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WWW.e-nva.com

Flexible Spending Accounts
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(877) 924-3967
www.wageworks.com

Disability and Life Insurance (Oakland County Policy Number: 402334)

The Hartford — Disability
(800) 898-2458
www.thehartfordatwork.com

The Hartford — Life
(877) 320-0484

Employee Benefits
2100 Pontiac Lake Rd, 41W
Waterford, MI 48328

www.oakgov.com/benefits

Carmen Cargill
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Bedricky
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Carol Sawinski
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Oakland County Employee Benefit Guide
Introduction

The Benefit Guide describes the benefits available through the County’s Cafeteria Plan. The
County of Oakland established a Cafeteria Plan effective January 1, 1994 for its employees, for
the purpose of providing eligible employees with the opportunity to choose from various
benefit plan options available under the Plan. The Plan is intended to qualify as a Cafeteria
Plan under the provisions of Internal Revenue Service Code § 125.

The benefits covered include Medical, Dental, Vision, Life Insurance, Accidental Death and
Dismemberment Insurance, and voluntary participation in Health Care and Dependent
Care Flexible Spending Accounts. Other benefits available to eligible employees
(Disability, Retirement Savings, Paid Time Off, etc.), are not included in the Cafeteria Plan.

The Benefit Guide is a resource that employees will have available to them throughout
their employment with Oakland County. Some uses include:

e Electing benefits as a New Hire: Provides new employees with the information they
need to elect their Medical plan, their Standard Dental and Vision plans, and, if desired,
their optional Health and/or Dependent Care Reimbursement Account. New employees
are automatically provided with the Standard Life Insurance and Accidental Death and
Dismemberment Insurance.

o Life events (marriages, births, etc.) throughout the calendar year: Provides
employees with information needed to make appropriate changes to their benefits within
30 days of the event.

¢ Open Enrollment: Provides employees with information on when the annual Open
Enrollment occurs for the next calendar year.

e Required Notices: Provides employees and their dependents with the notices required by
State and Federal legislation.

THIS BENEFIT GUIDE IS INTENDED TO BE AN OVERVIEW OF OUR FLEXIBLE BENEFITS
CAFETERIA PLAN PROGRAM. IT IS NOT INTENDED TO BE A COMPLETE AND
THOROUGH RESTATEMENT OF THE INDIVIDUAL PLAN OPTIONS AND THE
PROVISIONS, CONDITIONS, LIMITATIONS, AND EXCEPTIONS THAT MAY APPLY
SPECIFICALLY TO A PARTICULAR BENEFIT. IF THERE IS ANY CONFLICT BETWEEN
THIS BENEFIT GUIDE AND THE ACTUAL TERMS OF OUR PLAN(S), THE PROVISIONS OF
THE PLAN(S) WILL CONTROL.
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New Hire Employee Important Notice:

If Human Resources — Employee Benefits does not receive your Health Plan
Enrollment in Workday, you will receive the following coverage for yourself only:

> ASR Health Benefits (PPO3) Medical Health Coverage
> Dental — Standard
» Vision — Standard

The cost for Single ASR Health Benefits (PPO3) Medical Coverage is $16.00 bi-weekly (pre-tax).
You will not be able to make changes to your coverage until you have a qualifying Life Event
(marriage, birth of child, etc.) or the next Employee Benefits Open Enrollment period, which
may be one year from eligibility.

NOTE: Health Care and Dependent Care Reimbursement (Flexible Spending) Accounts
are available to all employees at hire. Your reimbursement account allocation(s) will be
divided among the remaining pay of the calendar year. Please note that all coverages
are effective within 30 days after hire, depending on your hire date. Please see the next
page for eligibility.

Human Resources — 2N Floor
Employee Benefits Unit
L. Brooks Patterson Building

2100 Pontiac Lake Rd, Bldg 41 W
Waterford, MI 48328-0440

Website: www.oakgov.com/benefits

Or contact Human Resources — Employee Benefits.
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New Hire Employee Health Plan Eligibility Schedule:

New employees become eligible for enrollment as shown in the following chart. If you do
not submit your Health Plan Enrollment in Workday, you will receive a standard benefits
package (ASR PPO3, Standard Vision, and Standard Dental for yourself only). The
following chart shows the effective dates for Medical, Dental, and Vision coverages
for yourself and any eligible dependents that you include on your enrollment form.

DATE OF HIRE ELIGIBLE FOR
FrROM THROUGH HEALTH COVERAGE
JANUARY 1 JANUARY 31 FEBRUARY 1
FEBRUARY 1 FEBRUARY 28 OR 29 MARCH 1
MARCH 1 MARCH 31 APRIL 1
APRIL 1 APRIL 30 MAY 1
MAY 1 MAY 31 JUNE 1
JUNE 1 JUNE 30 JULY 1
JuLy 1 JuLy 31 AUGUST 1
AuUGUST 1 AUGUST 31 SEPTEMBER 1
SEPTEMBER 1 SEPTEMBER 30 OCTOBER 1
OCTOBER 1 OCTOBER 31 NOVEMBER 1
NOVEMBER1 NOVEMBER 30 DECEMBER 1
DECEMBER1 DECEMBER31 JANUARY 1




Medical Coverage and Bi-Weekly Contributions:

A bi-weekly deduction is required for all medical coverages with Oakland County. The chart below
summarizes the cost associated with the coverage that you choose and the number of dependents you
include on your enrollment form.

If you choose*: Your bi-weekly deduction™ will be:
Single 2-person Family (3 or more)
ASR Health Benefits (PPO1) $32 $65 $75
Blue Cross/Blue Shield (PPO2) $42 $70 $85
ASR Health Benefits (PPO3) $16 $35 $45
Health Alliance Plan (HAP) HMO $32 $65 $75

Employees also have the option to “Opt-Out” of medical coverage and receive a credit in their bi-
weekly paychecks according to the following chart:

No Coverage Option $7.69 $15.38 $23.08  Earnings

No Coverage Option
Spouse/Parent is County Employee/Retiree  $3.85 $3.85 $3.85 Earnings

*Union represented employees' medical plans and bi-weekly deductions may differ. Please talk with your supervisor if
you have questions about whether your job classification and position are union represented regardless of whether or not
you pay union dues.

All bi-weekly healthcare contributions will be deducted from your pay. If you have not earned enough wages or utilized
leave during a pay period, the contributions owed will be accrued and deducted from the first paycheck(s) you begin earning
wages or receive leave time. If there is a month in which you neither earn wages nor utilize leave time, you will be required
to pay in cash to Oakland County the full monthly healthcare premium charges on or before the first of the month for which
coverage is to be provided.

Visit www.oakgov.com/benefits for Oakland
County Employee Benefits forms, important
telephone numbers, and website links.
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LIFE EVENTS (STATUS CHANGES)

In accordance with federal regulations, the benefits you choose will remain in effect until the next Plan
Year. You will only be able to change your benefit elections during the Plan Year if you have a
qualifying change in status, the election change is consistent with your status change, and you
contact Human Resources — Employee Benefits within 30 days of the status change.

Examples of qualifying status changes include the following events:

o Change in legal marital status, including marriage, divorce, legal separation, or annulment

o Change in number of dependents

o Termination or commencement of employment by the employee, spouse, parent, ordependent

o Changes in a spouse/parent’s health care coverage, if you have opted out of Oakland County’s
medical, dental, and/or vision plans

o A reduction or increase in hours worked by the employee, spouse, parent, or dependent
(including a switch between part-time and full-time) in accordance with IRS guidelines

Documents Required to Support Eligible Status Change:

Event Category Required Document (Photocopies are acceptable)
Birth of Child Birth Certificate
Add Children Birth Certificate (and Marriage Certificate, if married dependent)
Marriage Marriage Certificate
Add Step-Children Birth Certificate and Marriage Certificate
Adoption Legal Court Documentation
Legal Guardianship Legal Court Documentation

The Internal Revenue Service requires that the change in benefits must be consistent with the change
in status. The examples above are only illustrative. The IRS has issued detailed guidelines that must be
applied to individual cases. All requests for changes in benefits as a result of a status change event
must be reviewed and approved by Human Resources — Employee Benefits. If you have a change in
status (such as a marriage or birth of a child) and wish to add a dependent or change a benefit,
you must complete a “Membership and Record Change” and “Family Status Change” form and
provide the required documents. These forms are available on our w ebsite at
www.oakgov.com/benefits or at the Human Resources Department. Assistance is available
should you have any questions. According to the Plan, the form must be completed and
returned within 30 days* of the change in status to be eligible. Requests for changes made after 30
days will not be accepted.

* Forms must be completed within 60 days for changes in eligibility for Medicaid or CHIP
(Child Health Insurance Program). Please contact Human Resources — Employee
Benefits for additional details.
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DEPENDENT ELIGIBILITY

Criteria for Children:

Children of the employee by birth or legal adoption may be covered through the end of the year in
which they have their 26" birthday.

If a child does not meet the above criteria, they may only be covered if the employee is directed to do so
by a National Medical Support Order and Human Resources — Employee Benefits has been provided
with the appropriate updated and current legal documentation.

Children by birth or legal adoption of the employee’s spouse (step-children of the employee)
may be covered through the end of the year in which they have their 26™ birthday or until such time that the
marriage to your spouse has ended due to divorce, annulment, legal separation, or death.

Permanently Disabled children of the employee may be covered to any age if:

o The child became totally and permanentlydisabled prior to age 19; AND

o Theyare incapable of self-sustaining employment; AND

o The employee provides over half their total support as defined by the Internal Revenue Code;
AND

o Their disability has been certified by a physician and the health carrier is notified in writing by
the end of the year in which the child turns age26.

Legal Guardianship children of the employee may be covered through the end of the year in which
they have their 26" birthdayif:

¢ They are unmarried

o Their legal residence is with you

o You supplyover half their total support as defined by the Internal Revenue Code
* You provide up-to-date legal guardianship papers

Children, of whom you are the legal guardian, may only remain on your healthcare coverage while the Legal
Guardianship Order is in effect. If at any point the Legal Guardianship Order ends, the children can no
longer be covered and must beremoved.

Criteria for Spouses:

Oakland County allows for the legal spouse of an employee to be covered under your benefits.
Spouses are NOT eligible if you are legally separated (separate maintenance agreement in
Michigan) or divorced. If you are legally separated or divorced and have a legal judgment that
requires you to maintain health insurance for your ex-spouse, this individual CANNOT remain on your
healthcare coverage. They must be removed from your Oakland County coverage, and you must obtain
separate coverage for them.

CANCELING COVERAGE

At such time that your spouse or child(ren) no longer meets the eligibility criteria, you must
complete a Membership and Record Change form to remove him/her from coverage. The Membership
and Record Change form can be found on the www.oakgov.com/benefits website and must be
submitted, within 30 days from the date of the event, to Human Resources — Employee Benefits.
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OPEN ENROLLMENT

Oakland County’s Open Enrollment is conducted annually during October and November. As
part of Open Enrollment, all full-time eligible employees will have the opportunity to
change their current benefits.

Before Open Enrollment commences, you will receive a task in Workday, which will be sent
directly to your Workday inbox.

There will be one (1) continuous time period available for you to log onto the Open Enrollment
website and make changes. This time period will begin in September and end in October.

PLEASE NOTE: A simple dependent eligibility verification is required as part of
the annual Open Enrollment process. Miscellaneous Resolution #14115 requires
employees that have dependents (spouse and/or children) on their healthcare plans
to confirm each year during Open Enrollment whether or not their dependents are still
eligible for coverage. This proactive confirmation of dependents assists in delaying
the need to conduct annual dependent audits that would require employees to provide
photocopies of legal documentation.

Employees with dependents (spouse and/or children) MUST TAKE ACTION during the
Open Enrollment period to confirm dependent eligibility. Failure to confirm dependent
eligibility will result in coverage being dropped for non-verified dependents at the end of
the current Plan Year (Plan Years are January 1 through December 31). The next available
opportunity to add dependents back onto employee healthcare plan(s) will be during
next year’s Open Enrollment (with a January 1 effective date).

For further information regarding Open Enrollment, please visit the HR Benefits’ website
at www.oakgov.com/benefits.
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MEDICAL PLANS

Oakland County is very aware of the different needs that each of us has for comprehensive medical
coverage. It is understood that the medical plan you prefer may be different from the plan that your co-
worker feels would be best for his/her needs. Some employees have no need for medical benefits, as
they may have coverage elsewhere.

This workbook covers several different groups of employees. Please carefully review the information
below to determine which plans are available to you.

YOUR CHOICES*:

o ASR Health Benefits (PPO 1)

¢ Blue Cross/Blue Shield Community Blue (PPO 2)

o ASR Health Benefits (PPO 3)

o Health Alliance Plan (HAP) HMO

o Traditional Plan (closed plan for current enrollees only)
o No Coverage

*Union represented employees benefits may differ.

Note: All dependents on your coverage, including dependent children between 18 and 26 years of
age, must have the same health, dental, and vision coverage you elect if they have any coverage at all.



ASR - PPO 1 Plan
The PPO 1 plan is administered by ASR Health Benefits, the division of the Health Alliance Plan that
administers self-funded PPO plans. More information can be found at www.asrhealthbenefits.com.

If you are electing this plan as a plan change during Open Enrollment, please complete this change with
the online system.

The PPO 1 Plan being offered consists of two parts: Basic and Master Medical.

Basic coverage, the first and most comprehensive part of the PPO 1 Plan, provides benefits (generally,
100% in-network coverage with no deductible) for in-patient services, including hospital, physician,
surgeries, as well as for various outpatient services, including medical exams (diagnostic or routine), and
laboratory or x-ray services. A few basic coverage services may be subject to a copayment. For
example, a $100 copayment applies to emergency room visits that do not result in admission to the
hospital or are not the result of accidental injury. Preventive services covered under this plan include,
but are not limited to, the following services when provided by a participating provider: Annual health
maintenance exam (including select lab tests), routine pap, mammogram, Prostate Specific Antigen
(PSA) testing, well-child care, colonoscopy and select immunizations. No deductible, coinsurance, or
copayments apply to eligible in-network preventive services.

The second part of this plan, the Master Medical coverage, provides benefits for a select list of
outpatient medical expenses (for example, durable medical equipment and ambulance services). Before
the master medical component of this plan provides reimbursement for the certain services deemed to be
master medical expenses, you must first satisfy a calendar year deductible of $200 per person or $400
per family, and then the plan will pay 90% of the covered expenses until the $1000 coinsurance
maximum has been reached. Once this coinsurance amount has been reached, the plan will pay 100% of
eligible expenses for the rest of the calendar year. However, any copayments applicable to some basic
coverage services may apply. Keep in mind that to receive the best benefits at the previously stated
benefit percentage with the PPO 1 Plan, you must use participating providers. Failure to do so can result
in a 15% reduction in the approved amount the Plan will pay. Unlike a HMO, however, you are free to
see any of the participating doctors that you choose without a referral.

In most instances, the PPO 1 Plan will result in less out-of-pocket expense for you while still allowing
the freedom to choose from a large group of doctors.

Refer to the Medical Option Comparison chart for more detailed information about this PPO plan
option.

How to Find a Participating Provider:
¢ Go to www.asrhealthbenefits.com
¢ Click on I'm a Member
¢ Select Find a Providers
o Enter provider name or type of provider
¢ Click Search

e Note: Participating providers may be in the Physicians Care/HAP, Cigna, and MultiPlan
networks, all of which are included in the PPO 1 Plan. To access the Cigna or MultiPlan Website
to search for participating providers in their network, follow steps 1 and 2 above, locate the
Related Links box, and click on either Cigna or MultiPlan. For additional provider search
instructions, contact ASR.
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BCBS - PPO 2 Plan
The PPO 2 plan is administered by Blue Cross/Blue Shield of Michigan. More information can be found
at www.BCBSM.com.

If you are electing this plan as a plan change during Open Enrollment, please complete this change with
the online system.

The PPO 2 Plan being offered consists of basic coverage which provides benefits for in-patient
hospital, physician, and laboratory services, as well as for various outpatient surgical, medical,
laboratory services and durable medical equipment.

Before the plan provides reimbursement for eligible services, you must first satisfy a calendar year
deductible of $100 per person or $200 per family. The plan will then pay 90% of the covered and
approved expense until you have reached the coinsurance maximum of $500 per person or $1000 per
family. Once this coinsurance amount has been reached, the plan will pay 100% of eligible expenses for
the rest of the calendar year.

Keep in mind that with the PPO 2 Plan in order to receive the best benefits, you must use participating
providers. Failure to do so can result in a 20% reduction in the approved amount the Plan will pay.
Unlike an HMO, however, you are free to see any of the participating doctors you wish without a
referral.

Preventive services, when provided by a participating provider, include annual health maintenance exam
(including select lab tests), routine pap, mammogram, Prostate Specific Antigen (PSA) testing, well
child care, colonoscopy and select immunizations. No deductible, coinsurance, or copayment is required
for these preventive services.

Refer to the Medical Option Comparison chart for more detailed information about this PPO plan
option.

A $100 copayment applies to Emergency Room visits that do not result in admission to the hospital or
are not the result of accidental injury.

How to Find a Provider:
*  Go to www.bcbsm.com
¢ Click on Find a Doctor
¢ Click on Get Started
¢ Choose PPO Plans or Traditional
e Enter ZIP code
* Enter the Specialty you are looking for or the name of a specific doctor or hospital
o Click on Search
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ASR - PPO 3 Plan
The PPO 3 plan is administered by ASR Health Benefits, the division of Health Alliance Plan that
administers self-funded PPO plans. More information can be found at www.asrhealthbenefits.com.

If you are electing this plan as a plan change during Open Enrollment, please complete this change with
the online system.

The PPO 3 Plan being offered consists of comprehensive basic coverage which provides benefits for
most inpatient and outpatient medical expenses, including, but not limited to, hospital, physician,
surgical, medical exams, ambulance transportation, laboratory and x-ray services as well as durable
medical equipment. Some covered services may be subject to a copayment. For example, a $100
copayment applies to emergency room visits that do not result in admission to the hospital or are not the
result of accidental injury. Preventive services covered under this plan include, but are not limited
to, the following services when provided by a participating provider: Annual health maintenance exam
(including select lab tests), routine pap, mammogram, Prostate Specific Antigen (PSA) testing, well-
child care, colonoscopy and select immunizations. No deductible, coinsurance, or copayments
apply for these eligible in-network preventive services.

Before the plan provides reimbursement for eligible services, you must first satisfy a calendar year
deductible of $250 per person or $500 per family. The plan will then pay 80% of most in-network
covered expenses until the coinsurance maximum of $1000 per person or $2000 per family has been
reached. Once this coinsurance maximum has been reached, the Plan will pay 100% of eligible expenses
for the rest of the calendar year. However, any copayments applicable to certain services may apply.

Keep in mind that to receive the best benefits at the previously stated benefit percentage with the PPO 3
Plan, you must use participating providers. Failure to do so can result in a 15% reduction in the
approved amount the Plan will pay. Unlike an HMO, however, you are free to see any of the
participating doctors you choose without a referral.

Refer to the Medical Option Comparison chart for more detailed information about this PPO plan
option.

How to Find a Participating Provider:

¢ Go to www.asrhealthbenefits.com

o Click on I'm a Member

o Select Find a Provider

o Enter provider name or type of provider

o Click Search

e Note: Participating providers may be in the Physicians Care/HAP, Cigna, and MultiPlan

networks, all of which are included in the PPO 3 Plan. To access the Cigna or MultiPlan Website
to search for participating providers in their network, follow steps 1 and 2 above, locate the
Related Links box, and click on either Cigna or MultiPlan. For additional provider search
instructions, contact ASR.
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HMO Plan
The HMO plan is offered through Health Alliance Plan. More information can be found at www.hap.org.

If you are electing this plan as a plan change during Open Enrollment, please complete this change with
the online system. Also, be sure to add your Primary Care Physician or Facility information during
enrollment.

Health Alliance Plan (HAP) is a Health Maintenance Organization (HMO) with Primary Care
Physicians and Specialists in 18 counties and, as such, there are little or no out-of-pocket costs for
hospital and physician care or diagnostic testing. In addition, well check-ups, immunizations, office
visits (whether for illness or routine), and many other services are covered with a $20 copayment for
every office visit.

Emergency care is covered world-wide. A $100 copayment applies to Emergency Room visits that do
not result in admission to the hospital. Urgent care for non-life threatening events has a $20 copay
charge.

Preventive services include routine physicals, well baby care, pap, mammogram, routine hearing exam,
routine eye exam, select immunizations and related laboratory and radiology services. No copayment
applies for these services.

Refer to the Medical Option Comparison chart for more detailed information about this HMO plan
option.

It is important to recognize that an HMO operates quite differently from the PPO 1, PPO 2 or PPO 3
plans, in that a primary care physician (PCP) directs all of your care in an HMO. When you choose
your PCP you’re also choosing your network of doctors for any specialty care you may need. For
example, if you choose a PCP in the Henry Ford Medical Group (HFMG), ACESS or the Genesys
network, you will receive any specialty care from doctors within that network. If you choose a PCP in
any of our other networks, you may be able to see specialists in any HAP network. This is sometimes
referred to as an Open Delivery System. Emergency coverage is world-wide. There is no PCP or
specialty coverage for out-of-network benefits.

Additional information and a list of participating providers are available at the Website noted above.
Fertility treatments have limited coverage.

How to Find a Participating Provider:
¢ Go to www.hap.org
¢ Click on Find a Doctor/Facility
o Enter provider name
o Click Search
e Note: Searches by Providers, Facility, and Services can also be done at the bottom of the Search
page.
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BCBS - Traditional Plan
The Traditional plan is administered by Blue Cross/Blue Shield of Michigan. More information can be
found at www.bcbsm.com.

No new enrollments are allowed in the Traditional Plan. Once an employee leaves Traditional
Plan, it cannot be elected again until retirement.

The Blue Cross/Blue Shield Traditional Plan is made up of two parts: Basic and Major Medical.

The Basic coverage provides benefits for inpatient hospital, physician, and laboratory services, as well
as various outpatient surgical, medical, and laboratory services. Outpatient x-ray and laboratory services
are covered with a 10% coinsurance.

The Major Medical plan covers such items as office visits, durable medical equipment, and ambulance
services, as well as extending coverage in certain circumstances when benefits under the basic portion
are exhausted. Before the master medical plan provides reimbursement for eligible services, you must
first satisfy a calendar year deductible of $200 per person or $400 per family. The plan will pay 75% to
90% of the covered and approved expense. You will pay the remaining percentage as a coinsurance. The
plan has a $1000 coinsurance maximum per family per calendar year. Once this coinsurance amount has
been reached, the plan will pay 100% of eligible expenses for the rest of the calendar year.

Preventive services, when provided by a participating provider, include annual health maintenance exam
(including select lab tests), routine pap, mammogram, Prostate Specific Antigen (PSA) testing, well
child care, colonoscopy and select immunizations. No deductible, coinsurance, or copayment is required
for these preventive services.

Refer to the Medical Option Comparison chart for more detailed information about this Traditional plan
option.

A $100 copayment applies to Emergency Room visits that do not result in admission to the hospital or
are not the result of accidental injury.
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No Coverage Option
If you are covered under another medical benefit plan, you may choose not to participate in any of the
medical benefit plans available.

You must provide evidence on an annual basis that you are enrolled in another medical plan by
completing Form A - Other Medical Verification, which can be found in the front of this Benefit
Guide or atwww.oakgov.com/benefits.

Please Note: If your spouse/parent is providing your medical coverage and your spouse/parent is
also an employee of Oakland County, your earnings for the “No Coverage” medical option will be
less. Refer to your Benefit Statement.

A Note About Health Care Reimbursement Accounts (HCRA)

Remember your medical plan is just one part of your healthcare package. Your Health Care
Reimbursement Account can play a significant role in limiting the cost for your healthcare needs. You
can use your deposits to the HCRA to pay for medical copayments, deductibles, coinsurance, and
other items not covered or not paid in full by your selected medical coverage. You can learn more
about how to use the HCRA to your advantage by referring to the section on Health Care
Reimbursement Accounts in this Benefit Guide.
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PRESCRIPTION DRUG PLANS

Navitus Drug Plan
For non-HMO Medical Plans. More information can be found at www.navitus.com.

This section applies to employees that select the following medical plans:

¢ BCBS - Traditional Plan
e ASR-PPO 1 Plan

e BCBS - PPO 2 Plan

e ASR -PPO 3 Plan

Here are a few definitions that may help you understand your prescription drug program:

o Formulary: A list of preferred brand name prescription drugs as determined bya medical plan.

o Non-Formulary: Brand name prescription drugs not on the preferred list as determined by a
medical plan.

o Generics: These are drugs whose patent has ended and can be manufactured by anyone. The
Plan will consider as a Generic Drug, any Federal Food and Drug Administration approved
generic pharmaceutical which is dispensed according to the professional standards of a licensed
pharmacist, is clearly designated by the pharmacist as being generic and has a physician’s
prescription.

The Navitus formulary, or preferred drug list, includes prescription drugs established to be clinically
sound and cost effective by a committee of physicians and pharmacists. The Pharmacy and Therapeutics
(P&T) Committee at Navitus evaluates which drugs to include and exclude from the formulary list.
Experts evaluate prescription drugs based on the following criteria:

¢ Effectiveness

¢ Side-effects

¢ Drug interactions
e Cost

Formulary (preferred drug list) additions, exclusions and coverage changes are made at the discretion of
physicians and pharmacists on the Navitus P&T Committee. On-going evaluation of new and existing
prescription drugs ensures the formulary is up-to-date, and meets patient health needs.

Therapeutic class reviews, are a group of drugs that are chemically similar, and have the same effect in
the body. At least once a year the Navitus P&T Committee reviews the entire formulary (preferred drug
list).

A three-tier prescription drug program is in effect for Oakland County employees. Under the three-tier
program, the amount of the copayment varies as shown below:

o Tier 1 — This is your lowest cost option, including many generic medications and a few brand
name drugs. Your copayment for Tier 1 prescriptions is $5.00.

o Tier 2 — This offers more brand name options, including preferred brands and some generics.
Your copayment for Tier 2 prescriptions is $20.00.

o Tier 3 — This is your most costly option with Non-Preferred products (could include both brand
and generic products). If your drug falls in Tier 3, discuss this and other options with your
pharmacist or physician to determine if an alternative, less expensive medication in Tier 1 or 2 is
appropriate for you. Your copayment for Tier 3 prescriptions is $40.00.
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If you request a prescription to be filled with a brand name drug and there is a generic available, you
will be responsible for the Tier 3 copay plus the difference between the cost of the brand and the generic
drug. If your doctor makes the request, you will be responsible for the tier 3 copayment.

More information about Navitus, including participating pharmacies and formulary information, can
be found at www.navitus.com or by calling (866) 333-2757.

You can obtain a three (3) month supply of medication by mail order or through your local pharmacy
with one (1) copayment. This works especially well with maintenance drugs that are prescribed to you.
To enroll or obtain the necessary forms regarding the mail order prescription service, contact NoviXus at
www.novixus.com and www.oakgov.com/benefits or by calling (888) 240-2211.

For specialty medications, the Navitus SpecialtyRx Program works with Lumicera Specialty Pharmacy
to offer services with the highest standard of care. In the event your physician prescribes a specialty
drug, you may contact Lumicera Specialty Pharmacy directly at (855) 847-3553.

HAP Drug Plan
This section applies to employees that select the HMO Medical Plan. More information can be found at

www.hap.org.

HAPs Ambulatory Pharmacy & Therapeutics (P&T) Committee reviews and approves the drugs listed
based on how well they work and how safe they are. If more than one drug is safe and works well in
treating a disease in question, the committee will look at the cost of the drugs. The less expensive drug
may be placed in a lower tier. Drugs may switch tiers without notice.

A three-tier prescription drug program is in effect for Oakland County employees. Under the three-tier
program, the amount of the copayment varies as shown below:

o Tier 1 — Most generic prescription covered drugs. Your copayment for Tier 1 prescriptionsis
$5.00.

o Tier 2 — Select brand prescription drugs. Your copayment for Tier 2 prescriptions is $20.00.

o Tier 3 —Brand prescription covered drugs with lower cost alternatives. This would include
lifestyle prescription covered drugs (e.g., drugs for infertility, weight loss, erectile dysfunction,
and injectable drugs). Your copayment for Tier 3 prescriptions is $40.00.

Members will pay the Brand Drug Copayment when a physician requests a Brand Drug as Dispensed as
Written and a generic equivalent is available. Members, who request a Brand Drug when a generic drug
is available, will be responsible to pay the Generic Copayment plus the difference between the cost of
the Generic equivalent and the Brand Drug.

More information about HAP, including participating pharmacies and formulary information, can be
found at www.hap.org or by calling (313) 872-8100.

With mail order you can obtain a standard three (3) month supply of medication with one (1)
copayment. Mail order works especially well with maintenance drugs that are prescribed to you.
At the local retail pharmacy, you may obtain a 30 or 90-day supply (whichever is greater) with
one copayment. Information regarding the mail order prescription service through Pharmacy
Advantage is available at www.PharmacyAdvantageRX.com or by calling (800)456-2112.
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IMPORTANT NOTE: The information contained on this comparison is intended to be an easy to read summary to help you and your family make choices among the different options available to
you. Be sure to carefully study each option before making your choice. This comparison summarizes some of the provisions and certain features of each plan. It cannot modify or affect the coverage
or benefits provided in any way. No right will accrue to you and/or your eligible dependents because of any statement, error or omission from this comparison. Its provisions do not constitute
amendments, modifications or changes in any existing contract.

* In order to be eligible for benefits as specified in the SPD, services received by a Covered Person must be administered or ordered by a Physician, be Medically Necessary for the diagnosis and treatment of an
illness or injury and allowable/covered charges, unless otherwise specifically noted in the SPD.

Medical Plan Options Comparison

after deductible as noted.

noted. 50% for private duty
nursing.

noted. 50% after deductible
for private duty nursing.

AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL ONLY AVAILABLE TO
EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES
CURRENTLY ENROLLED
PPO1 PPO2 PPO3 HMO TRADITIONAL
BENEFITS ASR Health Benefits Blue Cross/Blue Shield ASR Health Benefits Health Alliance Plan Blue Cross/Blue Shield
PPO Community Blue (HAP) Traditional Plan (BC/BS)
Plan
www.asrhealthbenefits.com www.BCBSM.com www.asrhealthbenefits.com www.HAP.org www.BCBSM.com
Employee Bi-Weekly $32/$65 / $75 $42/$70 / $85 $16 /$35 / $45 $32/$65 /875 $52/$89 / $94
Contributions
g(p)tiCm?VERAGE Refer to Your Total Compensation Statement for (Earnings) amount.
Network(s) HAP Alliance Health & Life Blue Cross/Blue Shield HAP Alliance Health & Life Health Alliance Plan Blue Cross/Blue Shield
PPO / Physicians Care / PPO / Physicians Care / HMO
CIGNA / Multiplan CIGNA / Multiplan
Deductible(s) $200 per person/$400 per $100 per person/$200 per $250 per person/$500 per No Deductible $200 per person/$400 per
family per calendar year family per calendar year family per calendar year family per calendar year
Coinsurance 0% for most services; 10% 10% after deductible as 20% after deductible as No Coinsurance 10% after deductible as

noted. 25% for private duty
nursing.

Coinsurance Maximum

$1,000 per person/family per
calendar year.

$500 per person/$1,000 per
family per calendar year.

$1,000 per person/$2,000
per family per calendar
year.

Not Applicable

$1,000 per person/family
per calendar year.

INPATIENT HOSPITAL C

ARE

General Conditions
Semi-Private

Drugs

Intensive Care Unit
Meals

Hospital Equipment
Special Diets
Nursing Care

100%

90% after deductible

80% after deductible

100%

Bariatric Copay: $1,000

100%

OUTPATIENT HOSPITAL CARE

Emergency Room Care
Accidental Injuries
Medical Emergencies

$100 copay

Copay waived for accidental
injury or if admitted.

$100 copay

Copay waived for accidental
injury or if admitted.

$100 copay, deductible and
coinsurance may also apply for
some services. Copay waived
for accidental injury or if

$100 copay

Copay waived if admitted.

$100 copay

Copay waived for accidental
injury or if admitted.
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Medical Plan Options Comparison

AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL ONLY AVAILABLE TO
EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES
CURRENTLY ENROLLED
PPO1 PPO2 PPO3 HMO TRADITIONAL
BENEFITS . . .
ASR Health Benefits Blue Cross/Blue Shield ASR Health Benefits Health Alliance Plan Blue Cross/Blue Shield
PPO Community Blue (HAP) Traditional Plan (BC/BS)
Plan
www.asrhealthbenefits.com www.BCBSM.com www.asrhealthbenefits.com www.HAP.org www.BCBSM.com
admitted.
Physical Therapy 100% 90% after deductible 80% after deductible 100% 90% after deductible
Includes Speech Therapy
60 combined visits per calendar and Occupational Therapy 60 combined or consecutive
year. Up to 60 consecutive visits visits per calendar year.
per benefit period. May be
rendered at home.
URGENT CARE
Urgent Care Visits | $20 copay | $20 copay | $20 copay | $20 copay | 90% after deductible
PREVENTATIVE CARE SERVICES
Routine Health 100% 100% 100% 100% 100%
Maintenance Exam —
includes chest x-ray, EKG,
cholesterol screening and
other select lab procedures
Routine Physical 100% 100% 100% 100% 100%
Routine Gynecological 100% 100% 100% 100% 100%
Exam
Routine Pap Smear 100% 100% 100% 100% 100%
Screening — laboratory and
pathology services
Well-Baby Child Care 100% 100% 100% 100% 100%
Visits Plan covers 8 visits (birth No limits on number of Plan covers 8 visits (birth
o 6 visits, birth through 12 through 12 months). visits. through 12 months).
months
® 6 visits, 13 months
through 23 months
® 6 visits, 24 months
through 35 months
e 2 visits, 36 months
through 47 months
e Visits beyond 47 months
are limited to one per
member per calendar year
under the health
maintenance exam benefit
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Medical Plan Options Comparison

AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL ONLY AVAILABLE TO
EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES
CURRENTLY ENROLLED
PPO1 PPO2 PPO3 HMO TRADITIONAL
BENEFITS . . .
ASR Health Benefits Blue Cross/Blue Shield ASR Health Benefits Health Alliance Plan Blue Cross/Blue Shield
PPO Community Blue (HAP) Traditional Plan (BC/BS)
Plan
www.asrhealthbenefits.com www.BCBSM.com www.asrhealthbenefits.com www.HAP.org www.BCBSM.com

Adult and Childhood 100% 100% 100% 100% 100%

Preventive Services and

Immunizations as

recommended by the

USPSTF, ACIP, HRSA or

other sources as recognized

by BCBSM, ASR and HAP

that are in compliance with

the provisions of the Patient

Protection and Affordable

Care Act

Routine Fecal Occult Blood | 100% 100% 100% 100% 100%

Screening

Routine Flexible 100% 100% 100% 100% 100%

Sigmoidoscopy Exam

Routine Prostate Specific 100% 100% 100% 100% 100%

Antigen (PSA) Screening

Routine Mammogram and 100% 100% 100% 100% 100%

Related Reading NOTE: Subsequent medically | NOTE: Medically necessary NOTE: Subsequent medically
necessary mammograms mammograms are subject to necessary mammograms
performed during the same your deductible and percent performed during the same
calendar year are subject to coinsurance. calendar year are subject to
your deductible and percent your deductible and percent
coinsurance. coinsurance

Colonoscopy — Routine or 100% 100% 100% 100% 100%

Medically Necessary NOTE: Subsequent NOTE: Subsequent NOTE: Subsequent
colonoscopies performed colonoscopies performed colonoscopies performed
during the same calendar year during the same calendar year during the same calendar year
are subject to your deductible are subject to your deductible are subject to your deductible
and percent coinsurance. and percent coinsurance. and percent coinsurance.

MENTAL HEALTH CARE

Inpatient Mental Health 100% 90% after deductible 80% after deductible 100% 100%

Outpatient Mental Health $20 copay $20 copay $20 copay $20 copay 100%

Visits

Inpatient Substance Abuse 100% 90% after deductible 80% after deductible 100% 100%

Care Chemical Dependency

Outpatient Substance Abuse | $20 copay 90% after deductible $20 copay $20 copay 100%

Care Chemical Dependency

Office Visit $20 copay

In approved facilities only
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Medical Plan Options Comparison

AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL ONLY AVAILABLE TO
EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES
CURRENTLY ENROLLED
PPO1 PPO2 PPO3 HMO TRADITIONAL

BENEFITS ASR Health Benefits Blue Cross/Blue Shield ASR Health Benefits Health Alliance Plan Blue Cross/Blue Shield

PPO Community Blue (HAP) Traditional Plan (BC/BS)
Plan
www.asrhealthbenefits.com www.BCBSM.com www.asrhealthbenefits.com www.HAP.org www.BCBSM.com

SPECIAL HOSPITAL PROGRAMS

renewable after 60 days.

Hospice Care 100% 100% 80% after deductible Covered up to 210 days per 100% of approved amount
lifetime.
Specified Human Organ 100% 90% to 100% 80% after deductible Covered according to plan 100% in approved facilities
Transplants Covered according to plan guidelines.
guidelines.
MEDICAL AND SURGICAL CARE
Surgery 100% 90% after deductible 80% after deductible 100% 100%
Voluntary second surgical Voluntary second surgical
opinion; $20 copay. opinion on certain surgeries.
Technical Surgical Assist. 100% 90% after deductible 80% after deductible 100% 100%
Anesthesia 100% 90% after deductible 80% after deductible 100% 100%
Maternity Care
Delivery 100% 90% after deductible 80% after deductible 100% 100%
Pre- and Post-Natal Care 100% 100% 100% for some pre-natal visits; | 100% pre-natal visits 100% pre-natal visits
otherwise 80% after deductible | $20 copay post-natal visits 90% after deductible post-
natal visits
Inpatient Medical Care 100% 90% after deductible 80% after deductible 100% 100%
Inpatient Consultations 100% 90% after deductible 80% after deductible 100% 100%
Laboratory & Pathology 100% 90% after deductible 80% after deductible 100% 90% after deductible
Diagnostic Services 100% 90% after deductible 80% after deductible 100% 90% after deductible
Diagnostic and Therapeutic | 100% 90% after deductible 80% after deductible Covered 90% after deductible
Radiology
ADDITIONAL BENEFITS
Office Visits $20 copay $20 copay $20 copay $20 copay 90% after deductible
Chiropractic Care $20 copay $20 copay $20 copay Not Covered 90% after deductible
Limited to 38 visits per calendar | Limited to 24 visits per Limited to 38 visits per Limited to 38 visits per
year. calendar year. calendar year. calendar year.
Allergy Testing 100% 100% 80% after deductible $20 copay 90% after deductible
Allergy Therapy 100% 100% 80% after deductible 100% 90% after deductible
Ambulance Services 90% after deductible 90% after deductible 80% after deductible 100% 90% after deductible
Durable Medical Equipment | 90% after deductible 90% after deductible 80% after deductible 100% 90% after deductible
Diabetic Supplies 90% No Annual Deductible 90% after deductible 80% after deductible 100% 90% after deductible
Private Duty Nursing 90% after deductible 50% after deductible 50% after deductible Not Covered 75% after deductible
Skilled Nursing 100% 90% after deductible 80% after deductible 100% Up to 730 days 100%
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Medical Plan Options Comparison

AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL ONLY AVAILABLE TO
EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES
CURRENTLY ENROLLED
PPO1 PPO2 PPO3 HMO TRADITIONAL
BENEFITS . . .
ASR Health Benefits Blue Cross/Blue Shield ASR Health Benefits Health Alliance Plan Blue Cross/Blue Shield
PPO Community Blue (HAP) Traditional Plan (BC/BS)
Plan
www.asrhealthbenefits.com www.BCBSM.com www.asrhealthbenefits.com www.HAP.org www.BCBSM.com
Assisted Reproductive Not Covered Not Covered Not Covered One attempt of art'iﬁc.ial Not Covered
Treatment insemination per lifetime.
Voluntary Sterilization and | 100% 100% 100% 100% 100%
FDA Approved
Contraceptive Methods
PROGRAM PROVISIONS

Out of Network Services

In general, Plan pays 85% of
approved amount less applicable
copays. For diabetic supplies,
durable medical equipment, and
private duty nursing, Plan pays
75% of approved amount after
deductible (if applicable).

Plan pays 70% of approved
amount, after out-of-network
deductible, less applicable
copays.

In general, Plan pays 65% of
approved amount after
deductible less applicable
copays. For private duty
nursing, Plan pays 50% of
approved amount after
deductible.

Not covered except for
emergencies

Copays, Deductibles,
Coinsurance, Annual Out-
of-Pocket Coinsurance
Maximums, and Lifetime
Maximum Dollar
Limitations

Copays: $20 / $100 as noted.

Deductibles: $200 per person
OR $400 per family per calendar
year where noted (applies to
limited benefits).

Coinsurance: In general, 0% for
most services, 10% after
deductible as noted.

Out-of-Pocket Coinsurance
Maximum: $1,000 per
person/family per calendar year.

Lifetime/Annual Maximum:
None.

Copays: $20 / $100 as noted.

Deductibles: $100 per person
OR $200 per family per
calendar year where noted.

Coinsurance: 10% after
deductible as noted. 50% for

private duty nursing.

Out-of-Pocket Coinsurance

Copays: $20 / $100 as noted.

Deductibles: $250 per person
OR $500 per family per
calendar year where noted.

Coinsurance: 20% after
deductible as noted. 50% for

private duty nursing.

Out-of-Pocket Coinsurance

Maximum: $500 per person OR
$1,000 per family per calendar
year.

Lifetime/Annual Maximum:
None.

Maximum: $1,000 per person
OR $2,000 per family per
calendar year.

Lifetime/Annual Maximum:
None.

Copays: $20 as noted.

ER Copays: $100

Bariatric Copays: $1,000

Copays: $100 as noted.

Deductibles: $200 per person
OR $400 per family per
calendar year where noted
(applies to limited benefits).

Coinsurance: 10% after
deductible as noted. 25% for
private duty nursing.

Out-of-Pocket Coinsurance
Maximum: $1,000 per
person/family per calendar
year.

Lifetime/Annual Maximum:
None.

20



http://www.bcbsm.com/
http://www.asrhealthbenefits.com/
http://www.hap.org/
http://www.bcbsm.com/
http://www.asrhealthbenefits.com/

BENEFITS

AVAILABLE TO ALL
EMPLOYEES

PPO1

ASR Health Benefits

www.asrhealthbenefits.com

Medical Plan Options Comparison

AVAILABLE TO ALL
EMPLOYEES

PPO2

Blue Cross/Blue Shield
PPO Community Blue
Plan

www.BCBSM.com

AVAILABLE TO ALL
EMPLOYEES

PPO3

ASR Health Benefits

www.asrhealthbenefits.com

AVAILABLE TO ALL ONLY AVAILABLE TO
EMPLOYEES EMPLOYEES
CURRENTLY ENROLLED
HMO TRADITIONAL
Health Alliance Plan Blue Cross/Blue Shield
(HAP) Traditional Plan (BC/BS)
www.HAP.org www.BCBSM.com

Payment of Covered
Services

Preferred (Network) Hospitals:

Preferred (Network) Hospitals:

Preferred (Network) Hospitals:

100% of covered benefits.
Non-Network Hospitals:

85% of approved payment amount|
Preferred (Network) Physicians -
Outpatient:

100% after $20 copay.
Non-network Physicians -
Outpatient:

85% of approved payment amount|
after $20 copay.

90% of covered benefits, after
deductible.

Non-Network Hospitals:

70% of approved payment
amount after out-of-network
deductible.

Preferred (Network) Physicians:

80% of covered benefits, less
applicable deductible.
Non-Network Hospitals:

65% of approved payment
amount, after deductible.
Preferred (Network) Physicians -

Outpatient:

100% after $20 copay.
Non-network Physicians:
70% of approved payment
amount after out-of-network
deductible and $20 copay.

100% after $20 copay.
Non-network Physicians -

Outpatient:
85% of approved payment

amount after $20 copay.

Copays as noted.

Participating Hospitals:

100% of covered benefits
Non-participating Hospitals:
Inpatient care in acute-care
hospital - $70 a day.

Inpatient care in other hospitals -
$15 a day.

Medicare Surgical:

100% of BCBSM’s approved
amount.

PRESCRIPTION DRUG PROGRAM

Retail Prescription Navitus Navitus Navitus Health Alliance Plan Navitus
Carrier Www.navitus.com WWwWw.navitus.com WWwWw.navitus.com www.HAP.org Www.navitus.com
Mail Order Prescription NoviXus NoviXus NoviXus Pharmacy Advantage NoviXus

Carrier

WWW.Novixus.com

www.PharmacyAdvantageR

WWW.Novixus.com

X.com

Participating/Network
Pharmacies

*Covered / Copays:

Tier 1: $5 Most Generics/Some
Brands;

Tier 2: $20 Preferred
Brands/Some Generics;

Tier 3: $40 Non-Preferred
products (could include both
brand and generic)

Select Birth Control pills
covered $0 copay.

*Covered / Copays:

Tier 1: $5 Most Generics/Some
Brands;

Tier 2: $20 Preferred
Brands/Some Generics;

Tier 3: $40 Non-Preferred
products (could include both
brand and generic)

Select Birth Control pills
covered $0 copay.

*Covered / Copays:

Tier 1: $5 Most Generics/Some
Brands;

Tier 2: $20 Preferred
Brands/Some Generics;

Tier 3: $40 Non-Preferred
products (could include both
brand and generic products)
Select Birth Control pills
covered $0 copay.

*Covered / Copays:

Tier 1: $5 Most Generic;
Tier 2: $20 Select Brand
name;

Tier 3: $40 Non-Preferred.
Select Birth Control pills
covered $0 copay.

*Covered / Copays:

Tier 1: $5 Most
Generics/Some Brands;

Tier 2: $20 Preferred
Brands/Some Generics;

Tier 3: $40 Non-Preferred
products (could include brand
and generic)

Select Birth Control pills
covered $0 copay.

Non-Participating/Non-
Network Pharmacies

Paid at the in-network cost, less

$5, $20 or $40 copay.

Paid at the in-network cost, less
$5, $20 or $40 copay.

Paid at the in-network cost, less
$5, $20 or $40 copay.

Not Covered.

Paid at the in-network cost,
less $5, $20 or $40 copay.
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Medical Plan Options Comparison

AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL AVAILABLE TO ALL ONLY AVAILABLE TO
EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES EMPLOYEES
CURRENTLY ENROLLED
PPO1 PPO2 PPO3 HMO TRADITIONAL

BENEFITS ASR Health Benefits Blue Cross/Blue Shield ASR Health Benefits Health Alliance Plan Blue Cross/Blue Shield

PPO Community Blue (HAP) Traditional Plan (BC/BS)
Plan
www.asrhealthbenefits.com www.BCBSM.com www.asrhealthbenefits.com www.HAP.org www.BCBSM.com

Maintenance Drugs

Maintenance drugs taken on a

long-term basis can be filled as a

three month supply for a one
month copay through either the
Mail Order Drug carrier or at a
retail pharmacy.

Maintenance drugs taken on a
long-term basis can be filled as
a three month supply for a one
month copay through either the
Mail Order Drug carrier or at a
retail pharmacy.

Maintenance drugs taken on a
long-term basis can be filled as
a three month supply for a one
month copay through either the
Mail Order Drug carrier or at a
retail pharmacy.

Maintenance drugs taken on
a long-term basis — a 30 or
90-day supply, whichever is
greater, can be obtained for a
one month copay at your
local pharmacy.

A 90-day supply of
maintenance drugs may be
obtained through mail order.

Maintenance drugs taken on a
long-term basis can be filled
as a three month supply for a
one month copay through
either the Mail Order Drug
carrier or at a retail pharmacy.

Note: While in the hospital,
drugs are covered under
your medical plan.

*If you request a prescription be

filled with a brand name drug

and there is a generic equivalent

available, you will be
responsible for the Tier 3 copay

plus the differential between the
cost of the brand and the generic

drug. If your doctor makes the
request, you will be responsible
for the Tier 3 copay.

*If you request a prescription
be filled with a brand name
drug and there is a generic
equivalent available, you will
be responsible for the Tier 3
copay plus the differential
between the cost of the brand
and the generic drug. If your
doctor makes the request, you
will be responsible for the
Tier 3 copay.

*If you request a prescription
be filled with a brand name
drug and there is a generic
equivalent available, you will
be responsible for the Tier 3
copay plus the differential
between the cost of the brand
and the generic drug. If your
doctor makes the request, you
will be responsible for the Tier
3 copay.

*If you request a prescription
be filled with a brand name
drug and there is a generic
available, you will be
responsible for the full cost
differential between the cost
of the brand and the copay of
the generic drug. If your
doctor makes the request,
you will be responsible for
the Tier 3 copayment.

*If you request a prescription
be filled with a brand name
drug and there is a generic
equivalent available, you will
be responsible for the Tier 3
copay plus the differential
between the cost of the brand
and the generic drug. If your
doctor makes the request, you
will be responsible for the
Tier 3 copay.
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DENTAL PLANS

More information can be found at www.deltadentalmi.com.

Delta Dental PPO (Point-of-Service) is a national point-of-service program that, in most cases, offers
you reduced costs for dental services if you receive care from any dentist who participates with Delta
Dental PPO. However, if your dentist does not participate with Delta Dental PPO, you can also save by

visiting a dentist who participates in another Delta Dental Program, Delta Dental Premier.

You may want to ask your dentist at your next visit whether they participate with Delta Dental PPO.
You can find a list of participating dentists by going to www.deltadentalmi.com and selecting “Find a

Dentist™.

Since Delta Dental PPO is part of the existing Delta Dental plan, it is essentially invisible to you in its
operation and there are no choices to make during Open Enrollment.

Through the Delta Dental website, you will be able to find the “Consumer Toolkit” where you have 24/7
secure access to your benefit information. You can review benefits, eligibility, claims and payments,
print ID cards and sign up for paperless Explanation of Benefits statements (EOB’s).

Your Dental Options*

You have four dental options to choose from to allow you to tailor your benefit plan to best suit your

needs:

Standard Plan — No cost to you.

No Coverage

High Option Plan (Not available to New Hires)

Modified Plan (Not available to New Hires)

*Union represented employees' benefits may differ.

Dental Benefits
Your dental plan provides the following choices:
Service High Plan Standard Plan Modified Plan
Deductible
Single $25 $25 $25
Family $50 $50 $50
Plan Pays
Preventive 100% 100% 100%
Basic* 85% 85% 50%
Major 50% 50% 50%
Orthodontia 50% 50% 50%
Maximum Benefit! $1,500° $1,000% $750*
Orthodontia Limit? $1,000 $1,000 $750

' Per individual per calendar year
2 All benefits based on maximum approved fees
? Per eligible member per lifetime

* There is no copayment for periodontal maintenance (cleaning)
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Endosteal implants are covered at the same level as other prosthodontic services and apply to the annual
plan maximum. Oakland County’s plan provides for two routine cleanings or two periodontal
cleanings covered at 100% per calendar year. There is also enhanced coverage for enrollees with certain
high-risk medical conditions. For those with a condition, you may be eligible to receive up to four teeth
cleanings in a calendar year instead of the typical two. Composite (white) fillings are covered by
Standard and High Dental at 85%, Modified at 50%. Brush biopsies are covered by Modified, Standard
and High Dental at 100%. Dental sealants for children up to age 14 covered by Modified,
Standard and High Dental at 100%. In addition, for people undergoing head and neck
radiation, fluoride applications by your dentist are covered twice per benefit year.

Dental Plan Definitions

e Preventive Services: This category includes routine oral exams, cleanings and emergency
treatment.

e Basic Services: This category includes fillings, x-rays, extractions, treatment of gum diseases,
root canal therapy, oral surgery, periodontics, crowns and relines, and repairs to bridges and
dentures.

e Major Services: This category includes endosteal implants and installation of full or partial
dentures and bridgework.

e Orthodontic Services: Minor treatment for tooth guidance, full banding treatment, and monthly
active treatment visits.

Dental Plans
If you currently have “No Coverage” and you are electing a dental plan for the upcoming Plan Year,
please complete this change online during Open Enrollment.

For all dental plans listed, a $25 single or a $50 family deductible applies to Basic and Major services.
The deductible does not apply to Preventive or Orthodontic services. There is no coinsurance
on Preventive services and 50% coinsurance applies to Major and Orthodontic services.
Orthodontic services are for eligible members to age 19. Non-Orthodontic maximums are per person
per calendar year; orthodontic maximums are per eligible member perlifetime.

Non-orthodontic Orthodontic Coinsurance for
Benefit maximum Benefit maximum Basic services?
e High Option $1,500 $1,000 85%
Plan
e Standard Plan $1,000 $1,000 85%
e Modified Plan $750 $750 50%

e No Coverage Option --- If you are covered under another dental plan, you may choose not to
participate in an Oakland County dental plan.

Please Note: If your spouse/parent is providing your dental coverage and your spouse/parent is also an
employee of the County, your earnings for the “No Coverage” Dental option will be less.
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Your Contributions

The High Option Plan requires a bi-weekly contribution and the Standard Plan does not. If you
choose the Modified Plan or the No Coverage Option, these amounts will show as earnings on your
paycheck.

All dependents on your coverage, including eligible dependent children between their 18" and 26™
birthdays, must have the same health, dental, and vision coverage as you have selected, if they have any
coverage at all. Contact Human Resources — Employee Benefits for details.

How to Find a Participating Provider:
e (Go to www.deltadentalmi.com
Click on Find a Dentist
Select Delta Dental PPO and Delta Dental Premier
Enter Zip Code
Click on Search for a Dentist

Note: For additional information refer to the Delta Dental Certificates and Benefit Summaries found
on www.oakgov.com/benefits under Healthcare/Dental.

A Note About Health Care Reimbursement Accounts (HCRA)

Your Health Care Reimbursement Account (HCRA) is an important portion of your total health care
program. As you review the dental plan options, remember that you can set aside money in the HCRA to
pay for some of your dental care expenses not covered or not paid in full by your selected dental option
such as employee coinsurance, deductibles and the cost for orthodontic services. With your HCRA,
these expenses can be paid for on a pre-tax basis.

Because of the variety of provider payment plans available for orthodontic expenses, you are
encouraged to contact our Health Care Reimbursement account administrator, WageWorks at (877) 924-
3967 prior to committing money to your Health Care Reimbursement Account (HCRA) to be sure that
you will be reimbursed in the manner you requested.
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VISION PLANS
More information can be found at www.e-nva.com.

Your Vision Options*

You can choose one of three vision options under the plan program. Plans are offered through National
Vision Administrators (NVA) and services must be through a participating provider to receive the
benefits shown.

e The Standard Plan which is no cost to you offers you a vision examination for a $5 copayment
and lenses and frames for a $7.50 copayment. These benefits are payable every two (2) calendar
years beginning January | of the new year.

e The High Plan also offers you a vision examination for a $5 copayment and lenses and frames
for a $7.50 copayment. However, these benefits are payable every one (1) calendar year
beginning January 1 of the new year (Not available to New Hires).

e No Coverage

To maximize your benefits under the plans and limit your out-of-pocket expenses, lenses and frames
must be from an approved NV A participating provider.

All dependents on your coverage, including eligible dependent children between their 19™ and 26™
birthdays, must have the same health, dental and vision coverage you have selected, if they have any
coverage at all. Contact Human Resources — Employee Benefits for details.

You may select one of the vision options, including the (No Coverage) option for vision.

Additional information and a list of participating providers are available at the NVA website noted
above.

Please Note: Going to an eye care provider that is not an NV A participating provider will result in
reduced payment of benefits and higher out-of-pocket expenses.

Your Contributions
The High Option Plan requires a contribution and the Standard Plan does not. You receive no additional
earnings if you choose the “No Coverage” option.

How to Find a Participating Provider:
e (Go to www.e-nva.com
Click on Find a Provider
Enter Group Number: 13061000
Enter Zip Code
Click on Find Provider

Note: For additional information refer to the NVA Benefit Summaries found on www.oakgov.com/benefits
under Healthcare/Vision.

A Note About Health Care Reimbursement Accounts (HCRA)

Your Health Care Reimbursement Account (HCRA) is an important portion of your total health care
program. As you review the vision plan options, remember that you can set aside money in the HCRA to
pay for your vision care expenses not covered or not paid in full by your selected vision option such as
employee copayments, expenses for uncovered services, and the cost for an extra pair of glasses. With
your HCRA, these expenses can be paid for on a pre-tax basis.
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EMPLOYEE LIFE INSURANCE

More Information can be found at www.TheHartfordatWork.com.

Life insurance through Oakland County is a Term Insurance plan administered by The Hartford. Loans
are not available from the plan. Coverage for your spouse or dependent children is not available. There
is no cash value.

Your Employee Life Insurance Options

You can select one of the four following levels of group term life insurance, to a maximum of
$400,000. New hires will automatically receive Standard coverage (1.5x) and may increase that
coverage, if desired, during Open Enrollment. Each year you may increase your current life
insurance coverage by one level without providing Evidence of Insurability (EOI). Any
increase of more than one level will require you to complete EOL. The Hartford will notify you by
mail or e-mail with instructions on how to submit EOI online after the enrollment period has
ended. Increases of more than one level will be subject to approval by The Hartford. You must
complete the EOI and be approved by The Hartford; otherwise your coverage will be returned to
one level above your previous election. For example; if you are currently covered at One and one-
half times (1.5x) your Annual Benefit Salary and elect Three times (3x) your Annual Benefit Salary,
coverage will increase to Two times (2x) your Annual Benefit Salary if you do not submit EOI to
The Hartford or if you are not approved by The Hartford. You will not receive another
reminder.

e One times Annual Benefit Salary (Not available to New Hires)

e One and one-half times Annual Benefit Salary — Standard Plan is no cost to you.
e Two times Annual Benefit Salary (Not available to New Hires)

e Three times Annual Benefit Salary (Not available to New Hires)

At age 70, your coverage amount is reduced to 60% of your pre-age 70 amount,; at age 75, it is reduced
to 40% and at age 80 to 30% of your pre-age 70 amount. The amount of insurance is determined by
your Annual Benefit Salary as noted on the Benefit Statement found in your annual Open Enrollment
Packet.

The Hartford life insurance rates that are used to calculate your benefit costs for Open Enrollment are
subject to change each Plan Year.

You must select one of the life insurance options, as there is not a No Coverage option for life insurance.

Accelerated Death Benefit

In the event you are diagnosed with a terminal illness with a life expectancy of less than 1 year, you may
be able to receive up to 80% of your life insurance benefit to assist you with current expenses. Your
beneficiary would then receive the remaining balance at your death.

Conversion and Portability of Your Life Insurance

If your life insurance ceases because your employment ceases or you are no longer in a class eligible for
such insurance, the amount of insurance which ceases (or a lesser amount if desired) may be converted
or ported to an individual life insurance policy. Written application must be made for an individual
policy and the first premium must be paid on it within 31 days after your life insuranceceases.

In order to convert or port to an individual life insurance policy, please complete the Portability and
Conversion Form, which can be found at www.oakgov.com/benefits, and fax the completed form
to The Hartford at (440) 646-9339. You may also call The Hartford at (877) 320-0484.
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Tax Considerations

Federal tax laws state that the first $50,000 of group life insurance protection is not subject to taxes.
Amounts in excess of $50,000 are taxable. The government assigns a value to these amounts and this
value is added to your W-2 earnings based on your age as of the end of a calendar year. These
amounts are called Imputed Income and are calculated based on the following rate table:

Imputed Income Table

Age Category Monthly rate per $1,000 of

Employee Life Insurance
<25 $0.05
25-29 $0.06
30-34 $0.08
35-39 $0.09
40-44 $0.10
45-49 $0.15
50-54 $0.23
55-59 $0.43
60-64 $0.66
65-69 $1.27
70+ $2.06

Example:
If your base salary is $40,000, you are or will be 43 years old at the end of the current calendar year,
your coverage amount would be $60,000.

Imputed income applies to any amount over $50,000 of life insurance. To calculate your imputed
income for the year, follow these steps:

SAMPLE IMPUTED INCOME CALCULATION
1. Find the amount of Employee Life Insurance over $50,000

Example: $60,000-$50,000 -$10,000

2. Divide the difference in Step 1 by 1,000 (because the rate table is on a per $1,000 of life
insurance coverage basis).
Example: $10,000/1,000=10

w

Take the product of Step 2 and multiply it by the Imputed Income Rate. This rate is found by
taking your age, at the end of the calendar year for the plan year you are doing the calculation
for, finding which category it falls into within the Imputed Income Rate Table, and using that
category’s Imputed Income Rate found in the column next to the age category.

Example: $0.10 x 10 -$1

b

Finally, multiply the amount calculated in Step 3 by 12 (twelve months in a year), and this
will be your Imputed Income (the amount that will be taxed) for the upcoming Plan Year.
Example: $1.00 x 12 -$12

Federal tax law currently states that benefits received in the event of your death are not taxable to
your beneficiaries.
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Selecting the Right Amount
Only you can decide how much life insurance is right for your circumstances. The box below gives you
some questions to think about which may help you decide how much life insurance you need.

Thoughts To Consider
What would happen to your family without your pay? Would they have to alter their lifestyle?
Is your income primary or secondary?
Are there major payments to continue, such as a mortgage or car payment?
Are you planning to pay for college for your child(ren)?
Are your parent(s) depending on your support in their retirement years?

You should consider other resources that might be available when thinking about the above scenarios,
including the following:

e QOakland County 401 (a) Plan.
e QOakland County 457 Deferred Compensation Plan.
Oakland County Defined Benefits Retirement Plan.
Social Security benefits.
Life insurance policies you or your family may have purchased individually.
Mortgage insurance.
Personal savings you may have accumulated.
Group term life insurance on your life provided through your spouse’s employer.

*Remember: Your County provided Life and AD&D ceases when your employment ends. You will have
the option to convert or port the life insurance to an individual policy.
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ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE

You can choose a different level of Accidental Death and Dismemberment (AD&D) Insurance
coverage than you selected for your life insurance protection. You may wish to obtain extra
coverage in the event of your death or bodily impairment as a result of an accident.

AD&D insurance through Oakland County is a Term Insurance plan administered by The Hartford.
Loans from the plan are not available. Coverage for your spouse or dependent children is not available.

Your AD&D Options
You can choose one of the four coverage options listed below to a maximum of $400,000.

One times Annual Benefit Salary — Standard Plan is no cost to you.

One and one-half times Annual Benefit Salary (Not available to New Hires)
Two times Annual Benefit Salary (Not available to New Hires)

Three times Annual Benefit Salary (Not available to New Hires)

At age 70, 75, and 80, benefits reduce in accordance with the same schedule as your Life Insurance. The
amount of insurance is determined based on your Annual Benefit Salary as noted on the Benefit
Statement found in your annual Open Enrollment Packet.

You must elect one of the AD&D options as there is not a No Coverage option for Accidental Death &
Dismemberment Insurance.

AD&D Benefits

If you suffer bodily injury caused by an accident that results in loss of life or bodily impairment,
you may be eligible for this benefit. Refer to the Schedule of Insurance found on the
www.oakgov.com/benefits website or by calling The Hartford.

Loss means with regard to:
1) Life;
2) hands and feet, actual severance through or above wrist or ankle joints;
3) sight, speech and hearing, entire and irrecoverable loss thereof;
4) thumb and index finger, actual severance through or above the metacarpophalangeal joints;or
5) movement, complete and irreversible paralysis of such limbs.

If your accident causes you to lose your life, your beneficiary will receive the AD&D amount you
selected. This AD&D amount will be in addition to your Employee Life Insurance amount. Payment for
all other loses are payable to the participant. The amount payable is determined by the loss incurred.
The amount payable, other payable losses due to injury as well as exclusions that apply can be found in
the Plan Description.

Your Contributions

The County provides you with AD&D insurance in the amount of one times your Annual Benefit Salary
which requires no employee contribution. Selecting levels above that will require an employee
contribution.

The employee contributions listed on your Benefit Statement represent the total cost for providing each
option for a Plan Year.

The Hartford AD&D insurance rates that are used to calculate your benefit costs for Open Enrollment
are subject to change each Plan Year.
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REIMBURSEMENT (FLEXIBLE SPENDING) ACCOUNTS

Tax Advantages

Oakland County offers a Health Care Reimbursement Account (HCRA) and a Dependent Care
Reimbursement Account (DCRA) administered by WageWorks. A Reimbursement Account allows
you to pay for eligible medical, dental, and vision care or dependent care expenses before Social
Security, federal, state, and local income taxes are calculated and withheld from your pay. Contributing
to a Reimbursement Account reduces your taxable income, lowers your taxes, and may also lower
future Social Security benefits you may become eligible for. Oakland County's Reimbursement
Accounts are the same as Flexible Spending Accounts (FSA).

How A Reimbursement Account Works

First you determine how much money you would like to contribute to the account(s). You elect the
amount you want deducted from your pay each pay period. This election will begin January 1 and
remain in effect for the entire Plan Year (through December 31).

Participants can be reimbursed for eligible expenses by using their provided Health Care Card or
completing a Pay Me Back Claim Form. Pay Me Back Claim Forms can be submitted online through the
WageWorks website located at www.wageworks.com. A hard copy of the form can also be obtained via
www.oakgov.com/benefits. For further information regarding Health Care Cards, please see the "Using
Your WageWorks Health Care Card" section below.

Beginning January 1, you will access to and can be reimbursed for the full (annual) amount you elected
for your HCRA. However, the rules for DCRA differ. You can only be reimbursed up to the amount that
is currently in your account at the time a claim is submitted. Depending on your specified preference,
you will receive direct deposit or a check once any claims have been processed.

As long as you are an active employee, you can request reimbursement for health care expenses incurred
until March 15 of the year following your original election. Dependent claims must be incurred in the
original Plan Year. You have until April 30 of the following year to submit a claim for either account.
Reimbursement Accounts are “use it or lose it”, and any monies not used are forfeited. You
may keep track of your account(s) and/or submit claims online at www.wageworks.com.

Reimbursement Account elections are for the entire Plan Year. However, you may be able to change
your payroll deduction amount during the Plan Year if you have a qualified Change in Status (CIS). IRS-
approved changes include: a change in marital status, a change in number of dependents, the
termination or commencement of employment by the employee, spouse, or dependent, a reduction or
increase in hours worked by the employee, spouse, or dependent, a dependent satisfying or ceasing to
satisfy the plan eligibility requirements, and a change in place of residence or work of the employee,
spouse, or dependent. In addition, the IRS defines a CIS for the Dependent Care Reimbursement Account
as the death of a dependent parent or a change in your spouse’s student status. The IRS requires that
the change in benefits must be consistent with the CIS. All requests

for changes in benefits as a result of a CIS must be reviewed and approved by Human

Resources — Employee Benefits. You only have 30 days from the date of the CIS to

notify Human Resources — Employee Benefits of your status change event. If you do not

notify them within this time frame, you cannot change your Plan Year elections. Current elections

will remain in effect until the end of the Plan Year or until another CIS occurs (whichever comes

first).

Using Your FSA Dollars

When you pay for an eligible health care or dependent care expense, you want to put your FSA account
to work right away. WageWorks gives you several options to use your money the way you choose.
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Using Your WageWorks Health Care Card
Use your WageWorks Health Care Card instead of cash or credit at health care providers and
pharmacies for eligible services, goods, and prescriptions.

You can also use the Card at general merchants and drug stores that have an industry standard (IIAS)
checkout system that can automatically verify if the item is eligible for purchase with your account.

e Go to www.sigis.com to review a list of qualified merchants, like drug stores, supermarkets and
warehouse stores that accept the Card.

e When you swipe your Card at the checkout, choose “credit” (even though it isn’t a credit card).

e Pay for services or purchases on the same day you receive them. If your health plan covers a
portion of the cost, make sure you know what amount you need to pay before using the Card, by
presenting your health plan member ID card first, so the merchant can identify your copay or
coinsurance amount and ensure the service is claimed to your health care, dental, or vision
insurance plan.

e Save your receipts or digital copies. You will need them for tax purposes. Plus, even when your
Card is approved, a detailed receipt may still be requested.

e Ifyou’ve lost or can’t produce a receipt for an expense, your options may range from submitting
a substitute receipt to paying back the plan for the amount of the transaction.

e If you use your Card at an eye doctor’s or dentist’s office, we will most likely ask you to submit
an Explanation of Benefits (EOB) or other documentation for verification. Failure to do so will
result in your Card being suspended.

e If you lose your Card, please call WageWorks Customer Service immediately at 1-877-924-3967
and order a new one. You will be responsible for any charges until you report the lostCard.

e Replacement cards can also be ordered at www.wageworks.com through “Employee Log in” and
selecting the Card Center.

e Do not discard your WageWorks Health Care Card if you will be participating in the next Plan Year.
You will continue to use the same card issued previously.

Using Your Smartphone
With the EZ Receipts mobile app from WageWorks, you can file and manage your reimbursement
claims on the spot, with a click of your smartphone camera, from anywhere.

To use EZ Receipts:
e Download the app from www.wageworks.com or the Apple or Google Play Stores.
Log into your account.
Choose the type of receipt from the simple menu.
Enter some basic information about the claim or Card transaction.
Use your smartphone camera or device to capture the documentation.
Submit the image and details to WageWorks.

Health Care Reimbursement Account (HCRA)

A Health Care Reimbursement Account (HCRA) enables you to take control of your out-of-pocket
health expenses by setting aside pretax dollars to pay for everyday eligible expenses. The result can be
savings of up to 40 percent on products and services like eyeglasses, prescriptions, dental care, and over-
the-counter items, like band-aids. HCRAs also cover copayments, coinsurance, and deductibles.

To determine if a HRCA may be right for you, consider the medical, dental, and vision expenses you,
your spouse, and any eligible dependents pay throughout a calendar year (copays, deductibles, and
coinsurance).

The Health Care Reform law passed on March 23, 2010 and limits the annual amount that can be
contributed to an HCRA to $2,500.
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You can contribute between $4 and $96 per pay period to the HCRA for eligible expenses. Eligible
health care expenses are out-of-pocket health care expenses incurred by you, your spouse and any
eligible dependents within the IRS guidelines and not reimbursed by your medical, prescription
drug, dental or vision coverage. IRS Publication 502 provides the most current requirements regarding
who is an eligible dependent.

If you are an active employee, keep in mind that you can only submit expenses for those periods during
which you were an active participant in the account. This means if you request to stop all contributions,
you cannot submit claims for expenses incurred after the period of time in which contributions were
stopped.

If you separate from County employment, you have until April 30" following the end of the Plan Year
to submit your requests for Health Care and Dependent Care reimbursements. Only covered health care
expenses incurred prior to your date of separation of your County employment are eligible for
reimbursement consideration.

Eligible Health Care Expenses

Below are some expenses generally eligible for reimbursement under an HCRA. Please refer to Section
213(d) of the Internal Revenue code for the IRS definition of deductible medical expenses that are
eligible for reimbursement or contact Customer Service at (877) 924-3967 for more details.

Eligible Health Expenses

Acupuncture Osteopathic services

Ambulance Oxygen equipment

Artificial limbs Physical examination

Bandages Physician

Braille books & magazines Physiotherapist

Breast pumps Podiatrist

Birth control pills Prescription drug(s)

Chiropractor Psychiatric care

Crutches Psychologist

Drugs and medicines (with a doctor’s Psychoanalysis
prescription)

Fertility treatment Surgery

Guide dog or other animal

Telephone/television for hearing impaired

Hearing devices

Therapy/counseling

Hospital services

Transplants

Laboratory fees

Vasectomy

Medical services

Weight-loss programs (prescribed bya
physician to treat a specificillness)

Medical supplies

Wig to replace hair lost to disease

Nursing services

X-ray

Operations

Eligible Dental Expenses

Artificial teeth: caps

Orthodontia *

Dentures

Root canals

* Orthodontia Note: Due to the variety of provider payment plans available for orthodontic expenses,
you are encouraged to contact Customer Service at (877) 924-3967 for specific reimbursement
requirements. Because most orthodontia expenses are considered recurring, an initial request will be
made for an Orthodontia contract. Once submitted, no additional documentation will be required unless
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your payment does not correspond exactly with your payment plan.

Eligible Vision Expenses

Contact lenses

Eye surgery: Lasik

Eyeglasses/reading glasses

Optometrist

Eye examinations

Prescription sunglasses

Ineligible Health Care Expenses

Automobile insurance premiums

Health club membership or exercise class
(unless prescribed by a doctor to treat a
specific medical condition)

Contact lens service contracts

Insurance premiums for other medical, dental
or supplemental coverage

Cosmetic surgery or similar procedures

Long-term care services or premiums

Cosmetics, toiletries, toothpaste, mouthwash
feminine products

Over the counter drugs and medicine without
a prescription

Electrolysis or hair removal

Teeth whitening/bleaching

Hair transplants, hair re-growth treatments

Sunglasses

Herbal supplements

Weight loss programs or medication to
promote general health

Over-the-Counter Medication

The Health Care Reform law passed on March 23, 2010 requires any Over-the-Counter drug and/or
medicine be prescribed by your physician to be eligible for reimbursement. Over-the-Counter items that
are not drugs or medicines, such as bandages, breast pumps, blood pressure cuffs and contact solution
can be purchased without a prescription. Examples of items typically covered through your flexible

spending accounts can be found at www.wageworks.com/emplovee/health-care/expenses/fsa.htm or

you can contact Customer Service directly at (877) 924-3967 for more information.
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Planning Your Account
To plan the right amount in your Health Care Reimbursement Account for you during the Plan Year,
consider the following possible expenses and complete the guide below.

Medical deductible(s) and coinsurance
Dental expenses

Vision care expenses

Prescription drug copayments

Other expenses

TOTAL (See note below)

@ P PH LA

Make sure that your TOTAL amount is not more money than you expect to use in a Plan Year
or you will lose whatever is left over™.

Divide by number of pay periods +26
Round to nearest whole dollar (to a maximum
of $96) for your per pay period deduction. $

In accordance with IRS regulations, any expenses incurred from January 1 through March 15 of the
following year can be reimbursed with any unused prior Plan Year money; in this case, unused money
from the current Plan Year. Please refer to the Reimbursement Account Claim Procedure section of
this workbook for information on submitting claims for reimbursement.

* Except for distributions after June 18, 2008 as provided under IRS Notice 2008-82 (Distribution to
Reservists).

Thoughts to Consider
To assist you in deciding whether or not to participate in the Health Care Reimbursement Account, consider
the following:
e Do you typically incur and pay your medical plan deductible each year for yourself or an enrolled
dependent?
e Do you have dental expenses not covered under a dental plan?
e Are you or one of your dependents planning to get new glasses or contact lenses?
e Do you have any other medical, dental, vision or hearing expenses not covered under any insurance plan
such as copayments and coinsurance?
Your Choices
¢ You may select any qualifying dollar amount from a minimum of $4 per pay to a maximum of $96 per
pay per period Plan Year.
e You may choose not to participate in the benefit.
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Dependent Care Reimbursement Account (DCRA)

Families often need help with child and elder day care. A Dependent Care Reimbursement Account
(DCRA) lets you save on dependent day care expenses using pretax dollars. You can spend your
dependent day care savings account funds on a wide range of care for eligible members of your family.
Some of the expenses covered include senior day care, child day care, babysitting, before and after
school programs and sick child care. If you have any of these expenses, or other recurring eligible
dependent care expenses a DCRA may be right for you and your dependents.

You can contribute between $4 and $192 per pay period to a DCRA for your eligible expenses to
care for your qualified dependents, which allow you (and your spouse, if you are married) to work.
The caregiver can even be a relative of yours, as long as he or she is not also one of your dependents
for tax purposes. Also, you are required by law to provide your caregiver’s Federal Tax ID number
or Social Security number. Your caregiver does not need to be licensed, but must claim your payments
as income.

IRS regulations identify eligible dependents as:

e A child (including adopted children, step-children, and foster children) under age 13,
who qualifies as your tax dependent

e A person who is physically or mentally incapable of self-care (for example, a child or elderly
parent living with you), who qualifies as your tax dependent

e A spouse who is physically or mentally incapable of self-care.

If you separate from County employment, you have until April 30 following the end of the Plan Year
to submit your requests for Dependent Care reimbursements. Dependent care expenses may be incurred
after contributions cease and after separation for the remainder of the Plan Year. Please refer to the
Reimbursement Account Claim Procedures section of this workbook for information on submitting
claims for reimbursement.

Eligible Dependent Care Expenses
IRS regulations define eligible expenses as those dependent care expenses “incurred to enable the
taxpayer to be gainfully employed”. You may contact Customer Service at (877) 924-3967 for more
details. These expenses may include:

Adult day care center Day care center (e.g. Little Oaks)
Babysitter in your home Senior center
Before and/or after-school care Summer camp

Ineligible Dependent Care Expenses — Even if Incurred on Behalf of a Dependent

Clothing Insurance premiums
Food Medical equipment
Health care expenses Sleep-away summer camps
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A Note About Little Oaks

Little Oaks is an affordable, high quality, family-oriented, on-site child development center. It is open to
all county employees’ children and grandchildren (between the ages of 6 weeks to 5 years old). The
center is managed by Bright Horizons and is accredited by the National Association for the Education
for Young Children (NAEYC). For more information, please visit their website at
https://www.oakgov.com/hr/discover/Pages/On-Site-Childcare.aspx.

Advantages for Oakland County Employees:

Discounted rates

Simplified commute and convenience

Open door policy welcomes family visits and family events
On-site security

Planning Your Account

To calculate the right amount for your Dependent Care Reimbursement Account for you during the Plan
Year, complete the guide below. Dependent care expenses can only be reimbursed to the extent of your
payroll deductions to date at the time you submit the expense for payment.

Cost of care per week $
Multiplied by number of weeks needed X
TOTAL (See note below) $

Make sure that your TOTAL amount is not more money than you expect to use in a Plan Year
or you will lose whatever is left over.

Divide by number of pay periods +26
Round to nearest whole dollar (to a maximum
of $192) for per pay period deduction. $

Thoughts to Consider
To assist you in deciding whether or not to participate in the Dependent Care Reimbursement Account,
consider the following:
e Do you have a child(ren) under the age of 13, who requires caregiving services, to enable
you (and your spouse, if married) to work outside the home?
e Do you have a disabled spouse for whom you must provide care to enable you to work?
¢ Do you have a parent who is incapable of self-care who qualifies as your tax dependent?
¢ Did you compare the Federal Tax Credit vs. the Reimbursement Account to see which is best for you?
(See the worksheet at the end of this workbook.)
Your Choices
¢ You may select any qualifying dollar amount from a minimum of $4 per pay to a maximum of
$192 per pay period for a Plan Year.
e You may choose not to participate in this benefit.
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Federal Tax Credit vs. Dependent Care Reimbursement Account

The maximum amount you are eligible to deduct in any taxable year may not exceed the lesser of your
earned income, or up to $5,000 combined income if you are married; amounts are per family, not per
plan. If you and your spouse file separate tax returns, you are each limited to an annual reimbursement
account limit of $2,600. If your spouse is a student continuing his/her education, the IRS limits the
amount of earned income that will affect the amount of your contribution. Some higher paid employees
may be restricted to lower limits for this reimbursement account.

You may be claiming a Federal Tax Credit for childcare expenses now. Use the following worksheets to
see if the Federal Tax Credit or the Dependent Care Reimbursement Account is best for you. You may
also contact your tax preparer.

Federal Tax Credit for Dependent Care Expenses: Calculating the Federal Tax Credit
1. The estimated annual dependent care expenses (cannot exceed the lesser of your

income or that of your spouse). $
2. Maximum expenses eligible for tax credit ($3,000 for one dependent, $6,000 for

more than one dependent) $
3. Estimated adjusted gross income for you and your spouse $
4. Tax credit percentage from Table 1 below, based on adjusted gross income %
5. Estimated tax credit (multiply line 4 by the smaller of line 1 or line 2) $
Table |
2019 Adjusted Gross Income is Tax Credit Percentage
Over

$0 - $15,000 35%

15,000-17,000 34%

17,000-19,000 33%

19,000-21,000 32%

21,000-23,000 31%

23,000-25,000 30%

25,000-27,000 29%

27,000-29,000 28%

29,000-31,000 27%

31,000-33,000 26%

33,000- 35,000 25%

35,000- 37,000 24%

37,000- 39,000 23%

39,000- 41,000 22%

41,000- 43,000 21%

43,000- No limit 20%
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Tax Savings Calculator
Calculating Withholding Tax Savings Using the Reimbursement Account

1. The amount of deposit to your Dependent Care Reimbursement Account must not
exceed the lesser of your income, or that of your spouse’s or $4,996 ($192 x 26 §
pays) or $2,500 if married but filling separate returns
2. Marginal Federal tax rates (using your combined annual income for you and your
spouse) from Table 2 below %
3. Social Security tax rate: Enter 5.65% if your annual salary is equal to or less than %
the Social Security annual wage base maximum ($118,500). Otherwise, enter

1.45%
%

4. State tax rate
5. City tax, if applicable %
6. Total tax rate (add lines 2,3,4, and 5) %
7. Estimated tax savings (multiply line 1 byline 6) $
Table 2
Single Married, Filing Jointly
Income Tax Rate* Income Tax Rate
Up to $9,700 10% Up to $19,400 10%
$9,701 - $39,475 12% $19,401 - $78,950 12%
$39,476 - $84,200 22% $78,951 - $168,400 22%
$84,201 - $160,725 24% $168,401 - $321,450 24%
$160,726 - $204,100 32% $321,451 - $408,200 32%
$204,101 - $510,300 35% $408,201 - 612,350 35%
$510,301 + 37% $612,351 + 37%

Comparing the Calculations
After you have estimated your dependent care expenses, calculate the Federal Tax Credit and the
withholding tax savings, and compare the two calculations. You can then make an informed choice as to

which alternative is best for you.

The Federal Tax Credit is for federal income tax purposes and does not include Social Security or state
taxes.

* Federal Tax Rates (in effect as of 01/01/19)
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Reimbursement Account Claim Procedures

If you elect to participate in a Health Care Reimbursement Account and/or Dependent Care
Reimbursement Account, you will receive claim filing instructions and claim forms before the Plan Year
begins, directly from WageWorks. If you participated in a Health Care and/or Dependent Care
Reimbursement Account in the current Plan Year you will not receive a “new participant welcome”
packet. Do not discard your WageWorks Health Care Card if you will continue to participate during
the next Plan Year.

Your request for reimbursement will be processed within five business days, provided no additional
information is required, from the time your properly completed and signed claim form is received.
Reimbursement checks are mailed, or direct deposited into your bank account, within 48 hours of claim
approval.

Receipts for Health Care Reimbursements need to include:
e Name of patient
e A list of services
e The date of each service listed
e Name of provider
e What insurance will pay (an Explanation of Benefits — EOB) or proof of payment

Receipts for Dependent Care Reimbursements need to include:
e Name of employee
e Name and address of provider
e The date of each servicelisted
e Federal Tax ID number or social security number of provider
e Proof of payment (receipt) from provider

If your reimbursement claim is denied, WageWorks will inform you by e-mail notification and advise
you to log into your account at www.wageworks.com for claims denial information.

Please Note: WageWorks will send an e-mail to your e-mail address on file with them if substantiation
is needed on a claim submitted and to notify you of claims being processed. You may want to check
your spam mail periodically to ensure messages were not sent there in error. WageWorks suggests
using your personal e-mail address and not your work e-mail. If you do not check your e-mails
regularly, you may want to delete your e-mail address from your profile with WageWorks to ensure
correspondence is mailed to your home instead.

If you have any questions concerning the reimbursement of a Health Care and/or Dependent Care
expense, you can call Customer Service toll-free at (877) 924-3967.

Claims for reimbursement can be faxed to (877) 353-9236 or submitted online at
http://www.wageworks.com. Online you may also use the Pay My Provider option to pay you, and
your dependents, eligible expenses directly from your Health Care or Dependent Care Reimbursement
Account. You may also mail your Claim Form to: CLAIMS ADMINISTRATOR, PO BOX 14053,
LEXINGTON, KY 40512.

If you need a Pay Me Back Claim Form for Health Care and/or Dependent Care expenses, or a Direct
Deposit  Authorization Form, you can  download one from  www.oakgov.com/

benefits or www.wageworks.com.

All requests for changes to your Health Care Reimbursement and/or Dependent Care Reimbursement
Account amounts during a Plan Year must be reviewed in accordance with IRS guidelines and approved
by Human Resources — Employee Benefits within 30 days from the date of the event.

Consider both accounts carefully. Utilizing the accounts requires a little planning, but the tax savings
could make the planning effort worthwhile.
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OTHER EMPLOYEE BENEFITS

Employees have other employee benefits that are not part of the program such as Disability,
Retirement, Paid Time Off, etc.

DISABILITY

Although not currently a part of the program, the County provides short- and long-term disability
income protection, to those employees eligible, in the event you are totally disabled. Your disability
plans provide for replacement of 60% of your salary at the time of disability. Since this coverage
is provided totally by the County, any benefits paid will be taxableincome.

The monthly benefit maximum payment from all sources is $8,000 per month.

As long as the short-term disability claim is approved, health benefits are continued and the bi-
weekly health contributions will go into arrears until you return to work. At such time, the past due
deductions are taken out of your payroll check in $300.00 ( maximum) increments, plus the
regular bi-weekly employee contribution.

Keep in mind, you can supplement disability payments with your leave banks to decrease the
amount owed for healthcare deductions when returning to work. The Disability Supplemental
Form can be downloaded at www.oakgov.com/benefits.

You become eligible after you have completed six (6) consecutive months of service since the date of
your most recent hire. A pre-existing condition investigation will apply to employees who file a claim
within the first 12 months of disability coverage. Pre-existing conditions may not be covered during the
first 12 months of coverage.

*Elected officials are not eligible for short- or long-term disability.

Plan B employees are covered by a different non-occupational short-term disability program, and are not
eligible for long-term disability.

Important Notes:

e If your disability is expected to last more than 7 consecutive calendar days (the waiting period),
you must call the County’s disability provider, The Hartford, at 1-800-898-2458 to provide them
with the details of your disability and the contact information for yourdoctor.

e While you have 30 calendar days from your first day off work to contact The Hartford, this will
significantly delay your disability payments. Oakland County Merit Rule 22 requires that you
contact The Hartford no later than 30 days of your first day missed from work due to
disability. More information is available at www.oakgov.com/benefits.

e Remember to keep your department informed at all times from your very first day off as to the
expected duration of your absence.

e Your Plan Number is 402334

e You can track your claim online at www.thehartford.com

The information provided above is only a very brief overview of the disability plans provided through
The Hartford. For detailed coverage information see the plan information available
at www.oakgov.com/benefits or contact The Hartford directly.
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RETIREMENT

The Retirement websites (www.oakgov.com/retirement and oaklandcounty.retirepru.com) have a

wealth of resources to help you make wise decisions for your retirement. Your Retirement Plan is a

valuable benefit offered to you as an employee of Oakland County. The Retirement Plans available to

you depend upon your date of hire and union status. Information you will find on the website include:
e Defined Benefit (DB) pension plan

Defined Contribution (DC) 401(a) plan

Deferred Compensation 457(b) plan

Part-Time Non-Eligible (PTNE) 457(b) plan

Retiree health, prescription, dental, and vision plans

Retirement Health Savings Account (RHS)

Retirement Health Eligibility Schedules

For detailed information contact the Human Resources Retirement Unit or refer to the Retirement
website (www.oakgov.com/retirement).

*Judges and certain Union represented benefits may differ.

PAID TIME OFF
Full-time employees are provided with the following paid leave time:

e Personal Leave (PLV) — 5 days per calendar year

e Floating Holiday (FLT) — 1 day per calendar year

e Annual Leave (VAC) — 10 days for the first year of service, then 12 days beginning on yeartwo;
up to 24 days after 24 years of service.

e County Paid Holidays — 10 to 12 days per calendar year

The information provided above is only a very brief overview of the paid time off plans provided to
eligible County employees. For detailed information refer to the Merit System Rule Book
(http.://my.oakgov.com/sites/hr/Pages/MeritSystemRules.aspx) or contact the Human
Resources/Employee Records and HRIS Unit.

*FElected officials are not eligible for these leave times.
**Refer to Collective Bargaining Agreement for Union represented holidays.

PARENTAL LEAVE

Parental Leave is available for all full-time employees who have completed six (6) months of County
service. This includes full-time appointed and non-merit employees and employees serving a one year
probationary period. An eligible parent is a mother or father with parental rights to the child. Employees
will receive 6 weeks of paid leave at 100% of their current salary. Parental Leave can be utilized for both
the birth and adoption of a child.

ANNUAL LEAVE BUY BACK

Annual Leave Buy Back is offered once a year to all full-time, eligible employees with 60 (or more)
annual leave hours in the bank. This program offers interested employees the option to “cash out”
annual leave hours in order to receive a payout. Employees can “cash out” a minimum of 20 hours
to a maximum of 40 hours (each calendar year).
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TUITION REIMBURSEMENT

The Tuition Reimbursement Program at Oakland County is a benefit offered to all full-time employees
designed to further support educational and professional development within topics and fields of study
that are directly related to the County’s operations, activities, and objectives as a way to progress within
the County. HR Training and Development administers the Tuition Reimbursement Program in
accordance to the parameters that are established in Merit Rule 20.

Any employee eligible for benefits in accordance with Merit Rule 22 can immediately apply for Tuition
Reimbursement. Employees must be employed and eligible for benefits when the application is filed and
also when reimbursement is issued in order to receive tuition reimbursement. Employees must attend
an accredited institution that is approved and certified by a nationally recognized accrediting association.

The Tuition Reimbursement Program allows up to two (2) courses each session to be reimbursed up to
$1,400 per session with a maximum of $4,200 per fiscal year. All applications should be filled out prior
to the starting date of the class to secure funding. However, applications can be accepted 30 days after the
course has started but cannot be guaranteed. All applications are approved on a first come, first serve
basis.

The information provided is a brief overview of the Tuition Reimbursement Program. For more detailed
information contact the HR Training Unit or vrefer to the HR Training website at
(http.//my.oakgov.com/sites/hr/Training/Pages/TuitionReimbursement.aspx).

OAKFIT WELLNESSPROGRAM

The mission of the OakFit Wellness Program is to assist Oakland County employees,
retirees, and dependents in taking ownership of their health in order to improve the
quality of their life, enhance productivity, and stabilize long-term employee/employer
health care costs. OakFit offers weight management, exercise, tobacco cessation,
Lunch n’ Learns, wellness challenges, an annual wellness fair, on-site health
screenings, and more.

The website, www.oakgov.com/wellness, is open to employees, retirees and dependents highlighting the
resources and programs available. Employees can subscribe to receive program updates or request to
follow OakFit on social media. There is something for everyone in this program. Questions? Contact the
Wellness Coordinator at 248-858-5473.

*It’s important to emphasize the CONFIDENTIAL nature of the OakFit Wellness on-site health screening program.
Oakland County utilizes a third party vendor to ensure that any individual health data is stored outside of Oakland County as
part of this program. No individual health care data is shared with Oakland County. Employee health information is
protected by federal law. HIPAA (Health Insurance Portability and Accountability Act) ensures individual health
information is not provided to Oakland County. The County only receives aggregate (summary) reports from our third party
vendor.
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REQUIRED NOTICES

Nondiscrimination Notice Under Section 1557 of the Affordable Care Act

Discrimination is against the law. Oakland County complies with applicable Federal and State civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Oakland
County does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Oakland County provides free aid and services to people with disabilities to communicate effectively with
us, such as:

¢ Qualified Sign Language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, other

formats)

Oakland County provides free language services to people whose primary language is not English, such
as:

¢ Qualified interpreters

e Information written in other languages
If you need these services, contact the Human Resources Department at (248) 858-0530.

If you believe that Oakland County has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Human
Resources Department, Oakland County, 2100 Pontiac Lake Road, Waterford, MI 48328. Telephone: 1-
248-858-0530. You can file a grievance in person, by mail, or e-mail. If you need help filing a grievance,
the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
http://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Michigan Languages:
Language Message About Language Assistance
Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
P Llame al 1- 248-858-0530.
Arabic 0530-858-248-1 Jamil, Jiaally Jesl il 455 2 gl e Lsall Ciladds (8 dalll S Chaati Sics 13): 4k sale
Chinese R WREMAHEES S, B R BEAE SRR . HNE 1-248-858-0530.
Syriac |.X 200 cwva )“*j-’L

06 h “al -248-858-0530

CHU Y: Néu ban noi Tiéng Viét, co cac dich vu ho trg ngébn ngtr mién phi danh cho ban. Goi s

Vietnamese 1-248- 858-0530,
Albani KUIJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime t€ asistencés gjuhésore, pa
anian pagesé. Telefononi né. 1-248-858-0530
Korean 7ol 1RO EA BN, QIOIKIY AH| 2SR R 20| G35 A LICH 1208

o >
858-0530 HO 2 SIS FAA| 2.
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Bengali Fw‘zr FANToooTMORNNIET, FLT (00TeTo .
St [ S IVIS B RCT B M KB SN @"{FTQC AqR| (ooooPINPIN- 1-248-

858—

Polish UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-248-858-0530.

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-248-858-0530.

Italian ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-248-858-0530.

. IEFH: AARERINSBA. RHOEEXEE CHAVLETET,

apanese 1-248-858-0530 FT. BBIHEICTITEHR LS,

Russian BHUMAHMUE: Ecniu BBl rOBOpUTE HA PYCCKOM SI3BIKE, TO BaM JAOCTYITHBI O€CIUIaTHBIE YCITyTH

nepeBoja. 3souuTe 1-248-858-0530.
] OBAVIJESTENIJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomoéi dostupne su vam
Serbo-Croatian | pegplatno. Nazovite 1-248-858-0530.
Tacalo PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
galog tulong sa wika nang walang bayad. Tumawag sa 1-248-858-0530.

Group Health Continuation Coverage Under COBRA

Introduction

This notice has important information about your right to COBRA continuation coverage, which is a
temporary extension of coverage under the Plan. This notice explains COBRA continuation
coverage, when it may become available to you and your family, and what you need to do to
protect your right to get it. When you become eligible for COBRA, you may also become eligible for
other coverage options that may cost less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to
you and other members of your family when group health coverage would otherwise end. For more
information about your rights and obligations under the Plan and under federal law, you should review
the Plan’s Summary Plan Description or contact Human Resources — Employee Benefits.

You may have other options available to you when you lose group health coverage. For example,
you may be eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling
in coverage through the Marketplace, you may qualify for lower costs on your monthly premiums and
lower out-of-pocket costs. Additionally, you may qualify for a 30-day special enrollment period for
another group health plan for which you are eligible (such as a spouse’s plan), even if that plan generally
doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because
of a life event. This is also called a “qualifying event.” Specific qualifying events are listed later in this
notice. After a qualifying event, COBRA continuation coverage must be offered to each person who is a
“qualified beneficiary.” You, your spouse, and your dependent children could become qualified
beneficiaries if coverage under the Plan is lost because of the qualifying event. Under the Plan,
qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation
coverage.

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan
because of the following qualifying events:

*  Your hours of employment are reduced, or

. Your employment ends for any reason other than your gross misconduct.
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If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage
under the Plan because of the following qualifying events:

. Your spouse dies;

. Your spouse’s hours of employment are reduced;

. Your spouse’s employment ends for any reason other than his or her gross misconduct;

. Y our spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or

. You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan
because of the following qualifyingevents:

. The parent-employee dies;

. The parent-employee’s hours of employment are reduced;

. The parent-employee’s employment ends for any reason other than his or her gross misconduct;

. The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);

. The parents become divorced or legally separated; or

. The child stops being eligible for coverage under the Plan as a “dependentchild.”

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a
qualifying event. If a proceeding in bankruptcy is filed with respect to the County of Oakland, and that
bankruptcy results in the loss of coverage of any retired employee covered under the Plan, the retired
employee will become a qualified beneficiary. The retired employee’s spouse, surviving spouse, and
dependent children will also become qualified beneficiaries if bankruptcy results in the loss of their
coverage under the Plan.

When is COBRA continuation coverage available?
Oakland County will automatically offer COBRA continuation coverage to qualified beneficiaries when
any of the following qualifying events have occurred:

. The end of employment or reduction of hours of employment;

. Death of the employee;

. Commencement of a proceeding in bankruptcy with respect to the employer; or

. The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a
dependent child’s losing eligibility for coverage as a dependent child), you must notify the
Oakland County Human Resources — Employee Benefits within 60 days after the qualifying
event occurs. You must provide this notice to: Oakland County Human Resources — Employee
Benefits by completing the Membership and Record Change and Supplemental Membership
and Record Change Forms found on the www.oakgov.com/benefits website.

How is COBRA continuation coverage provided?

Once the Oakland County Human Resources — Employee Benefits receives notice that a qualifying
event has occurred, COBRA continuation coverage will be offered to each of the qualified
beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA continuation
coverage. Covered employees may elect COBRA continuation coverage on behalf of their spouses, and
parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18
months due to employment termination or reduction of hours of work. Certain qualifying events, or a
second qualifying event during the initial period of coverage, may permit a beneficiary to receive a
maximum of 36 months of coverage.
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There are also ways in which this 18-month period of COBRA continuation coverage can be extended:

Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled
and you notify Oakland County Human Resources — Employee Benefits in a timely fashion, you
and your entire family may be entitled to get up to an additional 11 months of COBRA
continuation coverage, for a maximum of 29 months. The disability would have to have started at some
time before the 60th day of COBRA continuation coverage and must last at least until the end of the 18-
month period of COBRA continuation coverage.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation
coverage, the spouse and dependent children in your family can get up to 18 additional months of
COBRA continuation coverage, for a maximum of 36 months, if the Plan is properly notified about the
second qualifying event. This extension may be available to the spouse and any dependent children
getting COBRA continuation coverage if the employee or former employee dies; becomes entitled to
Medicare benefits (under Part A, Part B, or both); gets divorced or legally separated; or if the dependent
child stops being eligible under the Plan as a dependent child. This extension is only available if the
second qualifying event would have caused the spouse or dependent child to lose coverage under the
Plan had the first qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for
you and your family through the Health Insurance Marketplace, Medicaid, or other group health plan
coverage options (such as a spouse’s plan) through what is called a “special enrollment period.” Some of
these options may cost less than COBRA continuation coverage. You can learn more about many of
these options at www.healthcare.gov.

If you have questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to
the contact or contacts identified below. For more information about your rights under the Employee
Retirement Income Security Act (ERISA), including COBRA, the Patient Protection and Affordable
Care Act, and other laws affecting group health plans, contact the nearest Regional or District Office of
the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit
www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available
through EBSA’s website.) For more information about the Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let Oakland County Human Resources — Employee Benefits know
about any changes in the addresses of family members. You should also keep a copy, for your
records, of any notices you send to Oakland County Human Resources — Employee Benefits.

Plan contact information

If you have any questions about COBRA, or if you have changed marital status, or you or your spouse
have changed addresses, please contact Oakland County Human Resources — Employee Benefits, 2100
Pontiac Lake Road, Waterford, MI 48328 or by telephone at (248) 858-5205.

Michelle’s Law

Michelle's Law allows seriously ill or injured college students who are covered dependents under group
health plans to continue coverage for up to one year while on medically necessary leaves of absence.
More specifically, Oakland County cannot terminate coverage of a dependent child, as defined by
Oakland County’s Plan Document, due to a “medically necessary leave of absence” before a date that is
the earlier of:
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e the date that is one year after the first day of the medically necessary leave of absence; or
e the date on which such coverage would otherwise terminate under the terms of the plan or health
insurance coverage.

A “dependent child” for these purposes is a beneficiary under the group health plan who:
¢ is a dependent child, under the terms of the plan or coverage, of a participant under the plan or
coverage; and
e was enrolled in the plan or coverage, as a student at a post-secondary educational institution
(including colleges and universities), immediately before the first day of the medically necessary
leave of absence involved.

A “medically necessary leave of absence” means, with respect to a dependent child in connection with a
group health plan or health insurance coverage offered in connection with such plan, a leave of absence
of the child from a post-secondary educational institution, or any other change in enrollment of the child
at the institution, that:

e commences while the child is suffering from a serious illness or injury;

¢ is medically necessary; and

e causes the child to lose student status for purposes of coverage under the terms of the plan or
coverage.

Written certification must be provided by a treating physician of the dependent child to Human
Resources — Employee Benefits in order for the continuation coverage requirement to apply. The
physician's certification must state that the child is suffering from a serious illness or injury and that
the leave of absence (or other change of enrollment) is medically necessary (as defined above).

Notice of Patient Protection

If your health plan generally requires the designation of a primary care provider, you have the right to
designate any primary care provider who participates in our network and who is available to accept you
or your family members. For children, you may designate a pediatrician as the primary care provider.
For information on how to select a primary care provider, and for a list of the participating primary care
providers, contact ASR Health Benefits at (800) 968-2449, Blue Cross/Blue Shield of Michigan at (800)
245-8401, or Health Alliance Plan at (313) 872-8100 depending on the medical plan youelect.

You do not need prior authorization from the health plan or from any other person (including a primary
care provider) in order to obtain access to obstetrical or gynecological care from a health care
professional in our network who specializes in obstetrics or gynecology. However, the health care
professional may be required to comply with certain procedures, including obtaining authorization for
certain services, following a pre-approved treatment plan, or following certain procedures for making
referrals. For a list of participating health care professionals who specialize in obstetrics or gynecology,
contact ASR Health Benefits at (800) 968-2449, Blue Cross/Blue Shield of Michigan at (800) 245-8401,
or Health Alliance Plan at (313) 872-8100 depending on the medical plan youelect.

Women’s Health and Cancer Rights Act of 1998 (Also Known As “Janet’s Law”)

Did you know that your health plan, as required by the Women’s Health and Cancer Rights Act of 1998,
provides benefits for mastectomy-related services? These services include reconstruction and surgery to
achieve symmetry between the breasts, prostheses, and treatment of complications resulting from a
mastectomy (including lymphedema). Contact ASR Health Benefits at (616) 957-1751 or (800) 968-
2449, Blue Cross/Blue Shield of Michigan at (877)790-2583, or Health Alliance Plan at (313) 872-8100
depending on the medical plan you elect for more information.

Notice to Plan Participants - Notice of Privacy Practices Available

The U.S. Department of Health and Human Services has issued regulations as part of the Health
Insurance Portability and Accountability Act of 1996. These regulations, known as the Standards for
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Privacy of Individually Identifiable Health Information, were effective on April 14, 2003 (or April 14,
2004 for small health plans) and control how your medical information may be used and disclosed and
how you can access this information. Please be advised that your health benefits plans maintain a
current Notice of Privacy Practices to inform you of the policies that they have established to comply
with the Standards for Privacy. This Notice describes the responsibilities of the plans and any third party
assisting in the administration of claims regarding the use and disclosure of your protected health
information, and your rights concerning the same.

This Notice is available to you upon request by contacting your company’s Privacy Official or Human
Resources Director.

Newborns' and Mothers' Health Protection Act

Under federal law, group health plans and health insurance issuers offering group health insurance
coverage generally may not restrict benefits for any hospital length of stay in connection with childbirth
for the mother or newborn child to less than 48 hours following a vaginal delivery or less than 96 hours
following delivery by cesarean section. However, the plan or issuer may pay for a shorter stay if the
attending provider (e.g., your physician, nurse midwife, or physician assistant), after consultation with
the mother, discharges the mother or newborn earlier.

Also, under federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that
any later portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or
newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under federal law, require that a physician or other health care
provider obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours).

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 are 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 are not eligible for Medicaid or
CHIP, you will not 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.del.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 January 31, 2017. You should
contact your state for further information on eligibility.
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ALABAMA — Medicaid

NEW JERSEY — Medicaid & CHIP

Website: http://myalhipp.com
Phone: 1-855-692-5447

Medicaid Website:

http://www.state.nj.us/humanservices/dmahs/clients/medicaid
Medicaid Phone: 609-631-2392

CHIP Website: http://njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

ALASKA — Medicaid

NEW YORK — 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

Website: https://www.health.ny.gov/health care/medicaid
Phone: 1-800-541-2831

ARKANSAS — Medicaid

NORTH CAROLINA — Medicaid

Website: http://myarhipp.com
Phone: 1-855-MyARHIPP (855-692-7447)

Website: https://dma.ncdhhs.gov
Phone: 919-855-4100

COLORADO — Medicaid & CHIP

NEW DAKOTA — Medicaid

Health First Colorado Website:
http.//www.healthfirstcolorado.com

Health First Colorado Member Contact Center:
1-800-221-3943/State Relay 711

CHP+: http://Colorado.gov/HCPF/Child-Health-Plan-
Plus

CHP+ Customer Service: 1-800-359-1991/State Relay
711

Website: http://nd.gov/dhs/services/medicalserv/medicaid
Phone: 1-844-365-3742

FLORIDA — Medicaid

OKLAHOMA - Medicaid

Website: http://flmedicaidtplrecovery.com/hipp/
Phone: 1-877-357-3268

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

GEORGIA — Medicaid

OREGON - Medicaid

Website: http://dch.georgia.gov/medicaid
Phone: 404-656-4507

Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

INDIANA — Medicaid

PENNSYLVANIA — 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

Website:

http://www.dhs.pa.gov/provider/medicalassistance/healthinsuranc

epremiumpaymenthippprogram/index.htm
Phone: 1-800-692-7462

IOWA — Medicaid

RHODE ISLAND — Medicaid

Website: http://dhs.iowa.gov/ime/members/mediciaid-a-

to-z/hipp
Phone: 1-888-346-9562

Website: http://www.eohhs.ri.gov
Phone: 1-88-549-0820

KANSAS — Medicaid

SOUTH CAROLINA — Medicaid

Website: http://www.kdheks.gov/hcf
Phone: 1-785-296-3512

Website: https://www.scdhhs.gov
Phone: 1-88-549-0820

KENTUCKY — Medicaid

SOUTH DAKOTA — Medicaid

Website: http://chfs.ky.gov/dms/default.htm
Phone: 1-800-635-2570

Website: http://dss.sd.gov
Phone: 1-888-828-0059

LOUISIANA — Medicaid

TEXAS — Medicaid

Website:
http://dhh.louisiana.gov/index.cfim/subhome/1/n/331
Phone: 1-888-695-2447

Website: http://gethipptexas.com
Phone: 1-800-440-0493

MAINE — Medicaid

UTAH — Medicaid & CHIP

Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html

Phone: 1-800-442-6003/Maine Relay 711

Medicaid Website: https://medicaid.utah.gov
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669

MASSACHUSETTS — Medicaid

VERMONT — Medicaid

Website:
http://www.mass.gov/eohhs/gov/departments/masshealth
Phone: 1-800-862-4840

Website: http://www.greenmountaincare.org
Phone: 1-877-543-7669
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MINNESOTA — Medicaid VIRGINIA — Medicaid & CHIP

Website: http://mn.gov/dhs/people-we- Medicaid & CHIP Website:
serve/seniors/health-care/health-care- http://coverva.org/programs premium_assistance.cfm
programs/programs/programs-and-services/medical- Medicaid Phone: 1-800-432-5924

assistance.jsp CHIP Phone: 1-855-242-8282

Phone: 1-800-657-3739

MISSOURI — Medicaid WASHINGTON — Medicaid

Website: Website: http://www.hca.wa.gov/free-or-low-cost-health-
https://www.dss.mo.gov/mhd/participants/pages/hipp.htm care/program-administration/premium-payment-program
Phone: 573-751-2005 Phone: 1-800-562-3022 ext. 15473

MONTANA — Medicaid WEST VIRGINIA — Medicaid

Website: Website: http://mywvhipp.com
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP Phone: 1-855-MyW VHIPP (1-855-699-8447)

Phone: 1-800-694-3084

NEBRASKA — Medicaid WISCONSIN — Medicaid & CHIP

Website: http://www.ACCESSNebraska.ne.gov Website:

Phone: 855-632-7633 https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
Lincoln: 402-473-7000 Phone: 1-800-362-3002

Omabha: 402-595-1178

NEVADA — Medicaid WYOMING - Medicaid

Website: https://dhcfp.ne.gov Website: https://wyequalitycare.acs-inc.com

Phone: 1-800-992-0900 Phone: 307-777-7531

NEW HAMPSHIRE — Medicaid

Website: https://www.dhhs.nh.gov/ombp/nhhpp

Phone: 603-271-5218

Hotline: NH Medicaid Service Centers at 1-888-901-

4999

To see if any other states have added a premium assistance program since July 31, 2015, or
for more information on special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health & Human
Services Employee Benefits Security Administration Centers for Medicare & Medicaid

Services http://www.dol.gov/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Prescription Drug Coverage and Medicare

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 County 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:

I. 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 County has determined that the prescription drug coverage offered by Navitus
and Health Alliance Plan are, on average for all plan participants, expected to pay out
as much as standard Medicare prescription drug coverage pays and is therefore considered
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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 to 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 coverage with Oakland County will
not be affected, as it remains your primary coverage. If you do decide to join a Medicare drug
plan and drop your current Oakland County coverage, be aware that you and your dependents
will not be able to get this coverage back until the next Open Enrollment period. In addition,
dropping your prescription coverage would also drop your medical coverage for you and your
dependents.

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 County
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. 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 tojoin.

For more information about this Notice or your current prescription drug coverage contact Stephanie
Bedricky at (248) 858-5212.

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 County 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:
e Visit www.medicare.gov

e 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

e (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).
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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).

Date: 10/01/2019

Name of Entity/Sender: Oakland County Human Resources
Contact--Position/Office: Stephanie Bedricky

Phone Number: (248) 858-5212

Address: Human Resources — Benefits

2100 Pontiac Lake Road, Bldg. 41 W, Waterford, MI 48328
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SUMMARY OF BENEFITS AND COVERAGE

The following pages contain the Summary of Benefits and Coverage (SBC) for the medical plans
offered through Oakland County.

These are only a summary. If you want more detail about your coverage and costs, you can
get the complete terms in the policy or plan document at www.oakgov.com/benefits or by calling (248)
858- 0465 or faxing a request to (248) 858-1511.

If you have questions regarding any of the SBCs visit us at www.oakgov.com/benefits or by calling
(248) 858-0465 or faxing a request to (248) 858-1511.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view
the Glossary in the back of this workbook or at www.oakgov.com/benefits or call (248) 858-0465 or
faxing a request to (248) 858-1511.

AFFORDABLE CARE ACT OUT-OF-POCKET MAXIMUM LIMITS ON COST-SHARING
REQUIREMENT

As a result of the Affordable Care Act (ACA), all health plans (including prescription coverage) will be
subject to maximum out-of-pocket limits. The ACA defines cost-sharing as deductibles, coinsurance,
copayments or similar charges and any other expenditure required of an individual that is a qualified
medical expense with respect to an essential health benefit covered by the plan. Cost-sharing does not
include contributions, premiums, balance-billing for non-participating providers or spending for non-
covered services.

In order to comply with this requirement (and as allowed by the ACA), the County assigns a portion
of the annual out-of-pocket maximum to the prescription drug plan and the remaining portion to the
medical plan(s). Maximum Out-of-Pocket Limits change annually. When annual limits change, the
Benefit Guide will be updated. At that time, the revised date on the last page will be updated. The
revised Benefit Guide will be placed on the www.oakgov.com/benefits website for reference.

The Maximum Qut-of-Pocket Limits will be:

Plan Self-Only (1-person) Family (2 or more persons)
Prescription $3,500 $5,000
Medical $3,850 $9,700
Total $7,350 $14,700

Should the maximum be reached in a calendar year in the prescription and/or medical plan, your out-
of-pocket costs would be zero for the remainder of the calendar year.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay ForCovered Services

Oakland County, G-962 (Active Coverage Enrollees) /
G-962-01 (Retiree Coverage Enrollees): PPO Plan 1

Coverage Period: Beginning on or after 1/1/2021
Coverage for: Covered Person or Family
Plan Type: PPO

~ 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
M5  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, go to www.asrhealthbenefits.com.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 616-957-1751 or 1-800-968-2449 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

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

$0/individual or $0/family for most covered services.

$200/individual and $400/family for the limited number of
covered services identified throughout this summary as
Master Medical Coverage.

Yes. Those covered services not categorized as Master
Medical Coverage, including, but not limited to, preventive
care, outpatient physician services (primary care, urgent care,
specialist visits), emergency room care, and hospitalization,
are covered before you meet your deductible.

No.

The out-of-pocket limit for medical coinsurance is
$1,000/individual or family.

The total out-of-pocket limits for medical services are
$4,125/individual and $10,250/family. These figures include
the deductibles (if applicable) and the coinsurance out-of-
pocket limits shown above as well as in-network medical
copayments.

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.

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/.

You don’t have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered
services. For the coinsurance out-of-pocket limit: if you have other
family members in this plan, the overall family out-of-pocket limit must
be met. For the total out-of-pocket limits: 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.
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Deductibles (if applicable) and copayments are not included in

the above out-of-pocket limits applicable to medical

coinsurance. In general, out-of-pocket limits do not include

out-of-network medical copayments; prescription drug
What is not included in coverage copayments (however these expenses will count Even though you pay these expenses, they don’t count toward the
the out-of-pocket limit? towards a separate out-of-pocket limit that is not specified in out-of-pocket limit.

this summary); penalties; charges that exceed the plan’s

usual, customary, and reasonable fee allowance or are in

excess of stated maximums; premiums; balance-billing

charges; and health care this plan doesn’t cover.

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

Will you pay less if you Yes. See www.asrhealthbenefits.com or call 616-957-1751 or
use a network provider? | 1-800-968-2449 for a list of network providers.

Do you need a referral to

. No. You can see the specialist you choose without a referral.
see a specialist? Specialist y reterral

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

What You Will Pay . .
S Services You May Need In-Network Provider Out-of-Network Provider HITIELEIS, (2T, Oy
Medical Event y . Important Information
(You will pay the least) (You will pay the most)

$20 copay/visit and 15% QOut-of-network copayment costs do not

Primary care visit to treatan | $20 copay/visit; deductible

iniury of ilness does not anpl coinsurance; deductible track towards the plan’s out-of-pocket
jury PPy does not apply limit.
If you visit a health care $20 . Out-of-network copayment costs do not
e o isi copay/visit (or track towards the plan’s out-of-pocket
provider’s office or clinic igOaC_C;(%Y/;g?%(ggt copay/day for most o P p
Specialist visit c_h%rac}[/ic care): chiropractic care) and 15% | =
deductible does not apply coinsurance; deductible

does not apply
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What You Will Pay T .
Common Services You Mav Need : Outeof : Limitations, Exceptions, & Other
Medical Event ervices You May Nee In-Net.work Provider ut-o -Network Provider Important Information
(You will pay the least) (You will pay the most)

You may have to pay for services that
aren’t preventive. Ask your provider if
the services you need are preventive.
Then check what your plan will pay for.

Coverage for a breast pump purchased
from an out-of-network provider is
limited to $250/birth. Certification
(sometimes called preauthorization) is
recommended for the rental and
purchase of breast pumps.

Not covered for most

preventive care services; . . o
If you visit a health care e e otherwise, depending on W’ 'T.Clumﬁ dln-MpT
provider’s office or clinic,  : — No charge service type, either no Well-baby and routiné child care Visits,
cont. iImmunization charge o 15% coinsurance are squect to various frequency

applies (deductible does not | mitations.

apply) This benefit includes one routine

mammogram and one routine/
diagnostic colonoscopy (and any
mammogram- and colonoscopy-related
services) per year. All diagnostic
mammograms or any subsequent
routine mammograms and
routine/diagnostic colonoscopies
performed in that year will be subject to
coinsurance and deductible.

Diagnostic test (X-ray, blood 15% coinsurance; deductible

work) No charge does not apply None
If you have a test
Imaging (CT/PET scans, 15% coinsurance; deductible
No charge None
MRIs) does not apply
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Common .
Medical Event Services You May Need

What You Will Pay

In-Network Provider

Limitations, Exceptions, & Other

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage is
available at www.navitus.com
or the Medical Option
Comparison chart in your
Natural Select workbook.

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

Generic drugs
Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

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

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Not covered when purchased through a pharmacy or mail

order program

Not covered when purchased through a pharmacy or mail

order program

Not covered when purchased through a pharmacy or mail

order program

Not covered when purchased through a pharmacy or mail

order program

No charge

No charge

$100 copay/visit;
deductible does not apply

10% coinsurance; Master
Medical Coverage
deductible applies

$20 copay/visit; deductible

does not apply

No charge

No charge

15% coinsurance; deductible
does not apply
15% coinsurance; deductible
does not apply

$100 copay/visit: deductible

Important Information

No coverage for prescription drugs
purchased through a pharmacy or mail
order program under the plan’s medical
coverage.

None

None

Copayment may be waived if admitted

does not apply

10% coinsurance; Master
Medical Coverage deductible
applies

$20 copay/visit and 15%
coinsurance; deductible
does not apply

15% coinsurance; deductible
does not apply

15% coinsurance; deductible
does not apply

inpatient or for an accidental injury.

Out-of-network copayment costs do not
track towards the plan’s out-of-pocket

Certification (sometimes called
preauthorization) is recommended.

None
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Common .
Medical Event Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant

If you need help recovering
or have other special
health needs

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

(You will pay the least)

No charge for autism
services, including ABA
therapy; otherwise $20
copay/office visit and no
charge for other outpatient
services; deductible does
not apply

No charge

No charge

No charge

No charge

No charge

No charge

No charge

Private-Duty Nursing: 10%
coinsurance (Master Medical
Coverage deductible
applies);

Other: No charge

(You will pay the most)

No charge for ABA therapy;
otherwise 15% coinsurance
($20 copay/office visit may

also apply); deductible does

not apply

No charge for ABA therapy;
otherwise 15% coinsurance;
deductible does not apply

15% coinsurance; deductible
does not apply

15% coinsurance; deductible
does not apply

15% coinsurance; deductible
does not apply

15% coinsurance; deductible
does not apply

15% coinsurance; deductible
does not apply

15% coinsurance;
deductible does not apply

Private-Duty Nursing: 25%
coinsurance (Master Medical
Coverage deductible applies);
Other: 15% coinsurance
(deductible does not apply)

Important Information

Out-of-network copayment costs do not
track towards the plan’s out-of-pocket
Coverage for Applied Behavior Analysis
(ABA) therapy is limited to $50,000
annually (outpatient and inpatient
services combined).

For inpatient services only, certification
(sometimes called preauthorization) is
recommended.

Cost sharing does not apply for
preventive services. Depending on the

type of services, a copayment or
coinsurance may apply. Maternity care
may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).

Certification (sometimes called
preauthorization) is recommended.

Certification (sometimes called
preauthorization) is recommended.

Certification (sometimes called
preauthorization) is recommended.
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Common .
Medical Event Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you need help recovering
or have other special
health needs, cont.

If your child needs dental
or eye care

More information about eye
care coverage is available at
www.bcbsm.com.

More information about
dental care coverage is
available at
www.deltadentalmi.com.

Also refer to the Medical
Option Comparison chart in
your Natural Select
workbook.

Durable medical equipment

Hospice services

Children’s eye exam

Children’s glasses

Children’s dental check-up

Excluded Services & Other Covered Services:

Diabetic Supplies: 10%
coinsurance (deductible

Diabetic Supplies: 25%
coinsurance (deductible does

does not apply);

Other: 10% coinsurance
(Master Medical Coverage
deductible applies)

No charge

Not covered (except to the

extent required by law)

Not covered

Not covered (except to the
extent required by law)

not apply);
Other: 25% coinsurance

(Master Medical Coverage
deductible applies)

15% coinsurance;
deductible does not apply

Not covered (except to the
extent required by law)

Not covered

Not covered (except to the
extent required by law)

Certification (sometimes called
preauthorization) is recommended for
the rental and purchased of certain
durable medical equipment. Vehicle
and home modifications are excluded.

Breastfeeding equipment is covered
under the plan as preventive care.

None

No coverage for routine eye care under
the medical plan, except as required by
Health Care Reform.

No coverage for glasses under the
medical plan.

No coverage for routine dental care
under the medical plan, except as
required by Health Care Reform.

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

e Acupuncture .
e Cosmetic surgery

o Dental care (except to the extent requiredtobe ~ ®
covered by Health Care Reform) o

e Glasses
e Hearing aids

Infertility treatment (except the treatment of the o
underlying cause of infertility may be covered)
Long-term care o
Non-emergency care when traveling outside the
U.S. (except certain care may be covered in
specific situations as detailed in the plan o
document)

Prescription drugs purchased through a
pharmacy or mail order program

Routine eye care (except to the extent required
to be covered by Health Care Reform)

Routine foot care
Weight loss programs
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Bariatric surgery e Chiropractic care up to 38 visits allowed annually e Private-duty nursing

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 Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. 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: ASR Health Benefits at 616-957-1751 or 1-800-968-2449 or at www.asrhealthbenefits.com. Additionally, a Consumer Assistance Program may be able to
help you file your appeal. Visit www.dol.gov/ebsa/healthreform or http://www.cms.gov/CClIO/Resources/Consumer-Assistance-Grants/ to see if your state has a
Consumer Assistance Program that may be able to help you file your appeal.

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:
Para obtener asistencia en Espariol, llame al 616-957-1751 o 1-800-968-2449.

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

e

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 awell-
controlled condition)

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the 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.

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

M The plan’s overall deductible $0
W Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $20
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $ 80

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

M The plan’s overall deductible $0
M Specialist copayment $20
W Hospital (facility) coinsurance 0%
M Other coinsurance 10%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $300
Coinsurance $500
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $ 820

up care)
M The plan’s overall deductible $200
B Specialist copayment $100
W Hospital (facility) coinsurance 0%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (X-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $200
Copayments $100
Coinsurance $50
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $ 350
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COUNTY OF OAKLAND, 007003532

PPO 2 Plan Coverage Period: Beginning on or after
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 01/01/2021 Coverage for: Individual/Family | Plan ngﬁi

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
u covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back of your

BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call the number on the back of your BCBSM ID card to request a copy.

FEN— |  Answers | ——
In-Network Out-of-Network y this Natters

o Generally, you must pay all of the costs from providers up to the deductible amount before this
What is the overall deductible? $100 Individual/ $250 Individual/ plan begins to pay. If you have other family members on the plan, each family member must
$200 Family $500 Family meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
Are there services covered before Yes. Preventive care services are covered But a copayment or coinsurance may apply. For example, this plan covers certain preventive
you meet your deductible? before you meet your deductible. services without cost-sharing and before you meet your deductible. See a list of covered

preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for  No.

specific services? You don’t have to meet deductibles for specific services.

Medical Coinsurance Limit The medical coinsurance limit includes coinsurance only. After you meet the deductible,
$500 Individual/ $1,500 Individual/ |most medical services are subject to coinsurance. You will pay coinsurance until you reach
$1,000 Family $3,000 Family the medical coinsurance out-of-pocket limit.

What is the out-of-pocket limit for \\egical Out-of-Pocket Limit The out-of-pocket limit is the most you could pay in a year for covered services. If you have

this plan? other family members in this plan, they have to meet their own out-of-pocket limits until the

$4,125 Individual/  |$4,125 Individual/  |overall family out-of-pocket limit has been met. The medical out-of-pocket limit includes
$10,250 Family $10,250 Family medical deductible, coinsurance and copays. Note that there are separate out-of-pocket
limits for medical and prescription drug services.

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

plan doesn’t cover.

Group Number 007003532-0029, 0031, 0033, 0035 BCBS PPO2 10f8
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Important Questions

Will you pay less if you use a

network provider?

Do you need a referral to see a

specialist?

Answers

In-Network Out-of-Network

Yes. See www.bchsm.com or call the

number on the back of your BCBSM ID
card for a list of network providers.

Why this Matters: -

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.

No.

You can see the specialist you choose without a referral.

“ All copayment and coinsurance 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

In-Network Provider

Out-of-Network Provider

‘ Limitations, Exceptions, & Other Important

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

(You will pay the least) (You will pay the most) Information
Primary care visit to treat |$20 copay/office visit; 30% coinsurance None
an injury or illness deductible does not apply el
e $20 copay/visit; deductible o i
Specialist visit does not apply 30% coinsurance None

Preventive care/

No Charge; deductible does

You may have to pay for services that aren’t
preventive. Ask your provider if the services you

mag{ion not apply MUERNEES need are preventive. Then check what your plan
will pay for.
i i - ) . .

—g—afog ﬁ'ri)t%t 0eray, 109 coinsurance 30% coinsurance None
If you have a test maging (CTIPET

'\;lnsg)ng ( S€aNS:110% coinsurance 30% coinsurance May require preauthorization
If you need drugs to treat  Generic or select
your illness or condition  prescribed over-the- Not covered Not covered
More information about counter drugs
prescription drug coverage is Preferred brand-name
available at www.navitus.com drugs Not covered Not covered None
or the Medical Option N terred brand
Comparison Chart in your onprelerred brand-name ot covered Not covered

Natural Select booklet.

drugs
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What You Will Pay

Common Medical Event  |Services You May Need In-Network Provider Out-of-Network Provider Limitations, Exﬁﬁ?g;ﬁast’ig‘nomer Important
(You will pay the least) (You will pay the most)

Facility fee (e.g.,

If you have outpatient ambulatory surgery 10% coinsurance 30% coinsurance None
surgery center)
Physician/surgeon fees | 10% coinsurance 30% coinsurance None

$100 copay/visit; deductible  |$100 copay/visit; deductible does|Copay waived if admitted or for an accidental

Emergency room care

does not apply not apply injury.
i you 1oL |m!ned|ate Emerqency medical 10% coinsurance 10% coinsurance Mileage limits may apply
medical attention transportation

$20 copay/visit; deductible

o i
Urgent care does not apply 30% coinsurance None
S S lrzoaocrlTI]l;ty fee (e.g., hospital 10% coinsurance 30% coinsurance Preauthorization may be required
you have a hospital stay
Physician/surgeon fee | 10% coinsurance 30% coinsurance None
If you need mental health, Outpatient services 10% coinsurance 10% coinsurance Your cost share may be different for services
behavioral health, or P Office Visit: $20 copay e performed in an office setting
substance use disorder
services Inpatient services 10% coinsurance 30% coinsurance Preauthorization is required.
Prenatal: No Charge; Maternity care may include services described
Office visits deductible does not apply Prenatal: 30% coinsurance elsewhere in the SBC (i.e. tests) and cost share
Postnatal: No Charge; Postnatal: 30% coinsurance may apply. Cost sharing does not apply to certain
deductible does not apply maternity services considered to be preventive.
If you are pregnant _— :
gmgglsrit:r/:;?g\g\;{ces 10% coinsurance 30% coinsurance None
g:rl\ll(iifér;h/dellvery facility 10% coinsurance 30% coinsurance None
i d hel . |Home health care 10% coinsurance 10% coinsurance Preauthorization is required.
ou need help recoverin
oryhave other sgecial healtg o . . . Physical, Speech and Occupational Therapy is
needs Rehabilitation services | 10% coinsurance 30% coinsurance limited to a combined maximum of 60 combined

visits per member, per calendar year.
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

‘ Limitations, Exceptions, & Other Important

Information

Habilitation services

(You will pay the least)

10% coinsurance for Applied
Behavioral Analysis; 10%
coinsurance for Physical,
Speech and Occupational
Therapy

(You will pay the most)

10% coinsurance for Applied
Behavioral Analysis; 30%

coinsurance for Physical, Speech

and Occupational Therapy

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

Skilled nursing care

10% coinsurance

10% coinsurance

Preauthorization is required. Limited to 120 days
per member per calendar year

Durable medical
equipment

10% coinsurance

10% coinsurance

Excludes bath, exercise and deluxe equipment
and comfort and convenience items. Prescription
required.

Hospice services

No Charge; deductible does
not apply

No Charge; deductible does not
apply

Preauthorization is required. Visit limits apply.

If your child needs dental or
eye care

For more information on
pediatric vision or dental,
contact your plan
administrator

Children’s eye exam Not Covered Not Covered None
Children’s glasses Not Covered Not Covered None
ChTelers it Enses Not Covered Not Covered None

up
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Excluded Services & Other Covered Services:

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

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

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

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

See http://provider.bcbs.com e Private-duty nursing

e Chiropractic care
e If you are also covered by an account-type plan

such as an integrated health flexible spending
arrangement (FSA), health reimbursement
arrangement (HRA), and/or a health savings
account (HSA), then you may have access to
additional funds to help cover certain out-of-
pocket expenses - like the deductible, co-
payments, or co-insurance, or benefits not
otherwise covered
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. 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 Blue Cross® and
Blue Shield® of Michigan by calling the number on the back of your BCBSM ID card.

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

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

Y 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
I" . depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

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)

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

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

M The plan’s overall deductible $100
M Specialist copayment $20
W Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $100

Copayments $40

Coinsurance $1,000
What isn’t covered

Limits or exclusions $100

The total Peg would pay is $1,240

M The plan’s overall deductible $100
M Specialist copayment $20
W Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $100

Copayments $100

Coinsurance $200

What isn’t covered
Limits or exclusions $4,300
The total Joe would pay is $4,700

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

M The plan’s overall deductible $100
M Specialist copayment $20
B Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900

In this example, Mia would pay:

Cost Sharing
Deductibles $100
Copayments $60
Coinsurance $100
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $260
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

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

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefonico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
bl ol e laal Aol ane b (a0 padn i ol i 1)
ARl o alidy el e sleall s sacbiall e (Jpaall
o st el e 3 pm pall e Sanll sk 285 Josil an fia B Cinnill
(el 1S 55 (S5L11 .877-469-2583 TTY:711 &0

nRE SNEEETEREIMHS FTERE SHER
RELEMSESIEOANNALE. ESE—USEE,
BRAeEHNFETEMNEFRERS  nREEFEER
FEIRERE 877-469-2583. TTY: 71l
R o A¥u yosaw ¢ o alloioeda A L8 3 G e sl L
ot aocha rhiig - alulas hand o asalerd | ok
Lo | die erfiny oo 3 el et el oy | anaisls
o e ondohey 26 14 s o L sl
Enich _alad A e B77-469-2583 TTY:711
Méu quy vi, hay ngudi ma quy vi dang gidp d&, can tro
gilip, quy vi sé cé quyen dugc gidp va cé thém thding tin
bing ngdn ngl* clia minh mién phi. & néi chuyén véi mat
thdéng dich vién, xin goi sd Dich vy Khach hang ¢ mit sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chuwa phai la mét thanh vién.
Mése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& merrni ndihmé dhe informacion
falas n& gjuh&n tuaj. P&r té folur me njé pérkthyes,
telefononi numrin e Shérbimit t€ Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

Dhok R 5 ES HEIHED s A0l TR0
oS Hots SEU ESE A5 HHE HIR
220l 22 4 = FEJ ASUD ES AL
CHahatad o 7 atel 3HS SOI0) 2= D2 AHl 2
M2 FakstLE, 010l 30| Ot B
877-469-2583, TTY: 711E HEtatal Al 2.

% AT, T AT HEA PR I3 FIEN JE2T
T T, BT AT SR R0 TRAT 3 97
TISTT AHFTT APHAE T | (FIEAT AT (TS Y
F] 00, APEE TG (TaE= (737 I=F T2He] 7696
P b 91 877-469-2583, TTY: 711 J(W E(OTRIET Sl
ST AT 5 4T |

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

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

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

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

CHEAE, FLEEEHROBORYDATHEELE
EEhAATCTHHEAZENWELEL, CHREDER
THR—FER0Y, BHEZAFLEYTHIEN
TEFET. HEEIhMYEEA, BRREBESLLE
SEEFLEOI—FOE@ICE#HEIhzHRAET—H
—EAOEBREES (A o —THELAIE

8774692583, TTY:- TID F THEBE &L

Ecms BaM HITH THITY. KOTOPOMY BRI IIOMOTAaeTe. HYEHA
IOMOIIE. TO BEI HMeeTe [IPaBo Ha OecILIATHOE MoIyieHHe
TIOMOITH H HEQOPMALHE Ha BameM g2eike. JIng pasroeopa
¢ epeBOITHKOM MOIBOHHTE 110 HoMepy TeledoHa oTaeIa
0OCTyAHBAHHA KIHEHTOE, VEa3aHHOMY Ha 0DpaTHOH

CTOpOHE BameH KapTHL HIH 0 HOMEpY
877-469-2583, TTY: 711, ecaH ¥ Bac HeT WICHCTBA.

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

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

0 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

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

600 E. Lafayette Blvd., MC 1302, Detroit, M| 48226,
phone: 8B8-605-6461, TTY: 711, fax: 866-559-0578,

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

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: BD0-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.htmi.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay ForCovered Services Coverage Period: Beginning on or after 1/1/2021
Oakland County, G-962 (Active Coverage Enrollees) / Coverage for: Covered Person or Family
G-962-01 (Retiree Coverage Enrollees): PPO Plan 3 Plan Type: PPO

 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
M5 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, go to www.asrhealthbenefits.com.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 616-957-1751 or 1-800-968-2449 to request a copy.

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
$250/individual or $500/family family members on the plan, each family member must meet their

What is the overall

deductible? own individual deductible until the total amount of deductible
expenses paid by all family members meets the overall family
deductible.
This plan covers some items and services even if you haven't yet met
. Yes. Covered preventive care, most outpatient physician the deductible amount. But a copayment or coinsurance may apply.
Are there services . : o ) , . . :
services (primary care, urgent care, specialist visits), most For example, this plan covers certain preventive services without
covered before you meet . ) . . ;
. chiropractic care, and most emergency room care are covered | cost-sharing and before you meet your deductible. See a list of
your deductible? . : , .
before you meet your deductible. covered preventive services at https://www.healthcare.gov/

coverage/preventive-care-benefits/.
Are there other

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

The out-of-pocket limits for medical coinsurance are

$1,000/individual and $2,000/family. The out-of-pocket limit is the most you could pay in a year for covered
What is the out-of-pocket | The total out-of-pocket limits for medical services are services. If you have other family members in this plan, they have to
limit for this plan? $4,125/individual and $10,250/family. These figures include meet their own out-of-pocket limits until the overall family out-of-

the deductibles, the coinsurance out-of-pocket limits shown ocket limit has been met.
above, as well as in-network medical copayments.

10f8

Rev. 8/23/19


http://www.healthcare.gov/
http://www.healthcare.gov/
http://www.asrhealthbenefits.com/
http://www.healthcare.gov/sbc-glossary

Important Questions

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

Deductibles and copayments are not included in the above
out-of-pocket limits applicable to medical coinsurance. In
general, out-of-pocket limits do not include out-of-network
medical copayments; prescription drug coverage copayments
(however these expenses will count towards a separate out-

of-pocket limit that is not specified in this summary); penalties;

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

charges that exceed the plan’s usual, customary, and
reasonable fee allowance or are in excess of stated
maximums; premiums; balance-billing charges; and health
care this plan doesn’t cover.

Yes. See www.asrhealthbenefits.com or call 616-957-1751 or
1-800-968-2449 for a list of network providers.

No.

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

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.

You can see the specialist you choose without a referral.

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

In-Network Provider

What You Will Pay

Limitations, Exceptions, & Other
Important Information

Common
Medical Event Services You May Need

Primary care visit to treat an
injury or illness

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

(You will pay the least)

$20 copay/visit; deductible

does not apply

$20 copay/visit (or
e copay/day for most
Specialist visit chiropractic care);
deductible does not apply

Out-of-Network Provider
(You will pay the most)

$20 copay/visit and 15%
coinsurance; deductible
does not apply

QOut-of-network copayment costs do
not track towards the plan’s out-of-

ocket limit.
QOut-of-network copayment costs do

$20 copay/visit (or not track towards the plan’s out-of-
copay/day for most

ocket limit.
chiropractic care) and 15% pockelimt

coinsurance; deductible
does not apply
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What You Will Pay T .
Common Services You Mav Need : Outeof : Limitations, Exceptions, & Other
Medical Event ervices You May Nee In-Net_work Provider ut-o -Network Provider Important Information
(You will pay the least) (You will pay the most)

You may have to pay for services that
aren't preventive. Ask your provider if
the services you need are preventive.
Then check what your plan will pay
for.

Coverage for a breast pump
purchased from an out-of-network
provider is limited to $250/birth.
Certification (sometimes called
preauthorization) is recommended for

Not covgred for mosF the rental and purchase of breast
preventive care services; pUMpS.

If you visit a health care , . otherwise, depending on
1 . . . Preventive care/screening/ . .
provider’s office or clinic, mmunization No charge service type, either no
cont. charge or 15% coinsurance
applies (deductible does

not apply)

Preventive care, including in-network
well-baby and routine child care visits,
are subject to various frequency
limitations.

This benefit includes one routine
mammogram and one routine/
diagnostic colonoscopy (and any
mammogram- and colonoscopy-
related services) per year. All
diagnostic mammograms or any
subsequent routine mammograms and
routine/diagnostic colonoscopies
performed in that year will be subject
to coinsurance and deductible.

Diagnostic test (X-ray, blood

work) 20% coinsurance 35% coinsurance None

If you have a test
Imaging (CT/PET scans,

0, 1 0, 1
MRIs) 20% coinsurance 35% coinsurance None
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Common .
Medical Event Services You May Need

What You Will Pay

In-Network Provider

Limitations, Exceptions, & Other

If you need drugs to treat
your illness or condition
More information about

prescription drug coverage is
available at www.navitus.com

or the Medical Option
Comparison chart in your
Natural Select workbook.

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

Generic drugs
Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

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

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Not covered when purchased through a pharmacy or mail

order program

Not covered when purchased through a pharmacy or mail

order program

Not covered when purchased through a pharmacy or mail

order program

Not covered when purchased through a pharmacy or mail

order program

20% coinsurance

20% coinsurance

$100 copay/visit and 20%
coinsurance; deductible

35% coinsurance

35% coinsurance

100 copay/visit and 20%_
coinsurance; deductible

Important Information

No coverage for prescription drugs
purchased through a pharmacy or mail
order program under the plan’s
medical coverage.

None

None

Copay may be waived if admitted

does not apply to most ER
services

20% coinsurance

$20 copay/visit; deductible
does not apply

20% coinsurance

20% coinsurance

does not apply to most ER
services

35% coinsurance

$20 copay/visit and 15%
coinsurance; deductible
does not apply

35% coinsurance

35% coinsurance

inpatient of for accidental injury.

QOut-of-network copayment costs do
not track towards the plan’s out-of-

pocket limit.

Certification (sometimes called
preauthorization) is recommended.

None

4 of 8


http://www.navitus.com/

Common .
Medical Event Services You May Need

What You Will Pay

Out-of-Network Provider

In-Network Provider

Limitations, Exceptions, & Other

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant

If you need help recovering
or have other special
health needs

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

(You will pay the least)

20% coinsurance for autism
services, including ABA
therapy; otherwise $20
copay/office visit and 20%
coinsurance for other
outpatient services;
deductible does not apply
when copay is assessed

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

50% coinsurance for
private-duty nursing;
otherwise 20% coinsurance

(You will pay the most)

20% coinsurance for ABA
therapy; otherwise

generally 35% coinsurance
($20 copay/office visit may

also apply); deductible

does not apply when copay

is assessed

35% coinsurance

35% coinsurance

35% coinsurance

35% coinsurance

35% coinsurance

35% coinsurance

35% coinsurance

50% coinsurance for
private-duty nursing;

otherwise 35% coinsurance

Important Information

Out-of-network copayment costs do
not track towards the plan’s out-of-
Coverage for Applied Behavior
Analysis (ABA) therapy is limited to
$50,000 annually (outpatient and
inpatient services combined).

For inpatient services only,
certification (sometimes called
preauthorization) is recommended.

Cost sharing does not apply for
preventive services. Depending on the

type of services, a copayment,
coinsurance, or a_deductible may apply.
Maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound).

Certification (sometimes called
preauthorization) is recommended.

Certification (sometimes called
preauthorization) is recommended.

Certification (sometimes called
preauthorization) is recommended.
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What You Will Pay T .
Common Services You Mav Need : Outeof : Limitations, Exceptions, & Other
Medical Event ervices You May Nee In-Net_work Provider ut-o -Network Provider Important Information
(You will pay the least) (You will pay the most)

Certification (sometimes called
preauthorization) is recommended for
the rental and purchased of certain

If you need help recovering Durable medical equipment 20% coinsurance 35% coinsurance durable medical equipment. Vehicle
or have other special and home modifications are excluded.
health needs, cont. Breastfeeding equipment is covered

under the plan as preventive care.

Hospice services 20% coinsurance 35% coinsurance None

If your child needs dental ,
No coverage for routine eye care

or eye care N Not covered (except to the | Not covered (except to the :

o Tifonettan slau o Children’s eye exam extent require(: d byTaw) extent require(: d byTaw) undgr the medical plan, except as
: : required by Health Care Reform.

care coverage is available at

www.bcbsm.com.

More information about

dental care coverage is Children’s glasses Not covered Not covered 22;2;?% e B W er 2

available at '

www.deltadentalmi.com.

Also refer to the Medical - Not d ttothe | Not d ttothe | NO coverage for routine dental care

Option Comparison chartin | Children’s dental check-up Ot c?verel (ZXEGT othe Ot c?verel (ZXEGT OM€ " inder the medical plan, except as

ol Soiet extentrequired bylaw) | extentrequired by law) o0\ ired by Health Care Reform.

workbook.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Acupuncture o Infertility treatment (except the treatment ofthe e Prescription drugs purchased through a
o Cosmetic surgery underlying cause of infertility may be covered) pharmacy or mail order program
e Dental care (except to the extent required tobe ~ ® Long-term care ¢ Routine eye care (except to the extent required
covered by Health Care Reform)  Non-emergency care when traveling outside the to be covered by Health Care Reform)
e Glasses U.S. (except certain care may be covered in e Routine foot care
e Hearing aids specific situations as detailed in the plan e Weight loss programs
document)

6 of 8


http://www.bcbsm.com/
http://www.deltadentalmi.com/

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

e Bariatric surgery e Chiropractic care up to 38 visits allowed annually e Private-duty nursing

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 Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. 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: ASR Health Benefits at 616-957-1751 or 1-800-968-2449 or at www.asrhealthbenefits.com. Additionally, a Consumer Assistance Program may be able to
help you file your appeal. Visit www.dol.gov/ebsa/healthreform or http://www.cms.gov/CClIO/Resources/Consumer-Assistance-Grants/ to see if your state has a
Consumer Assistance Program that may be able to help you file your appeal.

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:
Para obtener asistencia en Espariol, llame al 616-957-1751 o 1-800-968-2449.

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

Peg is Having a Baby

(9 months of in-network pre-natal care and a

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

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, copayments and coinsurance) and excluded services under the 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.

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

hospital delivery)

M The plan’s overall deductible $250
M Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $250

Copayments $20

Coinsurance $1,000

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,330

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

controlled condition)

M The plan’s overall deductible $250
B Specialist copayment $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $250

Copayments $300

Coinsurance $1,000

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,570

up care)
M The plan’s overall deductible $250
B Specialist copayment $100
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (X-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $250

Copayments $100

Coinsurance $200

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $ 550
8 of 8



Summary of Benefits and Coverage: What this Plan Covers & What it Costs

m Health Alliance Plan

A The Summary of Benefits and Coverage (SBC) documentwill helpyou choose ahealth plan. The SBC shows you howyou andthe planwould share the
costforcovered 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, call 1-800-422-4641 or visit www.hap.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see
the Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-422-4641 to request acopy.

important Questons —Answers [ Way This Matirs

Whatis theoverall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles

for specific services?

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

What is not included in the | Premium, Balance billing, Charges, and Health Care this plan

out-of-pocket limit?

Willyoupay lessifyouuse Yes. See www.hap.org or call 1-800-422-4641 for a list of network

a network provider?

Doyouneedareferralto
see a specialist?

$0

No.

No.

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual+Family | Plan Type: HMO

$6,600 individual/ $13,200 family

does not cover.

roviders.

Yes

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146

Released on April 6, 2016

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

You will have to meet the deductible before the plan pays for any
services.

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

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,
the overall family out of pocket limit must be met.

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

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.

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

specialist.
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A E All copayment and coinsurance 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, & OtherImportant
Information

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

If you have a test

Ifyouneeddrugsto
treatyourillness or
condition

More information about
prescription drug
coverage is available
at www.hap.org

If you have outpatient
surgery

Primary care visit to treat an
injury or illness

Specialist visit

Other practitioner office visit

Preventive care/
screening/immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Generic drugs

Preferred brand drugs
Non-preferred brand drugs

Specialty drugs

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

Physician/surgeon fees

Network Provider Out-of-Network Provider
(Youwillpaytheleast) (Youwill pay the most)

$20 copay per visit Not Covered
$20 copay per visit Not Covered

$20 PCP Other Practitioner
copay per visit/ $20 Specialist

Other Practitioner copay per Not Covered

visit

No Charge Not Covered
No Charge Not Covered
No Charge Not Covered

$5 copay/prescription (retail) | Not Covered

$20 copay/prescription (retail) 'Not Covered
$40 copay/prescription (retail) | Not Covered

$40 copay/prescription (retail) 'Not Covered

No Charge Not Covered

No Charge Not Covered

Visits are face-to-face, telephonic, or through
secure electronic portal

None

Chiropractic Care and Acupuncture Not
Covered

Coverage information available at
www.hap.org. You may have to pay for
services that aren't preventive services. Ask
your provider if the services needed are
preventive services. Then check what your

plan will pay for.

Some services require preauthorization.
Some services require preauthorization.

Applies to all categories below. Retail: 30
day supply for non-maintenance drugs at 1
copay. Mail Order: 90 day supply of both
maintenance and non-maintenance drugs at

1 copay.

Specialty drugs not available at 90 day or
mail order

Some services require preauthorization.

None
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Common
Medical Event

Services You May Need ”

What You Will Pay

Network Provider
(Youwill pay the least)

Out-of-Network Provider

| Limitations, Exceptions, & Otherimportant

Information

(Youwillpay the most)

services

Emergency room care $100 copay per visit $100 copay per visit Copay will be waived if admitted
If you need immediate Emergency medical . .
medical attention transoortation No Charge No Charge Emergency medical transportation Only
Urgent care $20 copay per visit $20 copay per visit None
Facility fee (e.g., hospital , . —
If you have a hospital  room) No Charge Not Covered Some services require preauthorization .
stay Physician/surgeon fees No Charge Not Covered None
Ega?#hnggﬂaTﬁ)r:g}l Some services require preauthorization.
health, or substance  Outpatient services $20 copay per visit Not Covered Services can be accessed by calling 1-800-
abuse services 444-5755
, , Services require preauthorization. Services
Inpatient services No Charge Not Covered can be accessed by calling 1-800-444-5755
Office visits $20 copay per visit Not Covered No Charge for Prenatal care
Childbirth/delivery o
ffyou are pregnant " ofessional services No Charge Not Covered None
Childbirthideiverydeility No Charge Not Covered **Some services require preauthorization.
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Common
Medical Event

Services You May Need ”

Network Provider
(Youwill pay the least)

What You Will Pay
Out-of-Network Provider

| Limitations, Exceptions, & Otherimportant

Information

(Youwillpay the most)

Home health care No Charge Not Covered None
I . Up to 60 combined visits per benefit period -
Rehabilitation services No Charge Not Covered May be rendered at home
Limited to Applied Behavior Analysis (ABA)
and Physical, Speech and Occupational
Therapy services associated with the
If you need help Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
recovering or have through age 18. Services require
other special health preauthorization. *See outpatient Mental
needs Health for ABA cost sharing amount.
- : Covered for authorized services- Up to 730
Skilled nursing care No Charge Not Covered days, renewable after 60 days
Coverage provided for approved equipment
Durable medical equipment | No Charge Not Covered based on HAP's guidelines. Some services
require preauthorization.
Hospice services No Charge Not Covered Up to 210 days per lifetime
. hild need Children's eye exam $20 copay per visit Not Covered No Charge for preventive eye exam
your child needs P -
dental oreye care Children's glasses Not Covered Not Covered None
Children's dental check-up | Not Covered Not Covered None

HAP HMO 4 of 6


http://www.healthcare.gov/sbc-glossary/#home-health-care
http://www.healthcare.gov/sbc-glossary/#rehabilitation-services
http://www.healthcare.gov/sbc-glossary/#habilitation-services
http://www.healthcare.gov/sbc-glossary/#preauthorization
http://www.healthcare.gov/sbc-glossary/#cost-sharing
http://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
http://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
http://www.healthcare.gov/sbc-glossary/#preauthorization
http://www.healthcare.gov/sbc-glossary/#hospice-services
http://www.healthcare.gov/sbc-glossary/#copayment

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

Acupuncture Hearing Aids Private-Duty Nursing
Chiropractic Care Long-Term Care Routine Foot Care (Only when meets plan
guidelines)
Cosmetic Surgery Non-Emergency Care When Traveling Outside Vision Hardware (Unless additional rider
the U.S. purchased)

Dental Care (Adult)

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

Bariatric Surgery Routine Eye Care (Adult) Weight Loss Programs
Infertility Treatment (Only when meets plan
guidelines)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue coverage after it ends. For more information on you rights to continue
coverage, contact the plan at 1-800-422-4641; you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual 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 the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, MI 48909-7720, http:/michigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.O.Box 30220,
Lansing, MI 48909, phone 1-877-999-6442, website: http://michigan.gov/difs or e-mail 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 pay 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 premium tax credits to help you pay for a plan through the Marketplace.

Language Access Services:
Please see a full list of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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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, copayments and coinsurance) and excluded services under the 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

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

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

hospital delivery)

W The plan's overall deductible $0
W Specialist copayment $20
W Hospital (facility) copayment $0
| Other coinsurance 0%
This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $400
Coinsurance $0
What isn't covered

Limits or exclusions $60
The total Peg would pay is $460

controlled condition)

M The plan's overall deductible $0
W Specialist copayment $20
| Hospital (facility) copayment $0
| Other coinsurance 0%
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs
Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $615
Coinsurance $0
What isn't covered

Limits or exclusions $55
The total Joe would pay is $670

care)

M The plan's overall deductible $0
B Specialist copayment $20
| Hospital (facility) copayment $0
W Other coinsurance 0%
This EXAMPLE event includes services like:
Emergency room care (including medical

supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:

Cost Sharing
Deductibles $0
Copayments $60
Coinsurance $0
What isn't covered

Limits or exclusions $0
The total Mia would pay is $60

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

HAP HMO
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VINI RE: Nése flisni shqip, ju ofrohen shérbime ndihme gjuhésore falas. Pér ndihmé té
pérgjithshme, telefononi numrin (800) 422-4641 (TTY: 711). Pér ndihmé nga "Medicare",
telefononi numrin (800) 801-1770 (TTY: 711).

Language Access Services

(800) il Jumil dalall a2 Lsall e J samall Ulae 4y salll sacLusall cilands ol i 55 Lild ey yal) Aalll Gaaais i€ 13) 14
(800) 801-1770 &l Jusil <Medicare dubais daleid) saelusall e Jpaall (7171 aill Cilell 4023 422-4641
(711 sl il 2ard)

NG T DA AT SIRT F I, OINT AR AN FCIRT FRATYCAT SN Gy SN |
SR STRITOIL G (800) 422-4641(TTY: 711) NI (TN FBN | Medicare ARITOIF G5 (800)
801-1770 (TTY: 711) ~NY(H (PN PP |

IR NMBREERERPX, BAILAKEES m.:.#aﬁ)]ﬂ&av% nFE—AIRE), EBEEE (800) 422-
4641 5 TTY R E550E 711, 0% Medicare 2B, FEEE (800) 801- 17701?.TTYFHF EYECH
711,

HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos Sprachassistenzdienste zur
Verfligung. Allgemeine Hilfe erhalten Sie unter der Rufnummer (800) 422-4641 (TTY: 711). Fur
Medicare-Unterstiitzung wenden Sie sich bitte an folgende Rufnummer: (800) 801-1770 (TTY :
711).

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Per assistenza generica, chiamare il numero (800) 422-4641 (TTY: 711). Per assistenza
Medicare, chiamare il numero (800) 801-1770 (TTY: 711).

AREIE: BREZEINDGE, BHOSEXRZIAMAVETEYS, —BXEIZTDOWT
[X. (800)422-4641 FT (TTYA—HY—ILX 711 FT) . BEEICTTEHKLLZS L\ Medicare
FIEIZDULVTIE, (800)801-1770 £T (TTY A—H—IL 711 FT) . BEEICTITERLS
LYo

FO[: ot 0| E AFESIA = 8%, F & 20| X[ & MH[AZ 0|83}

(800) 422-4641(TTY: 711)H2 2 T3t = A| 2. Medicare X[ &2 (800) 801-1770(TTY:
711)HO 2 Fsls AL,

o = AU SE X2

UWAGA: jezeli méwisz po polsku, mozesz skorzystac¢ z bezptatnej pomocy jezykowej. Zadzwon pod
numer (800) 422-4641 (TTY: 711) w celu uzyskania pomocy w sprawach og6lnych. W celu
uzyskania wsparcia Medicare zadzwon pod nr (800) 801-1770 (TTY: 711).

BHUMAHMUE! Ecsiy Bau pogHOU SA3bIK PYCCKHM, BaM MOTYT OBbITh IPeJ0CTaBJIeHbl OeclaaTHbIe
nepeBojyeckue ycayru. [lo BonpocaM noJiydyeHus o611eil noMoiu obpaujaitech no HoMmepy (800)
422-4641 (Ttenertaun: 711). O6paujaiitec B Medicare mo Homepy (800) 801-1770 (Tenetaun: 711).



NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrska na VaSem jeziku. Za
op¢u podrsku nazovite na broj (800) 422-4641 (tekstualni telefon za osobe oste¢ena sluha: 711).
Za podrsku vezano za program Medicare nazovite na broj (800) 801-1770 (tekstualni telefon za
osobe oStecena sluha: 711).

ATENCION: si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles
gratuitamente para usted. Para obtener ayuda general, llame al (800) 422-4641 (los usuarios TTY
deben llamar al 711). Para obtener ayuda de Medicare, llame al (800) 801-1770 (los usuarios TTY
deben llamar al 711).

i)s RN B el Lok o (SHahR\iee < is) m) Ladumid <o Léhwi L i

Medicare has <hid Aanal (711 :TTY) (800) 422-4641 iissn AL o (hsar hiicr Aanal
(711 :TTY) (800) 801-1770 itsn A& __éio

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga
serbisyong tulong sa wika na walang bayad. Para sa pangkalahatang tulong, tumawag sa (800) 422-
4641 (TTY: 711). Para sa tulong sa Medicare, tumawag sa (800) 801-1770 (TTY: 711).

CHU Y: N&u quy vi néi tiéng Viét, ching toi c6 cac dich vu hd tro ngdn ngit mién phi danh cho quy vi.
bé dwoc tro gitp chung, hiy goi (800) 422-4641 (TTY: 711). P& dwoc tro gitp vé y té (Medicare),
hay goi (800) 801-1770 (TTY: 711).



COUNTY OF OAKLAND, 007003532

BCBS TRADITIONAL Coverage Period: Beginning on or after 01/01/2021
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Individual/Family | Plan Type: Traditional

Fq 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 www.bchsm.com or call the number on the
back of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call the number on the back of your BCBSM ID card to request
a copy.

e I Why this Maters:

What is the overall $200 Individual/
deductible? $400 Family

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

This plan covers some items and services even if you haven't yet met the deductible amount.
Yes. Preventive care services are covered before |But a copayment or coinsurance may apply. For example, this plan covers certain preventive
you meet your deductible. services without cost-sharing and before you meet your deductible. See a list of covered

Are there services covered
before you meet your

ible?
deducfible? preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other No
deductibles for specific ' You don’t have to meet deductibles for specific services.
services?
Medical Coinsurance Limit The medical coinsurance limit includes coinsurance only. After you meet the deductible,
$1,000 Individual/ most medical services are subject to coinsurance. You will pay coinsurance until you reach
What is the out-of-pocket $1,000 Family the medical coinsurance out-of-pocket limit.
limit for this lﬂiﬂ? Medical Out-of-Pocket Limit The out-of-pocket limit is the most you could pay in a year for covered services. If you have
/ LA IS other family members in this plan, they have to meet their own out-of-pocket limits until the
(May include a coinsurance ther family members in this plan, they have to meet thei t-of-pocket limits until th
maximum) $4,125 Individual/ overall family out-of-pocket limit has been met. The medical out-of-pocket limit includes
$10,250 Family medical deductible, coinsurance and copays. Note that there are separate out-of-

pocket limits for medical and prescription drug services.

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

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

This plan does not use a provider network. You can receive covered services from any
provider.

Will you pay less if you

use a network provider? Ot /Pplicable

Do you need a referral to No.

o1 You can see the specialist you choose without a referral.
see a specialist? =<

Group Number 007003532-0012, 0014, 0016, 0027 BCBS TRADITIONAL 1 of 7
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

. . What You Will Pay
Common Medical Event  |Services You May Need Limitations, Exceptions, & Other Important Information
Part|0|pat|ng Provider

Primary care visit to treat o)
an injury or ilness 10% coinsurance None
If you visit a health care  Specialist visit 10% coinsurance None

provider’s office or clinic You may have to pay for services that aren't preventive. Ask your

No Charge; deductible does not apply provider if the services you need are preventive. Then check what your
plan will pay for.

Preventive care/screening
/immunization

Diagnostic test (x-ay, 10% coinsurance; deductible does not apply None

blood work)
If you have a test .

:\ng)ng (ETIFE e 10% coinsurance; deductible does not apply |May require preauthorization
If you need drugs to treat | Generic or select
your illness or condition  prescribed over-the- Not covered
More information about counter drugs
prescription drug coverage Preferred brand-name
is available at druas Not covered N
www.navitus.com or from the 9 one
Medical Comparison Chart in
your Natural Select Nonpreferred brand-name Not covered

workbook drugs

Facility fee (e.g.,

ambulatory surgery center) No Charge; deductible does not apply None

If you have outpatient

surgery . :

Physician/surgeon fees  |No Charge; deductible does not apply None

Emergency room care $100 copay/visit; deductible does not apply |Copay waived if admitted or for an accidental injury
If you need immediate Emergency medical o i . -
medical attention transportation 10% coinsurance Mileage limits may apply

Urgent care 10% coinsurance None

) Facility fee (e.g., hospital No Charge; deductible does not apply Preauthorization may be required

If you have a hospital stay "00M)

Physician/surgeon fee No Charge; deductible does not apply None
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What You Will Pay
Common Medical Event  |Services You May Need
Partlclpatlng Provider

Limitations, Exceptions, & Other Important Information

If you need mental health, No Charge; deductible does not apply for

behavioral health, or Outpatient services Mental Health; No Charge for substance use None

substance use disorder disorder

services Inpatient services No Charge; deductible does not apply Preauthorization is required.

Prenatal: No Charge; deductible does not
Office visits apply
Postnatal: 10% coinsurance

If you are pregnant Childbirth/delivery
professional services

Childbirth/delivery facility
services

No Charge; deductible does not apply

No Charge; deductible does not apply

Home health care No Charge; deductible does not apply

Rehabilitation services No Charge; deductible does not apply

No Charge; deductible does not apply for
Applied Behavioral Analysis; No Charge;
deductible does not apply for Physical,

recovering or have other Speech and Occupational Therapy
special health needs

If you need help Habilitation services

Skilled nursing care No Charge; deductible does not apply

Durable medical .
—_— 10% coinsurance

equipment

Hospice services No Charge; deductible does not apply
If your child needs dental Children’s eye exam Not covered
oreye care Children’s glasses Not covered

For more information on
pediatric vision or dental,
contact your plan Children’s dental check-up Not covered
administration

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

None

None

Preauthorization is required.

None

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

Preauthorization is required.

Excludes bath, exercise and deluxe equipment and comfort and
convenience items. Prescription required.

Preauthorization is required. Visit limits apply.

None
None

None
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Excluded Services & Other Covered Services:

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

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

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

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

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

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

such as an integrated health flexible spending

arrangement (FSA), health reimbursement

arrangement (HRA), and/or a health savings

account (HSA), then you may have access to

additional funds to help cover certain out-of-

pocket expenses - like the deductible,

copayments, or co-insurance, or benefits not

otherwise covered
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. 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 Blue Cross® and
Blue Shield® of Michigan by calling the number on the back of your BCBSM ID card.

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

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

Y 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,

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)

M The plan’s overall deductible $200
B Specialist coinsurance 10%
B Hospital (facility) copayment $0
B Other coinsurance 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $200

Copayments $0

Coinsurance $100
What isn’t covered

Limits or exclusions $100

The total Peg would pay is $400

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of
a well-controlled condition)

M The plan’s overall deductible $200
M Specialist coinsurance 10%
® Hospital (facility) copayment $0
B Other coinsurance 10%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $200

Copayments $0

Coinsurance $200

What isn’t covered
Limits or exclusions $4,300
The total Joe would pay is $4,700

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

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

M The plan’s overall deductible $200
M Specialist coinsurance 10%
® Hospital (facility) copayment $0
B Other coinsurance 10%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $200

Copayments $200

Coinsurance $90

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $490
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

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

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al namero telefdnico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
ot ) ol e leaal dalagane b 2T s g ol o€ 1
A o mlidy  peall e sl s sae bsall e e aall
o estiEll gl e J,l,,oj' edaall dana 8l an i, Nmiadll
cJmally 1S a0 56015 .877-469-2583 TTY:711 .0
nEE SNEETETEREIRHS FERE SHEER
RELENSESIEEMAR. EAE— {iﬁffé
EREENFEEMNEFREESE  NRTETEESR
FEIRTERE 877-469-2583, TTY: 711,
—olaicady rfha A8 a0 G sk |
el yatha fhiim o alulam Rong | Asaliaed | ala
-1_'5_..0'\5 r{L‘ﬂ.\\hmmp:._rfhmpﬂml rﬁm}qr\ﬂq o:..:url:u
o —onaohb i b Ao ey iien | Ao
i okl N o B7T7-469-2583 TTY:711

ire Mdicn w ¥l poaam ¢

MEu quy vi, hay ngwd'i ma quy vi dang giup dd, can tro
gilip, quy vi sé cé quyén duwgc gidp va cé thém thing tin
bing ngdn ngl* clia minh mién phi. € néi chuyén véi mat
théng dich vién, xin goi 56 Dich vu Khach hang ¢ mit sau
thé cla quy vi, ho3c 877-469-2583, TTY: 711 néu quy vi
chuwa phai la mét thanh vién.

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

2ot g £ 80 831 9= ABOI 20
EOSI0H Asts SR HEE ASY Q02 HIE
%%amggﬁqwfaaw%ﬁnm+§muﬂ

=02 A H[»
mgzaﬂdﬂmmmm%mmugg
877-469-2583, TTY: 7112 E351& Al 2.

% ATATE, T AT HEET TR I3 FIEL J2A
TS T, BT AT SPR R =R 8 Y
ST AT AP T | (FEAT AT (TS T
T FI00, APHEE FNET (TaE (737 I=F T2Ee] 696
P PP 91 877-469-2583, TTY: 711 J(W B(OTRIET S+l
ST ] X 4T |

Jesli Ty lub osoba, ktére] pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne] informacji i pomocy
we whasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

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

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

CHEAE. FEEEEHROBORYOATIIEREZLE
EEhEATTHEAPZEFWELEL, CHREDER
THHR—FERF-Y., BREAFLEYTIIENS
TEFET. HEFbrYEEAL, BRRELESIDE
BlEEFLEOI—FOER@GICR#BEh-HAET—Y
—EADEEHES (A I —THWAIL

877-469-2583. TTY: 711) FTHBE S LN,

EcJH BaM HIH JHITY. KOTOPOMY BBl IOMOTAaeTe. HYEHA
MOMOIOG, TO BBl HMEETE IPAB0 Ha OSCILIATHOE IOMyHeHHE
MOMOITH H HHQOPMALHE Ha BameM g:eike. JIIA pazroeopa
€ MePeBOITHEOM NOIBOHHTE 10 HOMepY TeledoHa oTema
0OCTVAHBAHHA KIHEHTOB, VEA3AHHOMY Ha oDpaTHoH

CTOPOHE Ballei KapTEL HIH IO HOMEPY
877-469-2583, TTY: 711, ecH ¥ Bac HeT "WISHCTEA.

Ukoliko Vama ili nekome kome Vi pomaiete treba pomod,
imate pravo da besplatno dobijete pomo¢ i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke slube sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste clan.

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

0 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembrao.

Important disclosure

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

600 E. Lafayette Blvd., MC 1302, Detroit, MI 48226,
phone: 888-605-6461, TTY: 711, fax: 866-553-0578,

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

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

e Thisglossary defines many commonly used terms, butisn’t a full list. These glossary terms and definitions are
intended to be educational and may be different from the terms and definitions in your plan or health insurance
policy. Some of these terms also might not have exactly the same meaning when used in your policy or plan,and in
any case, the policy or plan governs. (See your Summary of Benefitsand Coverage forinformationonhowto geta

copy of your policy or plan document.)

e Underlined text indicates a term defined in this Glossary.

e Seepage6foranexampleshowinghowdeductibles, coinsuranceand out-of-pocketlimits work togetherinareal

life situation.

Allowed Amount

This is the maximum payment the plan will pay for a
covered health care service. May also be called “eligible

) <c

expense,” “payment allowance,” or “negotiated rate.”

Appeal

A request that your health insurer or plan review a
decision thatdeniesabenefitor payment (eitherin whole
or in part).

Balance Billing

When a provider bills you for the balance remaining on
the bill that your plan doesn’t cover. This amountis the
difference between the actual billed amount and the
allowed amount. For example, if the providet’s chatge is
$200 and the allowed amount is $110, the provider may
bill you for the remaining $90. This happens most often
when you see an out-of-network provider (non-preferred
provider). A network provider (preferred provider) may
not bill you for covered services.

Claim

Arequestforabenefit (including reimbursementofa
health care expense) made by you or your health care
provider to your health insurer or plan foritems or
services you think are covered.

Coinsurance

Yout share of the costs

ofacovered health care

service, calculated as a e

percentage (for A —
example, 20%) of the

all()WCd amount fOI‘thC ];111? PHI“S HC]_' PJ.&U Pﬂj\'b
e N 20% 80%

service. You generally )
pay coinsuranceplus :_:SCL" page G for a detailed cxamp[cf_'
any deductibles you owe. (For example, if the health
insurance orplan’sallowedamountforanoffice visitis

$100 and you’ve metyour deductible, your coinsurance
payment of 20% would be $20. The health insurance or

plan pays the rest of the allowed amount.)

Complications of Pregnancy

Conditions due to pregnancy, labor, and delivery that
require medical care to prevent serious harm to the health
of the mother or the fetus. Morning sickness and a non-
emergency caesarean section generally aren’t
complications of pregnancy.

Copayment

A fixed amount (for example, $15) you pay fora covered
health care service, usuallywhenyoureceive the service.
The amount can vary by the type of covered health care
service.

Cost Sharing

Your share of costs for services thata plan covers that
you must pay out of your own pocket (sometimes called
“out-of-pocketcosts”). Some examples of cost sharing
are copayments, deductibles, and coinsurance. Family
costsharingis the share of cost for deductibles and out-
of-pocket costs youand yout spouse and/ ot child(ren)
must pay outof your own pocket. Other costs, including
your premiums, penalties you may have to pay, or the
cost of care a plan doesn’t cover usually aren’t considered
cost sharing.

Cost-sharing Reductions

Discounts that reduce the amount you pay for certain
services covered by an individual plan you buy through
the Marketplace. You may geta discountif yourincome
is below a certain level, and you choose a Silver level
health plan or if you’re a member of a federally
recognized tribe, which includes being a shareholder in an
Alaska Native Claims Settlement Act corporation.
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Deductible

Anamountyoucouldowe
during a coverage period
(usually one year) for
covered health care
services before your plan

B/

begins to pay. An overall
deductible applies toall or
almost all covered items
and services. A plan with
anoveralldeductible may
also have separate deductibles that apply to specific
servicesorgroupsofservices. A planmayalsohave only
separate deductibles. (For example, if your deductible is
$1000, your plan won’t pay anything until you’ve met
your $1000 deductible for covered health care services
subject to the deductible.)

]Ll]lf Pd}’ﬁ HCL' ]:‘Lul P;!‘VS
100% 0%
(See page 6 for a detailed

exam Plc .

Diagnostic Test

Tests to figure out what your health problem is. For
example, an x-ray can be a diagnostic test to see if you
have a broken bone.

Durable Medical Equipment (DME)
Equipment and supplies ordered by a health care provider
foreveryday orextendeduse. DME mayinclude: oxygen
equipment, wheelchairs, and crutches.

Emergency Medical Condition

Andillness, injury, symptom (including severe pain), or
condition severe enough to risk serious danger to your
health if you didn’t get medical attention right away. If
youdidn’t getimmediate medical attention you could
reasonably expectone of the following: 1) Your health
would be putin serious danger; or 2) You would have
serious problems with your bodily functions; or 3) You
would have serious damage to any partororgan of your

body.

Emergency Medical Transportation
Ambulance services for an emergency medical condition.
Types of emergency medical transportation may include
transportation by air, land, or sea. Your plan may not
coverall types of emergency medical transportation, or
may pay less for certain types.

Emergency Room Care / Emergency Setvices
Services to check for an emergency medical condition and
treatyou to keep an emergency medical condition from
getting worse. These services may be provided in a
licensed hospital’s emergency room or other place that
provides care for emergency medical conditions.

Excluded Services
Health care services thatyour plan doesn’t pay for or
cover.

Formulary

A list of drugs your plan covers. A formulary may
include how much your share of the costis for each drug.
Your plan may putdrugs in different cost sharinglevels
or tiers. For example, a formulary may include generic
drugand brand namedrugtiersand differentcostsharing
amounts will apply to each tier.

Grievance
A complaint that you communicate to your health insurer

or plan.

Habilitation Services

Health care services that help a person keep, learn or
improveskillsand functioning for dailyliving. Examples
include therapy fora child who isn’t walking or talking at
the expected age. These services may include physical
andoccupational therapy, speech-language pathology,
and other services for people with disabilitiesina variety
of inpatient and/or outpatientsettings.

Health Insurance

A contract that requires a health insurer to pay some or
all of your health care costs in exchange fora premium.
Ahealthinsurance contractmayalso be calleda“policy”

or “plan.”
Home Health Care

Health care services and supplies you getin your home
underyourdoctor’sorders. Services may be provided by
nurses, therapists, social workers, or other licensed health
care providers. Homehealth care usuallydoesn’tinclude
help with non-medical tasks, such as cooking, cleaning, or
driving.

Hospice Services
Servicestoprovidecomfortandsupportforpersonsin
the last stages of a terminal illness and their families.

Hospitalization

Careinahospital thatrequiresadmissionasaninpatient
and usually requires an overnight stay. Some plans may
consider an overnight stay for observation as outpatient
care instead of inpatient care.

Hospital Outpatient Care
Careinahospital thatusually doesn’trequire an
overnight stay.
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Individual Responsibility Requirement

Sometimes called the “individual mandate,” the duty you
mayhave tobeenrolledinhealth coverage thatprovides
minimum essential coverage. If you don’t have minimum

essential coverage, youmay have to pay a penalty when
you file your federalincome tax return unless you qualify
for a health coverage exemption.

In-network Coinsurance

Yourshare (forexample, 20%) of the allowed amount
for covered healthcare services. Yourshareisusually
lower for in-network coveredservices.

In-network Copayment

A fixed amount (for example, $15) you pay for covered

health care services to providers who contractwith your
health insurance or plan. In-network copayments usually

are less than out-of-network copayments.

Marketplace

A marketplace for health insurance where individuals,
families and small businesses canlearn about their plan
options; compare plans based on costs, benefits and other
important features; apply for and receive financial help
with premiums and cost sharing based onincome; and
choose aplanand enrollin coverage. Also known asan
“Exchange.” The Marketplaceis runby the state insome
states and by the federal governmentin others. In some
states, the Marketplace also helps eligible consumers
enroll in other programs, including Medicaid and the
Children’s Health Insurance Program (CHIP). Available
online, by phone, and in-person.

Maximum Out-of-pocket Limit

Yearly amount the federal government sets as the most
eachindividual or family can be required to payin cost
sharing during the plan year for covered, in-network
services. Applies to most types of health plans and
insurance. Thisamountmaybe higherthan the out-of-

pocket limits stated for yourplan.

Medically Necessary

Health care services or supplies needed to prevent,
diagnose,ortreatanillness,injury,condition,disease,or
its symptoms, including habilitation, and that meet
accepted standards of medicine.

Minimum Essential Coverage

Health coverage that will meet the individual
responsibility requirement. Minimum essential coverage
generally includes plans, health insurance available
through the Marketplace or other individual market
policies, Medicare, Medicaid, CHIP, TRICARE, and
certain other coverage.

Minimum Value Standard

A basic standard to measure the percent of permitted
costs the plan covers. If you’re offered anemployer plan
that pays for atleast 60% of the total allowed costs of
benefits, the plan offers minimum valueand youmaynot
qualify for premium tax credits and cost sharing
reductions to buy a plan from the Marketplace.

Network

The facilities, providers and suppliers your health insurer
or plan has contracted with to provide health care
services.

Network Provider (Preferred Provider)
Aproviderwhohasacontractwith yourhealth insureror
plan who has agreed to provide services to members ofa
plan. You will pay less if you see a provider in the
network. Also called “preferred provider” or
“participating provider.”

Orthotics and Prosthetics

Leg,arm,backand neck braces, artificiallegs,arms,and
eyes, and external breast prostheses after a mastectomy.
These services include: adjustment, repairs, and
replacements required because of breakage, wear, loss, or
a change in the patient’s physical condition.

Out-of-network Coinsurance

Your share (forexample, 40%0) of the allowed amount
for covered health care services to providers who don’t
contract with your health insurance or plan. Out-of-
network coinsurance usually costs you more than in-
network coinsurance.

Out-of-network Copayment
A fixed amount (for example, $30) you pay for covered

health care services from providers who do nof contract
with your health insurance or plan. Out-of-network
copayments usually are more than in-network

(0] ayments.
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Out-of-network Provider (Non-Preferred
Provider)
Aproviderwhodoesn’thaveacontractwith yourplan to
provide services. If your plan covers out-of-network
services, you’ll usually pay more to see an out-of-network
provider than a preferred provider. Your policy will
explain what those costs may be. May also be called
“non-preferred” or “non-participating” instead of “out-
of-network provider.”

Out-of-pocket Limit

The most you could
pay during a coverage

period (usually one year)

for your share of the
costs of covered

services. After you

s Jane pays Her plan pays
rrlleet tl}l1ls hmlﬁthe 0% 100%
Iljoior(l)/j];fttlﬁza Yy pay (See page 6 for a detailed example.)

allowed amount. This limit helps you plan for health
care costs. This limit neverincludes your premium,
balance-billed charges or health care your plan doesn’t
cover. Some plans don’t count all of your copavments,
deductibles, coinsurance payments, out-of-network
payments, or other expenses toward this limit.

Physician Services

Health care services a licensed medical physician,
includingan M.D. (Medical Doctor) or D.O. (Doctor of
Osteopathic Medicine), provides or coordinates.

Plan

Health coverageissued to you directly (individual plan)
or through an employer, union or other group sponsor
(employer group plan) that provides coverage for certain
health care costs. Also called “health insurance plan,”
“policy,” “health insurance policy,” or “health
insurance.”

Preauthorization

A decision by your health insurer or plan thata health
care service, treatment plan, prescription drug or durable
medical equipment (DME) is medically necessary.
Sometimes called prior authorization, prior approval or
precertification. Your health insurance or plan may
require preauthorization for certain services before you
receive them, except in an emergency. Preauthorization
isn’ta promise your health insurance or plan will cover
the cost.

Premium

Theamountthatmustbe paid foryourhealthinsurance
ot plan. You and/or your employer usually pay it
monthly, quarterly, or yearly.

Premium Tax Credits

Financial help that lowers your taxes to help you and
your family pay for private health insurance. You can get
this help if you get health insurance through the
Marketplace and your income is below a certain level.
Advance payments of the tax creditcan be used right
away to lower your monthly premium costs.

Prescription Drug Coverage

Coverage undera plan thathelps pay for prescription
drugs. If the plan’s formulary uses “tiers” (levels),
prescription drugs are grouped together by type or cost.
The amountyou’ll pay in cost sharing will be different
for each “tier” of covered prescription drugs.

Prescription Drugs
Drugsand medications thatbylaw require a prescription.

Preventive Care (Preventive Service)
Routine health care, including screenings, check-ups, and
patient counseling, to prevent or discover illness, disease,

or other health problems.

Primary Care Physician

A physician, includingan M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), who provides
or coordinates a range of health care services for you.

Primary Care Provider

A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), nurse
practitioner, clinical nurse specialist, or physician
assistant,as allowed under state law and the terms of the
plan, who provides, coordinates, or helps youaccessa
range of health care services.

Provider

Anindividual orfacility thatprovideshealth care services.
Some examples of a provider include a doctor, nurse,
chiropractor, physician assistant, hospital, surgical center,
skilled nursing facility, and rehabilitation center. The_
plan may require the provider to belicensed, certified, or
accredited as required by state law.
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Reconstructive Surgery

Surgery and follow-up treatment needed to correct or
improve a part of the body because of birth defects,
accidents, injuries, or medical conditions.

Referral

Awrittenorder from your primary care provider foryou
to see a specialist or get certain health care services. In
many health maintenance organizations (HMOs), you
need to get a referral before you can get health care
services from anyone except your primary care provider.
Ifyoudon’t geta referral first, the plan may not pay for
the services.

Rehabilitation Services

Health care services thathelp a personkeep, getback, or
improve skillsand functioning for daily living that have
beenlostorimpaired because a personwas sick, hurt, or
disabled. These services may include physical and
occupational therapy, speech-language pathology,and
psychiatric rehabilitation services in a variety of inpatient
and/or outpatient settings.

Screening

Atype of preventive care thatincludes tests or exams to
detect the presence of something, usually performed

when you have no symptoms, signs, or prevailing medical
history of a disease or condition.

Skilled Nursing Care

Services performed or supervised by licensed nursesin
yourhome orinanursing home. Skilled nursing care is
not the same as “skilled care services,” which are services
performed by therapists or technicians (rather than
licensed nurses) in your home or in a nursing home.

Specialist

A provider focusing on a specific area of medicine ora
group of patients to diagnose, manage, prevent, or treat
certain types of symptoms and conditions.

Specialty Drug

A type of prescription drug that, in general, requires
special handling or ongoing monitoring and assessment
by a health care professional, oris relatively difficult to
dispense. Generally, specialty drugs are the most
expensive drugs on aformulary.

UCR (Usual, Customary and Reasonable)
Theamountpaid foramedical service ina geographic
areabasedonwhatprovidersintheareausually charge
for the same or similar medical service. The UCR
amount sometimes isused to determine the allowed
amount.

Urgent Care

Care foranillness, injury, or condition serious enough
thatareasonable personwould seek care rightaway, but
not so severe as to require emergency room care.
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How You and Your Insurer Share Costs - Example
Jane’s Plan Deductible: $1,500

Coinsurance: 20%

Out-of-Pocket Limit: $5,000

January 1%
Beginning of Coverage Period

Jane pays Her plan pays
100% 0%

ﬁane hasn’t reached her
$1,500 deductible yet

Office visit costs: $125
Jane pays: $125
Her plan pays: $0

L

\

Her plan doesn't pay any of the costs.

}

more
costs

€[]0

8
=)

Jane pays Her plan pays
20% 80%

Gne reaches her $1,500 \

deductible, coinsurance begins

]i?l‘i(‘ lli}S seen a CIOCI'OI S{"YCI‘AI times anc]

paid 81,500 in total, rcachi_ng her
deductible. So her M pays some of the
costs for her next visit.

Office visit costs: $125

Jane pays: 20% of $125 = $25
\Her plan pays: 30% of $125 = SIUy

o
December 31°
End of Coverage Period

l

more
costs

]&H‘it‘ 1_‘3}75 HCI’ M Pﬂ}‘S
0% 100%

@ne reaches her $5,000 \

out-of-pocket limit
];}I]C h.‘}S seen t'l'lC C]OLTOI‘ Ofl’CI‘i .‘md P.‘}if{

$5,000 in total. Her ]‘)Lm pays the tull

E1=IC

cost of her covered health care services
for the rest of the year.
Office visit costs: $125
Jane pays: 50
\ Her PL‘!.I’I pays: S125 /
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Our Mission Statement: Assist Oakland County employees, retirees, and dependents in taking
ownership of their health and wellness in order to: improve quality of life, enhance productivity,
and stabilize long-term employee/employer health carecosts.

www.oakgov.com/wellness
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