health care and inpatient substance use disorder 
treatment 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Unlimited days 

Residential psychiatric treatment facility: 

covered mental health services must be performed in a residential 
psychiatric treatment facility 
treatment must be preauthorized 
subject to medical criteria 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Outpatient mental health care: 

Facility and clinic 100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) in 
participating facilities only 

Online visits 

Note: Online visits by a non-BCBSM selected vendor are not covered 

$15 copay per online visit 80% after out-of-network 
deductible 

Physician's office 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Outpatient substance use disorder treatment - in approved facilities only 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible (in-network cost- 
sharing will apply if there is no 
PPO network) 
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Autism spectrum disorders, diagnoses and treatment 

Benefits In-network Out-of-network 

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

Note: Diagnosis of an autism spectrum disorder and a treatment 
recommendation for ABA services must be obtained by a BCBSM 
approved autism evaluation center (AAEC) prior to seeking ABA treatment. 

100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

Outpatient physical therapy, speech therapy, occupational therapy, 
nutritional counseling for autism spectrum disorder 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Physical, speech and occupational therapy with an autism diagnosis is 
unlimited 

Other covered services, including mental health services, for autism 
spectrum disorder 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Other covered services 

Benefits In-network Out-of-network 

Outpatient Diabetes Management Program (ODMP) 

Note: Screening services required under the provisions of PPACA are 
covered at 100% of approved amount with no in-network cost-sharing 
when rendered by an in-network provider. 

Note: When you purchase your diabetic supplies via mail order you will 
lower your out-of-pocket costs. 

100% (no deductible or 
copay/coinsurance) for diabetes 
medical supplies; 

100% (no deductible or 
copay/coinsurance) for diabetes self- 
management training 

80% after out-of-network 
deductible 

Allergy testing and therapy 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Chiropractic spinal manipulation and osteopathic manipulative therapy 100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Limited to a combined 24-visit maximum per member per calendar year 

Outpatient physical, speech and occupational therapy - when provided for 
rehabilitation 

100% (no deductible or 
copay/coinsurance) 

80% after out-of-network 
deductible 

Note: Services at 
nonparticipating outpatient 
physical therapy facilities are not 
covered. 

Limited to a combined 60-visit maximum per member per calendar year 

Durable medical equipment 

Note: DME items required under the preventive benefit provisions of 
PPACA are covered at 100% of approved amount with no in-network cost- 
sharing when rendered by an in-network provider. For a list of preventive 
DME items that PPACA requires to be covered at 100%, call BCBSM. 

100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

Prosthetic and orthotic appliances 100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

Private duty nursing care 50% (no deductible) 50% (no deductible) 
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BCBSM Preferred RX Program 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a 
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents 
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company. 
Specialty prescription drugs (such as Enbrel® and Humira®) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis and 
cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only 
for specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability). 
Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company providing 
pharmacy benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have any 
questions, please call Walgreens Specialty Pharmacy customer service at 1-866-515-1355 

We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the 
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day 
supply. BCBSM reserves the right to limit the quantity of select specialty drugs to no more than a 15-day supply for each fill. Your copay/coinsurance 
will be reduced by one-half for each fill once applicable deductibles have been met. 

Select Controlled Substance Drugs - BCBSM will limit the initial fill of select controlled substances to a 5-day supply. Additional fills for these 
medications will be limited to no more than a 30-day supply. The controlled substances affected by this prescription drug requirement are available 
online at bcbsm.com/pharmacy. 

Member's responsibility (copays and coinsurance amounts) 

Note: Your prescription drug copays and coinsurance amounts, including mail order copay and coinsurance amounts, are subject to the same annual 
out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual out-of-pocket 
maximum. 

any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand-name drug 
the 25% member liability for covered drugs obtained from an out-of-network pharmacy 

Benefits In-network pharmacy Out-of-network pharmacy 

Copay You pay $10 copay You pay $10 copay plus an additional 25% of 
BCBSM approved amount for the drug 

Brand name prescription drugs You pay $20 copay You pay $20 copay plus an additional 25% of 
BCBSM approved amount for the drug 

Mail order (home delivery) prescription drugs Copay for up to a 90 day supply: 

You pay $10 copay for generic 
drugs 

You pay $20 for brand name drugs 

Not covered 

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an 
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx 
or Express Scripts networks. 

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select 
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need 
to be tried before BCBSM will approve use of other drugs. 

Covered services 

Benefits In-network pharmacy Out-of-network pharmacy 

FDA-approved drugs 100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

Prescribed over-the-counter drugs - when covered by 
BCBSM 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

State-controlled drugs 100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 
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Benefits In-network pharmacy Out-of-network pharmacy 

FDA-approved generic and select brand-name 
prescription preventive drugs, supplements and vitamins 
as required by PPACA 

100% of approved amount 75% of approved amount 

Other FDA-approved brand-name prescription preventive 
drugs, supplements and vitamins as required by PPACA 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

Adult and childhood select preventive immunizations as 
recommended by the USPSTF, ACIP, HRSA or other 
sources as recognized by BCBSM that are in compliance 
with the provisions of the Patient Protection and 
Affordable Care Act 

100% of approved amount 75% of approved amount 

FDA-approved generic and select brand-name 
prescription contraceptive medication (non-self- 
administered drugs are not covered) 

100% of approved amount 75% of approved amount 

Other FDA-approved brand-name prescription 
contraceptive medication (non-self-administered drugs are 
not covered) 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

Disposable needles and syringes - when dispensed with 
insulin or other covered injectable legend drugs 

Note: Needles and syringes have no copay/coinsurance. 

100% of approved amount less plan 
copay/coinsurance for the insulin or 
other covered injectable legend drug 

75% of approved amount less plan 
copay/coinsurance for the insulin or other covered 
injectable legend drug 

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an 
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx 
or Express Scripts networks. 

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select 
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need 
to be tried before BCBSM will approve use of other drugs. 

Features of your prescription drug plan 

Drug interchange and generic 
copay/coinsurance waiver 

BCBSM's drug interchange and generic copay/coinsurance waiver programs encourage physicians to prescribe a 
less-costly generic equivalent. 

If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have 
to pay a generic copay/coinsurance. In select cases BCBSM may waive the initial copay/coinsurance after your 
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver. 

Prescription drug preferred therapy A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter 
medications before prescribing a more expensive brand-name drug. It applies only to prescriptions being filled for 
the first time of a targeted medication. 

Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your 
physician to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy 
program is available at bcbsm.com/pharmacy, along with the preferred medications. 

If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we 
have no record of you trying the preferred medication(s), you may be liable for the entire cost of the brand-name 
drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM. 
These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or 
through a mail order provider. 

Quantity limits To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits. 

Clinical Drug List A continually updated list of FDA-approved medications that represent each therapeutic class. The drugs on the list 
are chosen by the BCBSM Pharmacy and Therapeutics Committee for their effectiveness, safety, uniqueness and 
cost efficiency. The goal of the drug list is to provide members with the greatest therapeutic value at the lowest 
possible cost. 
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Features of your prescription drug plan 

Mandatory maximum allowable 
cost drugs 

If your prescription is filled by any type of network pharmacy, and the pharmacist fills it with a brand-name drug for 
which a generic equivalent is available, you MUST pay the difference in cost between the BCBSM approved 
amount for the brand-name drug dispensed and the maximum allowable cost for the generic drug plus your 
applicable copay regardless of whether you or your physician requests the brand name drug. Exception: If your 
physician requests and receives authorization for a nonformulary 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 annual in-network deductible, nor your annual 
coinsurance/copay maximum. 
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Hearing Care Coverage 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete 
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see 
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Member's responsibility (deductible and copay) 

Benefits Participating provider Nonparticipating provider 

Deductible None Not applicable 

Copay None Not applicable 

Covered services 

You must receive the following services from a hearing participating provider. Hearing care services are not covered when performed by 
nonparticipating providers unless the services are performed outside of Michigan and the local Blue Cross and Blue Shield plan does not contract with 
providers for hearing care services. In this case, BCBSM will pay the approved amount for hearing aids and related covered services obtained from a 
nonparticipating provider. You may be responsible for charges that exceed our approved amount. 

If you select a digitally controlled programmable hearing device, you may be responsible for charges that exceed the cost of a covered hearing aid. 

Benefits Participating provider Nonparticipating provider 

Audiometric exam - one every 36 months 100% of approved amount Not covered 

Hearing aid evaluation- one every 36 months 100% of approved amount Not covered 

Ordering and fitting the hearing aid (a monaural hearing aid only)- one 
every 36 months 

100% of approved amount Not covered 

Hearing aid conformity test- one every 36 months 100% of approved amount Not covered 

Note: You must obtain a medical evaluation (sometimes called a medical clearance exam) of the ear performed by a physician-specialist before you 
receive your hearing aid. If a physician-specialist is not accessible, your primary care doctor may perform the medical evaluation. This evaluation is 
not covered under your hearing care coverage, so you must pay for this exam unless your medical coverage includes coverage for office 
visits. 
A physician-specialist is a licensed doctor of medicine or osteopathy who is also board certified or in the process of being board certified as an 
otolaryngologist. A physician-specialist determines whether a patient has a hearing loss and whether such loss can be offset by a hearing aid. 



Option C 

Community Blue PPO B 

Blue Cross Blue Shield of Michigan 
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OAKLAND UNIVERSITY 
0070021130003 - 04KY5 
Effective Date: 01/01/2020 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete 
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see 
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Preauthorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, 
when required, are preauthorized or approved by BCBSM except in an emergency. 

Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered 
services. 

Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your 
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request. 

Preauthorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy 
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is 
not sought, BCBSM will deny the claim and all charges will be the member's responsibility. 

Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or 
other categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple 
sclerosis, and many other diseases as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin. 
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Eligibility information 

Member Eligibility Criteria 

Dependents Subscriber's legal spouse 

Dependent children: related to you by birth, marriage, legal 
adoption or legal guardianship; eligible for coverage until the end of 
the year in which they turn age 26 

Sponsored dependents Dependents of the subscriber related by blood, marriage or legal 
adoption, over age 19 and not eligible as a dependent under the 
provisions of the subscriber's contract, provided the dependent 
meets all eligibility requirements. The subscriber is responsible for 
paying the cost of this coverage. 

Member's responsibility (deductibles, copays, coinsurance and dollar maximums) 

Benefits In-network Out-of-network 

Deductibles $250 for one member, 
$500 for the family (when two or more 
members are covered under your 
contract) each calendar year 

Note: Deductible may be waived for 
covered services performed in an in- 
network physician's office and for 
covered mental health and substance 
use disorder services that are equivalent 
to an office visit and performed in an in- 
network physician's office. 

$500 for one member, 
$1,000 for the family (when two 
or more members are covered 
under your contract) each 
calendar year 

Note: Out-of-network deductible 
amounts also count toward the in- 
network deductible 

Flat-dollar copays $20 copay for office visits and office 
consultations 

$20 copay for medical online visits 

$20 copay for chiropractic and 
osteopathic manipulative therapy 

$50 copay for emergency room visits 

$20 copay for urgent care visits 

$50 copay for emergency 
room visits 

Coinsurance amounts (percent copays) 

Note: Coinsurance amounts apply once the deductible has been met. 

50% of approved amount for private 
duty nursing care 

20% of approved amount for mental 
health care and substance use 
disorder treatment 

20% of approved amount for most 
other covered services (coinsurance 
waived for covered services 
performed in an in-network 
physician's office) 

50% of approved amount for 
private duty nursing care 

40% of approved amount for 
mental health care and 
substance use disorder 
treatment 

40% of approved amount for 
most other covered services 

Annual coinsurance maximums - applies to coinsurance amounts for all 
covered services - but does not apply to deductibles, flat-dollar copays, 
private duty nursing care coinsurance amounts and prescription drug cost- 
sharing amounts 

$1,000 for one member, 
$2,000 for the family (when two or more 
members are covered under your 
contract) each calendar year 

$3,000 for one member, 
$6,000 for the family (when two 
or more members are covered 
under your contract) each 
calendar year 

Note: Out-of-network cost- 
sharing amounts also count 
toward the in-network out-of- 
pocket maximum. 
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Benefits In-network Out-of-network 

Annual out-of-pocket maximums - applies to deductibles, flat-dollar 
copays and coinsurance amounts for all covered services - including cost- 
sharing amounts for prescription drugs, if applicable 

$6,350 for one member, 
$12,700 for the family (when two or more 
members are covered under your 
contract) each calendar year 

$6,350 for one member, 
$12,700 for the family (when two 
or more members are covered 
under your contract) each 
calendar year 

Note: Out-of-network cost- 
sharing amounts also count 
toward the in-network out-of- 
pocket maximum. 

Lifetime dollar maximum None 

Preventive care services 

Benefits In-network Out-of-network 

Health maintenance exam - includes chest x-ray, EKG, cholesterol 
screening and other select lab procedures 

100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Note: Additional well-women visits may 
be allowed based on medical necessity. 

Not covered 

Gynecological exam 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Note: Additional well-women visits may 
be allowed based on medical necessity. 

Not covered 

Pap smear screening - laboratory and pathology services 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Not covered 

Voluntary sterilizations for females 100% (no deductible or 
copay/coinsurance) 

60% after out-of-network 
deductible 

Prescription contraceptive devices - includes insertion and removal of an 
intrauterine device by a licensed physician 

100% (no deductible or 
copay/coinsurance) 

100% after out-of-network 
deductible 

Contraceptive injections 100% (no deductible or 
copay/coinsurance) 

60% after out-of-network 
deductible 

Well-baby and child care visits 100% (no deductible or 
copay/coinsurance) 

8 visits, birth through 12 months 

6 visits, 13 months through 23 
months 

6 visits, 24 months through 35 
months 

2 visits, 36 months through 47 
months 

Visits beyond 47 months are limited 
to one per member per calendar year 
under the health maintenance exam 
benefit 

Not covered 

Adult and childhood preventive services and immunizations as 
recommended by the USPSTF, ACIP, HRSA or other sources as 
recognized by BCBSM that are in compliance with the provisions of the 
Patient Protection and Affordable Care Act 

100% (no deductible or 
copay/coinsurance) 

Not covered 



ADM PLANYR JAN;CB LG;CB-EA-1 LG;CB-ECM-IN $1K L;CB-ECM-ON $3K L;CB-MTC $20 LG;CB-OV $20 LG;CBC 20%-IN LG;CBC 40%-ON LG;CBD $250-IN 
LG;CBD $500-ON LG;CBOPMIN 6350 LG;CBOPMON12.7K LG;EBMT LG;HC LG;MOPD-2X LG;PD-BC $10 LG;PD-CR $10.00 LG;PD-PT LG;PDRX LG;SD LG;SMB- 

343 

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association. 
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access 
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. If you receive care from a nonparticipating provider, even when referred, you 
may be billed for the difference between our approved amount and the provider's charge. 
Page 4 of 12 000008418439 

Benefits In-network Out-of-network 

Fecal occult blood screening 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Not covered 

Flexible sigmoidoscopy exam 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Not covered 

Prostate specific antigen (PSA) screening 100% (no deductible or 
copay/coinsurance), one per member 
per calendar year 

Not covered 

Routine mammogram and related reading 100% (no deductible or 
copay/coinsurance) 

Note: Subsequent medically necessary 
mammograms performed during the 
same calendar year are subject to your 
deductible and coinsurance, if 
applicable. 

60% after out-of-network 
deductible 

Note: Out-of-network readings 
and interpretations are payable 
only when the screening 
mammogram itself is performed 
by an in-network provider. 

One per member per calendar year 

Colonoscopy - routine or medically necessary 100% (no deductible or 
copay/coinsurance), for the first billed 
colonoscopy 

Note: Subsequent colonoscopies 
performed during the same calendar 
year are subject to your deductible and 
coinsurance, if applicable. 

60% after out-of-network 
deductible 

One per member per calendar year 

Physician office services 

Benefits In-network Out-of-network 

Office visits - must be medically necessary $20 copay per office visit 60% after out-of-network 
deductible 

Online visits - must be medically necessary 

Note: Online visits by a non-BCBSM selected vendor are not covered 

$20 copay per online visit 60% after out-of-network 
deductible 

Outpatient and home medical care visits - must be medically necessary 80% after in-network deductible 60% after out-of-network 
deductible 

Office consultations - must be medically necessary $20 copay per office consultation 60% after out-of-network 
deductible 

Urgent care visits - must be medically necessary $20 copay per urgent care visit 60% after out-of-network 
deductible 

Emergency medical care 

Benefits In-network Out-of-network 

Hospital emergency room $50 copay per visit (copay waived if 
admitted or for an accidental injury) 

$50 copay per visit (copay waived 
if admitted or for an accidental 
injury) 

Ambulance services - must be medically necessary 80% after in-network deductible 80% after in-network deductible 
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Diagnostic services 

Benefits In-network Out-of-network 

Laboratory and pathology services 80% after in-network deductible 60% after out-of-network 
deductible 

Diagnostic tests and x-rays 80% after in-network deductible 60% after out-of-network 
deductible 

Therapeutic radiology 80% after in-network deductible 60% after out-of-network 
deductible 

Maternity services provided by a physician or certified nurse midwife 

Benefits In-network Out-of-network 

Prenatal care visits 100% (no deductible or 
copay/coinsurance) 

60% after out-of-network 
deductible 

Postnatal care visits 100% (no deductible or 
copay/coinsurance) 

60% after out-of-network 
deductible 

Delivery and nursery care 80% after in-network deductible 60% after out-of-network 
deductible 

Hospital care 

Benefits In-network Out-of-network 

Semiprivate room, inpatient physician care, general nursing care, hospital 
services and supplies 

Note: Nonemergency services must be rendered in a participating 
hospital. 

80% after in-network deductible 60% after out-of-network 
deductible 

Unlimited days 

Inpatient consultations 80% after in-network deductible 60% after out-of-network 
deductible 

Chemotherapy 80% after in-network deductible 60% after out-of-network 
deductible 

Alternatives to hospital care 

Benefits In-network Out-of-network 

Skilled nursing care - must be in a participating skilled nursing facility 80% after in-network deductible 80% after in-network deductible 

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

Hospice care 100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) 

Up to 28 pre-hospice counseling visits before electing hospice services; 
when elected, four 90-day periods - provided through a participating 
hospice program only; limited to dollar maximum that is reviewed and 

adjusted periodically (after reaching dollar maximum, member transitions 
into individual case management) 

Home health care: 

must be medically necessary 
must be provided by a participating home health care agency 

80% after in-network deductible 80% after in-network deductible 
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Benefits In-network Out-of-network 

Infusion therapy: 

must be medically necessary 
must be given by a participating Home Infusion Therapy (HIT) 
provider or in a participating freestanding Ambulatory Infusion Center 
(AIC) 
may use drugs that require preauthorization - consult with your doctor 

80% after in-network deductible 80% after in-network deductible 

Surgical services 

Benefits In-network Out-of-network 

Surgery - includes related surgical services and medically necessary 
facility services by a participating ambulatory surgery facility 

80% after in-network deductible 60% after out-of-network 
deductible 

Presurgical consultations 100% (no deductible or 
copay/coinsurance) 

60% after out-of-network 
deductible 

Voluntary sterilization for males 

Note: For voluntary sterilizations for females, see "Preventive care 
services." 

80% after in-network deductible 60% after out-of-network 
deductible 

Elective abortions 80% after in-network deductible 60% after out-of-network 
deductible 

Human organ transplants 

Benefits In-network Out-of-network 

Specified human organ transplants - must be in a designated facility and 
coordinated through the BCBSM Human Organ Transplant Program (1- 
800-242-3504) 

100% (no deductible or 
copay/coinsurance) 

100% (no deductible or 
copay/coinsurance) - in 
designated facilities only 

Bone marrow transplants - must be coordinated through the BCBSM 
Human Organ Transplant Program (1-800-242-3504) 

80% after in-network deductible 60% after out-of-network 
deductible 

Experimental bone marrow transplants - when coordinated through the 
BCBSM Human Organ Transplant Program (1-800-242-3504) 

80% after in-network deductible 60% after out-of-network 
deductible 

Kidney, cornea and skin transplants 80% after in-network deductible 60% after out-of-network 
deductible 

Mental health care and substance use disorder treatment 

Note: Some mental health and substance use disorder services are considered by BCBSM to be comparable to an office visit or medical online visit. 
When a mental health or substance use disorder service is considered by BCBSM to be comparable to an office visit or medical online visit, we will 
process the claim under your office visit or medical online visit benefit 

Benefits In-network Out-of-network 

Inpatient mental health care and inpatient substance use disorder 
treatment 

80% after in-network deductible 60% after out-of-network 
deductible 

Unlimited days 

Residential psychiatric treatment facility: 

covered mental health services must be performed in a residential 
psychiatric treatment facility 
treatment must be preauthorized 
subject to medical criteria 

80% after in-network deductible 60% after out-of-network 
deductible 

Outpatient mental health care: 

Facility and clinic 80% after in-network deductible 80% after in-network deductible 
in participating facilities only 
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Benefits In-network Out-of-network 

Online visits 

Note: Online visits by a non-BCBSM selected vendor are not covered 

$20 copay per online visit 60% after out-of-network 
deductible 

Physician's office 80% after in-network deductible 60% after out-of-network 
deductible 

Outpatient substance use disorder treatment - in approved facilities only 80% after in-network deductible 60% after out-of-network 
deductible (in-network cost- 
sharing will apply if there is no 
PPO network) 

Autism spectrum disorders, diagnoses and treatment 

Benefits In-network Out-of-network 

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

Note: Diagnosis of an autism spectrum disorder and a treatment 
recommendation for ABA services must be obtained by a BCBSM 
approved autism evaluation center (AAEC) prior to seeking ABA treatment. 

80% after in-network deductible 80% after in-network deductible 

Outpatient physical therapy, speech therapy, occupational therapy, 
nutritional counseling for autism spectrum disorder 

80% after in-network deductible 60% after out-of-network 
deductible 

Physical, speech and occupational therapy with an autism diagnosis is 
unlimited 

Other covered services, including mental health services, for autism 
spectrum disorder 

80% after in-network deductible 60% after out-of-network 
deductible 

Other covered services 

Benefits In-network Out-of-network 

Outpatient Diabetes Management Program (ODMP) 

Note: Screening services required under the provisions of PPACA are 
covered at 100% of approved amount with no in-network cost-sharing 
when rendered by an in-network provider. 

Note: When you purchase your diabetic supplies via mail order you will 
lower your out-of-pocket costs. 

80% after in-network deductible for 
diabetes medical supplies; 

100% (no deductible or 
copay/coinsurance) for diabetes self- 
management training 

60% after out-of-network 
deductible 

Allergy testing and therapy 100% (no deductible or 
copay/coinsurance) 

60% after out-of-network 
deductible 

Chiropractic spinal manipulation and osteopathic manipulative therapy $20 copay per visit 60% after out-of-network 
deductible 

Limited to a combined 24-visit maximum per member per calendar year 

Outpatient physical, speech and occupational therapy - when provided for 
rehabilitation 

80% after in-network deductible 60% after out-of-network 
deductible 

Note: Services at 
nonparticipating outpatient 
physical therapy facilities are not 
covered. 

Limited to a combined 60-visit maximum per member per calendar year 
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Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access 
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may be billed for the difference between our approved amount and the provider's charge. 
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Benefits In-network Out-of-network 

Durable medical equipment 

Note: DME items required under the preventive benefit provisions of 
PPACA are covered at 100% of approved amount with no in-network cost- 
sharing when rendered by an in-network provider. For a list of preventive 
DME items that PPACA requires to be covered at 100%, call BCBSM. 

80% after in-network deductible 80% after in-network deductible 

Prosthetic and orthotic appliances 80% after in-network deductible 80% after in-network deductible 

Private duty nursing care 50% after in-network deductible 50% after in-network deductible 
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BCBSM Preferred RX Program 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a 
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents 
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company. 
Specialty prescription drugs (such as Enbrel® and Humira®) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis and 
cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only 
for specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability). 
Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company providing 
pharmacy benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have any 
questions, please call Walgreens Specialty Pharmacy customer service at 1-866-515-1355 

We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the 
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day 
supply. BCBSM reserves the right to limit the quantity of select specialty drugs to no more than a 15-day supply for each fill. Your copay/coinsurance 
will be reduced by one-half for each fill once applicable deductibles have been met. 

Select Controlled Substance Drugs - BCBSM will limit the initial fill of select controlled substances to a 5-day supply. Additional fills for these 
medications will be limited to no more than a 30-day supply. The controlled substances affected by this prescription drug requirement are available 
online at bcbsm.com/pharmacy. 

Member's responsibility (copays and coinsurance amounts) 

Note: Your prescription drug copays and coinsurance amounts, including mail order copay and coinsurance amounts, are subject to the same annual 
out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual out-of-pocket 
maximum. 

any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand-name drug 
the 25% member liability for covered drugs obtained from an out-of-network pharmacy 

Benefits In-network pharmacy Out-of-network pharmacy 

Copay You pay $10 copay You pay $10 copay plus an additional 25% of 
BCBSM approved amount for the drug 

Brand name prescription drugs You pay $20 copay for brand name 
drugs 

You pay $20 copay plus an additional 25% of 
BCBSM approved amount for the drug 

Mail order (home delivery) prescription drugs Copay for up to a 30 day supply: 

You pay $10 copay 

You pay $20 copay for brand name 
drugs 
Copay for a 31 to 90 day supply: 

You pay $20 copay 

You pay $40 copay for brand name 
drugs 

Not covered 

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an 
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx 
or Express Scripts networks. 

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select 
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need 
to be tried before BCBSM will approve use of other drugs. 

Covered services 

Benefits In-network pharmacy Out-of-network pharmacy 

FDA-approved drugs 100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 
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Benefits In-network pharmacy Out-of-network pharmacy 

Prescribed over-the-counter drugs - when covered by 
BCBSM 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

State-controlled drugs 100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

FDA-approved generic and select brand-name 
prescription preventive drugs, supplements and vitamins 
as required by PPACA 

100% of approved amount 75% of approved amount 

Other FDA-approved brand-name prescription preventive 
drugs, supplements and vitamins as required by PPACA 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

Adult and childhood select preventive immunizations as 
recommended by the USPSTF, ACIP, HRSA or other 
sources as recognized by BCBSM that are in compliance 
with the provisions of the Patient Protection and 
Affordable Care Act 

100% of approved amount 75% of approved amount 

FDA-approved generic and select brand-name 
prescription contraceptive medication (non-self- 
administered drugs are not covered) 

100% of approved amount 75% of approved amount 

Other FDA-approved brand-name prescription 
contraceptive medication (non-self-administered drugs are 
not covered) 

100% of approved amount less plan 
copay/coinsurance 

75% of approved amount less plan 
copay/coinsurance 

Disposable needles and syringes - when dispensed with 
insulin or other covered injectable legend drugs 

Note: Needles and syringes have no copay/coinsurance. 

100% of approved amount less plan 
copay/coinsurance for the insulin or 
other covered injectable legend drug 

75% of approved amount less plan 
copay/coinsurance for the insulin or other covered 
injectable legend drug 

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an 
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx 
or Express Scripts networks. 

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select 
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need 
to be tried before BCBSM will approve use of other drugs. 

Features of your prescription drug plan 

Drug interchange and generic 
copay/coinsurance waiver 

BCBSM's drug interchange and generic copay/coinsurance waiver programs encourage physicians to prescribe a 
less-costly generic equivalent. 

If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have 
to pay a generic copay/coinsurance. In select cases BCBSM may waive the initial copay/coinsurance after your 
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver. 

Prescription drug preferred therapy A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter 
medications before prescribing a more expensive brand-name drug. It applies only to prescriptions being filled for 
the first time of a targeted medication. 

Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your 
physician to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy 
program is available at bcbsm.com/pharmacy, along with the preferred medications. 

If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we 
have no record of you trying the preferred medication(s), you may be liable for the entire cost of the brand-name 
drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM. 
These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or 
through a mail order provider. 

Quantity limits To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits. 

Clinical Drug List A continually updated list of FDA-approved medications that represent each therapeutic class. The drugs on the list 
are chosen by the BCBSM Pharmacy and Therapeutics Committee for their effectiveness, safety, uniqueness and 
cost efficiency. The goal of the drug list is to provide members with the greatest therapeutic value at the lowest 
possible cost. 
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Features of your prescription drug plan 

Mandatory maximum allowable 
cost drugs 

If your prescription is filled by any type of network pharmacy, and the pharmacist fills it with a brand-name drug for 
which a generic equivalent is available, you MUST pay the difference in cost between the BCBSM approved 
amount for the brand-name drug dispensed and the maximum allowable cost for the generic drug plus your 
applicable copay regardless of whether you or your physician requests the brand name drug. Exception: If your 
physician requests and receives authorization for a nonformulary 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 annual in-network deductible, nor your annual 
coinsurance/copay maximum. 
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Hearing Care Coverage 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete 
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see 
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan 
document will control. 

Member's responsibility (deductible and copay) 

Benefits Participating provider Nonparticipating provider 

Deductible None Not applicable 

Copay None Not applicable 

Covered services 

You must receive the following services from a hearing participating provider. Hearing care services are not covered when performed by 
nonparticipating providers unless the services are performed outside of Michigan and the local Blue Cross and Blue Shield plan does not contract with 
providers for hearing care services. In this case, BCBSM will pay the approved amount for hearing aids and related covered services obtained from a 
nonparticipating provider. You may be responsible for charges that exceed our approved amount. 

If you select a digitally controlled programmable hearing device, you may be responsible for charges that exceed the cost of a covered hearing aid. 

Benefits Participating provider Nonparticipating provider 

Audiometric exam - one every 36 months 100% of approved amount Not covered 

Hearing aid evaluation- one every 36 months 100% of approved amount Not covered 

Ordering and fitting the hearing aid (a monaural hearing aid only)- one 
every 36 months 

100% of approved amount Not covered 

Hearing aid conformity test- one every 36 months 100% of approved amount Not covered 

Note: You must obtain a medical evaluation (sometimes called a medical clearance exam) of the ear performed by a physician-specialist before you 
receive your hearing aid. If a physician-specialist is not accessible, your primary care doctor may perform the medical evaluation. This evaluation is 
not covered under your hearing care coverage, so you must pay for this exam unless your medical coverage includes coverage for office 
visits. 
A physician-specialist is a licensed doctor of medicine or osteopathy who is also board certified or in the process of being board certified as an 
otolaryngologist. A physician-specialist determines whether a patient has a hearing loss and whether such loss can be offset by a hearing aid. 



Healthy Blue Living HMO - Enhanced and Standard 

Blue Care Network 



HealthyBlue Living SM

00108237  Oakland University

Enhanced Benefits (CLSSLG) Standard Benefits (CLSSLG)

Note:  The Deductible will apply to certain services as defined below.Deductible, Copays and Dollar Maximums

None $200 per individual/$400 per family per calendar yearDeductible  -(Coinsurance and select fixed 
dollar copays as defined by your plan 
documents, apply once the deductible has 
been met.)

$0 for allergy injections $0 for allergy injectionsFixed Dollar Copays

$20 for office visits $30 for office visits

$20 for urgent care visits $30 for urgent care visits

$100 for emergency room visits $150 for emergency room visits

$20 for referral physician visits $30 for referral physician visits

50% for select services as noted below 50% for select services as noted belowCoinsurance

20% for select services as noted below

None $2,000 per member/$4,000 per family per calendar yearAnnual Coinsurance Maximum (ACM)

Services that DO NOT apply to the ACM: Deductible, Flat Dollar Copays,
 Infertility, Male Mastectomy, Reduction Mammoplasty, Male Sterilization,
 Elective Abortion, TMJ, Orthognathic Surgery, Weight Reduction, DME,

 P&O, Diabetic Supplies, Prescription Drugs

$7,900 per individual/$15,800 per family (includes
 pharmacy cost sharing)

$7,900 per individual/$15,800 per family (includes pharmacy cost sharing)Out of Pocket Maximum - applies to 
deductibles, copays and coinsurance 
amounts for all covered services

bcbsm.com
08/28/2019 01:44:47 pm

Standard Benefits : CLSSLG : AS5, DME20%, ER150, IN20%, 10205C, MOPD2O, PO20%, SD, UR30, DSR20%, OPTHEP, WDEDFC, 7900PM, SMVLW, 
MSR20C, 7900PM, D200, CO30, CI20%, VACR50, 2KECM

Enhanced Benefits : CLSSLG : AS5, DME5, ER100, I, 0MHSA, 71530C, MOPD2O, P&O5, SN730, SD, 100MSR, UR20, DSRCW, OPTHEP, WRCWR, 
7900PM, SMVLW, 7900PM, CO20, VACR50

Effective 1/1/19 - If your plan applies a deductible to outpatient mental health and substance use disorder services,
 the deductible no longer applies. Routine Care Packages are excluded from this change.

*



HealthyBlue Living SM

00108237  Oakland University

Enhanced Benefits (CLSSLG) Standard Benefits (CLSSLG)

Preventive Services
100% 100%Health Maintenance Exam

100% 100%Annual Gynecological Exam

100% 100%Pap Smear Screening

100% 100%Well-Baby and Child Care

100% 100%Immunizations

100% 100%Prostate Specific Antigen (PSA) Screening

100% 100%Routine Colonoscopy

100% 100%Mammography Screening

100% 100%Voluntary Female Sterilization

100% 100%Breast Pumps (DME guidelines apply.)

100% 100%Maternity Pre-Natal care

Physician Office Services
$20 Copay $30 CopayPCP Office Visits - Note:  Applicable cost 

sharing applies when other services are 
received in the office.

$20 Copay $30 CopayOnline Visits

$20 Copay $30 CopayConsulting Specialist Care - When referred 
for other than preventive services.  Note: 
Applicable cost sharing applies when other 
services are received in the office.

bcbsm.com
08/28/2019 01:44:48 pm

Standard Benefits : CLSSLG : AS5, DME20%, ER150, IN20%, 10205C, MOPD2O, PO20%, SD, UR30, DSR20%, OPTHEP, WDEDFC, 7900PM, SMVLW, 
MSR20C, 7900PM, D200, CO30, CI20%, VACR50, 2KECM

Enhanced Benefits : CLSSLG : AS5, DME5, ER100, I, 0MHSA, 71530C, MOPD2O, P&O5, SN730, SD, 100MSR, UR20, DSRCW, OPTHEP, WRCWR, 
7900PM, SMVLW, 7900PM, CO20, VACR50

Effective 1/1/19 - If your plan applies a deductible to outpatient mental health and substance use disorder services,
 the deductible no longer applies. Routine Care Packages are excluded from this change.

*
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Enhanced Benefits (CLSSLG) Standard Benefits (CLSSLG)

Emergency Medical Care
$100 Copay $150 CopayHospital Emergency Room - Copay waived 

if admitted

$20 Copay $30 CopayUrgent Care Center

$20 Copay $30 CopayRetail Health Clinic

100% 80% after deductibleAmbulance Services

Diagnostic Services
100% 100%Laboratory and Pathology Services

100% 80% after deductibleDiagnostic Tests and X-rays

100% 80% after deductibleHigh Technology Radiology Imaging (MRI, 
MRA, CAT, PET)

100% 80% after deductibleRadiation Therapy

Maternity Services Provided by a Physician
$20 Copay $30 CopayPost-Natal and Non-routine Pre-Natal Care 

(See Preventive Services section for routine 
Pre-Natal Care)

100% For professional services. (See Hospital
 Care for facility charges)

100% For professional services. (See Hospital Care for facility charges)
 after deductible

Delivery and Nursery Care

bcbsm.com
08/28/2019 01:44:48 pm

Standard Benefits : CLSSLG : AS5, DME20%, ER150, IN20%, 10205C, MOPD2O, PO20%, SD, UR30, DSR20%, OPTHEP, WDEDFC, 7900PM, SMVLW, 
MSR20C, 7900PM, D200, CO30, CI20%, VACR50, 2KECM

Enhanced Benefits : CLSSLG : AS5, DME5, ER100, I, 0MHSA, 71530C, MOPD2O, P&O5, SN730, SD, 100MSR, UR20, DSRCW, OPTHEP, WRCWR, 
7900PM, SMVLW, 7900PM, CO20, VACR50

Effective 1/1/19 - If your plan applies a deductible to outpatient mental health and substance use disorder services,
 the deductible no longer applies. Routine Care Packages are excluded from this change.

*



HealthyBlue Living SM

00108237  Oakland University

Enhanced Benefits (CLSSLG) Standard Benefits (CLSSLG)

Hospital Care
100% 80% after deductibleGeneral Nursing Care, Hospital Services 

and Supplies

100% 80% after deductibleOutpatient Surgery  - included all related 
surgical services and anesthesia - see 
member certificate for specific surgical 
copays.

Alternatives to Hospital Care
100% 80% after deductibleSkilled Nursing Care

Up to 730 days per lifetime Up to 45 days per member per calendar year

100% 100% after deductibleHospice Care

$20 Copay $30 CopayHome Health Care

bcbsm.com
08/28/2019 01:44:49 pm

Standard Benefits : CLSSLG : AS5, DME20%, ER150, IN20%, 10205C, MOPD2O, PO20%, SD, UR30, DSR20%, OPTHEP, WDEDFC, 7900PM, SMVLW, 
MSR20C, 7900PM, D200, CO30, CI20%, VACR50, 2KECM

Enhanced Benefits : CLSSLG : AS5, DME5, ER100, I, 0MHSA, 71530C, MOPD2O, P&O5, SN730, SD, 100MSR, UR20, DSRCW, OPTHEP, WRCWR, 
7900PM, SMVLW, 7900PM, CO20, VACR50

Effective 1/1/19 - If your plan applies a deductible to outpatient mental health and substance use disorder services,
 the deductible no longer applies. Routine Care Packages are excluded from this change.

*
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Enhanced Benefits (CLSSLG) Standard Benefits (CLSSLG)

Surgical Services
100% 80% after deductibleSurgery - includes all related surgical 

services and anesthesia - see member 
certificate for specific surgical copays.

100% 80% after deductibleVoluntary Male Sterilization – See 
Preventive Services section for voluntary 
female sterilization

50% 50% after deductibleElective Abortion (One procedure per two 
year period of membership)

100% 80% after deductibleHuman Organ Transplants

50% 50% after deductibleReduction Mammoplasty

50% 50% after deductibleMale Mastectomy

50% 50% after deductibleTemporomandibular Joint Syndrome

50% 50% after deductibleOrthognathic Surgery

100% 50% after deductibleWeight Reduction Procedures (Limited to 
one procedure per lifetime)

Behavioral Health Services (Mental Health and Substance Use Disorder Treatment)
100% when authorized by BCN 80% after deductibleInpatient Mental Health Care

100% when authorized by BCN 80% after deductibleInpatient Substance Use Disorder

100% when authorized by BCN* $30 Copay*Outpatient Mental Health Care includes 
online visits
Note: For diagnostic and therapeutic 
services, the medical benefit applies.

100% when authorized by BCN* $30 Copay*Outpatient Substance Use Disorder

bcbsm.com
08/28/2019 01:44:49 pm

Standard Benefits : CLSSLG : AS5, DME20%, ER150, IN20%, 10205C, MOPD2O, PO20%, SD, UR30, DSR20%, OPTHEP, WDEDFC, 7900PM, SMVLW, 
MSR20C, 7900PM, D200, CO30, CI20%, VACR50, 2KECM

Enhanced Benefits : CLSSLG : AS5, DME5, ER100, I, 0MHSA, 71530C, MOPD2O, P&O5, SN730, SD, 100MSR, UR20, DSRCW, OPTHEP, WRCWR, 
7900PM, SMVLW, 7900PM, CO20, VACR50

Effective 1/1/19 - If your plan applies a deductible to outpatient mental health and substance use disorder services,
 the deductible no longer applies. Routine Care Packages are excluded from this change.

*



HealthyBlue Living SM

00108237  Oakland University

Enhanced Benefits (CLSSLG) Standard Benefits (CLSSLG)

Autism Spectrum Disorders, Diagnoses and Treatment
$20 Copay $30 CopayApplied behavioral analyses (ABA) 

$20 Copay $30 CopayOutpatient physical therapy, speech therapy 
and occupational therapy for autism 
spectrum disorder through age 18. 
Unlimited visits for PT/OT/ST with autism 
spectrum disorder diagnosis.

See your outpatient mental health, medical office
 visit and preventive  benefit.

See your outpatient mental health, medical office visit and preventive  benefit.Other covered services, including mental 
health services, for Autism Spectrum 
Disorder

bcbsm.com
08/28/2019 01:44:50 pm

Standard Benefits : CLSSLG : AS5, DME20%, ER150, IN20%, 10205C, MOPD2O, PO20%, SD, UR30, DSR20%, OPTHEP, WDEDFC, 7900PM, SMVLW, 
MSR20C, 7900PM, D200, CO30, CI20%, VACR50, 2KECM

Enhanced Benefits : CLSSLG : AS5, DME5, ER100, I, 0MHSA, 71530C, MOPD2O, P&O5, SN730, SD, 100MSR, UR20, DSRCW, OPTHEP, WRCWR, 
7900PM, SMVLW, 7900PM, CO20, VACR50

Effective 1/1/19 - If your plan applies a deductible to outpatient mental health and substance use disorder services,
 the deductible no longer applies. Routine Care Packages are excluded from this change.

*



HealthyBlue Living SM

00108237  Oakland University

Enhanced Benefits (CLSSLG) Standard Benefits (CLSSLG)

Other Services
100% 100% after deductibleAllergy Testing and Therapy

100% 100%Allergy Injections

$20 Copay $30 CopayChiropractic Spinal Manipulation - when 
referred

Unlimited visits for chiropractic spinal manipulation Unlimited visits for chiropractic spinal manipulation

$20 Copay $30 CopayOutpatient Physical, Speech and 
Occupational Therapy

One period of treatment for any combination of
 therapies within 60 consecutive days per medical

 episode

One period of treatment for any combination of therapies within 60 consecutive
 days per medical episode

Infertility diagnosis, counseling and treatment
 covered in full

80% after deductibleInfertility Counseling and Treatment 
(Excludes In-vitro fertilization)

100% 80%Durable Medical Equipment (DME)

100% 80%Prosthetic and Orthotic Appliances (P&O)

100% 80%Diabetic Supplies

Tier 1 - $7 copay, Tier 2 - $15 copay, Tier 3 -
 $30 copay; with contraceptives, 30 day supply

Tier 1 - $10 copay, Tier 2 - $20 copay, Tier 3 $50 copay; with contraceptives,
 30 day supply

Prescription Drugs - (Effective 1/1/20 -
Specialty drugs are covered only when 
purchased through the BCN Exclusive 
Pharmacy Network for Specialty Drugs)

Sexual Dysfunction Drugs - 50% coinsurance Sexual Dysfunction Drugs - 50% coinsurance

Women's Contraceptives - Tier 1 - 100%, Tier
 2 - Tier 2 Copayment/Coinsurance above applies,

 Tier 3 - Tier 3 Copayment/Coinsurance above
 applies

Women's Contraceptives - Tier 1 - 100%, Tier 2 - Tier 2 Copayment/Coinsurance
 above applies, Tier 3 - Tier 3 Copayment/Coinsurance above applies

bcbsm.com
08/28/2019 01:44:50 pm

Standard Benefits : CLSSLG : AS5, DME20%, ER150, IN20%, 10205C, MOPD2O, PO20%, SD, UR30, DSR20%, OPTHEP, WDEDFC, 7900PM, SMVLW, 
MSR20C, 7900PM, D200, CO30, CI20%, VACR50, 2KECM

Enhanced Benefits : CLSSLG : AS5, DME5, ER100, I, 0MHSA, 71530C, MOPD2O, P&O5, SN730, SD, 100MSR, UR20, DSRCW, OPTHEP, WRCWR, 
7900PM, SMVLW, 7900PM, CO20, VACR50

Effective 1/1/19 - If your plan applies a deductible to outpatient mental health and substance use disorder services,
 the deductible no longer applies. Routine Care Packages are excluded from this change.

*



HealthyBlue Living SM

00108237  Oakland University

Enhanced Benefits (CLSSLG) Standard Benefits (CLSSLG)

Two times the applicable copay up to a 90 day
 supply

Two times the applicable copay up to a 90 day supplyMail Order Prescription Drugs

None NonePrescription Drug Deductible

Not Covered Not CoveredHearing Aid

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and exclusions may apply to covered
 services. For a complete description of benefits, please see the applicable Blue Care Network certificates and riders. Payment amounts are based on the Blue Care Network approved

 amount, less any applicable deductible, coinsurance and copay amounts required by the plan. If there is a discrepancy between this Benefits-at-a-Glance and any applicable
 plan documents, the plan document will control.  This coverage is provided pursuant to a contract entered into in the State of Michigan and shall be construed under the jurisdiction

 and according to the laws of the State of Michigan for fully insured plans.  Services must be provided or arranged by member’s primary care physician or health plan.

Text291:Healthy Blue Living subscribers must complete program requirements within the first 90 days of enrollment or re-enrollment. To qualify for or maintain enhanced benefits, the subscriber 
needs to complete a health assessment and qualification form during the first 90 days and follow their primary care physician’s recommendations for a healthy lifestyle.  If a tobacco user, 
must enroll in the BCN-sponsored tobacco cessation program within 120 days of the start of the plan year.  If BMI is greater than or equal to 30, must select and begin participating in a 
weight management program within 120 days of the start of the plan year.

Preauthorization for Select Services – Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, when required, are preauthorized or 
approved by BCN except in an emergency.

Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered services.

bcbsm.com
08/28/2019 01:44:51 pm

Standard Benefits : CLSSLG : AS5, DME20%, ER150, IN20%, 10205C, MOPD2O, PO20%, SD, UR30, DSR20%, OPTHEP, WDEDFC, 7900PM, SMVLW, 
MSR20C, 7900PM, D200, CO30, CI20%, VACR50, 2KECM

Enhanced Benefits : CLSSLG : AS5, DME5, ER100, I, 0MHSA, 71530C, MOPD2O, P&O5, SN730, SD, 100MSR, UR20, DSRCW, OPTHEP, WRCWR, 
7900PM, SMVLW, 7900PM, CO20, VACR50

Effective 1/1/19 - If your plan applies a deductible to outpatient mental health and substance use disorder services,
 the deductible no longer applies. Routine Care Packages are excluded from this change.

*
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan.  The SBC shows you how you and the plan would share the 
cost for covered health care services.  Note:  Information about the cost of this plan (called the premium) will be provided separately.  This is only a 
summary.  For more information about your coverage or to get a copy of the complete terms of coverage, visit us at PriorityHealth.com or call 1-800-446-5674.  For 
general definitions of common terms, such as allowed amount, balance billing, co-insurance, co-payment, deductible, provider, or other underlined terms see the 
Glossary.  You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-800-446-5674 to request a copy.   

Important Questions Answers Why this Matters 

What is the overall 
deductible? 

$0 
See the Common Medical Events chart below for your costs for services this plan 
covers. 

Are there services 
covered before you meet 
your deductible? 

Yes.   

This plan covers some items and services even if you haven’t yet met the 
deductible amount.  But a copayment or coinsurance may apply.  For example, 
this plan covers certain preventive services without cost-sharing and before you 
meet your deductible.  See a list of covered preventive services at 
https://www.healthcare.gov/coverage/preventive-care-benefits/ . 

Are there other 
deductibles for specific 
services? 

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

What is the out-of-pocket 
limit for this plan? 

Yes. $7,900 person / $15,800 family 
The out-of-pocket limit is the most you could pay in a year for covered services.  
If you have other family members in this plan, they have to meet their own out-
of-pocket limits until the overall family out-of-pocket limit has been met. 

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

Premiums, balance-billed charges, health care this plan doesn't cover, 
services that exceed an annual day/visit limit, and any co-pays and co-
insurance you pay for any non-essential health benefit.  

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

Will you pay less if you 
use a network provider? 

Yes. See PriorityHealth.com  
or call 1-800-446-5674 for a list of participating providers. 

This plan uses a provider network.  You will pay less if you use a provider in the 
plan’s network.  You will pay the most if you use an out-of-network provider, 
and you might receive a bill from a provider for the difference between the 
provider’s charge and what your plan pays (balance billing).  Be aware your 
network provider might use an out-of-network provider for some services (such 
as lab work).  Check with your provider before you get services.   

Do you need a referral to 
see a specialist? 

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

https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/coverage/preventive-care-benefits/
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All co-payment and co-insurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

 
 

Common 
Medical Event 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

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

Primary care visit to treat an 
injury or illness 

$20 co-pay/ visit Not covered 

Prescription drug co-pay may also apply when selected injectable 
drugs are provided.  
Prescription drugs for infertility treatment covered only with 
prescription drug addendum.    
Retail health clinic services are covered at reasonable and 
customary charges.  

Specialist visit $20 co-pay/ visit Not covered 

Other practitioner office 
visit 

•$20 co-pay/ visit for 
evaluation/ management 
services only at retail health 
clinics 

•No charge for family 
planning/ infertility services 

•50% co-insurance for 
Temporomandibular Joint 
Function (TMJ) treatment 
and Orthognathic surgery 

 

•Evaluation/management 
services only at retail health 
clinics covered at the in-
network benefit level 

•Family planning/ infertility 
services not covered 

•Temporomandibular Joint 
Function (TMJ) treatment 
and Orthognathic surgery not 
covered 

 

Preventive care/screening/ 
immunization 

No charge Not covered 

Preventive care services are those listed in Priority Health's 
Preventive Health Care Guidelines, including women's preventive 
health care services.  You may have to pay for services that aren’t 
preventive.  Ask your provider if the services needed are 
preventive.  Then check what your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No charge Not covered Prior Approval required for genetic testing. 

Imaging (CT/PET scans, 
MRIs) 

No charge Not covered Prior Approval required for certain radiology examinations. 
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Common 
Medical Events 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information  Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you need drugs to 
treat your illness or 
condition 
  
More information 
about prescription 
drug coverage is 
available at 
https://www.priorityhea
lth.com/prog/pharmac
y/pharmacy.cgi 
 

Generic drugs 
$7 co-pay/ retail prescription 
$14 co-pay/ mail order 
prescription 

Not covered Costs shown in the "Your Cost" columns apply to drugs on the 
approved drug list when obtained from a Participating Provider.   
Covers up to a 31-day supply (retail prescription); Covers up to a 
90 day supply (mail order prescription) 
Up to a 90-day supply of medication (excluding Specialty Drugs) 
may be obtained at one time for two applicable Copayments at a 
retail Participating Pharmacy.  
50% co-insurance/ prescription for infertility drugs. 

Preferred brand drugs 
$15 co-pay/ retail prescription  
$30 co-pay/ mail order 
prescription 

Not covered 

Non-preferred brand drugs 
$30 co-pay/ retail prescription  
$60 co-pay/ mail order 
prescription 

Not covered 

Preferred specialty drugs $15 co-pay/ retail prescription Not covered 
-----------none----------- Non-Preferred specialty 

drugs  
$30 co-pay/ retail prescription  Not covered 

If you have 
outpatient surgery 

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

No charge Not covered Including outpatient care, observation care and ambulatory 
surgery center care.  Prior approval may be required. 
Prior approval is required for bariatric surgery. 
Coverage is limited to one bariatric surgery per lifetime. Unless 
medically necessary, a second bariatric surgery is not Covered, 
even if the first procedure occurred prior to joining this plan. Physician/surgeon fees No charge Not covered 

If you need 
immediate medical 
attention 

Emergency room services $100 co-pay/ visit 
Covered at the in-network 
benefit level; reasonable and 
customary limitations apply 

Co-pay waived if you become confined in a Hospital as an 
inpatient.   

Emergency medical 
transportation 

No charge 
Covered at the in-network 
benefit level; reasonable and 
customary limitations apply 

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

Urgent care $20 co-pay/ visit 

Covered at the in-network 
benefit level when obtained 
outside of the Service Area; 
reasonable and customary 
limitations apply 

Urgent Care services received from a Non-Participating Provider 
who is located in our Service Area are not Covered.   

https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
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Common 
Medical Events 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

No charge Not covered 

Prior Approval is required at least 5 working days in advance, 
except in emergencies or for Hospital stays for a mother and her 
Newborn of up to 48 hours following a vaginal delivery and 96 
hours following a cesarean section.   
Notification must be provided for all admissions following 
emergency room care. 
Prior approval is required for bariatric surgery. 
Coverage is limited to one bariatric surgery per lifetime. Unless 
medically necessary, a second bariatric surgery is not Covered, 
even if the first procedure occurred prior to joining this plan.     

Physician/surgeon fee No charge Not covered 

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

Mental/Behavioral health 
outpatient services $20 co-pay/ visit Not covered 

No charge for first three visits with participating provider within 90 
days of discharge from a participating hospital for mental health 
inpatient care. 
Including medication management visits. 

Mental/Behavioral health 
inpatient services 

No charge Not covered 
Including Residential Treatment and partial hospitalization.   
Except in an emergency, prior approval required. 

Substance use disorder 
outpatient services 

$20 co-pay/ visit Not covered 
Prior Approval required for intensive outpatient treatment. 
Including medication management visits. 

Substance use disorder 
inpatient services 

No charge Not covered 
Including subacute Residential Treatment and partial 
hospitalization. 
Except in an emergency, prior approval required. 

If you are pregnant 

Routine prenatal and 
postnatal care 

No charge   Not covered 

Routine prenatal and postnatal visits are covered under your 
Preventive Health Care Services benefit. 
Appropriate office visit charge (PCP or specialist) may apply to 
physician office services for complications of pregnancy. 

Delivery and all inpatient 
services No charge Not covered -----------none----------- 
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Common 
Medical Events 

Services You May Need 

What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you need help 
recovering or have 
other special health 
needs 

Home health care No charge Not covered 

Including hospice care services; excluding rehabilitation and 
habilitation services. 
Prior approval required except for hospice care services in the 
home.   

Rehabilitation services not 
for the treatment of Autism 
Spectrum Disorder 

$20 co-pay/ visit Not covered 

Physical and occupational therapy (Including osteopathic and 
chiropractic manipulation) limited to a combined 50 visits per 
contract year. 
Speech therapy limited to 50 visits per contract year. 
Cardiac rehabilitation & pulmonary rehabilitation limited to a 
combined 50 visits per contract year. 

Habilitation services for  
treatment of Autism 
Spectrum Disorder only  

•$20 co-pay/ visit for Physical, 
Occupational and Speech 
Therapy 

•No charge for Applied 
Behavior Analysis (ABA) 
services 

Not covered 

Prior Approval required for Applied Behavior Analysis (ABA).   
Services are Covered for children and adolescents under age 19 
only.   
Multiple charges may apply during one day of service. 

Habilitation services not for 
the treatment of Autism 
Spectrum Disorder 

Not covered Not covered Not covered 

Skilled nursing care No charge Not covered 

Services received in a skilled nursing care facility, subacute 
facility, inpatient rehabilitation care facility or hospice care facility 
are limited to 730 days per lifetime. 
Prior approval required. 

Durable medical equipment 
(DME) 

No charge Not covered Including rental, purchase or repair. 
Prior Approval required for equipment over $1,000, all rentals 
and all shoe inserts. Prosthetics & orthotics No charge Not covered 

Hospice service No charge Not covered 
This benefit applies to hospice services provided in the home only.  
Any hospice services provided in a facility will be subject to the 
appropriate facility benefit. 

If your child needs 
dental or eye care 

Child eye exam Not covered Not covered Not covered 

Child glasses Not covered Not covered Not covered 

Child dental check-up Not covered Not covered Not covered 
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 Excluded Services & Other Covered Services: 
  

Services Your Plan Generally Does NOT Cover (Check your policy or plan documents for more information and a list of any other excluded 
services.)

 Acupuncture 
 Cosmetic surgery 

 Dental care (Adult & Child) 

 Habilitation services not for the treatment of Autism 
Spectrum Disorder 

 Long-term care 
 Non-emergency care when traveling outside the U.S. 

 Private-duty nursing 

 Routine eye care (Adult & Child) 

 Routine foot care 

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

 Bariatric surgery 
 Chiropractic care 

 Emergency services provided outside the U.S. 

 Hearing aids 

 Infertility treatment - diagnostic, counseling and 
planning services for the underlying cause of 
infertility 

 Weight loss programs

 

Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends.  The contact information for those 
agencies is: Department of Insurance and Financial Services (DIFS) at 1-877-999-6442 or difs-HICAP@michigan.gov; the Department of Health and Human Services, 
Center for Consumer Information and Insurance Oversight at 1-877-267-2323 x61565 or www.cciio.cms.gov; or the Department of Labor’s Employee Benefits Security 
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.  Other coverage options may be available to you too, including buying individual insurance 
coverage through the Health Insurance Marketplace.  For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights:  There are agencies that can help if you have a complaint against your plan for a denial of a claim.  This complaint is called 
a grievance or appeal.  For more information about your rights, look at the explanation of benefits you will receive for that medical claim.  Your plan documents also provide 
complete information to submit a claim, appeal, or a grievance for any reason to your plan.  For more information about your rights, this notice, or assistance, contact:  
Priority Health at 1-800-446-5674 or www.priorityhealth.com; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform; or the Department of Insurance and Financial Services (DIFS) at 1-877-999-6442 or difs-HICAP@michigan.gov.  Additionally, a consumer 
assistance program can help you file your appeal.  Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) at 1-877-999-6442 or difs-
HICAP@michigan.gov.  

Does this plan provide Minimum Essential Coverage?  Yes. 
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 

Does this plan meet Minimum Value Standards?  Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

Language Access Services:  
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-446-5674. 

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-446-5674.  

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-446-5674.  

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-446-5674. 
 

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

mailto:difs-HICAP@michigan.gov
http://www.cciio.cms.gov/
http://www.dol.gov/ebsa/healthreform
http://www.healthcare.gov/
http://www.priorityhealth.com/
http://www.dol.gov/ebsa/healthreform
mailto:difs-HICAP@michigan.gov
mailto:difs-HICAP@michigan.gov
mailto:difs-HICAP@michigan.gov


The plan would be responsible for the other costs of these EXAMPLE covered services. 7 of 7 
  

About these Coverage Examples: 

 This is not a cost estimator.  Treatments shown are just examples of how this plan might cover medical care.  Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors.  Focus on the cost sharing amounts (deductibles,   
co-payments, and co-insurance) and excluded services under this plan.  Use this information to compare the portion of costs you might pay under different 
health plans.  Please note these coverage examples are based on self-only coverage. 

 

Peg is Having a Baby 
(9 months of in-participating pre-natal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-participating care of a well-

controlled condition) 

 Mia’s Simple Fracture 
(in-participating emergency room visit and follow 

up care) 

 

 The plan’s overall deductible  $1,000   The plan’s overall deductible  $1,000   The plan’s overall deductible  $1,000 
 Specialist co-payment $50   Specialist co-payment $50   Specialist co-payment $50 
 Hospital (facility) co-insurance 20%   Hospital (facility) co-insurance 20%   Hospital (facility) co-insurance 20% 
 Other co-insurance 20%   Other co-insurance 20%   Other co-insurance 20% 
     

This EXAMPLE event includes services like:   This EXAMPLE event includes services like:   This EXAMPLE event includes services like:  
Specialist office visits (prenatal care)  Primary care physician office visits (including   Emergency room care (including medical  
Childbirth/Delivery Professional Services  disease education)  supplies) 
Childbirth/Delivery Facility Services  Diagnostic tests (blood work)  Diagnostic test (x-ray) 
Diagnostic tests (ultrasounds and blood work)  Prescription drugs   Durable medical equipment (crutches) 
Specialist visit (anesthesia)   Durable medical equipment (glucose meter)   Rehabilitation services (physical therapy) 
     

Total Example Cost $12,800  Total Example Cost $7,400  Total Example Cost $1,900 

     

In this example, Peg would pay:  In this example, Joe would pay:  In this example, Mia would pay: 

Cost Sharing  Cost Sharing  Cost Sharing 

Deductibles $1,000  Deductibles $971  Deductibles $518 

Co-payments $130  Co-payments $1,495  Co-payments $440 

Co-insurance $2,480  Co-insurance $891  Co-insurance $143 

What isn’t covered  What isn’t covered  What isn’t covered 

Limits or exclusions $60  Limits or exclusions $55  Limits or exclusions $0 

The total Peg would pay is $3,670  The total Joe would pay is $3,412  The total Mia would pay is $1,101 
 
 

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan.  The SBC shows you how you and the plan would share the 
cost for covered health care services.  Note:  Information about the cost of this plan (called the premium) will be provided separately.  This is only a 
summary.  For more information about your coverage or to get a copy of the complete terms of coverage, visit us at PriorityHealth.com or call 1-800-446-5674.  For 
general definitions of common terms, such as allowed amount, balance billing, co-insurance, co-payment, deductible, provider, or other underlined terms see the 
Glossary.  You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-800-446-5674 to request a copy.   

Important Questions Answers Why this Matters 

What is the overall 
deductible? 

$200 person / $400 family 
Amounts you pay toward the deductible do not count toward any co-
insurance maximums. 

Generally, you must pay all of the costs from providers up to the deductible 
amount before this plan begins to pay.  If you have other family members on the 
plan, each family member must meet their own individual deductible until the 
total amount of deductible expenses paid by all family members meets the 
overall family deductible.   

Are there services 
covered before you meet 
your deductible? 

Yes, the deductible doesn't apply to preventive care, certain services 
subject to flat dollar co-pays and prescription drugs.   

This plan covers some items and services even if you haven’t yet met the 
deductible amount.  But a copayment or coinsurance may apply.  For example, 
this plan covers certain preventive services without cost-sharing and before you 
meet your deductible.  See a list of covered preventive services at 
https://www.healthcare.gov/coverage/preventive-care-benefits/ . 

Are there other 
deductibles for specific 
services? 

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

What is the out-of-pocket 
limit for this plan? 

Yes. $7,900 person / $15,800 family 
Your plan also has a co-insurance maximum. 
$2,000 person / $4,000 family 
The co-insurance maximum limits the total amount of co-insurance you 
will pay for certain covered services during a coverage period.  The co-
insurance maximum is included in the out-of-pocket limit.   

The out-of-pocket limit is the most you could pay in a year for covered services.  
If you have other family members in this plan, they have to meet their own out-
of-pocket limits until the overall family out-of-pocket limit has been met. 

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

Premiums, balance-billed charges, health care this plan doesn't cover, 
services that exceed an annual day/visit limit, and any co-pays and co-
insurance you pay for any non-essential health benefit.  

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

Will you pay less if you 
use a network provider? 

Yes. See PriorityHealth.com  
or call 1-800-446-5674 for a list of participating providers. 

This plan uses a provider network.  You will pay less if you use a provider in the 
plan’s network.  You will pay the most if you use an out-of-network provider, 
and you might receive a bill from a provider for the difference between the 
provider’s charge and what your plan pays (balance billing).  Be aware your 
network provider might use an out-of-network provider for some services (such 
as lab work).  Check with your provider before you get services.   

Do you need a referral to 
see a specialist? 

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

https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/coverage/preventive-care-benefits/
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All co-payment and co-insurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

 
 

Common 
Medical Event 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

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

Primary care visit to treat an 
injury or illness 

$30 co-pay/ visit Not covered 

Deductible does not apply to certain services subject to flat dollar 
co-pays.  
Prescription drug co-pay may also apply when selected injectable 
drugs are provided.  
Prescription drugs for infertility treatment covered only with 
prescription drug addendum.    
Retail health clinic services are covered at reasonable and 
customary charges.  

Specialist visit $30 co-pay/ visit Not covered 

Other practitioner office 
visit 

•$30 co-pay/ visit for 
evaluation/ management 
services only at retail health 
clinics 

•No charge for family 
planning/ infertility services 

•50% co-insurance for 
Temporomandibular Joint 
Function (TMJ) treatment 
and Orthognathic surgery 

 

•Evaluation/management 
services only at retail health 
clinics covered at the in-
network benefit level 

•Family planning/ infertility 
services not covered 

•Temporomandibular Joint 
Function (TMJ) treatment 
and Orthognathic surgery not 
covered 

 

Preventive care/screening/ 
immunization 

No charge Not covered 

Preventive care services are those listed in Priority Health's 
Preventive Health Care Guidelines, including women's preventive 
health care services.  Deductible does not apply. 
You may have to pay for services that aren’t preventive.  Ask your 
provider if the services needed are preventive.  Then check what 
your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

20% co-insurance Not covered Prior Approval required for genetic testing. 

Imaging (CT/PET scans, 
MRIs) 

20% co-insurance Not covered Prior Approval required for certain radiology examinations. 
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Common 
Medical Events 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information  Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you need drugs to 
treat your illness or 
condition 
  
More information 
about prescription 
drug coverage is 
available at 
https://www.priorityhea
lth.com/prog/pharmac
y/pharmacy.cgi 
 

Generic drugs 
$7 co-pay/ retail prescription 
$14 co-pay/ mail order 
prescription 

Not covered Costs shown in the "Your Cost" columns apply to drugs on the 
approved drug list when obtained from a Participating Provider.   
Covers up to a 31-day supply (retail prescription); Covers up to a 
90 day supply (mail order prescription) 
Up to a 90-day supply of medication (excluding Specialty Drugs) 
may be obtained at one time for two applicable Copayments at a 
retail Participating Pharmacy.  
50% co-insurance/ prescription for infertility drugs. 
Deductible does not apply. 

Preferred brand drugs 
$15 co-pay/ retail prescription  
$30 co-pay/ mail order 
prescription 

Not covered 

Non-preferred brand drugs 
$30 co-pay/ retail prescription  
$60 co-pay/ mail order 
prescription 

Not covered 

Preferred specialty drugs $15 co-pay/ retail prescription Not covered 
Deductible does not apply. Non-Preferred specialty 

drugs  
$30 co-pay/ retail prescription  Not covered 

If you have 
outpatient surgery 

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

20% co-insurance/ visit Not covered Including outpatient care, observation care and ambulatory 
surgery center care.  Prior approval may be required. 
Prior approval is required for bariatric surgery. 
Coverage is limited to one bariatric surgery per lifetime. Unless 
medically necessary, a second bariatric surgery is not Covered, 
even if the first procedure occurred prior to joining this plan. Physician/surgeon fees 20% co-insurance/ visit Not covered 

If you need 
immediate medical 
attention 

Emergency room services $150 co-pay/ visit 
Covered at the in-network 
benefit level; reasonable and 
customary limitations apply 

Co-pay waived if you become confined in a Hospital as an 
inpatient.   
Deductible does not apply. 

Emergency medical 
transportation No charge 

Covered at the in-network 
benefit level; reasonable and 
customary limitations apply 

Deductible does not apply. 

Urgent care $30 co-pay/ visit 

Covered at the in-network 
benefit level when obtained 
outside of the Service Area; 
reasonable and customary 
limitations apply 

Urgent Care services received from a Non-Participating Provider 
who is located in our Service Area are not Covered.   
Deductible does not apply. 

https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
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Common 
Medical Events 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

20% co-insurance/ visit Not covered 

Prior Approval is required at least 5 working days in advance, 
except in emergencies or for Hospital stays for a mother and her 
Newborn of up to 48 hours following a vaginal delivery and 96 
hours following a cesarean section.   
Notification must be provided for all admissions following 
emergency room care. 
Prior approval is required for bariatric surgery. 
Coverage is limited to one bariatric surgery per lifetime. Unless 
medically necessary, a second bariatric surgery is not Covered, 
even if the first procedure occurred prior to joining this plan.     

Physician/surgeon fee 20% co-insurance/ visit Not covered 

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

Mental/Behavioral health 
outpatient services 

$30 co-pay/ visit Not covered 

No charge for first three visits with participating provider within 90 
days of discharge from a participating hospital for mental health 
inpatient care. 
Including medication management visits. 
Deductible does not apply. 

Mental/Behavioral health 
inpatient services 

20% co-insurance/ visit Not covered 
Including Residential Treatment and partial hospitalization.   
Except in an emergency, prior approval required. 

Substance use disorder 
outpatient services 

$30 co-pay/ visit Not covered 
Prior Approval required for intensive outpatient treatment. 
Including medication management visits. 
Deductible does not apply. 

Substance use disorder 
inpatient services 

20% co-insurance/ visit Not covered 
Including subacute Residential Treatment and partial 
hospitalization. 
Except in an emergency, prior approval required. 

If you are pregnant 

Routine prenatal and 
postnatal care 

No charge   Not covered 

Routine prenatal and postnatal visits are covered under your 
Preventive Health Care Services benefit. 
Appropriate office visit charge (PCP or specialist) may apply to 
physician office services for complications of pregnancy. 

Delivery and all inpatient 
services 20% co-insurance/ visit Not covered -----------none----------- 
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Common 
Medical Events 

Services You May Need 

What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you need help 
recovering or have 
other special health 
needs 

Home health care No charge Not covered 

Including hospice care services; excluding rehabilitation and 
habilitation services. 
Prior approval required except for hospice care services in the 
home.   
Deductible does not apply. 

Rehabilitation services not 
for the treatment of Autism 
Spectrum Disorder 

$30 co-pay/ visit Not covered 

Physical and occupational therapy (Including osteopathic and 
chiropractic manipulation) limited to a combined 50 visits per 
contract year. 
Speech therapy limited to 50 visits per contract year. 
Cardiac rehabilitation & pulmonary rehabilitation limited to a 
combined 50 visits per contract year. 
Deductible does not apply. 

Habilitation services for  
treatment of Autism 
Spectrum Disorder only  

•$30 co-pay/ visit for Physical, 
Occupational and Speech 
Therapy 

•20% co-insurance/ visit for 
Applied Behavior Analysis 
(ABA) services 

Not covered 

Prior Approval required for Applied Behavior Analysis (ABA).   
Services are Covered for children and adolescents under age 19 
only.   
Multiple charges may apply during one day of service. 
Deductible does not apply to flat dollar co-pays. 

Habilitation services not for 
the treatment of Autism 
Spectrum Disorder 

Not covered Not covered Not covered 

Skilled nursing care No charge  Not covered 

Services received in a skilled nursing care facility, subacute 
facility, inpatient rehabilitation care facility or hospice care facility 
are limited to a combined 730 days per lifetime. 
Prior approval required. 

Durable medical equipment 
(DME) 

20% co-insurance/ visit Not covered Including rental, purchase or repair. 
Prior Approval required for equipment over $1,000, all rentals 
and all shoe inserts. Prosthetics & orthotics 20% co-insurance/ visit Not covered 

Hospice service No charge Not covered 

This benefit applies to hospice services provided in the home only.  
Any hospice services provided in a facility will be subject to the 
appropriate facility benefit. 
Deductible does not apply. 

If your child needs 
dental or eye care 

Child eye exam Not covered Not covered Not covered 

Child glasses Not covered Not covered Not covered 

Child dental check-up Not covered Not covered Not covered 



6 of 7 

 Excluded Services & Other Covered Services: 
  

Services Your Plan Generally Does NOT Cover (Check your policy or plan documents for more information and a list of any other excluded 
services.)

 Acupuncture 
 Cosmetic surgery 

 Dental care (Adult & Child) 

 Habilitation services not for the treatment of Autism 
Spectrum Disorder 

 Long-term care 
 Non-emergency care when traveling outside the U.S. 

 Private-duty nursing 

 Routine eye care (Adult & Child) 

 Routine foot care 

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

 Bariatric surgery 
 Chiropractic care 

 Emergency services provided outside the U.S. 

 Hearing aids 

 Infertility treatment - diagnostic, counseling and 
planning services for the underlying cause of 
infertility 

 Weight loss programs

 

Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends.  The contact information for those 
agencies is: Department of Insurance and Financial Services (DIFS) at 1-877-999-6442 or difs-HICAP@michigan.gov; the Department of Health and Human Services, 
Center for Consumer Information and Insurance Oversight at 1-877-267-2323 x61565 or www.cciio.cms.gov; or the Department of Labor’s Employee Benefits Security 
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.  Other coverage options may be available to you too, including buying individual insurance 
coverage through the Health Insurance Marketplace.  For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights:  There are agencies that can help if you have a complaint against your plan for a denial of a claim.  This complaint is called 
a grievance or appeal.  For more information about your rights, look at the explanation of benefits you will receive for that medical claim.  Your plan documents also provide 
complete information to submit a claim, appeal, or a grievance for any reason to your plan.  For more information about your rights, this notice, or assistance, contact:  
Priority Health at 1-800-446-5674 or www.priorityhealth.com; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform; or the Department of Insurance and Financial Services (DIFS) at 1-877-999-6442 or difs-HICAP@michigan.gov.  Additionally, a consumer 
assistance program can help you file your appeal.  Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) at 1-877-999-6442 or difs-
HICAP@michigan.gov.  

Does this plan provide Minimum Essential Coverage?  Yes. 
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 

Does this plan meet Minimum Value Standards?  Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

Language Access Services:  
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-446-5674. 

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-446-5674.  

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-446-5674.  

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-446-5674. 
 

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

mailto:difs-HICAP@michigan.gov
http://www.cciio.cms.gov/
http://www.dol.gov/ebsa/healthreform
http://www.healthcare.gov/
http://www.priorityhealth.com/
http://www.dol.gov/ebsa/healthreform
mailto:difs-HICAP@michigan.gov
mailto:difs-HICAP@michigan.gov
mailto:difs-HICAP@michigan.gov
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About these Coverage Examples: 

 This is not a cost estimator.  Treatments shown are just examples of how this plan might cover medical care.  Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors.  Focus on the cost sharing amounts (deductibles,   
co-payments, and co-insurance) and excluded services under this plan.  Use this information to compare the portion of costs you might pay under different 
health plans.  Please note these coverage examples are based on self-only coverage. 

 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition) 

 Mia’s Simple Fracture 
(in-network emergency room visit and follow up 

care) 

 

 The plan’s overall deductible  $1,000   The plan’s overall deductible  $1,000   The plan’s overall deductible  $1,000 
 Specialist co-payment $50   Specialist co-payment $50   Specialist co-payment $50 
 Hospital (facility) co-insurance 20%   Hospital (facility) co-insurance 20%   Hospital (facility) co-insurance 20% 
 Other co-insurance 20%   Other co-insurance 20%   Other co-insurance 20% 
     

This EXAMPLE event includes services like:   This EXAMPLE event includes services like:   This EXAMPLE event includes services like:  
Specialist office visits (prenatal care)  Primary care physician office visits (including   Emergency room care (including medical  
Childbirth/Delivery Professional Services  disease education)  supplies) 
Childbirth/Delivery Facility Services  Diagnostic tests (blood work)  Diagnostic test (x-ray) 
Diagnostic tests (ultrasounds and blood work)  Prescription drugs   Durable medical equipment (crutches) 
Specialist visit (anesthesia)   Durable medical equipment (glucose meter)   Rehabilitation services (physical therapy) 
     

Total Example Cost $12,800  Total Example Cost $7,400  Total Example Cost $1,900 

     

In this example, Peg would pay:  In this example, Joe would pay:  In this example, Mia would pay: 

Cost Sharing  Cost Sharing  Cost Sharing 

Deductibles $1,000  Deductibles $971  Deductibles $518 

Co-payments $130  Co-payments $1,495  Co-payments $440 

Co-insurance $2,480  Co-insurance $891  Co-insurance $143 

What isn’t covered  What isn’t covered  What isn’t covered 

Limits or exclusions $60  Limits or exclusions $55  Limits or exclusions $0 

The total Peg would pay is $3,670  The total Joe would pay is $3,412  The total Mia would pay is $1,101 
 
 

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan.  The SBC shows you how you and the plan would share the 
cost for covered health care services.  Note:  Information about the cost of this plan (called the premium) will be provided separately.  This is only a 
summary.  For more information about your coverage or to get a copy of the complete terms of coverage, visit us at PriorityHealth.com or call 1-800-446-5674.  For 
general definitions of common terms, such as allowed amount, balance billing, co-insurance, co-payment, deductible, provider, or other underlined terms see the 
Glossary.  You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-800-446-5674 to request a copy.   

Important Questions Answers Why this Matters 

What is the overall 
deductible? 

$0 
See the Common Medical Events chart below for your costs for services this plan 
covers. 

Are there services 
covered before you meet 
your deductible? 

Yes.   

This plan covers some items and services even if you haven’t yet met the 
deductible amount.  But a copayment or coinsurance may apply.  For example, 
this plan covers certain preventive services without cost-sharing and before you 
meet your deductible.  See a list of covered preventive services at 
https://www.healthcare.gov/coverage/preventive-care-benefits/ . 

Are there other 
deductibles for specific 
services? 

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

What is the out-of-pocket 
limit for this plan? 

Yes. $7,900 person / $15,800 family 
The out-of-pocket limit is the most you could pay in a year for covered services.  
If you have other family members in this plan, they have to meet their own out-
of-pocket limits until the overall family out-of-pocket limit has been met. 

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

Premiums, balance-billed charges, health care this plan doesn't cover, 
services that exceed an annual day/visit limit, and any co-pays and co-
insurance you pay for any non-essential health benefit.  

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

Will you pay less if you 
use a network provider? 

Yes. See PriorityHealth.com  
or call 1-800-446-5674 for a list of participating providers. 

This plan uses a provider network.  You will pay less if you use a provider in the 
plan’s network.  You will pay the most if you use an out-of-network provider, 
and you might receive a bill from a provider for the difference between the 
provider’s charge and what your plan pays (balance billing).  Be aware your 
network provider might use an out-of-network provider for some services (such 
as lab work).  Check with your provider before you get services.   

Do you need a referral to 
see a specialist? 

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

https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/coverage/preventive-care-benefits/
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All co-payment and co-insurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

 
 

Common 
Medical Event 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

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

Primary care visit to treat an 
injury or illness 

$20 co-pay/ visit Not covered 

Prescription drug co-pay may also apply when selected injectable 
drugs are provided.  
Prescription drugs for infertility treatment covered only with 
prescription drug addendum.    
Retail health clinic services are covered at reasonable and 
customary charges.  

Specialist visit $20 co-pay/ visit Not covered 

Other practitioner office 
visit 

•$20 co-pay/ visit for 
evaluation/ management 
services only at retail health 
clinics 

•No charge for family 
planning/ infertility services 

•50% co-insurance for 
Temporomandibular Joint 
Function (TMJ) treatment 
and Orthognathic surgery 

 

•Evaluation/management 
services only at retail health 
clinics covered at the in-
network benefit level 

•Family planning/ infertility 
services not covered 

•Temporomandibular Joint 
Function (TMJ) treatment 
and Orthognathic surgery not 
covered 

 

Preventive care/screening/ 
immunization 

No charge Not covered 

Preventive care services are those listed in Priority Health's 
Preventive Health Care Guidelines, including women's preventive 
health care services.  You may have to pay for services that aren’t 
preventive.  Ask your provider if the services needed are 
preventive.  Then check what your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

No charge Not covered Prior Approval required for genetic testing. 

Imaging (CT/PET scans, 
MRIs) 

No charge Not covered Prior Approval required for certain radiology examinations. 
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Common 
Medical Events 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information  Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you need drugs to 
treat your illness or 
condition 
  
More information 
about prescription 
drug coverage is 
available at 
https://www.priorityhea
lth.com/prog/pharmac
y/pharmacy.cgi 
 

Generic drugs 
$7 co-pay/ retail prescription 
$14 co-pay/ mail order 
prescription 

Not covered Costs shown in the "Your Cost" columns apply to drugs on the 
approved drug list when obtained from a Participating Provider.   
Covers up to a 31-day supply (retail prescription); Covers up to a 
90 day supply (mail order prescription) 
Up to a 90-day supply of medication (excluding Specialty Drugs) 
may be obtained at one time for two applicable Copayments at a 
retail Participating Pharmacy.  
50% co-insurance/ prescription for infertility drugs. 

Preferred brand drugs 
$15 co-pay/ retail prescription  
$30 co-pay/ mail order 
prescription 

Not covered 

Non-preferred brand drugs 
$30 co-pay/ retail prescription  
$60 co-pay/ mail order 
prescription 

Not covered 

Preferred specialty drugs $15 co-pay/ retail prescription Not covered 
-----------none----------- Non-Preferred specialty 

drugs  
$30 co-pay/ retail prescription  Not covered 

If you have 
outpatient surgery 

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

No charge Not covered Including outpatient care, observation care and ambulatory 
surgery center care.  Prior approval may be required. 
Prior approval is required for bariatric surgery. 
Coverage is limited to one bariatric surgery per lifetime. Unless 
medically necessary, a second bariatric surgery is not Covered, 
even if the first procedure occurred prior to joining this plan. Physician/surgeon fees No charge Not covered 

If you need 
immediate medical 
attention 

Emergency room services $100 co-pay/ visit 
Covered at the in-network 
benefit level; reasonable and 
customary limitations apply 

Co-pay waived if you become confined in a Hospital as an 
inpatient.   

Emergency medical 
transportation 

No charge 
Covered at the in-network 
benefit level; reasonable and 
customary limitations apply 

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

Urgent care $20 co-pay/ visit 

Covered at the in-network 
benefit level when obtained 
outside of the Service Area; 
reasonable and customary 
limitations apply 

Urgent Care services received from a Non-Participating Provider 
who is located in our Service Area are not Covered.   

https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
https://www.priorityhealth.com/prog/pharmacy/pharmacy.cgi
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Common 
Medical Events 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you have a 
hospital stay 

Facility fee (e.g., hospital 
room) 

No charge Not covered 

Prior Approval is required at least 5 working days in advance, 
except in emergencies or for Hospital stays for a mother and her 
Newborn of up to 48 hours following a vaginal delivery and 96 
hours following a cesarean section.   
Notification must be provided for all admissions following 
emergency room care. 
Prior approval is required for bariatric surgery. 
Coverage is limited to one bariatric surgery per lifetime. Unless 
medically necessary, a second bariatric surgery is not Covered, 
even if the first procedure occurred prior to joining this plan.     

Physician/surgeon fee No charge Not covered 

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

Mental/Behavioral health 
outpatient services $20 co-pay/ visit Not covered 

No charge for first three visits with participating provider within 90 
days of discharge from a participating hospital for mental health 
inpatient care. 
Including medication management visits. 

Mental/Behavioral health 
inpatient services 

No charge Not covered 
Including Residential Treatment and partial hospitalization.   
Except in an emergency, prior approval required. 

Substance use disorder 
outpatient services 

$20 co-pay/ visit Not covered 
Prior Approval required for intensive outpatient treatment. 
Including medication management visits. 

Substance use disorder 
inpatient services 

No charge Not covered 
Including subacute Residential Treatment and partial 
hospitalization. 
Except in an emergency, prior approval required. 

If you are pregnant 

Routine prenatal and 
postnatal care 

No charge   Not covered 

Routine prenatal and postnatal visits are covered under your 
Preventive Health Care Services benefit. 
Appropriate office visit charge (PCP or specialist) may apply to 
physician office services for complications of pregnancy. 

Delivery and all inpatient 
services No charge Not covered -----------none----------- 
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Common 
Medical Events 

Services You May Need 

What You Will Pay 

Limitations, Exceptions & Other Important Information Participating Provider 
(You will pay the least) 

Non-Participating Provider 
(You will pay the most) 

If you need help 
recovering or have 
other special health 
needs 

Home health care No charge Not covered 

Including hospice care services; excluding rehabilitation and 
habilitation services. 
Prior approval required except for hospice care services in the 
home.   

Rehabilitation services not 
for the treatment of Autism 
Spectrum Disorder 

$20 co-pay/ visit Not covered 

Physical and occupational therapy (Including osteopathic and 
chiropractic manipulation) limited to a combined 50 visits per 
contract year. 
Speech therapy limited to 50 visits per contract year. 
Cardiac rehabilitation & pulmonary rehabilitation limited to a 
combined 50 visits per contract year. 

Habilitation services for  
treatment of Autism 
Spectrum Disorder only  

•$20 co-pay/ visit for Physical, 
Occupational and Speech 
Therapy 

•No charge for Applied 
Behavior Analysis (ABA) 
services 

Not covered 

Prior Approval required for Applied Behavior Analysis (ABA).   
Services are Covered for children and adolescents under age 19 
only.   
Multiple charges may apply during one day of service. 

Habilitation services not for 
the treatment of Autism 
Spectrum Disorder 

Not covered Not covered Not covered 

Skilled nursing care No charge Not covered 

Services received in a skilled nursing care facility, subacute 
facility, inpatient rehabilitation care facility or hospice care facility 
are limited to a combined 730 days per lifetime. 
Prior approval required. 

Durable medical equipment 
(DME) 

No charge Not covered Including rental, purchase or repair. 
Prior Approval required for equipment over $1,000, all rentals 
and all shoe inserts. Prosthetics & orthotics No charge Not covered 

Hospice service No charge Not covered 
This benefit applies to hospice services provided in the home only.  
Any hospice services provided in a facility will be subject to the 
appropriate facility benefit. 

If your child needs 
dental or eye care 

Child eye exam Not covered Not covered Not covered 

Child glasses Not covered Not covered Not covered 

Child dental check-up Not covered Not covered Not covered 
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 Excluded Services & Other Covered Services: 
  

Services Your Plan Generally Does NOT Cover (Check your policy or plan documents for more information and a list of any other excluded 
services.)

 Acupuncture 
 Cosmetic surgery 

 Dental care (Adult & Child) 

 Habilitation services not for the treatment of Autism 
Spectrum Disorder 

 Long-term care 
 Non-emergency care when traveling outside the U.S. 

 Private-duty nursing 

 Routine eye care (Adult & Child) 

 Routine foot care 

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

 Bariatric surgery 
 Chiropractic care 

 Emergency services provided outside the U.S. 

 Hearing aids 

 Infertility treatment - diagnostic, counseling and 
planning services for the underlying cause of 
infertility 

 Weight loss programs

 

Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends.  The contact information for those 
agencies is: Department of Insurance and Financial Services (DIFS) at 1-877-999-6442 or difs-HICAP@michigan.gov; the Department of Health and Human Services, 
Center for Consumer Information and Insurance Oversight at 1-877-267-2323 x61565 or www.cciio.cms.gov; or the Department of Labor’s Employee Benefits Security 
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.  Other coverage options may be available to you too, including buying individual insurance 
coverage through the Health Insurance Marketplace.  For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights:  There are agencies that can help if you have a complaint against your plan for a denial of a claim.  This complaint is called 
a grievance or appeal.  For more information about your rights, look at the explanation of benefits you will receive for that medical claim.  Your plan documents also provide 
complete information to submit a claim, appeal, or a grievance for any reason to your plan.  For more information about your rights, this notice, or assistance, contact:  
Priority Health at 1-800-446-5674 or www.priorityhealth.com; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform; or the Department of Insurance and Financial Services (DIFS) at 1-877-999-6442 or difs-HICAP@michigan.gov.  Additionally, a consumer 
assistance program can help you file your appeal.  Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) at 1-877-999-6442 or difs-
HICAP@michigan.gov.  

Does this plan provide Minimum Essential Coverage?  Yes. 
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 

Does this plan meet Minimum Value Standards?  Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

Language Access Services:  
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-446-5674. 

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-446-5674.  

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-446-5674.  

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-446-5674. 
 

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

mailto:difs-HICAP@michigan.gov
http://www.cciio.cms.gov/
http://www.dol.gov/ebsa/healthreform
http://www.healthcare.gov/
http://www.priorityhealth.com/
http://www.dol.gov/ebsa/healthreform
mailto:difs-HICAP@michigan.gov
mailto:difs-HICAP@michigan.gov
mailto:difs-HICAP@michigan.gov
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About these Coverage Examples: 

 This is not a cost estimator.  Treatments shown are just examples of how this plan might cover medical care.  Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors.  Focus on the cost sharing amounts (deductibles,   
co-payments, and co-insurance) and excluded services under this plan.  Use this information to compare the portion of costs you might pay under different 
health plans.  Please note these coverage examples are based on self-only coverage. 

 

Peg is Having a Baby 
(9 months of in-participating pre-natal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-participating care of a well-

controlled condition) 

 Mia’s Simple Fracture 
(in-participating emergency room visit and follow 

up care) 

 

 The plan’s overall deductible  $1,000   The plan’s overall deductible  $1,000   The plan’s overall deductible  $1,000 
 Specialist co-payment $50   Specialist co-payment $50   Specialist co-payment $50 
 Hospital (facility) co-insurance 20%   Hospital (facility) co-insurance 20%   Hospital (facility) co-insurance 20% 
 Other co-insurance 20%   Other co-insurance 20%   Other co-insurance 20% 
     

This EXAMPLE event includes services like:   This EXAMPLE event includes services like:   This EXAMPLE event includes services like:  
Specialist office visits (prenatal care)  Primary care physician office visits (including   Emergency room care (including medical  
Childbirth/Delivery Professional Services  disease education)  supplies) 
Childbirth/Delivery Facility Services  Diagnostic tests (blood work)  Diagnostic test (x-ray) 
Diagnostic tests (ultrasounds and blood work)  Prescription drugs   Durable medical equipment (crutches) 
Specialist visit (anesthesia)   Durable medical equipment (glucose meter)   Rehabilitation services (physical therapy) 
     

Total Example Cost $12,800  Total Example Cost $7,400  Total Example Cost $1,900 

     

In this example, Peg would pay:  In this example, Joe would pay:  In this example, Mia would pay: 

Cost Sharing  Cost Sharing  Cost Sharing 

Deductibles $1,000  Deductibles $971  Deductibles $518 

Co-payments $130  Co-payments $1,495  Co-payments $440 

Co-insurance $2,480  Co-insurance $891  Co-insurance $143 

What isn’t covered  What isn’t covered  What isn’t covered 

Limits or exclusions $60  Limits or exclusions $55  Limits or exclusions $0 

The total Peg would pay is $3,670  The total Joe would pay is $3,412  The total Mia would pay is $1,101 
 
 

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist


If you (and/or your dependents) have Medicare or will become 

eligible for Medicare in the next 12 months, a federal law gives 

you more choices about your prescription drug coverage. 

Please see pages 6-7 for more details. 

 Oakland University 

Benefit Plan Notice Requirements for Plan 
Year January 1, 2020 – December 31, 2020 
 

Enclosed Notices: 

 

1. Notice of Patient Protections 

2. Disclosure About the Benefit Enrollment Communications 

3. Qualified Changes in Status / Changing Your Pre-Tax Contribution Amount Mid-
Year 

4. HIPAA Notice of Special Enrollment Rights 

5. Women’s Health and Cancer Rights Act of 1998 

6. Michelle’s Law 

7. Coverage Under Michigan’s Abortion Insurance Opt-Out Act 

8. Medicaid and the Children’s Health Insurance Program (CHIP) 

9. Your Prescription Drug Coverage and Medicare 

10. DOL Notice for HIPAA Contingent Wellness Programs 

11. Notice Regarding Wellness Program 

12. Notice of Privacy Practices 
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Notice of Patient Protections  

BCN and Priority Health generally require the designation of a primary care provider (PCP). You have 
the right to designate any PCP who participates in the network and who is available to accept you or 
your family members. Until you make this designation, BCN and Priority Health designates one for you.  
For information on how to select a PCP, and for a list of the PCP providers, contact your carrier. 

For children, you may designate a pediatrician as the primary care provider.   

You do not need prior authorization from BCN and Priority Health, or from any other person (including 
a PCP), in order to obtain access to obstetrical or gynecological care from a health care professional in 
the network who specializes in obstetrics or gynecology. The health care professional, however, may 
be required to comply with certain procedures, including obtaining prior authorization for certain 
services, following a pre-approved treatment plan or procedures for making referrals. For a list of 
participating health care professionals who specialize in obstetrics or gynecology, contact your carrier. 

Qualified Changes in Status / Changing Your Pre-Tax Contribution Amount Mid-Year 

We sponsor a program that allows you to pay for certain benefits using pre-tax dollars. With this program, 
contributions are deducted from your paycheck before federal, state and Social Security taxes are withheld. 
As a result, you reduce your taxable income and take home more money. How much you save in taxes 
will vary depending on where you live and on your own personal tax situation.  

These programs are regulated by the Internal Revenue Service (IRS). The IRS requires you to make 
your pre-tax elections before the start of the plan year January 1 – December 31. The IRS permits you 
to change your pre-tax contribution amount mid-year only if you experience a change in status, which 
includes the following:  

 Birth, placement for adoption, or adoption of a child, or being subject to a Qualified Medical 
Child Support Order which orders you to provide medical coverage for a child.  

 Marriage, legal separation, annulment or divorce. 

 Death of a dependent. 

 A change in employment status that affects eligibility under the plan.  

 A change in election that is on account of, and corresponds with, a change made under 
another employer plan.  

 A dependent satisfying, or ceasing to satisfy, eligibility requirements under the health care 
plan. 

The change you make must be consistent with the change in status. For example, if you get married, 
you may add your new spouse to your coverage. If your spouse’s employment terminates and he/she 
loses employer-sponsored coverage, you may elect coverage for yourself and your spouse under our 
program. However, the change must be requested within 30 days of the change in status. If you do not 
notify Human Resources within 30 days, you must wait until the next annual enrollment period to make 
a change. 

These rules relate to the program allowing you to pay for certain benefits using pre-tax dollars. Please 
review the medical booklet and other vendor documents for information about when those programs 
allow you to elect or cancel coverage, add or drop dependents, and make other changes to your benefit 
coverage, as the rules for those programs may differ from the pre-tax program. 

HIPAA Notice of Special Enrollment Rights  

If you are declining enrollment for yourself or your dependents (including your spouse) because of other 
health insurance (including Marketplace coverage) or group health plan coverage, you may be able to 
enroll yourself and your  dependents in this plan if you or your dependents lose eligibility for that other 
coverage (or if the employer stops contributing towards your or your dependents’ other coverage). 
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However, you must request enrollment within 30 days after your or your dependents’ other coverage 
ends (or after the employer stops contributing toward the other coverage). 

In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for 
adoption, you may be able to enroll yourself and your dependents. However, you must request 
enrollment within 30 days after the marriage, birth, adoption or placement for adoption.   

To request special enrollment or obtain more information, contact Human Resources. 
The Children’s Health Insurance Program Reauthorization Act of 2009 added the following two special 
enrollment opportunities:   

 The employee’s or dependent's Medicaid or CHIP (Children's Health Insurance Program) 
coverage is terminated as a result of loss of eligibility; or  

 The employee or dependent becomes eligible for a premium assistance subsidy under 
Medicaid or CHIP. 

It is your responsibility to notify Human Resources within 60 days of the loss of Medicaid or CHIP 
coverage, or within 60 days of when eligibility for premium assistance under Medicaid or CHIP is 
determined. More information on CHIP is provided later in this document. 

Women’s Health and Cancer Rights Act of 1998 

The Women’s Health and Cancer Rights Act (WHCRA) of 1998 is also known as “Janet’s Law.” This 
law requires that our health plan provide coverage for:  

 All stages of reconstruction of the breast on which the mastectomy has been performed;  

 Surgery and reconstruction of the other breast to produce a symmetrical appearance; and  

 Prostheses and physical complications of mastectomy, including lymphedemas, in a 
manner determined in consultation with the attending physician and the patient.  

Benefits will be payable on the same basis as any other illness or injury under the health plan, including 
the application of appropriate deductibles, coinsurance and copayment amounts. Please refer to your 
benefit plan booklet for specific information regarding deductible and coinsurance requirements. If you 
need further information about these services under the health plan, please contact the Customer 
Service number on your member identification card.  

Michelle’s Law  

Effective November 1, 2010, if a full-time student engaged in a post-secondary education loses full-time 
student status due to a severe illness or injury, he/she will maintain dependent status until the earlier of 
(1) one year after the first day of a medically necessary leave of absence; or (2) the date on which such 
coverage would otherwise terminate under the terms of the plan. A medically necessary leave of 
absence or change in enrollment at that institution must be certified by the dependent’s attending 
physician. 

Coverage Under Michigan’s Abortion Insurance Opt-Out Act 

Fully insured plans in Michigan can no longer cover elective abortion unless a rider is purchased. Our 
medical plans, insured by BCBSM, BCN, and Priority Health provide coverage for elective abortion; 
therefore the rider is included. This rider applies to all plan participants covered by the insured BCBSM, 
BCN, and Priority Health group medical plan; coverage under this rider cannot be declined on an 
individual basis. An employee’s covered dependents may use this coverage without notice to the 
employee. 
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Premium Assistance Under Medicaid and the  
Children’s Health Insurance Program (CHIP) 

 
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, 
your state may have a premium assistance program that can help pay for coverage, using funds from their 
Medicaid or CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for 
these premium assistance programs but you may be able to buy individual insurance coverage through the Health 
Insurance Marketplace.  For more information, visit www.healthcare.gov. 

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact 
your State Medicaid or CHIP office to find out if premium assistance is available. 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-
877-KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a 
program that might help you pay the premiums for an employer-sponsored plan. 

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under 
your employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  
This is called a “special enrollment” opportunity, and you must request coverage within 60 days of being 
determined eligible for premium assistance.  If you have questions about enrolling in your employer plan, 
contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health 
plan premiums.  The following list of states is current as of July 31, 2019.  Contact your State for more 

information on eligibility.   

ALABAMA – Medicaid 
Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

ALASKA – Medicaid 
The AK Health Insurance Premium Payment Program  
Website:  http://myakhipp.com/ 
Phone:  1-866-251-4861 
Email:  CustomerService@MyAKHIPP.com 
Medicaid Eligibility:  
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 

ARKANSAS – Medicaid 
Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

COLORADO – Health First Colorado (Colorado’s Medicaid 
Program) & Child Health Plan Plus (CHP+) 
Health First Colorado Website: 
https://www.healthfirstcolorado.com/ 
Health First Colorado Member Contact Center: 
1-800-221-3943/ State Relay 711 
CHP+: https://www.colorado.gov/pacific/hcpf/child-health-plan-
plus 
CHP+ Customer Service: 1-800-359-1991/ State Relay 711 

FLORIDA – Medicaid 
Website: http://flmedicaidtplrecovery.com/hipp/ 
Phone: 1-877-357-3268 

GEORGIA – Medicaid 
Website: https://medicaid.georgia.gov/health-insurance-premium-
payment-program-hipp 
Phone: 1-678-564-1162 ext 2131 

 

INDIANA – Medicaid 
Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1-877-438-4479 
All other Medicaid 
Website: http://www.indianamedicaid.com 
Phone 1-800-403-0864 

IOWA – Medicaid 
Website: http://dhs.iowa.gov/Hawki 
Phone: 1-800-257-8563 

KANSAS – Medicaid 
Website: http://www.kdheks.gov/hcf/ 
Phone: 1-785-296-3512 

KENTUCKY – Medicaid 
Website: https://chfs.ky.gov 
Phone: 1-800-635-2570 

LOUISIANA – Medicaid 
Website: http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 
Phone: 1-888-695-2447 

MAINE – Medicaid 
Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html 
Phone: 1-800-442-6003 
TTY: Maine relay 711 

MASSACHUSETTS – Medicaid and CHIP 
Website: 
http://www.mass.gov/eohhs/gov/departments/masshealth/ 
Phone: 1-800-862-4840 

 

 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://myarhipp.com/
https://www.healthfirstcolorado.com/
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
http://flmedicaidtplrecovery.com/hipp/
https://medicaid.georgia.gov/health-insurance-premium-payment-program-hipp
https://medicaid.georgia.gov/health-insurance-premium-payment-program-hipp
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
http://dhs.iowa.gov/Hawki
http://www.kdheks.gov/hcf/
https://chfs.ky.gov/
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.mass.gov/eohhs/gov/departments/masshealth/
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MINNESOTA – Medicaid 
Website:  https://mn.gov/dhs/people-we-serve/seniors/health-
care/health-care-programs/programs-and-services/other-
insurance.jsp 
Phone: 1-800-657-3739 

MISSOURI – Medicaid 
Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 
Phone: 1-573-751-2005 

MONTANA – Medicaid 
Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 

NEBRASKA – Medicaid 
Website:  http://www.ACCESSNebraska.ne.gov 
Phone: 1-855-632-7633 
Lincoln: 1-402-473-7000 
Omaha: 1-402-595-1178 

NEVADA – Medicaid 
Medicaid Website:  https://dhcfp.nv.gov 
Medicaid Phone:  1-800-992-0900  

NEW HAMPSHIRE – Medicaid 
Website: https://www.dhhs.nh.gov/oii/hipp.htm 
Phone: 1-603-271-5218 
Toll free number for the HIPP program: 1-800-852-3345, ext 5218 

NEW JERSEY – Medicaid and CHIP 
Medicaid Website: 
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/ 
Medicaid Phone: 1-609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html 
CHIP Phone: 1-800-701-0710 

NEW YORK – Medicaid 
Website: https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

NORTH CAROLINA – Medicaid 
Website:  https://medicaid.ncdhhs.gov/ 
Phone:  1-919-855-4100 

NORTH DAKOTA – Medicaid 
Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/ 
Phone: 1-844-854-4825 

OKLAHOMA – Medicaid and CHIP 
Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

OREGON – Medicaid 
Website: http://healthcare.oregon.gov/Pages/index.aspx 
http://www.oregonhealthcare.gov/index-es.html 
Phone: 1-800-699-9075 

PENNSYLVANIA – Medicaid 
Website: 
http://www.dhs.pa.gov/provider/medicalassistance/healthinsuranc
epremiumpaymenthippprogram/index.htm 
Phone: 1-800-692-7462 

RHODE ISLAND – Medicaid and CHIP 
Website: http://www.eohhs.ri.gov/ 
Phone: 1-855-697-4347, or 1-401-462-0311 (Direct RIte Share 
Line) 

SOUTH CAROLINA – Medicaid 
Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820  

SOUTH DAKOTA - Medicaid 
Website: http://dss.sd.gov 
Phone: 1-888-828-0059 

TEXAS – Medicaid 
Website: http://gethipptexas.com/ 
Phone: 1-800-440-0493 

UTAH – Medicaid and CHIP 
Medicaid Website: https://medicaid.utah.gov/ 
CHIP Website: http://health.utah.gov/chip 
Phone: 1-877-543-7669 

VERMONT– Medicaid 
Website: http://www.greenmountaincare.org/ 
Phone: 1-800-250-8427 

VIRGINIA – Medicaid and CHIP 
Medicaid Website: 
http://www.coverva.org/programs_premium_assistance.cfm 
Medicaid Phone:  1-800-432-5924 
CHIP Website: 
http://www.coverva.org/programs_premium_assistance.cfm 
CHIP Phone: 1-855-242-8282 

WASHINGTON – Medicaid 
Website: https://www.hca.wa.gov/ 
Phone:  1-800-562-3022 ext.  15473 

WEST VIRGINIA – Medicaid 
Website:  http://mywvhipp.com/ 
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

WISCONSIN – Medicaid and CHIP 
Website: 
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf 
Phone: 1-800-362-3002 

WYOMING – Medicaid 
Website: https://wyequalitycare.acs-inc.com/ 
Phone: 1-307-777-7531 

  
 
To see if any other states have added a premium 
assistance program since July 31, 2019, or for more 
information on special enrollment rights, contact 
either: 

 U.S.  Department of Labor, Employee Benefits 
Security Administration  
www.dol.gov/agencies/ebsa   
1-866-444-EBSA (3272 

 U.S. Dept. of Health and Human Services, Centers 
for Medicare & Medicaid Services: 
http://www.cms.hhs.gov/   
Phone: 1-877-267-2323, Menu Option 4, Extension 
61565 

 

https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
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https://www.dhhs.nh.gov/oii/hipp.htm
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http://www.nd.gov/dhs/services/medicalserv/medicaid/
http://www.insureoklahoma.org/
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
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http://dss.sd.gov/
http://gethipptexas.com/
https://medicaid.utah.gov/
http://health.utah.gov/chip
http://www.greenmountaincare.org/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
https://www.hca.wa.gov/
http://mywvhipp.com/
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
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http://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
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Important Notice from Oakland University About  
Your Prescription Drug Coverage and Medicare 

Notice of Creditable Coverage    

Please read this notice carefully and keep it where you can find it. This notice has information 
about your current prescription drug coverage with Oakland University and about your options 
under Medicare’s prescription drug coverage.  This information can help you decide whether or 
not you want to join a Medicare drug plan.  If you are considering joining, you should compare 
your current coverage, including which drugs are covered at what cost, with the coverage and 
costs of the plans offering Medicare prescription drug coverage in your area.  Information about 
where you can get help to make decisions about your prescription drug coverage is at the end 
of this notice. 

There are two important things you need to know about your current coverage and Medicare’s 
prescription drug coverage:  

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. 
You can get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare 
Advantage Plan (like an HMO or PPO) that offers prescription drug coverage. All Medicare 
drug plans provide at least a standard level of coverage set by Medicare. Some plans may 
also offer more coverage for a higher monthly premium.   

2. Oakland University has determined that the prescription drug coverage offered by the 
medical plans is, on average for all plan participants, expected to pay out as much as 
standard Medicare prescription drug coverage pays and is therefore considered 
Creditable Coverage.  Because your existing coverage is Creditable Coverage, you can 
keep this coverage and not pay a higher premium (a penalty) if you later decide to join a 
Medicare drug plan. 

________________________________________________ 

When Can You Join A Medicare Drug Plan? 

You can join a Medicare drug plan when you first become eligible for Medicare and each year from 
October 15th through December 7th.   

However, if you lose your current creditable prescription drug coverage, through no fault of your own, 
you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug 
plan.   

What Happens To Your Current Coverage If You Decide to Join A Medicare 
Drug Plan? 

If you decide to join a Medicare drug plan, your current Oakland University coverage may be affected. 
For more information, please refer to the benefit plan’s governing documents. 

If you do decide to join a Medicare drug plan and drop your current Oakland University coverage, be 
aware that you and your dependents may not be able to get this coverage back.  For more information, 
please refer to the benefit plan’s governing documents. 

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug 
Plan? 

You should also know that if you drop or lose your current coverage with Oakland University and don’t 
join a Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a 
higher premium (a penalty) to join a Medicare drug plan later.  
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Remember:  Keep this Creditable Coverage notice.  If you decide to join one of the 

Medicare drug plans, you may be required to provide a copy of this notice when 

you join to show whether or not you have maintained creditable coverage and, 

therefore, whether or not you are required to pay a higher premium (a penalty).  

 

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly 
premium may go up by at least 1% of the Medicare base beneficiary premium per month for every month 
that you did not have that coverage. For example, if you go nineteen months without creditable 
coverage, your premium may consistently be at least 19% higher than the Medicare base beneficiary 
premium. You may have to pay this higher premium (a penalty) as long as you have Medicare 
prescription drug coverage. In addition, you may have to wait until the following October to join.  

For More Information About This Notice Or Your Current Prescription Drug 
Coverage… 

Contact the person listed below for further information. NOTE: You’ll get this notice each year. You will 
also get it before the next period you can join a Medicare drug plan, and if this coverage through Oakland 
University changes. You also may request a copy of this notice at any time.  

For More Information About Your Options Under Medicare Prescription 
Drug Coverage… 

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare 
& You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare.  You may 
also be contacted directly by Medicare drug plans. For more information about Medicare prescription 
drug coverage: 

 Visit www.medicare.gov  

 Call your state Health Insurance Assistance Program (see the inside back cover of your 
copy of the “Medicare & You” handbook for their telephone number) for personalized 
help 

 Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is 
available. For information about this extra help, visit Social Security on the web at 
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778). 

 

 

 

 

 

 

 

Date: October 15, 2019 

Name of Entity/Sender: Oakland University 

Contact--Position/Office Eric Herppich  

Address:  371 Wilson Blvd. Rochester Hills, MI 48309  

Phone Number: 248-370-4166 

  

http://www.medicare.gov/
http://www.socialsecurity.gov/
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DOL Notice for HIPAA Health Contingent Wellness Programs: 
Your health plan is committed to helping you achieve your best health.  Rewards for participating in a wellness 
program are available to all employees.  If you think you might be unable to meet a standard for reward under this 
wellness program, you might qualify for an opportunity to earn the same reward by different means.  Contact your 
doctor and they will work with you to find an alternative standard with the same reward that is right for you in light 
of your health status. 

  

Notice Regarding Wellness Program:  
HealthBlueLiving and HealthByChoice Achievements is a voluntary wellness program available to all 
employees. The program is administered according to federal rules permitting employer-sponsored wellness 
programs that seek to improve employee health or prevent disease, including the Americans with Disabilities 
Act of 1990, the Genetic Information Nondiscrimination Act of 2008, and the Health Insurance Portability and 
Accountability Act, as applicable, among others. If you choose to participate in the wellness program you will 
be asked to complete a voluntary health risk assessment or "HRA" that asks a series of questions about your 
health-related activities and behaviors and whether you have or had certain medical conditions (e.g., cancer, 
diabetes, or heart disease). You are not required to complete the HRA or other medical examinations. 

  

However, employees who choose to participate in the wellness program will receive an incentive of for doing 
so. Although you are not required to complete the HRA , only employees who do so will be moved to the 
Enhanced/Choice plan.  If you are unable to participate in any of the health-related activities or achieve any of 
the health outcomes required to earn an incentive, you may be entitled to a reasonable accommodation or an 
alternative standard.  

  

The information from your HRA will be used to provide you with information to help you understand your current 
health and potential risks, and may also be used to offer you services through the wellness program, such as 
walking programs, smoking cessation programs, etc. You also are encouraged to share your results or 
concerns with your own doctor. 

  

Protections from Disclosure of Medical Information 
We are required by law to maintain the privacy and security of your personally identifiable health information. 
Although the wellness program and Oakland University may use aggregate information it collects to design a 
program based on identified health risks in the workplace, we will never disclose any of your personal 
information either publicly or to the employer, except as necessary to respond to a request from you for a 
reasonable accommodation needed to participate in the wellness program, or as expressly permitted by law. 
Medical information that personally identifies you that is provided in connection with the wellness program will 
not be provided to your supervisors or managers and may never be used to make decisions regarding your 
employment. 

  

Your health information will not be sold, exchanged, transferred, or otherwise disclosed except to the extent 
permitted by law to carry out specific activities related to the wellness program, and you will not be asked or 
required to waive the confidentiality of your health information as a condition of participating in the wellness 
program or receiving an incentive. Anyone who receives your information for purposes of providing you services 
as part of the wellness program will abide by the same confidentiality requirements.  

  

In addition, all medical information obtained through the wellness program will be maintained separate from 
your personnel records, information stored electronically will be encrypted, and no information you provide as 
part of the wellness program will be used in making any employment decision.  Appropriate precautions will be 
taken to avoid any data breach, and in the event a data breach occurs involving information you provide in 
connection with the wellness program, we will notify you immediately. 

  

You may not be discriminated against in employment because of the medical information you provide as part 
of participating in the wellness program, nor may you be subjected to retaliation if you choose not to participate. 
If you have questions or concerns regarding this notice, or about protections against discrimination and 
retaliation, please contact OU Human Resources. 
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NOTICE OF PRIVACY PRACTICES 
  

THIS NOTICE DESCRIBES HOW PROTECTED HEALTH INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 

CAREFULLY. 
  

This Notice describes the practices of the Oakland University Flexible Benefit Plan (called the “Plan” in this Notice) 
with regard to the Protected Health Information the Plan has about you that relates to your coverage under 
the Plan, and how the Plan may use and disclose this information. This Notice also describes your rights in 
your Protected Health Information and how you can exercise those rights. Your rights, and the Plan’s 
responsibilities, apply only to the health care reimbursement account under the Plan. 

  
Protected Health Information (“PHI”) includes individually identifiable information that relates to your past, present 

or future health condition, treatment or payment for health care services, and includes information such as 
your name, social security number, address and date of birth. 

  
The Plan is required by law to keep PHI that identifies you private, to give you this Notice of the Plan’s legal duties 

and privacy practices with respect to your PHI, notify you following a breach of unsecured PHI that affects 
you, and to follow the terms of the Notice that is currently in effect.  This Notice of Privacy Practices originally 
became effective on April 14, 2004 and has been amended as of September 23, 2013.  

  
PHI use and disclosure by the Plan is regulated by the Health Insurance Portability and Accountability Act of 1996 

(“HIPAA”) as amended by the Health Information Technology for Economic and Clinical Health Act 
(“HITECH”). This Notice attempts to summarize the regulations, but the regulations will supersede any 
discrepancy between the information in this Notice and the regulations. 

  
A. Uses and Disclosure of PHI Without Your Permission. The Plan primarily uses and discloses your PHI to 

evaluate and process requests for coverage and claims for benefits, and to create a record of the health care 
claims reimbursed under the Plan for Plan administration purposes. The following describes these and other 
uses and disclosures which may be made without your written authorization, together with some examples: 

  
1. Payment. The Plan may use and disclose your PHI to (1) determine eligibility for Plan benefits, or (2) to facilitate 

payment for the treatment and services you receive from health care providers. For example, the Plan may 
share PHI with another entity to assist with the adjudication of health claims. 

  
2. Health Care Operations. The Plan may use and disclose your PHI for other Plan operations. These uses and 

disclosures are necessary to administer the Plan. For example, the Plan may use or disclose your PHI (1) to 
conduct quality assessment and improvement activities, (2) for arranging medical review, legal services, audit 
services, and fraud and abuse detection programs, (3) for business planning and development such as cost 
management, (4) for business management and general Plan administrative activities. 

  
3. Treatment. The Plan may use or disclose your PHI to facilitate medical treatment or services by providers. For 

example, the Plan might disclose information about your prior prescriptions to a pharmacist to determine if a 
pending prescription would have an adverse reaction with prior prescriptions. 

  
4. As Required by Law. The Plan will disclose your PHI when required to do so by law. For example, the Plan 

must allow the U.S. Department of Health and Human Services to audit Plan records. The Plan may also 
disclose PHI when required by a court or administrative order or subpoena. 

  
5. Workers’ Compensation. The Plan may disclose your PHI as authorized by, and to the extent necessary to 

comply with, workers’ compensation or other similar laws. 
  
6. To Business Associates. The Plan may disclose your PHI to business associates the Plan hires to assist the 

Plan.  Business associates, for instance, could be a third party administrator or a consultant. Each business 
associate of the Plan must agree in writing to ensure the continuing confidentiality and security of your PHI. 

  
7. To Plan Sponsor. The Plan may disclose to the Plan Sponsor (Oakland University), in summary form, claims 

history and other similar information. Such summary information does not disclose your name or other 
distinguishing characteristics. The Plan may also tell the Plan Sponsor whether you are enrolled in the Plan. 
The Plan may give your PHI to the Plan Sponsor for plan administrative functions that the Plan Sponsor 
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provides to the Plan if the Plan Sponsor agrees in writing to ensure the continuing confidentiality and security 
of your PHI. The Plan Sponsor must agree not to use or disclose your PHI for employment-related activities 
or any other benefit or benefit plans of the Plan Sponsor. 

  
8. For Matters of Public Interest or Safety. The Plan may use or disclose your PHI for matters in the public interest 

or safety; for example, to avert a serious threat to health or safety. 
  
B.  Uses and Disclosures of PHI Without Objection. The Plan may disclose your PHI to family members, other 

relatives or your friends if they are involved in your care or payment for that care, and provided you do not 
object. For example, a claim determination may be discussed with you in the presence of a relative or friend 
unless you object.  Other than in an emergency or when it is not practical because you are incapacitated, we 
will provide you with the opportunity to object before such a disclosure is made. 

  
C.  Uses and Disclosures of PHI With Your Permission. The Plan will not use or disclose your PHI for any 

purpose not identified above unless you give the Plan your written authorization to do so.  For example, the 
following uses and disclosures generally require your authorization:  (1) uses and disclosures for marketing 
purposes; (2) uses and disclosures which are a sale of Protected Health Information; and (3) uses and 
disclosures of psychotherapy notes.   If you give the Plan written authorization to use or disclose your PHI for 
a specific purpose that is not described in this notice, then, in most cases, you may revoke it in writing at any 
time. Your revocation will be effective for all of your PHI the Plan maintains, unless the Plan has taken action 
in reliance on your authorization. 

  
D. Your Rights. You may make a written request to the Plan to do one or more of the following concerning your 

PHI: 
  
1. Request Restrictions. To put additional restrictions on the Plan’s use and disclosure of your PHI. The Plan does 

not have to agree to your request.   
  
2. Request Confidential Communications. To communicate with you in confidence about your PHI by a different 

means or at a different location than the Plan is currently doing. The Plan does not have to agree to your 
request unless such confidential communications are necessary to avoid endangering you and your request 
continues to allow the Plan to collect premiums and pay claims. Your request must specify the alternative 
means or location to communicate with you in confidence. 

  
3. Inspect and Copy. To see and get copies of your PHI kept in a “Designated Record Set.” A Designated Record 

Set includes enrollment, payment, billing, claims adjudication, and medical management record systems 
maintained by or for the Plan that is used to make decisions about individuals. In limited cases, the Plan does 
not have to agree to your request.  The Plan uses or maintains an electronic health record containing your 
PHI, you may obtain a copy of your electronic PHI in an electronic format and, if you choose, direct the Plan 
to transmit the electronic copy directly to a person designated by you.  

  
4. Amend. To correct your PHI. A request to correct your PHI must be in writing and you must provide reasons 

and support for the correction. In some cases, the Plan does not have to agree to your request, in which case 
you may submit a written response that will be included in future disclosures of your PHI. 

  
5. Accounting of Disclosures. To receive a list of disclosures of your PHI that the Plan and its business associates 

made for certain purposes for the last 6 years (but not for disclosures before April 14, 2004). This accounting 
will not include disclosures made for treatment, payment, or health care operations; made to law enforcement 
personnel; made pursuant to your authorization; or made directly to you. 

  
6. This Notice. To send you a paper copy of this notice if you received this notice by e-mail or on the internet. 
  

NOTE: To exercise your rights, you must submit your request in writing and on the Plan’s forms. You may 
contact the Benefits & Compensation Services Office (contact information is given below) for a copy of any 
such forms you may need. In some cases, the Plan may charge you a reasonable, cost-based fee to carry out 
your request. 

  
E. Personal Representative. You may exercise your rights through a personal representative appointed by you 

or designated by applicable law. The parent of a minor is usually considered that child’s personal 
representative. 
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F. Changes to This Notice. The Plan must comply with the provisions of this Notice, although the Plan reserves 

the right to change the terms of this Notice from time to time and to make the revised Notice effective for all 
PHI the Plan maintains. The Plan will notify you within sixty days of any material changes to this Notice. 

  
G. Questions and Complaints. If you have questions about this Notice or want to file a complaint because you 

believe the Plan has violated your privacy rights or this Notice, please contact the Plan at: 
  
Benefits and Compensation Services Office 
371 Wilson Blvd. 
Rochester, MI 48309 
Voice: 248/370-4207 Fax: 248/370-4212 
  
You also have the right to complain to the U.S. Department of Health and Human Services. We will not retaliate 
against you if you choose to file a complaint with the Plan or with the U.S. Department of Health and Human 
Services. 

  
 

  
  

 




