State Health Plan PPO
Summary of Benefits*

Fdr employees hired or rehired prior to April 1, 2010 [except MSPTA (T 01)]
T M ——

ar
X-rays, ultrasound, MRI and
CAT scans

Lab and pathology tests

Diagnostic test
aq .S ! S Covered - 100% after deductible Covered — 90% after deductible
Radiation therapy

Diagnostic mammography

Position emission tomography
(PET) scans

Ambulance services Covered - 100% after deductible
Emergency room Covered - $50 copay** (waived if admitted)
Moo i , 4 :

Audiometric exam

Participating Non-participating

Hearing aids (standard onl

- 9 - ( , ) Covered - 100% Not covered when provided
Hearing aid evaluation and by a nonparticipating provider
conformity test in Michigan.

Hearing aid ordering and fitting
Medical hearing clearance exam

Covered — $15 copay** Covered - 90% after deductible

Chemothérépy .Cové;e'd - 100‘%5&9:‘ déductlblé Cévéred —90% after deductible

) Covered - 100% after deductible Covered — 90% after deductible
inpatient care —
Unlimited days
Inpatient and outpatient iAo . o ,
consultations Covered — 100% after deductibie Covered_- 90% after deductible

Covered - 100% after deductible (participating provider oniy)
Covered - 100%

Home heélth care

Hospice care (BCBSM or Medicare-certified hospice program)

. . : Covered ~ 100% after deductible
Skilled nursing care (120 days per admission period. 730 days for UAW members.)
Urgent care visit Covered — $15 copay** Covered - 90% after deductible

*Limitations apply. Refer to benefit details in this booklet.
** No deductible

14 Your Benefit Guide State Health Plan PPO and State Prescription Drug Plan




State Health Plan PPO
Summary of Benefits*

For employees hired or rehired prior to April 1, 2010 [except MSPTA (TO1)]

Bone marrow

Covered 100% 'm de3|gnated facmtles when pre-approved

Kidney, cornea and skin

Covered — 100% after deductible | Covered - 90% afier deductible

Liver, heart, lung, pancreas and

Covered - 100% in designated facilities only

other specaﬂed organs

rovided by a-

Prenata! and postnatal care
Delivery and nursery care

Covered — 100% after deductible | Covered — 90% after deductible

Acupuncture

Covered — 90% after deductible

Allergy testing and therapy

Covered - 100% after deductible | Covered - 90% after deductible

Anesthesia

Covered — 100% after deductibie

Cardiac rehabilitation

Covered - 100% after deductible | Covered — 90% after deductible

Chiropractic/spinal manipulation

Covered — $15 copay™ Covered — 90% after deductible

Durable medical equipment;
prosthetic and orthotic
appliances and supplies

Covered - 90% of approved
amount (member responsible for
difference)

Covered - 100%. through
SUPPORT program

Home hemophilia

Covered — 100% after deductible | Covered — 90% after deductible

Medlical injections

Covered — 100% after deductible | Covered — 90% after deductible

Observation care

Covered - 100% after deductible

Office consultations

Office visit

Osteopathic manipulation
therapy :

Covered - $15 copay**
Covered - 90% after deductible

Qutpatient hospital and home
visits

Covered — 100% after deductible

Private duty nursing

Covered — 90% afier deductible

Wig, wig stand, adhesives

$300 lifetime max. through the SUPPORT program

{Additional w:gs covered for children due to growth )
occupatlonai therapy :

Facﬂ:ty

Covered - 100% after deductible

Physician’s office

Covered ~ 100% after deductible | Covered - 90% after deductible

Pre-surgical consultations

Surgery

Voluntary sterilization

Covered - 100% after deductible | Covered — 90% after deductible

*Limitations apply. Refer to benefit details in this booklet.

** No deductible
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State Health Plan PPO
Summary of Benefits*

For employees hired or rehired prior to April 1, 2010 [except MSPTA (T01)]

alendar ve

QOut

Digital rectal exam*

Covered - 100%
Beginning at age 50

Covered — 90% after deductible

Fecal occult blood screening®

~ Covered - 100%
Beginning at age 50,
one per calendar year

Not covered

Flexible sigmoidoscopy exam*

Covered - 100%
one every five years

Not covered

Health maintenance exam

Govered - 100%
‘one per calendar year

Not covered

Hepatitis C screening

Covered — 100%
one per calendar year
(no age limit}

Not covered

Immunizations:

* Chickenpox

» Diphtheria, pertussis
(whooping cough) tetanus and
Hemophilius B (DPT/HIB)

* Diphtheria, pertussis and
tetanus (DPT)

¢ Diphtheria, pertussis (DT)

» Diptheria, tetanus, acella
pertussis and polio (DTaP/iPV)

¢ Hemophilius B (HIB)

» Hepatitis A

» Hepatitis B

* Human Papilloma Virus (HPV)

» Measles, Mumps, Rubella (MMR)}

¢ Polio

Covered - 100%
Age 19 and over

Not covered

Pap smear screening —~ laboratory
services only*

Covered — 100%
one per calendar year

Not covered

Prostate specific antigen (PSA)
screening

Covered - 100%
one per calendar year

Not covered

Tuberculosis test

Covered - 100%
one per calendar year

Not covered

Urinalysis

Covered - 100%
one per calendar year

Not covered

Colonoscopy exam and related
anesthesia services*

Covered — 100%
one every 10 years

Covered - 90% after deductible

Double contrast barium enema*

Covered - 100%
Beginning at age 50;
one every 5 to 10 years

Covered - 90% after deductibie

Mammography screening”

Covered - 100%

Covered — 90% after deductible

One per calendar year, no age restrictions

{ Meningitis

Covered — 100%

Covered - 90% after deductible

*Limitations apply. Refer to benefit details in this booklet.

** No deductible
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Ve's
Custom Certificate - Effective 11/01/2003
ASC HEALTH PLAN SOM-PPO - STATE OF MICHIGAN ACTIVE EMPLOYEES

Medical Services , Form # 1748
BI3 Doc # 8828,

PRODUCT AND DEVELOPMENT SERVICE DEPARTMENT
COVERAGE SPECIFICATIONS

EFFECT ON COVERAGE

1. PANEL DEDUCTIBLE REQUIREMENT

B.Coverage Under ASC Heaith Plan SOM-PPQ (Active)
Under ASC Heaith Plan SOM-PPO: Active Employees (Form Number 1748),mostpanel services are subject fo an annual
deduclible requirement of $200 per member, not lo exceed $400 for a farily, -
The following services are NOT subject lo the pane! deduclible,
s services subject to a fixed-dollar copayment, namely:

. office visits,

v clinfovisils

. urgent care visils,

+  osteopathic manipulalion,

' office consullations,

' medical hearing exams;

. second and third opinion surglcal consultations, ang

. facility fee fir hospital emergency room frealmen

(NOTE:
In addition to not being subject lo the panel deductible, hospital emergency freafrent will also have nho copayment

requirement Section 3.8.of this ASC Heallh Plan removes ihe fixed copayment. The result of these changes is that
BCBSM will pay 100% of the approved amount for hospitaf emergency lreatment.)
segvices for the Inillal exam fo freat a medical emergency or an accidental injury in the ouipalient depariment of &

hospilal, or urgent care center

' hospice care benefils )
wig benefils (which are covered as part of the Prosthetic and Orihotic benefit)
speclfic prevenlive care services{NOTE:Section 8.B.0f this ASC Heallh Plan addresses the preventive care services

covered under this pfan.) _
Furiher, unlike the Community Blue cerlificate, deduciible amounts for panel and non-panel services are kept separale and
distinel. Amounis applied toward the annual deducilble fornon-panelservices will NOT counl foward the deduclible for panel
services. Also, deduclible amounts for panel services will NOT apply toward the deduclible far non:-panel services,
Another depariure from Communily Blue is that under this plan, there Is a fourth quarier carryover provision for the panel
deductible requirement. As a resull, amounts applied to the panei deductible for services performed during ihe lasi quarter
of the year will also count fowards the member’s panel deduclible for the following year. This fourth quarter carryover
provision will be Implemented with the Inception of this ASC Health Plan. Therefore, the first carryover will occur for services

performed between October § and December 31, 2002,

Also, this ASC Health Plan alfows a one-timeprior deducfible creditwhereby amounts applied to an annual deductible
requirement under any olher State of Michigan coverage can be applled to thepaneldeductibls requirement described above

for employees who transfer into a group number/suffix that's affected by this ASG Health Plan,

2. NON-PANEL DEDUCTIBLE REQUIREMENT

http://be.bebsm.com: 7188/Explainer Web/displaySourceDocument. htm 2/8/2012
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lB.Coveraqe Under ASC Health Plan SOWM-PPO {Active)
the annual deductible requirement for non-panel

Under ASC Health Plan SOM-PPO: Aclive Employses (Form Number 1 748),
rvices excluded from the non-panel deductible

services is $500 per member, not lo exceed $1,000 for a family. The same se
under the Communily Blue cerlificate are also excluded from (he non-panel deduclible under this ASC Health Plan, In

addition, this ASC Heallh Plan includes provislons that allow:

a)  covered dental surgery performed by a dentist (specially code 19) (o also be excluded from lhe non-panel deduclible.
However, this servicewillbe subjec! to the pane) deductible requirement (NOTE! A covered dental surgery Is one that
meels lhe criferia for reimbursement under the account’s hospilalimedical-surgical coverage.);

b.}  the non-pansl deductible to be waived if the member does not live in an area where panel providers are readilly
on file with BCBSM atlesting to this

accessibleas defined by the accountandthe member has an approved request
facl. However, these serviceswillbe subjact lo the panel deductible requirement,unlessthe parficular service performed

does not contribule lo the panel deduclible {i.e., office visils).
In essence, lhe non-panel deductible Isnotimposed when:
a panel provider refers the patient to a non-panel provider;

the palient receives services for the Initial exam lo treat a medical emer:

depariment of a hospliat or urgent care center
the patiant receives services from a provider specially that isnotrepreseniedincluded on BCBSM’s PPO panel(NOTE:

A listing of the provider speciallies that are nol represented on BCBSM's PPO panef is identified inSection 1.8.0f this
ASC Heallh Plan.); _
the patient has a denial surgical procedure that's covered under the accoun!'s hospitamedical-surgical coverage (this
ASC Health Plan) and the procadure is performed by a dentist (specially code 19), or
' the membar does not live in an area where panel providers are 7 eadlly accessibleas defined by the accountandthe
member has an approved request on file wilh BCBSM altesling to (his fact{NOTE:Saction 32.8,0f this ASC Heallh
Plan provides specific defails about this provision. Also, attached fo this ASC Health Plan Is a copy of the waiver poicy,

afong vith the form members must complete.)
panel and non-panel services are kepl ssparate and distinst,

Unlike the Community Blue cerlificate, deductible amounts for
Amounts applied toward the annual deductible fornon-panelservices will NOT count toward the deductible for panel services,
Also, deductible amounts for panel services will NOT apply toward the deductible for non-panel services.

Furlher, under this ASC Healih Plan, the non-panel deduciible doesnotinclude a fourth quarler carryover provision or & prior
deductible credit,

3. FIXED DOLLAR COPAYMENT

B.Coverage Under ASC Health Plan SOM-PPO (Active)
Under ASC Health Plan SOM-PPO: Actlve Employees.(Form Number 1748), there is no iixed dollar copayment for emergency
room services. Instead, we pay 100% of our approved amount, whether the freatment is parformed by a panel or non-panel

hosplial.
However, there is a $10 copayment for each of ihe followingwhen performed by a pane! provider:

L] .
gency or an accldental injury in the oulpatlant

»

. Office vislis

+  Office consullalions

' Clinic visils

. Urgeni care vislis

. Second and third surgical opinlon consultations
. Medicathearing exams

. Osteopathic manipulation

NOTE:
Benalits osteopathic manipulation have been added o the account's coverage viaSaction 8.B.of this ASC Health Plen.

Benefils for second and third surgical opinions have been added viaSection 10.8.of this ASC Health Plan,

4. MEMBER PERCENTAGE (%) COPAYMENT.

B.Coverage Under ASC Health Plan SOM-PPO {Active)
As noted inSection 7.B.of this ASC Heallh Plan, mental heatth and substance abuse treatment arenotcovered by BCBSM
under this Plan and therefore, this plan does not include any copayment provisions related lo these services.

However, private duly nursing remains covered and will be subject to a 10% member copayment. (NOTE: Privale duly nurses
are not & part of BCBSM's PPO panel and as a resull, these clalms are always treaied as if the services were performed by a

panel provider.)
With respect fo the remaining covered services, the foliowingpercentage(%) copayment amounts will be Imposed:

hﬁp://bc.bcbsm,coxﬁ:’/‘l 88/ExplainerWeb/displaySourceDocument.htm 2/8/2012
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Panel Services

' 10% for durable medical equipment

s 10% for prosthetic and ortholic appliances

' 10% for private duly nursing services

' 10% for chiropractic manipulation

- 10% for acupunclure (NOTE: Benelits for acupunciure has been added lo the account’s coverage vi

26.8.0f this ASC Health Plan.}
ALL other covered services performed by apanelprovider will be paid at 100% of our approved amount.

Non-Panel Services .
10% member copayment for most other covered services performed by anon-panelprovider,includingoffice vislls,
urgent care visils and office eonsultations .

NOTE: .
If the member does not live in an area where panel providers are readlly accessibleas defined by the .
accountandthe member has an approved request on file with BCBSM altesting fo [his fact, then BCBSM will waive
thenon-panel copayment {and deduclible) requirement(s). However, these servicesyillbe subject lo the panel
copayment requirement,uniessihe particular service performed does not have a panel copayment (i.e., chest

xray).Section 32.B.0f this ASC Health Plan provides further details abou! Ihis provision.

5. OQUT-OF-POCKET MAXIMUM

B.Coverage Under ASC Health Plan SCM-FPC (Active)
Under ASC Health Plan SOM-PPQ: Active Employees (Form Number 1748), there are annual oul-of-pocket maximums for

bolh panel and non-panel services.
For PANEL services, the annual ouf-of-pockel maximum Is $1,000 per member, nol to excesd $2,000 for & family.

. For NON-PANEL servicas, the annual out-of-pocket maximum is $2,000 per member, not 1o exceed $4,000 for a farnily.

As is the case under Community Blue, the annual deductible(s) donotcontribute to the annual out-of-pocket maximums, and
neither do ihe fixed dollar copayments nor the copayment for privale duly nursing. (NOTE: As explainad elsewhere in this ASC
Heallh Plan, menlal heallh and substance abuse services are covered by anothsr carrier and {herefore, there are no

copaymenl provisions in this ASC health Plan for those services.)
Also, unlike the Community Blue cerdliicate, the oul-of-pocket maximums for panel and non-panel services are kept separate
and distinct. Amounts applied toward the annual ouf-of-pocket maximum fornon-pansiservices will NOT count {foward the

annual out-of-pocke! maximum forpanelservices, or visa versa.

6. PREVENTIVE SERVICES

B.Coverage Under ASC Health Plan SOM-PPO {Active)
Like the Community Blue Cerlificate, preventive care services covered under this ASC Health Plan fall Into one of lwo
calegories: those subject lo an annual preventive care banefit maximum and those thal are not.

The annual preventive care benefit maximum is $500 per member for the 2003 calendar year. Howsver, beginning January 1,
2004, the annual preventive care benefit maximum will be $750 per member. {Each member enrolled in this ASC Heallh Plan
also has an overall lifelime maximum of five million doliars and the preventive care maximums of $500 and $750 will coniribute

{o this overall limit.)
Prevenlive services covered under the preventive care maximum will only be payable when performed by apanelprovider.
Also, BCBSM will pay 100% of its approved amount: deductible and copayment requirements will NOT be imposed.

The following services will contribute to the annual preventive care benefit maximum, There are no age limits for any
of these services,excepifor colorectal screening and well baby/child care visits.

. Health Mainienance Examination:

covered once per calendar year

Coloreclat Screening covered beginning at age 50 years. Benefils include:

. an annuat fecal occuli blood test

. flexible sigmoldoscopy once every five years

«  colonoscopy once every ten years

NOTE:
Additional colorectal screening procedures (contrast barium enema and digital rectal exam) are also covered, but
arenolsubject {o the annual preventive care maximum. Details about these additional services are explained later on this

is same seclion of the ASC Heslth Plan.
' Gynecological Exarnination:

aSeclion

L]

*
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This ASC Health Plan also includes benefis for routine ma
procedures.However,
above.Instead, BCBS
dollarswhether perfor

covered once per calendar year
Roudine Pap Smear:

covered once par calendar year
Fecal Occult Blood Screening:
covered once per calendar year
Well Baby and Child Care Visits:

+  six visllsper vearup o 24 monihs
visifs up to age 24 monihs.}

two visils per year, age 24 monlhs lo 36 months (3rd birthdate)
two vislls per year, age 36 months {0 48 months (41h birthdale)
one visit each birth year, age 48 months (4 years) threugh 15 years (16th birthdale)

L]
Immunizations (childhood and olherwise; no age fimit): '
covered once per calendar year
Flu Shots:
covered once per calendar year
Hepalltls C Screenings:
covered once per calendar year
Prosiate Specific Antigen Screening:
covered once per calendar year
Specific Routine Laboralory and Radiology Services:
. Chemicai Profile
' Complete Blood Count or any of its componenis
. Urinalysis
+ Chest X-ray
. EKG
Each routing jaberatory and radiology procedure is covered once per year,
mmograrns andadditionalcoforectal screening
nelther of these services is subject to the preventive care bansfit maximum referenced
i Il pay these clalms up to the member's overall lifetime benefit aximum of five mitlion
med by a panel or non-panel provider, but subject fo the following limits.
{which Includes digital mammograms) are covered once per calendar year and will be
lo the medieal guidelines satforth by the American Cancer Sociely.
gital reclal exam are covered as part of the Celorectal Screening benefit, Beginning

{2nd birthdale}(NOTE: This means that benefils are avaflable for a {ofal of 12

»

-Rouline mammograms
administered according
Double conlras! bardum enema and di
al age 50 years, BCBSM will cover:

a double conlras! barium enema once every five 1o len years or more often if the family history dictates

a digtlal rectal exam when performed at the same fime as any other covered colorectal screenlng procedure.

creening procedures are subject to the member's annual

»
Routine mammograms and these additional colorecial
deductible and member copayment requirements.

7. MENTAL HEALTH AND SUBSTANCE ABUSE

B.Coverage Under ASC Heajth Plan SOM-PPO {Actlve)

Under ASC Health Plan SOM-PPO: Aclive Employees (Form Number 1748), benefits are NOT incl
substance abuse services. The account has elected {o have these types of claims/benefits adminis

uded fer mental heallh and

tered by another carrier.

8. OSTEOPATHIC MANIPULATION
B.Coverage Under ASC Health Plan SOM-PPO (Actlve)

Under ASC Heallh Plan SOM-PPO: Active Employees (Form Number 1748), osleopathic manipulation is covered.

When performed by a panel provider, the member s responsible only for a $10 fixed copayment.
When psrformad by a non-panel provider, the service Is subject lo the member's annual deductible and the 10% copayment,

9. OUTPATIENT DIABETES MANAGEMENT PROGRAM
B,Coveraae Under ASC Health Plan SOM-PPO {Active)

Under ASC Health Plan SOM-PPO: Aciive Employees (Form Number 1748), the outpalient diabeles management program is

http://be.bebsm.com:7188/ExplainerWeb/display SourceDocument htm
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included and covered. Under the program, BCBSM pays for the following services when related 1o the care and lreatment of

diabeles.

v sell-management {raining

. durable medical equipment
' medical supplies

« - prescriplion drugs .
These benefits are consistent wilh those provided under Rider ODMP (Form Number 2592} and are subject io the annual
panel deduclible whon performed by a panel provider. When performied by a non-panel provider, covered services are subject

to the non-panel deductible and the 10% copaymenl.
10, PRE-SURGERY CONSULATATIONS (2ND AND 3RD Opinions)

B.Coverage Under ASC Healith Plan SOM-PPO (Active)}
Under ASC Heatth Plan SOM-PPO: Active Employees (Form Number 1748), pre-surgery consultations (second and third

oplnions) are covered,
When performed by a pane! provider, the member is only responsible for a $10 fixed copaymeni. However, when performed

by & non-panel provider, the resulling claim fs subject to the non-panel deductible and the 10% copayment,

11. SPECIFIED ORGAN TRANSPLANTS

B.Coverage Under ASC Health Plan SOM-PPO (Active)

Under ASG Health Plan SOM-PPO: Aclive Employees (Form Number 1748), the specified organ transplant program is
included and covered. Benefils are consisient with those described In Rider SOT-PE (Form Number 9908}, which means that:

BCBSM pays for specific organ transplants, subject fo a lifalime maximum of one million dollars per member for each
coverad organ. (See Rider SOT-PE for a listing of the coverad organs.)

The lifefime maximum of one million dollers per organ doesnotconkribule io the overall lifelime maximum of five million
dollars that applies to most other covered services under this ASC Health Plan.

The program Includes benefits for anti-rejections drugs, organ acquisifion costs, and iravel meals and lodging expenses

related to the lransplant
. Member cost-sharing reguirements (deduciible and copayments) arenctimposed.

12, SPECIFIED ONCOLOGY CLINICAL TRIALS

B.Coverage Under ASC Health Plan SOM-PPO {Active)
Under ASC Health Plan SOM-PPO: Aclive Employees (Form Number $748), specifisd oncology ciinical rials are included and

covered. BCBSM will pay forpreapprovedspecified bone marrow and/for peripheral blood stem cell transplants and related
services lo freal slages I and |} breast cancer andfor ali siages of ovarian cancer during the approved clinical trials, These

benefils are consistent with those provided under Rider SOCT (Form Number 5401),

Since ihe services musl be preapproved, providers who perform them are consideredpanel. As such, we lmpose only the
panel cost-sharing requiremenisthat are applicable to the specific procedure performed.However, in instances where lhe
pariicular service would have baen subject lo apercentagecopayment (%), the group has elecled to NOT Impose it.

So, essenlially, only the pansl deductible andiixedcopayments viill be imposed.

BGBSM's reimhursernent for SOCT services is applisd fo the member's overall llfetime maximum of five million dollars.

13. RADIOLOGY SERVICES

B.Coverage Under ASC Health Plan SOM-PPO {Active)

Under ASC Health Plan SOM-PPO: Aclive Employees (Form Number 1748), the Radiology Management Program s NOT
included. Therafore, preceriification is nol required In any instance,

14. COVERED RADIOLOGY PROCEDURES

B.Coverage Under ASC Health Plan SOM-PPO (Active) .
In addition to the radiology procedures BCBSM typically covers, ASC Health Plan SOM-PPO: Active Employees (Form

Number 1748} includes benefils for the following radiology procedures.
Cholangiography and/or pancreatography; additional set intraoperative, radiotogical supervision and interpretation

+  Venography : : '
, Joint survey: single view

«  Xeroradiography

Subiraction in conjunclion with contrast studies

Venous Thrombosis imaging: unllateral and bllalera!
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15. COVERED LABORATORY PROCEDURES

B.Coverage Under ASC Health Plan SOM-PPO (Active)
In addition lo the radiology procedures BCEBSM lypically covers, ASC Health Plan SOM-PPO: Aclive Employees {Form
Number 1748) includes benefiis for the following laboratory procadures.

. General health panel
. Collagen cross links
' Etiocholanclone

. Helisbacter Pylori

16. COVERED SURGICAL PROCEDURES

B.Coverage Under ASC Health Plan SOM-PPO (Active)

Under ASC Health Plan SOM-PPO; Active Employess (Form Number 1748), the following surgical services are covered for
diabetes and peripheral vascular disase:

. Paring or culling of benign hyperkeratotic lesion

+  Debridement of nalls by any method

In addilion, numerous other surgical procedures (beyond those typically paid by BCBSHMj are covered under this ASG Health

Plan, The business requirements contain & complele isling of lhe procedures that wilt be payable when this plan is

implemented on January 1, 2003. However, on a continuous basis, as new procedures are added fo the #isting of covered
procedures for the state of Michigan account, they will be identified as such in BCBSM's maximurn fee screen and ofher
Internat documents available lo claims and servicing slaffs - such as {he Professional Clalms Benefit Manual, online reference

{CER}, etc.}.

An exampls of the addiffonat payable surgical procedures includes:
' Blepharoplasty

' Chemical cauterization of granulation tissue

. Application of splinis

s+ Strapping

. Windowing of casl
Endoscoplc refrograde cholangiopancreatography with ablation of fumors, pelyps, or other lesions

' Small intestinal endoscopy, with placement of psrcutaneous Jjelunostomy tube, or replacement of gastrostomy to
Jelunostorny

17. DURABLE MEDICAL EQUIPMENT (including Medical Supplies)

B.Coverage Under ASC Health Plan SOM-PPO (Active)
Under ASC Health Plan SOM-PPO: Aclive Employees (Form Number 4 748}, benefils are avallable for:

' Slings
Needles and Syringes for other condliions in addition to diabstes

' Lights to treal Seasonal Affective Disorder (SAD)

18. SPEECH AND LANGUAGE THERAPY

B.Coverage Under ASC Health Plan SOM-PPO (Active}
Under ASC Health Plan SOM-PPO: Aclive Employees (Form Number 1748}, beneflts are Included for developmental speech
therapy for children under six years old. :

White speach therapy rendered for amedlealcondillon will be su

not be Ihe case fordevelopmenialspesch therapy. )
Devetopmenal speech therapy will be paid on an unlimited basis. When performed by a panel provider, covered services are

subject to the annual panel deductible. However, when performed by a nion-panet provider, covered services ars subject to the
non-panel deductible and the 10% copayment. ’

19. INDEPENDENT LICENSED PHYSICAL THERAPISTS

B.Coverage Under ASC Healith Plan SOM-PPO {Active)

Under ASGC Health Plan SOM-PPO: Active Employees (Form Number 1748), independent licensed physical theraplsts are
included among the covered PT providers. When physical therapy Is rendered In the office of the licensed theraplst, it foo will
be subject to lhe combined benefil maximum of 60 visils per member, per calendar yeat. )

This benefil is consistent with those provided under Rider PTS (Form Number 621 7}

bject 1o the combined benefit maximurn of 60 vislts, that will
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20. CARDIAC REHABILITATION

B.Coverage Under ASC Health Plan SOM-PPO (Acﬂve)

Under ASC Health Plan SOM-PPO: Aclive Employees (Form Number 1748), benefits are included for cardiac rehabilitation.
When performed by a panel provider, covered services are subject to the anmual panef deduclible, However, when performed
by a non-panel provider, covered services are subject o the non-panel deduclible and the 10% copayment.

21. CERTIFIED NURSE SERVICES

B.Coverage Under ASC Health Plan SOM-PPO {Active)

Under ASC Heallh Plan SOM-PPO: Aclive Employees (Form Number 1748), benefils are included for services performed by
certified nurse praclitioners, cerlified registered nurse anesthelists, or cerlifled nurse midwives. Since these providar
specialiies arenotpart of BCBSM’s PPO pansl, the claims for these providers will be processed as if the services were

i no
performed a panel providerand will be subjectoniyio the pane) deduclible,

For cerfified nurse praclitioners (CNPs}, benefils are available for all covered except those provided in an inpatient hospilal

selling.
In the case of certified registered nurse anesthetists (CNRAs}, benefils are available only for anesthesia services performed in

a hospital selling (inpalient or outpatient) or In an approved ambulatory surgical facility.

In the case of certiffed nurse midwives (CNMs), benefils are avallable oniy for: 1.) normal vaginal deliveries, bul only when
performed in an inpatien! hospital selling or in a birthing center that's affiliated wilh a hospllal, 2.} pre-natal care, and 3.) post

nalal care Including a pap smear during the six-week visil,
The benefils described above are consistent with those descnbed in Rider CNP (Form Number 3687), Rider GRNA (Form

‘Number 5385), and Rider CNM (Form Number 6600).
22, WEIGHT LOSS PROGRAMS

B.Coverage Under ASC Health Plan SOM-PPO (Active)

Under ASC Health Plan SOM-PPO: Relirees {Form Number 1750), benefits are included for weighl loss programs and
services, but sub}eot to a lifefime benefit maximum of $300 per member. BCBSM wili pay 100% of the approved amount for

covered services, Deduclible and copayment amounis wili NOT be imposed.

23. CONTRACEPTIVE DEVICES AND CONTRACEPTIVE INJECTIONS

B.Coverage Under ASC Health Plan SOM-PPO (Actlve)
Under ASC Realth Plan SOM-PPO: Active Employees {(Form Number 1748), benefils are included for:
prescription coniracepiive davicas obfained In lhe physician's offize;

.
. confraceplive Injections, and

s Implaniable conlraceptive capsules, inserifon, removal and reinserijon

When performed by a panel provider, covered services are subject to the annual panel deductible, However, when performed
by a non-panel provider, covered services are subject to the non-panel deduclible and the 10% copayment.

24, INFERTILITY TREATMENT

B.Coverage Under ASC Health Plan SOM-PPO (Active)
Under ASC Health Plan SOM-PPO: Active Employees (Form Numbsr 1748), benefits are includad for inferilily irealment, but
anly In the scope of the benefiis provided under the member's coverage. (For example, since office visils are covered, offlce

visits which reporl a diagnosis of inferiiiity will also be payable.}
In essence, a diagnasis of infertifity will be paid rather than denled, butentylf the service itself is a covered benefit,

25. PROSTHETIC AND ORTHOTIC DEVICES (P&O)

B.Coverage Under ASC Heaith Plan SOM-PPO {Active)

Under ASC Health Plan SOM-PPO: Aclive Employees {(Form Number 1748}, benefits are included for:

Orthotlc shoes and shoe insertswhelher or nolthey are allached {o a brace
Sinee P&O suppllers are not part of the PPO panel, this service will be subjecl only to the panel cost-sharing
requirements: the panel deduciible will be Imposed, afong wilh the 10% member copayment.

Hair prostheses, with wlg stand and adhesives (hair pieces and halr implants arenotpayable)
Benefits are fimiied fo a lifelime benefit maximum of $300 per member and are subject to the fallowing benefit

criteria.

. must be prescribed by a physician

can be obtained from sources olher than a medlcal supplier

covered only when the hair loss is the restlt of either: a.} chemolherapy, or b.) elopecia or a disease fhat

4
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Whien the palient is a child {age 19 years or tess) with hair loss resulting from eilher of the above
conditions, the lifetime bensfit maximum isnotimposed. Rathe'r, we will pay these claims on an unlimited

basfs until the child turns age 12 years, )
Whether the palient Is an adull or child, we will pay 100% of the approved amount for this service, Deductible and

copaymenl amounts wiif NOT be imposed. :

26. ACUPUNCTURE

B.Coverage Under ASC Health Plan SOM-PPO (Active)

Under ASC Health Plan SOM-PPO; Aclive Employees {(Form Number 1748), benefils are included for ac
when performed by or supervised by a Doctor of Medicine (MD) or a Doctor of Osteopalhy {DO).

Also, benefits are subject to an annual benefit maximum of 20 visits per member.
panel and non-panel deductible andcopayment raquirementsdascribed earlier in this

upunciure, but only

Covered services are subject lo the
ASC Health Plan.

27. SKILLED NURSING CARE

B.Coverage Under ASC Health Plan SOM-PPO (Active)

Under ASC Health Plan SOM-PPO: Active Employees (Form Number 1748), the benefit maximum for skilled nursing services
Is delemmined by which bargaining unit represents the member. '

For UAW, skilled nursing services are limited {o a benefit maximem of 730 days per admission.

Far MPES, MSEA, MCO, 31-M, AFSME and UTEA, skilled nursing services are limited to & benefit maximurm of 120

days per admissicn
Members who arenotrepresented by a union are also eligible for up to 120 days of skilled nursing care psr admission,

28. AMBULANCE SERVICES '

B.Coverage Under ASC Health Plan SOM-PPO (Active)
Under ASC Heaith Plan SOM-PPO: Active Employees (Form Number 1 748), banefils are included for waler ambulance

services,
29. HOME INFUSION THERAPY

B.Coverage Under ASC Health Plan SOM-PPO {Active}

Under ASC Health Plan SOM-PPO: Active Employees (Form Number 1748}, home infuslon therapy is covered,.

For the period of January 1, 2003 to October 31, 2003,the benefit Is administered as part of ihe group’s coverage for
durable medical equipment, home health care and prescription drugs. The providers who perform the services arenotrequired
to be a part of BCBSM's home infusion [herapy program.

However, beginningNovember 1, 2003,1he benefils contained in this plan for home Infusion therapy will be Identfcal in every
respect lo those lhat BCBSM standardly offers under Rider HIT - Including the fac! that:

1) the services musl be bilied using he appropriale procedure codes that are consistent with the home Infusion therapy

prograi, and
2.} the services musl be performed by providers with whom BCBSM has confracied.

30. COORDINATED CARE MANAGEMENT (CCM) PROGRAM

B.Coverage Under ASC Health Plan SOM-PPO {Active)
ASC Heallh Plan SOM-PPRO: Active Employees (Form Number 1748) includes the Coordinated Care Managemen! (CCM)

Program.

CCM is a disease mana
they:

+ have an appropriate diagnosis; )
are aclive non-Medicare members, dependents and surviving spouses, and/for

. are primary In the State Healih Plan Advantage Program

If the member is eligible, the COM nurse care manager assesses the needs of the patient and develops a program of health
care services, When the patient, the physician and nurse care manager agree to the services and, program goals they are
designed lo achieve, a lreatment plan Is developed. The nurse care manager then heips the member obtain (he services and
assesses the pallent's progress fowards ihe goals, :
CCM may pay for services thal are not ordinarily covered as pari of the palient's coverage.

Particlpation in the CClM Program is sirictly VOLUNTARY.
31, SUBROGATION PROVISIONS

L]

gement program deslgned o prevent or minimize the Impact of an Hiness, Members will be eligible if
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B.Coverage Under ASC Health Plan SOM-PPO {Active)
ASG Heailh Plan SOM-PPO: Active Employees {Form Number 1748) includes the folfowing provision regarding subrogation.

"In the event that a parficipanl recelves services thal are paid by lhe Stale Heallh Plan Advantage (SHPA), or is eligible {o
receive future services under the SHPA, the SHPA shall be subrogated to the participants rights of recovery against and is
enlifle to receive all sums recovered form, any third parly who is or may be liable {o the participant, whether by suit, setllement,

or otherwise, io the extent of recovery for heallh refated sxpenses.

A participant shall take such aclion, furnish such information and assislance, and execute such documents as the SHPA may
request {o facilifate enforcement of lhe righls of the SHPA and shall take no action prejudicing the rights and interest of the
SHPA."

NOTE:
it is Imiportant fo mention that the group will NOT have Rider SUBRQ-2. Rather, only the subrogation provision clied above will

apply to members enrofled in this ASC Health Flan,

32. ACCESS WAIVER POLICY

B.Coverage Under ASC Health Plan SOM-PPO (Active)

As referenced inSections 2.B.and4.B.of this ASC Health Plan, the non-pansl deductible and non-pansl copayments are
waived if he member does not live in an area where panei providers are readily accessibleas defined by iheaccounlandlhe

emember has an approved request on file with BCBSM altesting to this fact.
Although BCBSM will administer the provisions of this walver, theaccounthas establlshed the guidelines that will be

used,
Access walvers submilted by the member will be approved if BCBSM determines that the access o ils PPO provider panel

{snotwithin the following guidelines established by the State Health Plan PPO standards.
Two primary care physicians within 15 miles of the member's home
Two speclalty care physicians within 20 miles of the member's home

' One hospilal within 256 miles of the member's home

NOTE:

By design, PPO coverage does not require, but encourages the member to sefect & primary care physician. For the purposes
of this Access Waiver policy, the prirnary physician is the panel physician who ig in the besl position lo refer pafients to
specialists or coordinale any necessary hospital care,

The Access Waiver policy includes a few other provisions regarding non-panel cost-sharing requirements and when i’
appropriate fo waive them, However, in those inslances, BCBSM's existing PPO policy already encompasses the waiver
scenarios as desciltbed in the Stale Heallh Plan PPO standards.

The Access Waiver Policy also Includes a provision to reimburse the member al 100% after deductible for services received

from a non-parilcipating facllity.
A copy of the Access Walver Policy is altached io this ASC Health Plan. (Please see Allachment A}

Al other beneflts, terms and conditions of this ASC Health Plan are the same as those described in BCESM's
Community Blue Group Benelfits Certlficate.

Attachment A
STATE HEALTH PLAN PPO

ACCESS WAIVER POLICY

Members receive maximum reimbursement of benefits when services are obtained from Community Blue nelwork providers
under the State Heallh Plan PPO. When services are obtained from a provider who is not pari of the nefwork, Blue Cross Blue
Shield (BCBSM) will pay a porlion of the approved amounl, The remainder, or sanction amouni, will be the member’s out-of-
pocket cost, In addilion {o any deduclible or copaymeni required by the State Health Plan PPO, Out-of-pocket costs will be
even higher if the member selecls a provider who doas nof participate with BCBSM.

BCBSM has a statewide network of Community Blue providers that includes more than 19,000 physicians and more than 144
hospitals. Although not required, members are encouraged to select one physlclan from the network to coordinate all their
heallh care needs. These “primary card” physicians are In the hest position {o refer patients to specialists or coordinate any
necessary hospllal care. The lype of primary care physician a member selects is a personal cholce. The Stale Heallh Plan
PPO considers a pritmary care physician to be an internist, famlly praciitioner or generat praclitionar. Gther physician types are

considered speciallsis,

Members may choose fo obtain services from a provider who is nol part of the network, in these situations, members will be

sanctioned with oul-of-pocket costs unless they have a referral from a Community Blue PPC provider. Sanclions are sel at a
level that gives members some limited flexibllly {o leave the network by choice without undue financlal hardship, bul retains

sufficient deterrent to make the nebwork effective, However, a member’s choice Is nol an issue related to access.
In certain limiled situalions members may have little choice but lo utllize the services of 2 non-network provider, Therefore,
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special provisions have been Incorporaled inlo the program to waive the sanciion requirement. Situations in which he sanclion

requirement will be waived are as follows:

. Emergency Care
The sanction will be waived for verified emerg
providers,

+  Speciaity Care
Sanclions do not apply lo services rendered by non-network providers if the services are not reasonably available

from Community Blue network providers within State Heallh Plan PPO access standards,

Sanctions also do not apply If members are referred oul-of-network. Oul-of-network services are paid at the In-
network fevel when a Communily Blue PPO physiclan refers the member to BCBSM approved providars and

completes a “TRUST Preferred Provider Organization (PPO) Program Referral Forny.

If hospitalizalion is recommended following a referral, the oul-of-network physician must contact the Communily
Blue PPO Physician. If admission to a non-nelwork hospital is necessary, the Community Blue PPO physiclan mus(

coemplete a “Physiclan to Hospltal/Hospltal to Hespltal” referral form.

' OQut-of-stale Care
BlueCard PPQ, a Blue Cross Blue Shield Assaciation program, allows members to receive services at in-natwork
benefit levels oul of state. BiusCard PPO refers members to lhe nearest Blus PPO provider or Blue pariicipating
provider if there are no PPO providers within State Health Plan PPO access slandards.

Members who are referred to out-ol-slate providers receive services at In-network benefit levels. Hoviever,
members who choose to receive services from a non-network provider out-of-slate vithout a referral will be

sanclioned with oul-of-pocket cosis,
Alihough the State Health Plan PPO has a stalewide network of providers and speciai provisions have besn incorporated in
the program io walve sanctions as describad above, members may reques! an “Access Walver”, which is a request to waive a
sanclion, Access Walver requests will be approved if BCBSM determines that access to Communily Blue PPO providers is nol

wilhin the following Stale Heallh Plan PPO standards:
Two primary care physicians within 15 miles of the member’'s home

* Two specialty care physicians wilhin 20 miies of the member's home
. One hospital within 25 miles of the member's home

BLUE CROSS BLUE SHIELD OF MICHIGAN

STATE HEALTH PLAN PPO
REQUEST FOR WAIVER OF OUT-OF-NETWORK COSTS

b
{Contract Holder's Name)
request walver of the out-of-network out-of-pocket cost when any member on my State Health Plan PPO recelves
services from providers who are not in the Blue Preferred network.

t am making this request because there Is no avaitable internist, famfly practitioner or general praciilioner in the Community
Blus PPO network within 15 miles of my home, and the non-network physician named bslow Is localed wilhin 15 miles of my

home,

ency care when rendered by non-nebwork providers or non-parlicipaling

Provider's Name

Provider's Address

Provider's Specialty

Conlract Holder's Narne

BCBSM Conlract Number

Confract Holder's Streef Address

Cily State ZIp
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Conlract Holder's Signature

Date

Wilness' Signalure*

Date
*Any adull age 18 or ofder can sign as a witness.
Blue Cross Blue Shield of Michigan Is an Independent licensee of the Blue Cross and Blue Shield Associafion,
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27
Standard Certificate - Effective 08/01/20+10
VISION CARE GROUP BENEFIT CERTIFICATE SERIES A80

Vision Services and Hearing , Form # 4770
BI3 Doc# 29148 ,,

Section 1: Information About Your Contract

ELIGIBILITY
Who Is Eligible to Receive Benefits

You, your spouse (this does nol include a person who marries a membear who has coverage as a surviving spouse} and your
children listed on your contract are eligible. You will need fo complete an application for coverage.

BCBSH will review your application for coverage to defermine if you, your spouse and your dependenis are eligible for
covarage. This delermination Is based upon the terms of your benefit plan, which Include this cedificate and any
undenvyriting policies lhat are in effect at the lime of your application.

NOTE:

I you, your group or someone applying for coverage on your behalf commills fraud or makes an intentional
misrepresentalion of material fact in compleling the application, your coverage may be rescinded as described on Page 1.4

underRescission.
Chlldren ate covered through the end of the calendar year in which lhey lurn 26 years of age If, and as long as, the
subscriber conlinues {o be coverad under this cerificate and the children are related to you by birth, mariage, legal

adoplion or lagal guardianship.

NOTE:

Your child's spouse and your grandchildren are nol covered under lhis cerlificate.

Disabled, unmarried children may remain on your coniract beyond the end of the calendar year In which they turn age 28 if

all of the following apply:
They are diagnosed as tofally and permanently disabled due to a physical condilion or menial retardalion and are

incapabla of self-susiaining employment.
They receive more than half of their support from you,
. The disabilily began before their 19th binthday.
NOTE:
Physician cerilfication, verifying the child’s disabilily and that it occurred priar fo the child's 1 obhirhday, must be
submitled 1o us by the end of the catendar year in which the child turns age 26.
You may also request group coverage for yourseif'or your dependents within 60 days of either of the following events:
Your Medicaid coverage or your dependents’ CHIP coverage (Children's Health Instrance Progratm) Is leiminated due
to loss of eligibilily. .

' You or your dependent becomes ellgible for premium subsidies,

You must nofify your employer or group if {here is a change in your family such as birth, divorce, death, efe, We must
receive notice from your employer or group within 30 days of the change so that any contract changes take sffect as of the
date of the evenf, Any change In rates resulting from conlract changes will take effect as of the effeclive date of the contract

change.
if a dependent becomes inefigible for coverage under-your conlract, as In the case of a divorce, that dependent may be
eligible for his or her own coniract. However, we must be nolifiedwlithin 30 days of the changein order lo provide conlinuous

coverage.

CANCELLATION

How to Cancel Coverage
Send your wrilten request to cancel coverage fo your employer or group, We must recelve I from your employer or group

+
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ithin 30 days of the requested cancellation dale. Your coverage will then be canceled on the next business day after we

receive notification.
Automatic Cancellation

[We will aulomatically cancel your coverage if:

Your group does not qualify for coverage under this certificate
+  Your group does not pay its bill on fime

You are serving a criminal sentence for defrauding BCBSM
You no longer qualify to be a member of your group”

Your group changes to a non-BCBSM health plan

+  We polonger offer this coverage

. Youmisuseyour coverage
Misuseincludes illegal or improper use of your coverage such as;

Altowing an ineligible person to use your coverage

Requesling payment for services you did nof receive .
that vsere not a benefil under this cerlificate, subject to

.
You fail to repay BGBSM for paymenis we made for services
your rights under the appeal process
You are salisfylng a civll judgment In a case Involving BCBSM

You are repaying BCBSM funds you received flegally

«  You no longer qualify as a dependent i
Your coverage will end on the last day covered by the Jast payment made by your group, employer, or remitting agent.

Rescission ,
We will rescind your coverage if you, your group or someone seeking coverage on your hehalf has:
Performed an acl, praclice, or omission that consiilules fraud, or

. Made an Intenticnal misrepresentation of material fact fo BCBSM or another parly,
oblaining or retaining coverage with BCBSM or the payment of claims under this o

NOTE:
Your coverage may be rescinded back to the effective date of your confract after we have provided you with prior nollce, if

lrequired under the faw. You will be required to repay BCBSM for iis payment for any services you received during this period.

CONTINUATION OF BENEFITS

Consolidated Omnibus Budget Reconciliation Act

COBRA s a federal law that affects all employers wilh 20 or more employees, It extends the opporiunily for conlinued group
coverage fo alt qualifled beneficiaries when such coverage Is losi due lo 2 qualifying event. This group confinuation option
must be'selected within 60 days of the qualifying event. If provides the following covarage at the covered member's expense:
18 months of coverage for an employee who is terminated, other than for gross misconducl, or whose hours are reduced

Coverage is extended to 29 months for all qualified bensficlarles If one member Is determined by the Soclal Security
Administration to be disabled at the time of the qualifylng event or within 60 days therealter
36 months of coverage for qualified beneficaries in case of the death of the employee, divorcs, legal separation, foss of

dependency siatus, or employee entitlement lo Medicare
COBRA coverage can be terminated because:

The 18, 29 or 36 months of COBRA coverage end

+  The required premium is not paid on lime '

The employer terminates Ils group heaith plan

The qualified beneficiary is entilled to Medicare coverage
The qualified beneficiary obtains coverage under a group health ptan untess the new health plan has pre-existing

condilion imltations thal apply (o the qualified beneficiary
Please contact your employer for more details about COBRA,

Section 2: What You Must Pay

This section explains the copayments you must pay for covered vision services.

Eye Exam

which results in you or a dependent
r anolher BCBSi carlificats.

+
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. Your copayment is $5.
No copayment Is required for a second examination by a physician when recommended by an optomelrist.

*

Prescription Glasses

«  Your copayment is $7.50
You pay one copaymend for both lenses and frames.
No copayment for eyeglasses obtained from a nonpariicipaling provider, but you are responsible for charges in

excess of our payment.

Contact Lenses

Your copayment is $7. 50 for medically necessary confact lenses
No copayment for prescribed but not medically necessary conlact lenses is required but you are responsible for

charges In excess of our payment.

Participating Providers

Wa pay participaling providers ihe approved amount minus your copayment for covered serwces

Nonparticipating Providers

We pay fixed dollar amounts for contacls, eyeglass ienses and frames obtained from nonpariicipating providers. These
amounts are listed at the end ofSaction 3. The amounts can bn less Ihan what we pay for services of pariicipating providers.

*

NOTE:
Because nonparticipating providers often charge more than our maximum payment level, our payment may be fess than the

amouni charged by the provider.

Section 3: Coverage for Vision Care Services

This section describes covered vision services to detect, improve or correct vision problems.

Frequency
We pay for the following once in any pﬂnoJ of 24 conseculive monihs:

' Cne eye examination
One pair of eyeglass lenses with or withoul frames;orohe pair of contact lenses,

Eye Exam

We pay for an eye exam by a physician or optometrist to determine he need for lenses {o correct or improve eyesight. The
examination must include the foliowing:

' History '

' Tesling of visual aculty

s External examinalion of ihe eye

. Binocular measure

' Opthalmoscopic examinations

+  Tonomelry {test for glaucoma) when indicated
Medication for dilaling the pupils and desensitizing the eyes for tonomefry, if necessary

. Summary of findings
If an optometrist recommends an examination by a physician, we pay for this examinalion.

The examinalion by the physician must be wilhin 80 days following the oplometrisl's examination,

Lenses _
We pay for oyegtass lenses when prescribed or dispensed by a physician, optomelrist or optictan,

' Lenses may be molded or ground, glass or plastic,
Lenses must be equal in quality to the first-qualily lens series made by American Opfical, Bausch & Lomb or Tillyer and

Univis.
The lens blank must meet Z80.1 or Z80.2 standards of the American National Standards Institute,

The lenses must be colortess or have Rose tinls #1 or #2 if therapeulically necessary. The provider may charge you for
additional tinfing other fhan for necessary Rose linls #1 or #2.
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The lens blank of a standard lens must not exceed 65 mm in diameler. The provider may charge you for the difference in

cost belween siandard and oversize lenses.
We pay for the following special lenses:
v Myodisc
. Lenticular myodisc
. Lenticular aspheric myodisc
«  Aphakic
' Lenticular aphakic

' Lenticular aspheric aphakic ’
W do not pay for aphakic lenses for aphakla {fack of natural lens). These may be covered by your hospilat-medical-surgical

ptan. .
We pay for prism, slab-off prism and special base cuive lenses when medically necessary,

Lens Insertion Fee

if you do nol recelve new framas, we pay fo have new lenses insered in your old frames,

Frames
We pay the provider's écqulsﬁion cost up to $14.75, plus a dispensing-fee, for standard eyeglass frames,

. If you sefect more expensive frames, the provider may charge you the difference belween lhe usual retail charge for

covered frames and the more expensive frames.

Contact Lenses

' Suitabliity Exam
A contact lens suliabilily examination determines whether you can wear contact lenses. The exam may include:
' Blomleroscopic evalualion
. Lid evafuafion
. Ophthalmoscopy
' Tear test
. Pupil evaluation
. Fluorescein evaluation
' Cornea evaluation

. Lens folerance tesis
The fee for the examination Js included in cur dispensing fee if you get contact lenses.

Ifit is determined lhat contact Jenses would not be suilable, we pay for the examinalion.

' Coentact Lenses

We pay the approved amount minus
considered medically necessary if;
They are the only way lo correct vision to 20/70 in the belter eye; o

They are the only effective freatment lo corred! keratoconus, irregular astigmatism or irregular corneal

curvaiure,
If prescription contact lenses are not needed for the above reasons, we pay up to $35 per pair,

Nonparticipating Providers
i you receive services from a nonparticipating provider, we pay the following:

. Vision testing examination
75 percent of the approved amounl, afier it has been reduced by your $5 copayment.

your copayment for medically necessary contact lenses. Contacl lenses are

. Eyeglass L.enses ’
Single Vision $13 per palr
Bifocal $20 per pair
Trifocal $24 par pair

Special Lenses 50 percent of the
providers, whichever is less.

provider's chargg or 75 percent of the average armount paid to participating
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Additional Charges

Plastic L.enses $3 per pair
Rose Tints #1 and #2 $3 per pair
Prism Lenses $2 per pair

. Eveglass Frames
Provider's charge up lo $14

. Contact l.enses
Medically Necessary $96 per pair
Prescribed, but not Medically Necessary $35 per pair
If only one lens is needed, we pay one half of ihe amount per pair.

Section 4: Vision Care Services Not Covered

We do nof pay for the following:

. Additional charges for;
v Lenses tinfed darker than Rose Tint #2

«  Anfi-reflective and photosensitive lenses
. Oversize lenses
v Sunglasses

. Medical-surgical lreaimenl
Medications adminislered during any service except an eye exam

Sarvices or malerials ordered before coverage began

¢ Services nol prescribed by & physician or opiometrist

Special services, such as orthoptics, viston fraining, fow (subnormal) visfon aids, aniselkonlc lenses and tonography
Replacement of broken or lost lenses or frames

Services covered by worker's compensatlon laws

Services received af a medical ¢llnic provided or mainlained by an employer

Services recsived as a result of an eye disease, defec! or injury due to an acl of war, declared or undeclared

Services available at nio cost to you or for which no charge would be made in the absence of BCBSM coverage

Charges for lenses or frames ordered white you were eligible for benefits but delivered more than 80 days afier coverage

ends
' Charges for complefing Insurance forms
Aphalic lenses when the palient [acks a nalural lens

. Charges for experimental or poor qualily services
Medically unnecessary services, glasses or contact lenses, uniess othenvise specified In (his cerlificate

Charges for cosmelic confact lenses {contacts that are nonprescribed and do not correct visual acuity)

Section 5: How Vision Benefits are Paid
Paying a Participating Provider

The participating provider submils a claim to us for the services you recsive,
. We pay the provider direclly for lhe coverad services.

A participaiing providermay bill youwhen:

. You receive a service nol covered by your confract
We deny a claim from a participating provider that was submitted more lhan 180 days after the dale of service because

you did not furnish needed informalion.
Paying a Nonparticipating Provider
You should expect o pay charges to a nonparticipating provider af the lime you receive lhe services. You should then submit

a clalm to us.
. if we approve the claim, we will send payment lo you.

NOTE:

L]
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Because nonparticipating providers often charge more than our maximumn paymenl level, our payment may be less than the

amount charged by the provider,

Out-of-State Providers

. An out-of-stale provider may require you to pay for services al the fime they are provided, if so, submit an itemized
statement o us for the services. We will payyouthe approved amouni.
+  Anouf-of-state provider may submit a claim. If so.the providerwill be paid the approved amount,

BlueCard? Program
If you receive covered services in another state from a BlueCard participating provider, the Host Plan will pay the provider the
uclible or copayment required under your BCBSM cerlificate.

amount required under Its coniract with the provider less any ded
After the Host Plan pays the provider, BCBSM relmburses the Host Plan the amount required under the BlueCard Program.

If the provider isnota BlueCard parilcipating provider, we will pay for out-of-stale services as descrlbed above, .
If your certificate requires a deductible, that amount will apply to services received outside of Michigan, If your cerlificale
requires a copayment, your copayment for services received oulside of Michigan wilt be calcutated using fhe designated

payment level,

NOTE:

Your deductible and copayment requirements are base
Plan processes your clalm for services.

The BlueCard Program wiil not apply if:

The services are not a benefit under this ceriificate

This cedlificale excludes coverage for services performed outside of Michigan or

The services are performed by a vendor or provider who has a coniract with BCBSM for those services

BiueCard Worldwide? Program

The BlueCard Worldwide Program assisis BCBSM members fraveling or living outside of the Uniled Siales in obtaining
medical care services; provides access to a worfdwlde network of health care providers; and includes claims support services,

BlueCard Worldwide Professional Services

Stibscribers are responsible for payment of alt professional services at the tims the servicss are rendered.
ples of e lemized bill and proof of payment with the clalm form. BCBSM will only pay for

d on your cerlificate and remain lhe same regardless of which Host

[

' Subscribers must provide co
covered services,

Section 6: General Conditions of Your Contract

This section lists and explains certain general conditions that apply to your contract, These conditions may make a

difference in how, where and when benefits are avallable to YOuL

Assignment

The services provided under this cerlificale are for your personal benefit and cannot be transferred or assigned, Any attempl fo
asslgn this contract vill aufomatically lerminate all youx rights under it. No right to payment from us, claim or cause of aclion
agalnst us may be assigned by you to any provider. We will not pay any provider except under the ferms of this contract,

Care and Services That Are Not Payable

We do not pay for the following care and services:

. These for which you legally do not have to pay or for which you would not have been charged if you did not have
coverage under this cerilficate ‘

' Those payable by government-sponsored heallh care programs, such as Wedicare, for which a member is eligible.

even If you have nol signed up to receive the benefits provided by such programs.

These services are not payable
However, care and services are payable If federal laws require the governmenl-sponsored program lo be secondary fo

lhis coverage.
Aty services not listed in {his cerfificate as being payable

Changes in Your Family
This requives you o complete an

We must be nolified by your employer or group wilhin 30 days of any changes in your family,
enroliment/change of status form with your employer or group. Any coverage changes will then take effect as of the dale of the
event. Changes include marriage, divorcs, blrth, death, adoption, or the start of milltary service, An enrolimeni/change of

stalus form should be completed when you have g change of address.
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Changes to Your Certificate
BCBSM employees, agenis or representatives cannot agree to change or add lo the benefits described in this cerificate.
Any changes must be In writing and approved by BCBSM and the Mlchigan Gommissioner of Financial and

Insurance Regulation,
We may add, limit, delete or clarify benefits by Issuing a rider. Keep any riders you receive with this cerlificate,

*

Coordination of Benefits

We wilt coordinale the benefils payable under this cerlificate Ppursuant to the Coordination of Benefits Act, Public Act No. 64 of
1984 (starling at MCLA 550.251). To the extent that the services covered under this ceriificale are also covered and payable
under anather group health care plan, we will combine our paymenl wilh that of the other plan fo pay the maximum amount we

would roulinely pay for the covered services.

Coverage Under Previous Contracts

This certificale replaces any previous contracts for vislon coverage you had with us.

Experimental Treatment
Services That Are Not Payable

We do nol pay for experimentat freaiment (including experimental drugs or devices) or services relaled fo experimental
treatment, excepl as explained under "Services That Are Pavable” befow. In addition, we do not pay for administralive costs

refaled to experimental lreatment or for research managemsnt.

NOTE:
This certificate does not limit or preclude the use of antineoplastic or off-label drugs when Michigan law requires thal these

" drugs, and the reasonable cost of lheir administration, be covered.
How BCB3SM Defernmines If a Treatment Is Experimental
The BCBSM medical direcior Is responsible for defermining whether the use of any service is experimental, For example the

service may be delermined lo be experimental when:
Medical literature or clinical experience is inconclusive as to whether the service is safe or effaclive for Irealment of any

condilion, or
It has been shown lo be safe and effeclive trealment for some condilions, bui there is inadequate medical liferalure or

clinical experience to support its use in reating the palient's condition, or
Medical Herature or clinical experience has shown the service to be unsafe or ineffective for freatment of any condilion,

or
’ There Is a wrilten experimental or investigational plan by the atending provider or another provider studying the same
service, or

It is being studied in an on-going clinlcal lrial, or
There is a wrilten informed consent used by the {realing provider in which the service Is referred to as expsrimental or

investigational or other than conventional or standard (realmem

NOTE:

" The medicat director may consider other faclors.
When avallable, the following sources will be considered in evaluafing whether a treatment is experimental under the above

criteria:
Scientific dafa, such as conlrofied studies in peer-reviewed journals or medical lilerature

Information from the Blue Cross and Blue Shield Association or other local or national bodies
- Infarmation from Independent, nongovernmental, technology assessment and medical review organizations
Information from local and national medical socleties, other appropriale professional socielias, orgaﬂizations, commiitees

or governmenial bodies
Approval, when applicable, by the Faod and Drug Administration (FDA), the Offi ce of Health Technology Assessment

{OHTA) and other governmental agencies
Accepted nalional standards of practice in the medical profession
Approval by the Institufional Review Board of the hospital or medical center

NOTE:
The medical direclor may consider other sources.

Services That Are Payable
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We do pay for experimental ireaiment and services refated to experimental {realment whenallof the following are mel:
BCBSM considers the experimental treaiment to be conventional freatment when used io treat another condition {fle., a
condition other than what you are currently being treated for).

The ireatment is covered under your cerlificates when it is provided as conventional treatment,
perimental freatmenl are covered under your certificates when they are related to

. The services related lo the ex
conventional treatment, ]
The experimental freatment and related services are p
with your provider {o determine whether a dlinical iriai |

rovided during a BCBSM-approved oncology dlinical trial {check
s approved by BCBSHM).

NOTE:
This cerlificale does not llmll or preclude the use of antineoplastic or off-label drugs when Michigan law requires that -

these drugs, and ihe' reasonable cost of thelr administration, be covered.

Limitations and Exclusions

This section of your ceriificate does not provide coverage for services not oltherwise covered under your certificates.
Drugs or devices provided lo you during a BCBSM-approved oncology clinlcal irial wili be covered only if they have been
er's condition, and to the extent

approved by the FDA, regardless of whelher lhe approval Is for frealment of the memb
they are nol normally provided or paid for by the spansor of the trlal or the manufacturer, distributor or provider of the

drug or device.

liiness or Injuries Resulting From War

Services are nol payable for the lrealment of an illness or injuries resulling from declared or undectared mifitary acts of war.

Improper Use of Contract

if you altow any Ineligible person to receive benefits (or Iry to receive benefits) under your conlract, we may:

' Refuse fo pay beneflls

. Cancel your contract

‘ Begin legal aclion agalnst you and

Refuse fo cover your vision care services al a later date

Notification
When we need to nolify you, we mail the notice to your employer or remitting agent or fo your mosi recent address we have in
our records, as appllcablal This fulfills our obligation to notify you.

Other Coverage

In certain cases, we may have pald for vision care services for you or your covered de

another persan, insurance company or organization. In these cases:
. You grant us a Hlen or righl of relmbursement on any money or olher valuable consideration you or your covered
Judgment, sellement, or otherwlse. You grant us ihe lien or right of

dependents or represenialives receive through a
reimbursemant regardless of 1) whether the money or other valuable consideration is designated as economic or hon-
economic damages, 2) whether the recovery is partial or complele, and 3) who holds the money or other valuable

' consideralion or where it is held. )
. Yot agree lo inform s when you hire an altorney to represent you, and fo inform your alterney of our righls under this

certificate

. You must do whalever is necessa
damages for personal injury.

. You must not seltle a personal |

recelved for thal injury. ‘
You agree to cooperate wilh us in our efforls lo recover money we pald on behalf of you or your dependents,

You acknowledge and agree that this cerlificate supeicedes any made whole docirine, collateral source fule, comimon
fund doctrine or other equitable distribution principles. .

Personal Costs

We will not pay for:
. Care, services, supplies or devices that are personal or convenience llems

¢ Charges to complete claim forms

Physician of Choice

pendents (hat should have been paid by

ry to help us recover the money we paid to reat the Injury that caused you fo ¢laim

njury claim without first obtaining our written consent if we paid for the treatment you
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You may continue lo receive services from the physician of your cholce.

Refunds of Premium

If we datermine lhal we must refund a premium, we wilf repay up to a maximum of two years of payments.

Release of Information

You agreelo pemmil providers fo refease informalion lo us. This can include medicat records and claims information related to

sarvices you may receive or have received,
We agreefo keep this information confidential, Consistent with cur Nolics of Privacy Praclices, this information will be used

and disclosed only as authorized by law.

Reliance on Verbal Communications

Verbal verification of a member’s eligibility for coverage or availability of bensfits Is not a guarantes of payment of claims. Al
claims are subject {0 a review of the diagnosis reporled, medical necessily verification, the availabifity of benefiis at the lime
the claim is processed as well as 1o the conditions, limitations, exclusions, maxirmums, deduciibles and copayments under

your coverage.

Right to Interpret Contract .
Buring claims processing and Infernal grievances, BCBSM reserves the right to interpret and adminisier the terms of this
certificale and any riders thal amend if. BCBSM's final adverse decisions regarding claims processing and grievances are

subject to your right to appeal under applicable law.

Services Before Coverage Begins or After Coveragé Ends

Linless otharwise staled in this certificate, we will not pay for any servicas, treatment, care or supplies provided befere your
coverage under this ceriificate becomes effeclive or afler your coverage ends, except for eyeglasses and contac! lenses

ordered before, but received wilhin 80 days afier coverage ends.

Time Limit for Legal Action |
Legal action against us may not begin later than fwo years afler we have received a complete claim for services, No action or
lawsuit may be started uniif 30 days after you nofify us that cur decision under the claim review procedura is unacceptable.

Unlicensed Provider
Bensfits are nof payable for vision care services provided by persans whoe are not legally qualified or licensed lo provide such
services,

What Laws Apply

This certificate will be interpreted under the laws of the slate of Michigan.

Workers Compensation

We do not pay for the trealment of work-refated injuries covered by workers compensation laws or for work-relaled services
you receive through a medizal clinic ar a similar faciiily provided or maintained by an employer.

Section 7. The Language of Vision Care
This section explains the terms used In your certificate.

Acquisition Cost

The actual cost of lenses and frames fo the provider.

Approved Amount

The lower of the billed charge or our maximum payment level for the covered service, Copayments andfor deduclibles, which
may be required of you, are subiracted from the approved amoun( before we make our payment.

BCBSM

Blue Cross Blue Shield of Michigan.
BiueCard? Program

A program that allows Blue Cross Blue Shield members to receive health care services in ofher states and have claims
processed by lhe Host Plan, subject lo Blue Cross and Blue Shield Associalion policies,

BlueCard Worldwide? Program
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A program that provides access (o a nelwork of inpatient facilities and medical assislance services worldwide, including
reterrals to professional providers for alt Blue Cross Blue Shield of Michigan members whose claims are eligible for processing

through the BlueCard Program,

Certificate
This book, which describes your benefil ptan,andany riders that amend the certificate.

Claim for Damages

A lawsuil against, or demand to, another person or erganization for compensation for an injury fo a person,

Contact Lenses

Contact lenses prescribed by a physician or optomeirist {o correct or improve vision, They are fited direclly to the patient's
gye. .

Contract
This certificate and any refated riders, your signed application jor coverage and your BCBSIM ID card.

Copayment .

The periton of the approved amount that you must pay for a covered service.

Dispensing Fee

The amount we pay a pariicipaling provider for dispensing eyeglass lenses and frames.

Effective Date

The day your coverage begins under this coniract. This date is established by BCBSM.

Exclusions ,
Siluations, conditions or services thal are not covered by (he subscribar's conlract,

Experimental Treatment
Treatment that has not been sclentifically proven te be as safe and effective for lreatment of the palient’s condilions as
conventional freatment, Somelimes i is referred to as "invesligational” or "experimental services.”

First Priority Security interest

The right fo be paid before any olher person from any money ar other valuable consideration recovered by:

«  Judgment or selllement of & legal actlon

. Seltlement nol due lo legal action

. Undisputed payment

This right may be invoked without regard for:

. Whelher plaintiffs recovery is pariial or complete
’ Who holds the recovery

' Where the recovery is held

Frames
Standard frames Into which two lenses may be filted.

‘Group

A collection of subscribars under one coniract. Generally, all members of a group are employed by the same employer. Cne
employer, however, may have different segments ar categories of employses working for the same employer, A group can
also include pariicipants of a trust fund that has been established {o purchase health care coverage pursuant fo collective

bargalning agreements

Lenses
Glass or plaslic lenses prescribed by a physiclan or oplometrist to correct or improve vision. They are fitled inie frames,

Lien
A first priority security interes{ ih any money or other valuable conslderation recovered by Judgment, selifernent or olherwise
up to the amount of benefits, costs and legal fees BCBSM paid as a resull of the plain(iffs Injuries.

http://be.bebsm.com:7188/ExplainerWeb/displaySourceDocument htm 2/8/2012




Source Document Display Page 11 of 13

Medically Necessary

Medical necessily Is the determination by physicians or optometrisls acting for BCBSH, based on criteria and guidelines
developed by physicians and oplomedtrisis for BCBSM, thal the service is appropriate and necessary for the condition.

NOTE:
in the absence of established criterfa, medical necessily will be determined by physicians or optomelrists according lo

accepled siandards and praciices,

Member

Any person eligible for health care services under this cerlificate. This means the subscriber and any seligible dependent listed
on ihe application, The member is the “patient” when recelving covered services,

Nonpatticipating Provider

A physician, eplomelrist or oplician who has not signed an agreement with BCBSM to padicipate in our vision care plan.

Off-Label

The use of a drug or device for clinical indications other than those stated in the fabeling approved by the federal Food and
Drug Adminisiralion,
Ophthalmologist

A licensed doctor of medicine or osteopathy who, within the scops of his or her license,
correclive lenses, . .

performs eye exams and prescribes

Optician
A person or organization that makes corrective lenges prescribed b
in the slate where the service Is performed,

Optometrist

A person licensed fo praclice optomslry in the slate where {he service Is provided.

Participating Provider
A physician, oplometrist or opifcan who has signed an agreement with BCBSM fo pariicipate in our vision care plan, The
provider accepts direct payment from BCBSM and accepts our payment plus your copayment as paymenti in full for covered

services,
Physician

A licensed doctlor of medicine (M.D.) or ostecpathy (D.0.} who, within the scope of his or her license, performs vislon lesting-
examinations and prescribes corrective lenses. An ophthalmelegist is a physician, Physicians may also be referred to as

"praciitioners.”

Plaintiff

The person who brings the lawsut or clalm for damages. The plainiiff may be the injured parly or & representative of the
Injured party.
Practitioner

A physician (a doctor of medicine or osteopathy) or a professional provider (a doctor of medicine or osteopathy) or other
professional provider who participates with BCBSM or who is on a BCBSM PPO panel, Praclitioner may also be referred to as

“participaling” or “panel® provider.

Professional Provider

One of the following:
. Doctor of Medicine

. Doctor of Osteopathy

' Cther providers as Identified by BCBSM

Professicnal providers may also be referred fo as "practitioners.”

Provider
A physiclan, optomelrist or optician that provides services related to vision care.

y a physiclan or oplometrist. The opfician must be ficensed
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Remitting Agent
Any individual or arganization Lhat has agreed, on behalf of the subscriber to:
. Collect or deduct premiums from wages or other sums owed to |he subscriber; and

' Pay the subscriber's BCBSM bill

Rider

A document that amends a certificate by adding, limiting, deleting or clarifying benefits.

Right of Reimbursement

The 1ight of BCBSIM lo make a claim agalnst you, your de
anolher parly responsible for benefits paid by BCBSM.

Subrogation .
The assumption by BCBSM of your right, or the right of your dependents or representalives, fo make a legal clalm against or
-lo receive money or other valuable consideration from another person, Instrance company or organization,

Subscriber

The person who slgned and submilled the application for coverage.

We, Us, Our

Used when referring o Blue Cross Biue Shisld of Michlgan,

You and Your

Used when referring fo any person covered under a subscribar’s conlract,

-Section 8: How to Reach Us

This section lists phone numbers and addresses to help you get information guickly. You may call us or visit our
BCESM Customer Service center,

To Call ,

iviost of our BCBSM Cusfomer Service lines are opan for calls from 8:30 a.m. {o noon and from 1 p.m. f0'6 p.m., Monday
through Friday. Please have your 1D card with your group and condract numbsrs ready when you call, .

Area code 248, 313, 586, 734, 810 or 947

pendents or representatives if you or Ihey have received funds from

Petroit.anin. 313-225-8100

Southeast Michipan tol-free...vu..,800-837-2227
Area code 231, 269 or 616

West Michigan toli-free. ..., 800-872-9797
Area code 517 or 989

Central Michigan toll-freg.ueen,..800-258-8000
Area code 906 '
Upper Peninsula foli-free.............800-562-7884
To Visit

BCBSM Customer Service centers are ocated throughout Michigan, Check the following list or visit our Web site
atwww.bebsm.comto find the center nearest you. The centers are open Monday through Friday.

Detroit .
600 E. Lafayelte Blvd., Detroit 48226
Downtown, three blocks narih of Jefferson al St. Antoine

Open from 8:30 a.m. to 5 p.m.
Flint

4520 Linden Creek Parkway, Suite A, Flint 48507
Open from 8:30 am. to 5 p.m.
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Grand Rapids
86 Monroe Cenler, NW., Grand Rapids 49503

Cpen from $a.m, {o 5 p.m,

Holland

151 Central Ave., Holland 49423

Open from @ a.m. o 5 pan.

Lansing

1403 Creyls Road, Lansing 48917

One-quarter mile south of 1-498, Creyls Road exit
Open from 8:30 a.m. {0 5 p.m.

Marquette

415 8. McClellan Ave., Marquetle 49855
Up on the hill

Open from 8:30 a.m. to 5 p.m.
Portage

8175 Craekside Drive, Sulle 100, Portage 49024
Open from 9 a.m. 10 5 p.m.
Southfield

27000 W. 11 Mile Road, Southfiefd 48034
Easi of Inkster Read on the first floor of Tower 300

Open from 8:30 a.m. (o 4:30 p.m.

Traverse City

1769 8. Garlield, Traverse City 49666
Across from Cherryland Center

Open from 8 a.m. {0 5 p.m.

Utica

6100 Aubum Road, Ulica 48317
Diagonally across from the AAA building

Opaen from 8:30 a.m. fo 5 p.m,

htip://be.bebsm.com: 7188/ExplainerWeb/displaySourceDocument. htm

Page 13 of 13

2/8/2012




Source Document Display Page I of 1

[} Show Back Matter Text

Slandard Rider - Effective 06/30/1998

RIDER PCO-MHS

Medical Services , Form # 4880
BI3 Doc # $8222

PRODUCT AND DEVELOPMENT SERVICES DEPARTMENT
COVERAGE SPECIFICATIONS

EFFECT ON COVERAGE
1. PRECERTIFICATION CARVE-OUT -~ MENTAL HEALTH SERVICES

B.Effect of adding this Rider

Rider PCO-MHS carves oul the precerlification functions for psychialric and subsiance abuse admissions from Green
Spring Health Services. A (hird parly other {han Gresn Spring performs lhis funclion. Criteria other {han Blue Chip will be
applied.

LIMITATIONS AND EXCLUSIONS:

Rider PCO-MHS willNOTbe available to:

«  members with Blue Preferred Plus coverage
’ members with Point of Services coverage

. members with HMO/BCN coverage
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7? .
Standard Rider - Effective 02/01/1995

RIDER HMN - HOSPITAL MEDICAL NECESSITY
Medlcal Services , Form # 5227 )

BI3 Dog # 1524,

IMPORTANT Keep This Rider With Your Certificate

Rider HiMIN HOSFITAL MEDICAL NECESSITY AMENDS ALL BCBSM GROUP BENEFIT CERTIFICATES WHICH
PROVIDE HOSPITAL CARE SERVICES (Excluding Denlal Care, Vision Care and Prescriplion Drug Progiam Cerificaies)

Rider HMIN amends the cerfificales named above to include and define the term medical necessily for hospital services
This rider is effective when you, your employer, or remitling agent Is nolified.

Blue Cross Blue Shield of Michigan

An Independent Licenses of the Blue Gross and Blue Shield Asseciation.

Your cerlificate is amended aé follows:

SECTION 1 : Definitions
Acute Care

Medical cars that reguires a wide range of medical, surglcal, obstetrical andfor pediatric services, It generally requires a
hospital stay of less than 30 days.

Appropriaie

The type; level and length of care or services needed to provide safe and adequate diagnosis and treatment. For inpatient
hospitaf stays, acute care musl be required for the patlent's condition because safe and adequale care cannot be provided in
an ouipaflient or olher less intensive medical setling.

Hospital

A facility which Is licensed and accredited as a hospitat and provides inpatient diagnostic and lﬁerapeuilc services 24 hows
every day for acutsly ilt medical, surgical and obstelric patients, The facility provides a professwnal staff of ficensed

physicians and nurses to supenvise the care of the palisnls.
Medical Necessity

A delermination which allows for payment of covered hospital services when all of lhe following conditions are mef;
The service Is for Ihe dlagnosis or trealment of an Injury, condition or diseass.

The service or reaiment is appropriate for the injury, condition or disease.
The service is not malnly for the convenlence of the member or health care provider.

The {reatment Is not generally regarded as experimental or investigational by BCBSM.
The service Is considered to be the generally accepled standard of practice by the BCBSM iedical Director or hisfher

agenls,

Service

Care, procedures and supplies performead or given by a properly licensed health care provider {o diagnose or treat medical

conditions.

SECTION 2: What We Pay

Subject o the remaining terms and condilions of your cerilicate, we will pay our approved amount for covered hospital
services that are medically necessary.
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SECTION 3: Limitations and Exclusions

We will not pay for inpatient hospilal services that can be provided safely in an oulpatient or office focation.
You may have 1o pay for medically necessary hospltal services if you de not inform the hospilal, efther at the time of your
admission or within 30 days afler your discharge, thal you are a BCBSM metnber.

GENERAL

Until further notice, all the terms, definilions, limitations, exclusions
Int full force and effect, except as provided in Rider HMN.

BLUE CROSS AND BLUE SHIELD OF MICHIGAN
Richard E,. Whitmer

President and Chief Executive Officer

Form No, 5227 Bureau Approved 2/95

» and condilions of your certificate and related riders remaln
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Custom Rider - Effective 01/01/2003

ASC PLAN MODIFICATION 1717 - STATE OF MICHIGAN

Medicat Services , Form # 5368
BRI Dac# 8894,

PRODUCT DEVELOPMENT SERVICE DEPARTMENT
COVERAGE SPECIFICATIONS

EFFECT ON COVERAGE

1. HEARING CARE

B. Effect Of Adding This Modification

This modification WAIVES the 36-month frequency fimit in Instances where the member's hearing loss
changes significanily. As a result, when a significant hearing loss occurs, BCBSM will pay for a binaural
hearing ald and the related covered services even in cases where I's been legs than 36 months since the
patient obfained histher Jast hearing ald.
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77
Standard Rider - Effective 09/01/1992
RIDER RAPS - REIMBURSEMENT ARRANGEMENT FOR PROFESSIONAL SERVICES

Medical Services , Form # 7469
BI3 Doc & 2232,

IMPORTANT Keep This Rider With Your Certificate

Rider RAPS REIMBURSEMENT ARRANGEMENT FOR PROFESSIONAL SERVICESAMENDS ALL BCBSM GROUP,
NON-GROUP, AND GROUP CONVERSION BENEFIT CERTIFICATES

Rider RAPS amends lhe certificales named above o provide a payment arrangement for services rendered by professional
providers. -

it does nof amend Master/Major Medical Supplemental Cerllficates, Dental Care, Vision Care or Prescription Drug Program
Ceriificates.

This rider is effective when you, your employer, or remitling agent is nolified.

Blue Cress Blue Shieldof Michigan

An Independent Licensee of the Blue Cross and Blue Shield Associafion,

Your cerificate fs amended as follows:

SECTION 1: Definitions
Approved Amount

The lower of the billed charge or our maximum payment level for the covered service,

BCBSM

Blue Cross and Blue Shield of Michigan.

Medically Necessary

A servics must be medically necessary in order {o be covered. The definition of medically neceséary applies fo physicianA

services,

Medical necessily for payment of physician services .
Determination by physicians acling for BCBSM, based on criteria and guidslines developed by physicians for BCBSM

who are acling for their respeclive provider lype and/or medical spzciaily, that:

lhe covered servics is accepled as necessary and appropriate for the patient's condition, it Is nof mainly for the
convenience of the member or physiclan.

in the cass of diagnostic tesling, the resulls are essentlal fo and are used in the diagnosis andfor management of

the palient's condition,

NOTE:
Inn the absence of established criteria, medical riecessity will be determined by physicians according to accepted

standards and practices,

Physician

The lerm includes those providers lisled under the definilionProfessional Provider.
Non-participating Provider

) FAny provider who has not signed an agreement with us to accept our payment for covered services as payment in full, A non-
participaling provider, however, may agrea o accept our payment as payment in full on a per claim basis.
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Participating Provider

Any provider who has signed an agreement with us to accept owr payment for coveraed services as payment in full.

Professional Provider

A doctor of medicine (M.D.), doclor of osteopalhy {D.0),
psychologist,

We, Us, Our

Used when referring to Blue Cross and Blue Shield of Michigan,

You and Your

Used when referring lo any person covered by the subscriber's contract,

SECTION 2: Payment Arrangement for Professional Provider
Setrvices

We will pay the approved amount for each medically necessary
may be required in the amended cedificales and related riders.

+  Parlicipating Provider )
A parlelpating provider will submit a claim to us for the sarvices you recelve. We will pay the provider direclly for covered
services that are medically necessary. The provider will accepl our payment as payment in fuli,

A particlpating provider may biil you in the following limited situations:

you receive a service nol covered by your confragt, or

you recsive a service determined not to be medically hecessaryandyou agree, in wiilingbeforethe service is

provided, to pay for it, or

we deny a claim for a covered service because

claim In a timely manner.

. Non-pariiclpating Provider
When you recelve services from a non-parficipating provider, you should expect to pay the charges at the fime you
recelve care. ILis then your responsibilily to submit a claim fo us. If we approve the claim, we will send the payment
directly to you. Because non-parlicipating providers may charge more than (he approved amount, our payment fo you
may sometimes be less than the amount charged by the provider.

In lhose Inslances when a non-participating provider agrees lo parficlpate on a “per claim" basls, lhe provider will:

submil a clalm to us for lt_]e service or servicas you recelve, and
accepl our payment as payment In full for medically necessary covered sarvices,

chiropractor (D.C.), podiatrist (D.P.M.), and fuily licensed

covered service, less any deductibles andfor copaymenls that

¢

you failed to glve the provider informaticn necessary fo file the

GENERAL

Untit further notice, all the terms, definitions, limitations, exclusions, and condilions of your cerlificate and related riders remain
in fult force and effect, except as otherwlse provided in Rider RAPS. _

BLUE CROSS AND BLUE SHIELD OF MICHIGAN

Rlchard E, Whitmer

President and Chief Execufive Ofiicer

Form No. 7469 (A) Bureau Approved 9/92
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7?
Standard Rider - Effective 02/01/2008
RIDER HC (A) - HEARING CARE

Medical Services , Form # 7572
BI3 Doc #2247,

IMPORTANT

KEEP THIS RIDER WITH YOUR CERTIFICATE
RIDER HC {A) HEARING CARE

AMENDS
ALL BCBSHK GROUP BENEFIT CERTIFICATES
{excluding Prescription Drug, Dental Care, Vision Care, Master Medical and Medicare supplemental benefit

certificates)

Rider HC (A) amends the ceriificales named above lo provide coverage for hearing aids and cerfain other hearing care
services every 36 mornlhs.

This rider is effective when you, your employer or remitting agent fs notified.

Blue Cross Blue Shieldof Michigan
A nonprofit corporation and independent licensee of the Blue Gross and Blue Shield Association

Your cerlificale is amended as follows:

SECTION. 1: Definitions
Approved Amount

The lower of the billed charge or our maximurn paymenl level for the covered service.

Audiologist |
A professional who is licensed or legally qualified in the state in which services are provided to perform audiomelric and
other prosedures fo assist in the diagnosis, ireatment and management of individuals with hearing loss or balance problems,

They may dispense and fit haaring aids as part of a comprehensive rehabliitative program.

Audiometric Examination
A procedure to evaluate the patient’s hearing and measure hearing loss.

Binaural Hearing Aids

Two electronic devices worn by the patlenl to amplify sound and improve hearlng in both ears,

Conformity Test

A follow-up visit to the physiclan-specialist, audiologist or hearing aid dealer who
patient received the prescribed hearing aid and to evaluate Iis sffectiveness.

Ear Mold

A device made of soft rubber, plastle or nonallergenic materials, vented or nonvented, that Is filted o the ouler ear canal and
pinna of the patfent.

Hearing Aid

An elecironic device worn by the pafient 1o amplify sound and Improve the patlent's hearing. A hearing ald may Include an
ear mold, If necessary.

Hearing Aid Evaluation Test

A series of subjective and objeclive lests fo determine what model and make of hearing aid should be prescribed to Improve

prescribed {he hearing aid to verify that the
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the patlent's hearing.
Hearing Aid Dealer .

A person licensed to perform audiomelric examinations, hearing ald evaluation tests and conformily tesls and o seil
prescribed hearing aids,

Medical Evaluation

A precedure performead by a physician lo evaluale the cause of hearln
improved with a hearing ald.

Monaural Hearing Aid

A single eleclronic device worn by the patient lo amplify sound and improve hearing in one ear.

Nonparticipating Providers

Physicians and other heallh care professionals or facilities that have not signed a participation agreement with BCBSM o
accepl the approved arnount as payment in full for covered services.

Participating Providers

Physicians and olher health care professionals or facilities that have signed a parlicipation agreement with BCBSH (o
accepi the approved amount as payment in fuli for covered ssrvices,

Per Claim Participation

Available lo some nonparticipating providers when (hey elec! to accepl the approved amount for specific covered services
as payment in ful. )

Physician-specialist

A licensed doctor of medicine or osteopathy who is also board cedified or board eligible as an ofologlst, ofofaryngologist or
physician-specialist determines whether a patient has a hearing loss and whelher such loss can be

g loss and to defermine if the hearing foss can be -

otorhinofaryngologist, A
offset by a hearing aig,

Provider ,
A physician-speclalist, audiologist or hearing aid dealer who provides services or supplies refaling to a possible hearing loss.

SECTION 2: What You Must Pay
samination) performed by a physiclan-

You must oblaln a medical evaluation (sometimes called a medical clearance e

specialist before you raceive your hearlng aid, The madical evalualion Is not a benéfit under the hearing care program, so you
must pay for this examination unless your medical coverage provides for office visits.
fa bhysician-specialist is not accassible, your primary care doctor may perform the medicat evaluation.

if you selec! a digitally-controlled programmable hearing devics, you may be responsible for charges that exceed the cost of a

covered hearing aid.
Oulside of Michigan, the Blue Cross and Biue Shield
services. In that case you may be responsible for cha

SECTION 3: What We Pay
Pairticipating Providers

In Michigan and outside of Michigan where Biue Gross and Blue Shield plan confracts with providers for hearing care
services, we pay the approved amoun for hearing aids and related covered services only when oblained from participating

providers.
Nonparticipating Providers

We do not pay for services parformed by nonparticipaling providers unless both the following occur:
The services are performed oulside of Michigan, ‘

The lecal Blue Cross and Blue Shieid plan does not contract with providers for hearing care services
ed services when oblained from nonparicipating

planin & particular state may not contract with providers for hearing care
rges that exceed BCBSM's approved amount.

In fhis case, we pay lhe approved amous for hearing aids and related cover
providers. Your pravider may participate with BCBSM on a per claim basis.
If the provider will not submit a claim for your covered services, you may submit a detailed receipt to BCBSiW. We will pay you

the approved amount.
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SECTION 4: Covered Services

We pay the approved amouni for:
-« Anaudiomelric examinalion thal
Is perlormed by a paricipating physician-specialist, audiclogist or hearing ald dealer
Includes tests for measuring hearing perception relating o air conduclion, bone conduction, speech receplion
ihreshold and speech discrimination
. Includes a summary of ﬁ_ndings
A hearing aid evaluation test and a conformity test

. Prescribed by a physiclan
' Performed by a participating physician-specialist, audiclogist, or hearing aid dealer

. A monaural or binaural hearing aid that must be
Designed {o be worn In the ear, in the ear canal, behind the ear {including air conduction and bone conduchon

lypes) or on ihe body
Prescribed by a participaling physician-specialist, audiologist, or hearing aid dealer based on the mosi recent

audlomeiric examinalion and hearing aid evaluation test
The make and model prescribed by the parlicipating physician-specialist, atidiologist, or hearing aid dealer

Dispensed by a pariicipaling hearing aid dealer when services are obtained in Michigan

SECTION 5: Limitations and Exclusions

We will pay for the audiomelric examinafion, hearing aid evalualion, conformlty lesls and a hearing aid once every 36 months.
Wa will consider providing additional hearing care benefits if a physician-specialist sends us dosumenlation of severe hearing
loss that has oceurred within 36 months. An exaraple of severe hearlng loss would be when a persen wearlng the hearing aid

cannot distinguish normal speech 25 percent of the lime.

The follpwing are not payable;
Services performed by nonparticipating providers In Michigan and outside of Michigan where the Blue Cross and Blue

Shield plan contracts with providers for hearing care services

. Medical or surgical ireaiment

. Drugs or other medicalions

The tiat and lesling of different makes and rodels of hearing aids when the tests are not supported by the results of the

mosi recent audiometric examinalion

A medleal evaluation by a physician-specialist {o delermine possible hearing loss

Hearing aids ordered while you are a BCBSM member, bul delivered more than 60 days after coverage ends

v Charges for audiomelric examinations, hearing aid svalualion tesis, conformily lests and hearing aids lhat are pot
necessary, accoerding lo professionally accepled standards of practice, or which are not prescribed by the physician-
speciafisi

’ Gharges for spare hearing aids
Replacemeni of hearing aids that are lost or broken, unless you have not used {his benefit for at least 36 months

+

»

' Replacemenl parts for and repairs of hearing aids
Any charges that exceed our approved amount for covered hearing alds il you obtain digltally-controlled programmable

hearing devices
Examinalions related lo medical-surgical procedures such as tonslillectomies or myringotomies

Two hearing alds ordered on different dales. These are rof considered binaural hearing aids.
Hearlng alds that do nol meet Food and Drug Administration and Federal Trade Commission requiremenls

GENERAL

Unlil further nolice, all of the terms, definitions, limilations, excluslons and conditions of your cedificale and related riders
remain in full force and effect, excepl as otherwise provided in Rider HC (A).

BLUE CROSS BLUE SHIELD OF MICHIGAN

Daniel J. Loepp
President and Chief Executive Officer
Form No. 7572

Bureau Approved 02/08
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Cuslom Rider - Effective 04/01/20056
ASC PLAN MODIFICATION 2441 - STATE OF MICHIGAN

Medical Services , Form # 8241
BIS Doc # 75896,

PRODUCT DEVELOPMENT AND MANAGEMENT
DEPARTMENT COVERAGE SPECIFICATIONS -

EFFECT ON COVERAGE
1. DURABLE MEDICAL EQUIPMENT, PROSTHETIC & ORTHOTIC AND MEDICAL

SUPPLIES

B.Effect Of Adding This Modification

Under (his modificalion, BCBSM willonlyadminister beneflls for DME, P&0 and medical supplies that meet one or more of
the followlng parameters,

. Services rendered by out-of-state providers

‘ Home infuslon therapy services

s Oplical-relaled sevices

' Fee-for-service items
Services reported In any locationexceptlocation 4 (NOTE: Location 4 is the patient's home.)

Benefils for services thatl denotmeet the above paramelers will be administered by another carrier selected by the account,

Benefils thal have a DME, P&O or medical supply component (such as ouipalient dlabetes management, etc.) are also

subject tolhe same parameters cited earller. If these claims meet one or more of the criteria, then BCBSM will be
responsible for the clalim. However, if the services donotmeet aliher of the criteria, then the account’s selected vendor wili

be responsible for the clalm.

2. CASE MANAGEMENT

B.Effect Of Adding This Modlfication ,
This medificalionREMOVESthe coordinated care management program andREPLACESIt with BlueHeallh Connection.
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Custom Rider - Effective 10/01/2005
ASC PLAN MODIFICATION 2585 - STATE OF MICHIGAN ACTIVE EMPLOYEES

Medical Sérvices , Form # 8507
BI3 Doc # 79525,

PRODUCT DEVELOPMENT AND MANAGEMENT
DEPARTMENT COVERAGE SPECIFICATIONS

EFFECT ON COVERAGE

1. CHIROPRACTIC CARE

B.Effect Of Adding This Modification

This modificationREMOVESthe previous member cost-sharing provisions for ALL chiropractic care (including physfcal

therapy and xrays) andREPLACESIt with the followlng:

' Chiropraclic office vislls and spinal manipulations performed by aPANELprovider will be sublect {0 a $10 member
copayment for each covered procedure, The panel deduclible will NOT e imposed, When chiropractic office visiis and
spinal manfpulations are performed on the same day by the samePANELprovider, and bolh services are payabie
however, only one $10 copay is applicable, The 24 visit maximum remalns in place.

. Physical therapy {raction procedures and xrays performed by a PANEL provider wilt continue to be paid at 100% of the
approved amounltafter lhe panel deduciible has been met.

' Chiropractic office visits, spinal manipulations, physical therapy iraction procedure, and xrays performed by
aPANELprovider will be subject to the non-panel deduclible ($500/$1000) and 10% member copayment that typically
applies to most other non-panel services.
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Custorn Rider - Effective 10/01/2008
ASC PLAN MODIFICATION 4258 - STATE OF MICHIGAN

Medlcal Services , Form # 858A
BI3 Doc # 2601349,

EFFECT ON COVERAGE

1. Emergency Room Visits

B, Effect of Adding this Modification

This modificalion IMPOSES a $50 copayiment for facllily only emergency room visits whether performed by a panel or non-
panel provider. The $50 copayment Is waived If the palient is admitted to any hospital within 72 hours of the emergency,

2. Fixed Dollar Copayment

B. Effect of Adding this Medification

This modificafion INCREASES the copayment to $15 for the following benefits when rendered by a panel provider:
v Office Visits

s Office Consullations

. Chiropractic Office Visils

»  Chiropraclic Spinal Manipulation

N Urgent Gare Visits

. Medical Eye Exams

» __Medical Hearing Exams

http://bc.bebsm.com:7188/ExplainerWeb/displaySourceDocument.him 2/812012




Source Document Display : Page 1 of 1

[} Show Back Matier Text

Custom Rider - Effective 01/01/2006

ASC PLAN MODIFICATION 2723 - STATE OF MICHIGAN

Medical Services , Form # 8709
Bi3 Doc# 81004,

PRODUCT DEVELOPMENT AND MANAGEMENT
DEPARTMENT COVERAGE SPECIFICATIONS

EFFECT ON COVERAGE

1. PREVENTIVE SERVICES

B.Eifect Of Adding This Modlflcation

This modification; '

’ iNCREASESthe annual preventive care maximum to $1500 per member

. EXCLUDEScolonoscopies and chlldheod immunizations, {through age 16) from the annual benefit maximum; and

. ALLOWScelonoscopies and childhood immunizations, (through age 16) 1o be covered when performed by a non-
panel provider

{Ali other preventive services are not covered when performed by a non-panel provider)

2. PHYSICAL, OCCUPATIONAL AND SPEECH THERAPY

. B.Effect Of Adding This ModIfication

This modification INCREASESthe benefit Iimit for Physical, Occupational and Speech Therapy to 90 visils per membsr, per
calender year.
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Custom Rider - Effective 01/01/2000

ASC PLAN MODIFICATION 4398 - STATE OF MICHIGAN

Madical Services , Form # 998A
BI3 Doc# 2002034,

COVERAGE SPECIFICATIONS
EFFECT ON COVERAGE

1. Panel Deductible Requirement

B.Effect Of Adding This Modification

This modificalionINCREASESthe panel deduclible to$300per member, not fo exceed$600for a family.
2. Non-Panel Deductible

B.Effect Of Adding This Modification
This modificationlNCREASESthe non-pane! deductible 10$600per member, not lo exceed$1,200for a family.
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Your Beneiit Guige

STATE HEALTH PLAN



Welcome

Welcome to the State Health Plan PPO, a self-insured benefit plan administered by Blue Cross Blue Shield
of Michigan under the direction of the Civil Service Commission.

The CSC is responsible for implementing State Health Plan PPO benefits and future changes in benefits,
BCBSM will provide certain services on behalf of CSC through an administrative-service-only contract. Your
benefits are not insured with BCBSM, but will be paid from funds administered by CSC.

This benefit book is designed to help you understand your State Health Plan PPO coverage. Please take
the time to read it. Make sure you understand what services are covered and when you are responsible for -

out-of-pocket costs.

Your copayments are as follows:

: Copayment as of
Benefit Oct. 1, 2008
In-network office visits: $15°
¢ Physician office visit
» Office consultations
o Chiropractic spinal manipulations
s Chiropractic office visit
» Urgent care visit
¢ Medical hearing exam
* Medical eye exam
Emergency room $50
{waived if admitted}

Your deductibles are as follows:

Deductible as of In-network Out-of-network
Jan 1, 2009 _

Individual $300 $ 600

Family $600 $1200:

If you have any questions about your State Health Plan PPO coverage after reading this book, please call the
BCBSM State of Michigan Customer Service Center. The toll free number is 800-843-4876. Our customer
service representatives are available Monday through Friday from 8 a.m. to 6 p.m., excluding holidays.

This document is not a contract, Rather, it is intended to be a summary description of benefits, Every effort has
been made to ensure the accuracy of this information. However, if statements in this description differ from the
applicable coverage documents, then the terms and conditions of those documents will prevail.
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How to reach us

You can call, write or visit the Blue Cross Blue Shield of Michigan State of Michigan Customer Service Center
1en you have benefit and claims handling questions.
To help us serve you better, here are some important tips to remember:

» Have your ID card handy so you can provide your contract and group numbers. If you are writing, include
this information in your letter.

* To ask if a particular service is covered, please have your physician provide you with the five-digit
procedure code. If your planned procedure does not have a code, please obtain from your provider a

complete description of the service. Please also include the diagnosis.
* To inquire about a claim, please provide the following:

— Patient’s name

— Provider's name {such as the doctor, hospital or supplier)

— Date the patient was treated

- Type of service (for example, an office visit)

— Charge for the service
When writing to us, please send copies of your bills, other relevant documents and any correspondence
you have received from us. Make sure you keep your originals,

* Include your daytime telephone number on all of your letters.

<alling
Our customer service hours are Monday through Friday from 8 a.m. to 6 p.m. We are closed on holidays.

In and outside MICRIGAN ... e s 800-843-4876

Special servicing numbers
ANti-Traud ROtHNG uiviiiiit i e e e bbb aa st

Hearing-impaired CUSTOMETS ... oiiiiiiiiiii i e e
BIUESAfE™ ROthNE it ieriis et ee s er e e e e s are e s ae e e s eea e rare s aaeeeeeas 877-BLUESAFE (258-3723)
BlueCard®......ccooevveicnenns ettt Eeereeiaeeateeteeatenat et eaaetaae e b basee e renbe et rEbeanenrenReeerens 800-810 BLUE (2583)
BlueHealthConnection™ ...t rea e e s e e rsr bt e e st r e e e et e e an et aeaate s 800-810 BLUE {2583)
Human organ transplant program.. ... s 800-242-3504
Conversion coverage servicing departMent ... s sasss s s 888-642-2276
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Writing

Please send all correspondence to:

State of Michigan Customer Service Center
Blue Cross Blue Shield of Michigan

PO. Box 80380 - WRAP |
Lansing, Ml 48908-0380

Visiting

Our Customer Service Center is open Monday through Friday from 8:30 a.m. to 5 p.m.. We are closed

on holidays.

BCBSM State of Michigan Customer Service Center

1405 S. Creyts Road
Lansing, M

Additional walk-in offices:

Alpena
135 W. Chisholm St.

Detroit
500 E. Lafayette Blvd.

Flint
4520 Linden Creek Parkway
Suite A '

Grand Rapids
86 Monroe Center NW

Holland
259 Hoover Blvd., Suite 160

Jackson
1000 N. Wisner St., Suite 5

Mt. Pleasant
1620 S. Mission

Marquette
415 S. McClellan Ave.

Internet access
Blue Cross Blue Shield of Michigan Home Page
Anti-fraud

Muskegon
The Pointes
1034 E. Sternberg Road

Portage
2255 W. Centre Ave.

Port Huron
2887 Kraft Rd., Suite 200

Saginaw
4300 Fashion Square Blvd., Suite 100

Southfield
27000 W. 11 Mile Road

Traverse City
1769 S. Garfield Ave,

Utica
6100 Auburn Road

bchsm.com
bcbsm.com
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-~ Your ID card

Your BCBSM ID card is your key to receiving quality health care. Your card will look similar to the one below.

" ™
/ s A Blte Cross \ EL v becbsmecom
j v Blue Shield ~Use ol this card is sublect 1a teyms of applicebla contracts, certficates, and riders. User
ef Mickigan fccnéégtgﬁl;&»e;e!ease 1o and by 8CBSM of all madical and other information necessary
S ) ar siness purpasas.
@ - Q <Unauthorized use of lﬁs carg may fesul in cancefiation of bengfts, eririna] prosecuton,
- and repayment, [°you suzpect frdudulen activity, pleass calt 1-800-482-37487,
Errollea Hama ) -sj!us gé?::sdEtsa Shiekd u!-ﬁzchfgan is zn independant l:censee of the Blee Cross and
lug acizten, -
VALUED CUSTOMER State Health «For 2/ pasis HOSPITALMEQICAL, o8 your local BCBS plan. For 2l ether claims, bdl
an tug Cross Biue Shield of Mich'gan &t o Lakrpette - Detroit, Mf 48231.2508, .
Enrolles 1D Plan PPO Bins Cones Bioe Bhield of etigsh 21 600 €. La Detot Mi
MIGBB8688858 ’ You and the POWER of Bluel
RxBIN 003585 ..
52“81%08“:;!‘,77 : AYPCN 23615 Customer Inguiries:
- i Customer Service: 1-B00-834-4676
N For partidpating providers wihen
travebng, 1-800-810-BLUE {2533} ..
PPO|,
. J \ J

The numbers on your personal ID card will be different from the ones illustrated above.

The suitcase tells providers about your travel benefits.
Enrollee Name is the subscriber. All communications are addressed to this name.

Enrollee ID. This is your identification number. The subscriber is the person who signed and submitted the
application for State Health Plan PPO coverage.

¢ The alpha prefix preceding the contract number identifies the type of coverage you have PPO. '

Your Blue Cross Blue Shield of Michigan ID card is issued once you enroll for coverage. It lets you obtain’
-~rvices covered under the State Health Plan PPO. Only the subscriber’s name appears on the ID card.
_swever, the cards are for use by all covered members.

Here are some tips about your 1D card:
¢ Carry your card with you at all times to help avoid delays when you need medical attention.

+ If you or anyone in your family needs a card, please call the BCBSM State of Michigan Customer Service
Center for assistance.

¢ Call the BCBSM State of Michigan Customer Service Center if your card is lost or stolen. You can still
receive service by giving the provider your contract number to verify your coverage.

Only you and your eligible dependents may use the cards issued for your contract. Lending your card to
anyone not eligible to use it is illegal and subject to possible fraud investigation and termination of coverage.
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Explanation of benefits

You will receive an Explanation of Benefit Payments form each time we process a claim under your contract
number. The EOBP is not a bill, It is a statement that helps you understand how your benefits were paid.

it tells you:
¢ The family member who received services

* Who provided the service, the payments made and any amount saved by using a participating provider
under Summary of Balances

* Helpful information about BCBSM programs
* Service dates, charges, payments and any balance you may owe under Detaif on Services

Please check your EOBPs carefully. If you see an error, please contact your provider first. If they cannot correct
the error, call the BCBSM State of Michigan Customer Service Center.

If you think your provider is intentionally billing us for services you did not receive or that someone is using your
BCBSM ID card illegally, contact our anti-fraud toll free hotline. Your call will be kept strictly confidential. By
working together, we can help keep health care costs down.
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Eligibility guidelines

You are eligible to enroll in the State Health Plan PPO on the first day of the bi-weekly payroll period following
wur first day of employment or submission of your enroliment form, whichever is later if:

* You are a State employee
* You have an appointment of at least 720 hours

You are not eligible to enroll if you have a non-career appointment.

Applying for coverage

You may apply for health care coverage when you meet State Health Plan PPO requirements for eligibility. You
may enroll yourself and your eligible dependents before or within 31 days after your eligibility date.

An eligible employee who is not enrolled but is covered by the enrollment of a spouse or parent may enroll
before or within 31 days after termination of the spouse’s or parent's coverage. The effective date of coverage
is the first day of the pay period after the date of termination or after enrollment, whichever is later.

Changing coverage

You can make mid-year enrollment changes to your coverage based on a family status change. These changes
occur if you or your dependents lose or need coverage because:
¢ You move outside your health maintenance organization's service area
* You get married or divorced _
~ You may enroll a new spouse within 31 days of your marriage; the effective date will be the first day of
the pay period in which you were married if you notify you're the Ml HR Service Center during the first
pay period. If notification is received within 31 days of the marriage but after the first pay period, the
effective date of the insurance is the first day of the next pay period after notification. :

— Or you may newly enroll in health coverage if you lose insurance coverage as a result of a divorce.
{Note: a former spouse’s eligibility for State-sponsored insurance coverage will end on the date of

your divorce.)

« An eligible child by birth, legal adoption or legal guardianship
~ You may add a new dependent to your insurance coverage within 31days of acquiring that dependent
through birth, adoption, or legal guardianship. The effective date will be the date of birth, adoption,

legal guardianship or move.
¢ Your spouse begins or ends employment
s Your spouse changes from part-time to full-time {or vice versa) or takes an unpaid leave of absence
resulting in a significant change in your coverage
» There is a significant change in your or your spouse’s coverage through your spouse’s non-State of Michigan
employer plan
¢ Your dependent 19- to 25-year-old child has returned to school
New dependents that are not enrolled within 31 days of the qualifying event can be enrolled during the
next open enrollment period.
The effective date for any other family status change will be the first day of the payroll period following the
family status change or after enroliment, whichever is later.

Open enrollment period

Muring open enrollment, you can:
s Enroll in the State Health Plan PPO if you are not already enrolled

* Add eligible dependents
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Canceling coverage
The cancellation effective date will be the last day of the last payroll period in which a premium is paid. Your

coverage under the State Health Plan PPO will automatically terminate:

* When you are no longer eligible
o On the last day of the last payroll period for which you made a required premium contribution

» When the entire group contract is discontinued

Dependent coverage
Eligible dependents include your spouse and any of your unmarried children untif the day before they turn 19.

In addition to being unmarried, children must meet the following conditions to be considered eligible:

e Your child by birth, legal adoption, or legal guardianship.

s In the case of legal adoption, a child is eligible for coverage as of the date of placement, Placement
occurs when you become legally obligated for the total or partial support of the child in anticipation.

o Step-child for whom you have physical custody (i.e., the step-child lives with you at least 50 percent of
the time as stated in a current divorce decree} and for whom you provide at least 50 percent of their
support,

» Foster child placed in your home by a state agency or the court.

Your children from the age of 19 until the age of 25 who are enrolled in an accredited educational

institution and for whom you provide at least 50 percent of their support.

Continuing coverage for dependent children
Under certain circumstances, you can continue coverage for dependent children past the age of 19.  your
coverage is still active but your dependent child no longer meets the eligibility criteria outlined above, your

dependent child can remain on your coverage if he or she is:

* Unmarried and between 19 and 25 and

s Enrolled in an accredited educational institution and for whom you provide at least 50 percent of their support.
This coverage will continue until the day before the child turns 25 if he or she remains eligible. Coverage for

these dependents will be the same as yours.

Continuing coverage for incapacitated children
Incapacitated children are those who are unable to earn a living because of mental retardation or physical

disability and must depend on their parents for support and maintenance.

If your enrolled dependent is an incapacitated child, your coverage for this child will continue beyond age 19 as
long as he or she became incapacitated before age 19, continues to be incapacitated and your coverage does

not terminate for any other reason.

To ensure uninterrupted coverage for your incapacitated child, you must apply for continuation within 31 days
after the child turns 19. To apply for continuation coverage, contact your personnel office for a BCBSM

application form.
Mail the completed form to:

Blue Cross Blue Shield of Michigan
Attn: Senior Medical Analyst — Mail Code B419

600 E. Lafayette Bivd.
Detroit, Ml 48226
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Dependent exclusions
You cannot claim a dependent on your coverage if he or she is:

e |n the armed forces — Individuals who are called to active military duty are eligible for coverage under
TRICARE effective with the date of active duty orders.

¢ Already covered on another State of Michigan Health Plan — No person can be covered on more than

one State of Michigan Health Plan.

Canceling dependent coverage
Your dependent’s coverage will automatically terminate:

s When your dependent no longer meets the definition of an eligible dependent (You must immediately
notify the Ml HR Service Center if you divorce. Ex-spouses are not eligible for coverage.)
e When your dependent becomes eligible for coverage as an employee

s When the entire group or the group dependent contract is discontinued

= \When your coverage terminates

If we are notified more than 30 days after the date of the event, the change to your contract will be delayed,
which may cause errors when your claims are processed. Please remember to report any membership changes

to the Ml HR Service Center promptly so these changes can be reflected on your records.
If you fail to give timely notice, you may be liable for any payments made.

Eligibility guidelines by BCBSM on behalf of your dependent for medical services that have been provided
subsequent to the date of the event.

ual eligibility
If you and your spouse are both covered by State Health Plans (retiree or active, including State-sponsored
HMO options), you may:
* Maintain separate coverage through your individual plans
s Enroll in one plan, with one of you as a dependent

If you choose to maintain separate coverage, your child or children can only be listed on one plan, not both.
This applies even if you are divorced. Should you or your spouse separate from State service, take a leave of
absence, or be laid off, the departing employee may be enrolled as a dependent on the remaining employee's

State Health Plan PPO coverage, providing the remaining employee:
¢ Continues to meet eligibility requirements
» Was covered as a dependent of the departing employee or was enrolled separately as an employee

» Notifies the Ml HR Service Center of his or her intent to transfer enrollment prior to the departure of the
spouse from State service Once you return to work, you must wait until the State's next open enroliment

period before you may transfer your coverage back into your own name.
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Continuing health care coverage
When your enrollment or your dependent’s enrollment in the State Health Plan PPO has been canceled, you or

your dependents may be eligible for continuation or conversion of certain benefits.

Continuing coverage under COBRA
If your coverage is terminated, you and your dependents may be eligible for continuing coverage under the
federal law known as COBRA. You can continue coverage for up to 18 months if your coverage is terminated
because:

¢ You were suspended

* Your work hours were reduced (this includes PT/PI furloughs)

* You were terminated (this includes deferred retirement) unless the termination was for gross misconduct

Dependents can continue coverage for up to 36 months if they are:
* Spouses who lose coverage because of divorce or legal separation
¢ Children who no longer meet dependent eligibility requirements under the State Health Plan PPO
* Surviving dependents who will lose group coverage in the case of your death State Health Plan PPO
coverage will automatically continue for dependents who are to receive an immediate monthly pension

benefit from the State of Michigan upon your death. If your dependents are not going to receive a
monthly pension benefit following your death, their coverage will end 30 days following your death.

COBRA notification and application

To continue coverage under any of the above qualifying events, you or your dependents must pay the full
monthly premium, including the share that was paid by the State, directly to the COBRA program. {Notify the
MIHR Service Center of a divorce, legal separation or when a dependent child is no longer eligible. For all
other qualifying events, you and your dependents will be notified of the right to continue coverage.)

In any case, to arrange COBRA payments, please submit an Application for Continuation of Insurance Benefits
(form CS-1767), to the Michigan Civil Service Commission. The form must be submitted within 60 days from the
date of your qualifying event or the date coverage ends, whichever is later and whichever applies.

The address for the Employee Benefits Division is:

Michigan Civil Service Commission
Employee Benefits Division

P.O. Box 30002

Lansing, Ml 48933

This continuation opportunity will end if an application is not submitted on a timely basis or the full COBRA
premium is not paid.

Continuing coverage while on layoff

If you are on layoff, you can also continue State Health Plan PPO coverage for up to 36 months by paying the

full monthly premium (including the share that was paid by the State) directly to the State. For the first two pay
periods after layoff, you can pre-pay your share of the bi-weekly premium by having it deducted from your last

pay check. The State will contribute its share.

To continue coverage after the pre-paid period, submit an Application for Continuation of Insurance Benefits
(form CS-1767) to the Employee Benefits Division within 60 days of the date your coverage ends.
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Continuing coverage while on a leave of absence

If you are on a leave of absence, you can continue State Health Plan PPO coverage for you and your

dependents for up to 18 months by paying the full monthly premium (including the share that was paid by the
ate) directly to the State. However, if you are receiving wage replacement benefits under the State’s Long

Term Disability Plan, a health insurance premium rider will cover your premium in full for up to a maximum of

six months — but only while the LTD benefit is being paid.

Please remember to subinit an Application for Continuation of Insurance Benefits (form C5-1 767) to the
Employee Benefits Division within 60 days of the qualifying event or the date your coverage ends, whichever is later.

Continuing coverage when you retire
If you retire before the end of a given month, and your pension is to begin the first day of the next month, your
coverage as an active employee continues to the end of that month. Your coverage as a retiree begins the first

day of the next month, when your pension begins.

Continuing coverage under BCBSM group conversion
BCBSM's individual coverage, called group conversion, is available to you and your eligible dependents either:
o As an alternative to COBRA when you first become eligible for COBRA
o At the end of the COBRA eligibility period if you made all the required payments during that period .
Benefits for you and your eligible dependents will change under group conversion coverage, but there will be

no interruption of coverage provided you pay the initial and subsequent bills. You and your dependents must
be Michigan residents for at least six months out of each year to be eligible for this type of coverage.

To ensure continuous coverage, please submit a written request for group conversion coverage to BCBSM
within 30 days from the date you are no longer eligible for State Health Plan PPO coverage or within

: months before COBRA coverage ends.

For additional information on how to apply for BCBSM conversion coverage, please call our individual coverage
servicing department at 888-642-2276. Customer service representatives are available Monday through Friday,

8 a.m. to 6 p.m.

- Certificate of creditable coverage

The Health Insurance Portability and Accountability Act of 1996 requires all health plans to provide a certificate
of creditable coverage to any individual who loses health coverage. The certificate rules help ensure that
coverage is portable, which means that once a person has coverage, he or she can use it to reduce or eliminate

any pre-existing condition exclusion periods that might otherwise apply when changing coverage. When your
coverage through your employer ends, you will receive a certificate of coverage.
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Choosing a network provider

To receive care with the lowest out-of-pocket costs, choose providers from the BCBSM Community Blue/Blue
Preferred PPO Network. The network is made up of physicians, hospitals and other health care specialists who.
have signed agreements with BCBSM to accept our approved amount as payment in full for covered services.

When you receive services from a PPO network provider, your out-of-pocket costs are limited to in-network
deductibles and copayments. You do not have to choose just one provider, and you do not have to notify us

when you change physicians.
To find PPO providers, call the BCBSM State of Michigan Customer Service Center, and ask for assistance in
locating PPO providers in your area. Or visit bcbsm.com.

What happens if your PPO physician leaves the network

Your physician is your partner in managing your health care. However, physicians retire, move or otherwise
cease to be affiliated with our PPO network. Should this happen, your physician will notify you that he or she

is no longer in the PPO network. If you have difficulty choosing another physician, please contact the BCBSM
State of Michigan Customer Service Center for assistance. If you wish to continue care with your current
physician, a customer service representative will explain the financial costs to you when services are performed

by a physician who is no longer in the PPO network.

Non-network providers |
When you receive care from a provider who is not part of the PPO network, without a referral from a PPO
provider, your care is considered out-of network. For most out-of-network services, you have a 10 percent

copayment and a higher deductible. Some services, such as your preventive care services, are not covered

out-of-network,

They are not PPO, but they are still Blue

if you choose to receive services from a non-network provider, you can still limit your out-of-pocket costs if the
provider participates in BCBSM's Traditional plan. When you use BCBSM participating providers:

* You will not have to submit a claim. The provider will bill us directly for your services.

¢ You will not be billed for any differences between our approved amount and their charges.

Remember, some services, such as your preventive care services, are not covered out-of-network.

Nonparticipating providers

Nonparticipating providers are providers who are not in the PPO network and do not participate in any BCBSM
plan. If you receive services from a nonparticipating provider, in addition to the out-of-network deductible and
copayments, you may also be responsible for any charge above BCBSM's approved amount. That is because
providers who do not participate with the BCBSM may choose not to accept our approved amount as payment

in full for covered services. You may also be required to file your own claim.
When you use nonparticipating providers, we will send you our approved amount, less the out-of-network

deductible and copayments. You are responsible for paying the provider. Some services, such as your
preventive care services, are not covered when you use nonparticipating providers.

Non-PPO hospitals and facilities
i you choose to go to a non-PPO hospital or facility when you have adequate access to a network hospital, the
State Health Plan PPO will pay 90 percent after your deductible. You will be responsible for the difference.
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Nonparticipating hospitals and facilities
If you choose to go to a nonparticipating hospital when you have adequate access to a network hospital, the
State Health Plan PPO will not cover the charges.

Exceptions to the rule
Out-of-network deductibles and copayments will be waived if you do not have adequate access to a PPO

provider. Adequate access is defined by how far you live from PPO providers and hospitals.

The State Health Plan PPO access standards are:
+ Two family care physicians within 15 miles of your home
» Two specialty care physicians within 20 miles of your home

e One hospital within 25 miles of your home

BlueCard PPO

When you need medical care outside of Michigan, you can receive in-network benefits by using the BlueCard®
PPO program. BlueCard PPO providers bill their local Blues Plan for any covered services you receive and will
accept the approved amount or negotiated price as payment in full. You are only responsible for applicable in-
network deductibles and copayments and for services not covered by the State Health Plan PPO.
if you need emergency medical care, please seek care immediately from the nearest hospital or physician.
Otherwise, just follow these steps:
1. Call 800-810-BLUE (2583) any day of the week. You will be given the name of the nearest PPO physician
or hospital. :
2. Show your BCBM ID card to the provider. Remind him or her to include the MIG alphabetical prefix on all
of your claims. :
3. Pay the applicable deductibles and copayments required by the State Health Plan PPO.
if you are in one of the few areas without Blues PPO or participating providers, you will not be expected to pay
any out-of-network copayments or deductibles. However, you may need to submit itemized receipts directly to

us if you receive services from a non-network provider.

BlueCard does not include prescription drugs, dental, vision and hearing services.

Care out of the country

The State Health Plan PPO will only pay for services for emergency and unexpected illness for residents of the
United States traveling in foreign countries. In addition, coverage applies only if:

e The hospital is accredited.

e The physician is licensed.

Most hospitals and doctors in foreign countries will ask you to pay the bill. Try to get itemized receipts,
preferably written in English. When you submit your claim, tell us if the charges are in U.S. or foreign currency.
Be sure to indicate whether payment should go to you or the provider. We will pay the approved amount

for covered services at the rate of exchange in effect on the date you received your services, minus any

deductibles or copayments that may apply.
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Your State Health Plan PPO benefits

Under the State Health Plan PPO, covered services and supplies are called benefits. The payment allowed for
benefits is called the approved amount. BCBSM determines the approved amount. Applicable deductibles and

copayments are deducted from the approved amount.

Payment of your State Health Plan PPO benefits is based on a fiscal year beginning October 1 and ending
September 30. Your deductible is based on a calendar year beginning January 1 and ending December 31.

Dollar maximums
Covered services are limited to a lifetime dollar maximum of $5 million per member. This does not include
human organ transplants, which have a separate dollar maximum. The dollar maximum for human organ

transplants is $1 million per transplant.

Out-of-pocket costs

For most covered services, you are required to pay a portion of the approved amount through deductibles

and copayments.

Deductibles
Deductibles are out-of-pocket costs you are required to pay before benefits are payable for covered services.
There are different amounts for individuals and families. When one individual has met the deductible, benefits

are payable for covered services for that individual, Services for the remaining family members will be paid
when the full family deductible has been met.

Deductible amounts are determined by whether you receive services in- or out-of-network. Deductibles are
applied to one or the other, but not both. Your in- and out-of-network deductibles are noted below.

Deductibles are required each year.

Deductible In-network Qut-of-network
Individual $300 ' $ 600 -
Family $600 $1200

Any amount you pay toward your in-network deductible during the fourth quarter (October through December)
will carry over and be applied to your in-network deductible the following year.
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Copayments

After you have met your deductible, you are responsible for copayments with one exception. There are no

required deductibles for in-network office visits. There is a deductible for office visits out-of-network. Only the
5 copayment applies to in-network office visits. As with deductibles, copayment amounts are determined by

whether you receive services in- network or out-of-network. Copayments are applied to one or the other, but

not both.

Copayments | In-networlc*

Out-of-network*

Fixed-dollar | $15 for office visits:

* Physician office visit

» Office consultations

» Chiropractic office visit

¢ Chiropractic spinal manipulations
o Urgent care visits

* Medical hearing exams

» Medical eye exams

Not applicable. There is no fixed-dollar
copayment for out-of-network services

$50 for emergency room care {waived if admitted)

: $50 for emergency room care (waived if admitted)

Percentage | 10% for:
+ Private duty nursing
» Acupuncture

10% for most services including office visits

*Services without a network are covered at the in-network level.

Annual copayment maximums

"~y are only required to pay a certain amount in copayments each year:

Out-of-pocket maximum | In-network Qut-of-network
Individual $1000 $2000
Family $2000 $4000

However, certain copayments and other charges cannot be used to meet your copayment maximum. These

copayments and other charges are:

Fixed-dollar copayments

Charges in excess of our approved amount

Deductibles
Charges for noncovered services

Private duty nursing copayments Deductibles or copayments required under other
BCBSM coverage
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Medical necessity for hospital services
Unless otherwise specified, a service must be medically necessary in order to be covered by the State Health

Plan PPO. Medical necessity for the payment of hospital services requires that all of the following conditions
be met:

* The covered service is for the treatment, diagnosis or symptoms of an injury, condition or disease.
¢ The service, treatment or supply is appropriate for the symptoms and is consistent with the diagnosis.

» "Appropriate” means the type, level and length of care, treatment or supply and setting that are needed
to provide safe and adequate care and treatment.

¢ For inpatient hospital stays, acute care as an inpatient must be necessitated by the patient’s condition
because safe and adequate care cannot be received as an outpatient or in a less intensified medical

setting.
* The services are not mainly for the convenience of the member or health care provider.

* The treatment is not generally regarded as experimental or investigational by BCBSM.

e The treatment is not determined to be medically inappropriate by the Utilization Management and
Quality Assessment programs.
In some cases, you may be required to pay for covered services even when they are medically necessary.
These limited situations are:
* When you do not inform the hospital that you are a BCBSM member at the time of admission or within
30 days after you have been discharged

e When you fail to provide the hospital with information that identifies your coverage

Pain management

BCBSM considers pain management an integral part of a complete disease treatment plan. We provide
coverage for the comprehensive evaluation and treatment of diseases, including the management of symptoms
such as intractable pain that may be associated with these diseases. Your health care benefits provide for such

coverage and are subject to contract limitations.
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Hospital coverage

F What you pay for covered services
' In-network Qut-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network 100%
deductible

Inpatient hospital benefits
Your coverage includes the following inpatient hospital services for unlimited days at a PPO network hospital:

¢ Room and board - Includes:

The cost of a semi-private room
The use of special units such as intensive, burn or cardiac care

Meals and special diets
General nursing care

The cost of a private room is not covered. If you request a private room, your coverage will pay for the cost of a
semi-private room and you will be required to pay the difference.

o General medical care days — You have an unlimited number of inpatient days available for the diagnosis
and treatment of general medical conditions. This includes admissions for;

Maternity and nursery care — Includes delivery room costs, birthing center services, and routine
nursery care for a newborn during an eligible mother's hospital stay.

After the hospital stay, the newborn is covered as a dependent child, but only if you add the child to
your coverage within 31 days of birth.

Under federal law, BCBSM generally cannot 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
96 hours following a cesarean section. However, the attending physician may, after consulting with the

- mother, discharge the mother or the newborn earlier. BCBSM also cannot require a provider to obtain

authorization for prescribing a length of stay not in excess of the 48-96-hour minimum.

Cosmetic surgery — Includes correction of birth defects, conditions resulting from accidental injuries,
deformities resulting from certain surgeries, such as breast reconstruction following mastectomies.

Dental surgery — Includes removal of impacted teeth or multiple extractions only when a concurrent
hazardous medical condition, diagnosed by a physician, exists. The inpatient stay must be considered
medically necessary to safeguard the life of the patient during the dental surgery.

 Diagnostic and radiology services — The following diagnostic and radiology services are covered during

a hospital admission:

State of Michigan Employees State Health Plan PPO

CAT and MR! scans — Includes scans of the head and body when required for eligible diagnoses and
when performed in a facility approved by BCBSM.

Diagnestic tests — Includes EKGs, EMGs, EEGs, thyroid function tests and nerve conduction studies
required in the diagnosis of an iliness or injury.

Therapeutic radiology — Includes radiological treatment by X-ray, isotopes or cobalt for a malignancy.

Diagnostic radiology — Includes ultrasounds and X-rays required for the diagnosis of an illness or injury.
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» Hospital services and supplies — The following services and supplies are covered during a hospital
admission when needed:

Anesthesia — Includes administration, cost of equipment, supplies and the services of a hospital

anesthesiologist when billed as a hospital service.

Blood services — Includes blood derivatives, blood plasma and supplies used for administering the
services as well as the cost of drawing and storing self-donated blood intended for scheduled surgery.

Laboratory and pathology tests — Includes laboratory tests and procedures required to diagnose
a condition or injury when billed as a hospital service.

Drugs — Includes biologicals and medicines prescribed and given during a hospital admission.

Durable medical equipment -— Includes items such as oxygen tents, wheelchairs and other hospital
equipment used during the hospital stay.

Medical and surgical supplies — Includes gauze, cotton and solutions used during the hospital
admission.

Prosthetic and orthotic appliances — Includes items surgically implanted in the body, such as

heart valves,

Special treatment rooms — Includes operating, delivery and recovery rooms.

Outpatient hospital benefits
The following services are covered when performed in the outpatient department of a PPO network hospital or,

where noted, in a freestanding facility approved by BCBSM.

* Pre-admission testing — Testing must be performed within seven days before a scheduled hospital
admission or surgery. These tests must be medically appropriate, valid at the time of admission and must
not be duplicated during the hospital stay.

o Professional ambulance services — Ambulance services are covered if the destination is the nearest
medical facility capable of treating the patient’s condition.

The service must be:
— Medically necessary because transport by any other means would endanger the patient’s health

— Prescribed by a physician {when used for transferring a patient)
— Provided in a vehicle qualified as an ambulance and part of a licensed ambulance operation

Air or water ambulance is also covered if it is medically necessary, ordered by the attending physician
and the patient’s emergent condition requires air or water transport rather than ground ambulance. The
transport must be to the closest facility that can treat the patient. Air or water ambulance providers must
be licensed to provide air or water ambulance services and not as a commercial air carrier.

Your coverage does not pay for transportation for the convenience of the patient, the patient’s family or

the preference of the physician.
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¢ Chemotherapy — Treatment is payable in a hospital, in the outpatient department of a hospital, in a
physician’s office or in the patient's home. Benefits include the administration and cost of drugs when

they are:

Ordered by a physician for the treatment of a specific type of disease
Approved by the Food and Drug Administration for use in chemotherapy

Provided as part of a chemotherapy program

Benefits also include three follow-up visits within 30 days of your last chemotherapy treatment to monitor the

effects of chemotherapy.

o Sterilization — This benefit applies to both males and females. A medical reason is not required.

¢ Termination of pregnancy

e Infertility treatment — Infertility treatments are not included. This includes the following services:

Specific fertility treatments or procedures including inpatient and outpatient surgical procedures, labs

and radiographs

Treatments and diagnostic tests for infertility problems
Artificial inseminations

Embryo transfer

Experimental/investigational fertility services
Invitro-fertilization

Reversal of voluntary sterilization

Services associated with excluded services

» Hemodialysis — Hemodialysis services are covered to treat acute kidney failure and end stage renal
disease. Patients can receive treatment in the inpatient or outpatient department of a hospital, in a
licensed facility or at home. (For more information on home hemodialysis services, see the Alternative to

Hospital Care section of this book.}

Coverage for ESRD dialysis services is coordinated with Medicare. It is important that individuals with
ESRD apply for Medicare coverage regardless of age. The State Health Plan PPO is the primary payer for
up to 33 manths, which includes a three-month waiting period, if the member is under 65 and eligible for

Medicare solely because of ESRD.

State of Michigan Employees State Health Plan PPO
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e Physical, occupational and speech therapy - Your physical, occupational and speech therapy services
are payable when provided in the outpatient department of a participating hospital.
Services are limited to a combined maximum of 90 visits per calendar year.
— Physical therapy is the use of specific activities or methods to treat disability when there is a loss
of neuromusculoskeletal function due to an illness, injury or following surgery. It must require the
assistance and supervision of the appropriate licensed therapist and be:

» Prescribed by the patient’s attending physician
» Designed to improve or restore the patient’s functioning level after a loss in musculoskeletal

functioning due to an illness or injury ,
» Provided for a condition that is capable of significant improvement in a reasonable and generally

predictable period of time

Examples of covered services are:
» Therapy prescribed to restore musculoskeletal functioning
» Therapy used in conjunction with a treatment program to accelerate the healing of an acute injury

or illness involving the muscles or joints

Physical therapy is also covered when provided in:

» Qutpatient participating physical therapy facilities

» Physicians' offices

» Independent licensed physical therapists' offices

» In the home if part of a home health care treatment plan

Occupational therapy is a rehabilitative service that uses specific activities or methods to:

» Develop, improve or restore the performance of necessary neuromusculoskeletal functions affected
by an iliness, injury or following surgery

» Help the patient learn to apply the newly restored or improved function to meet the demands of
daily living

Speech and language pathology services are rehabilitative services that use a specific activity or

method to treat speech, language, and swallowing or voice impairment due to an illness, injury or

following surgery.

Your benefit covers therapy for:

Nondevelopmental speech disorders, which are characterized by a communicative loss caused by

trauma or organic conditions such as aphasia following a stroke or dysphonia resulting from vocal

cord surgery .

Severe congenital and developmental speech disorders, which are characterized by severe

communicative deficits as a result of congenital (present at or existing from birth) and

developmental conditions, for children age 6 and under

Your coverage for physical, occupational and speech therapy does not pay for:
» Long-standing, chronic conditions such as arthritis
» Massage therapy

» Health club membership or spa membership
» Developmental conditions or learning disabilities for members over the age of 6

» Congenital or inherited speech abnormalities for members over the age of 6
» Inpatient hospital admissions principally for speech or language therapy

»

»
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Other outpatient hospital benefits

| What you pay for covered services

]

|

In-network Out-of-network Nonparticipating 1

| $50 $50 $50 |
! {waived if admitted) (waived if admitted) {waived if admitted) |

s Emergency medical care — The initial exam and treatment of accidental injuries or conditions in an
emergency room are covered when determined by BCBSM to be medical emergencies. This includes
both professional and facility services. Treatment must occur within 48 hours of the injury or 72 hours of

the medical emergency.

Routine care for minor medical problems such as headaches, colds, slight fevers and back pain is not
considered emergency care. Also, follow-up care is not considered emergency care. :

What you pay for covered services
In-network : Out-of-network ' Nonparticipating
$15 10% after annual out-of-network 100%
deductible

s Urgent care services — Non-emergent treatment is covered under the health plan as a benefit and
includes services at independent urgent care clinics, after-hour physician group practices and some PPO
hospitals and their affiliated urgent care locations.

Medical necessity for physician services

\less otherwise specified, a service must be medically necessary to be covered by the State Health Plan PPO.
wiedical necessity for physician services is determined by physicians acting for their respective provider types or
medical specialty and is based on criteria and guidelines developed by physicians and professional providers.

It requires that:
s The covered service is generally accepted as necessary and appropriate for the patient's condition,
considering the symptoms. The covered service is consistent with the diagnosis.

o The covered service is essential or relevant to the evaluation or treatment of the disease, injury, condition
or illness. It is not mainly for the convenience of the members or physicians.

e The covered service is reasonably expected to improve the patient’s condition or level of functioning.
In the case of diagnostic testing, the results are used in the diagnosis and management of the patient’s care.

The BCBSM determination of medical necessity for payment purposes is based on standards of practice
established by physicians. '
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Physician and other professional services
Preventive services

i What you pay for covered services

in-network Out-of-network Nonparticipating
$0 up to the yearly dollar maximum 100% 100%
of $1,500

Your coverage pays for the preventive services listed below when they are received from in-network PPO
providers,

¢ Health maintenance exam —- This includes a comprehensive history and physical exam. It also includes
the following laboratory and radiology procedures when performed as a routine screening:

— Chemical profile
Complete blood count

I

Urinalysis
Chest X-ray
- EKG

o Annual gynecological exam — Covered one per calendar year

* Pelvic/gynecoclogical exam screening — Covered one per calendar year
* Pap smears — Covers laboratory services for one routine Pap smear per calendar year

¢ Well-baby and child care
¢ Colorectal screenings — One every 10 years
* Prostate specific antigen screening — One per calendar year

¢ Fecal occult blood test — Every year beginning at age 50
* Flexible sigmoidoscopy -— Every five years beginning at age 50
» Hepatitis C screenings — There is no age limit.

¢ Immunizations — Age 17 and over

What you pay for covered services

fn-network Out-of-network Nonparticipating

$0 10% 100%

¢ Colonoscopy — One every 10 years
e Double contrast barium enema — Every five to 10 years beginning at age 50

¢ Digital rectal exam — One every five to 10 years beginning at age 50
» Mammography (annual screening) — One per calendar year, no age limit
* Flu shots — There is no age limit on flu shots. Also covered when given by a visiting nurse agency or

health department. Flu Mist is not covered.
* Pneumococcal shot — One per lifetime. There is no age limit. Also covered when given by a visiting

nurse agency or a health department.
* Childhood Immunizations — Birth to age 16
¢ Hepatitis B shot
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Surgical services

What you pay for covered services
In-network Out-of-networlk Nonparticipating

10% after annual out-of-network | Annual out-of-network deductible
deductible - plus the difference between the
BCBSM approved amount and the
provider's charge

Annual in-network deductible

Surgery is covered inpatient and outpatient, in the physician’s office and in ambulatory surgical facilities.
Multiple surgeries (two or more surgical procedures performed by the same physician during one operative
session) are subject to the following payment limitations:

¢ When surgeries are through different incisions, the State Health Plan PPO pays the approved amount for
the more costly procedure and one half of the approved amount for the less costly procedure.

e When surgeries are through the same incision they are considered related and the State Health Plan PPO
pays the approved amount only for the more difficult procedure.
Participating providers accept these approved amounts as payment in full. However, nonparticipating providers
may bill you for the difference.

Cosmetic or reconstructive surgery is covered only for the correction of the following:

¢ Birth defects

» Conditions resulting from accidental injuries
+ Deformities resulting from certain surgeries, such as breast reconstruction following mastectomies

-east reconstruction surgery is covered for:
e Reconstruction of the breast on which the mastectomy was performed
e Surgery and reconstruction of the other breast to produce a symmetrical appearance
o Prostheses and treatment of physical complications at all stages of the mastectorny, including lymphedemas
Dental surgery performed on an inpatient basis is covered only for the removal of impacted teeth or

raultiple extractions. The patient must be hospitalized for the surgery because a concurrent medical condition,
diagnosed by a physician, exists. The inpatient admission for the dental surgery must be considered medically

necessary to safeguard the life of the patient.

Benefits are limited to services performed by an MD or DO, including anesthesia services, and services billed
by the facility. Dental procedures performed by a DDS must be billed to the dental program.

Cataract surgery and first lens implants are covered.

Voluntary sterilization for both male and female patients is covered regardless of medical necessity.

Termination of pregnancy is also covered.
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Additional surgical services covered
Technical Surgical Assistance ~~ TSA is a covered benefit for certain major surgeries that require surgical

&
assistance by another physician. TSA is covered inpatient and outpatient, and in approved ambulatory

surgery facilities.

* Anesthesia — Services for giving anesthesia are payable to a physician other than the operating or
assisting physician, and to certified registered nurse anesthetists. We do not pay for local anesthetics.

* Some medical surgeries performed by a DDS

Inpatient medical care

What you pay for covered services

In-network Out-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network | Annual out-of-network deductible
deductible plus the difference between the

BCBSM approved amount and the
provider’'s charge

When you receive inpatient or skilled nursing care, you are covered for an unlimited number of medical care
visits by a physician for general medical conditions that are not related to surgery or maternity care.

Inpatient consultations

What you pay for covered services

In-network Out-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network | Annual out-of-network deductible
deductible plus the difference between the

BCBSM approved amount and the
provider’s charge

Medical consultations are payable when your physician requires assistance in diagnosing or treating a medical
condition because a special skill or knowledge of the consulting physician is required.

Emergency care

What you pay for covered services
In-network Out-of-network Nonparticipating
$50* $50% $50*

* Waived if admitted.

Your coverage provides payment for the initial examination of accidental injuries and conditions determined by
BCBSM to be medical emergencies. Initial examination must occur within 48 hours of the injury or 72 hours of
the medical emergency. Services in addition to the initial examination will be subject to in-network deductible
and coinsurance. Nonparticipating providers may bill you the difference for additional services.
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Diagnostic and radiation services

What you pay for covered services

In-network

Out-of-network

Nonparticipating

Annual deductible

10% after annual deductible

Annual out-of-network deductible
plus the difference between the
BCBSM approved amount and the
provider's charge

Your benefits include physician services for diagnostic and radiation services to diagnose and treat disease,

illness, pregnancy or injury through:

Diagnostic radiology that includes X-rays, ultrasound, radioactive isotopes, and MRI and CAT scans of the

head and body when performed for an eligible diagnosis at a BCBSM approved facility

e [Laboratory and pathology tests

 Diagnostic tests, which include EKGs, EMGs, EEGs, thyroid function tests, nerve conduction and

pulmonary function studies

e Radiation therapy, which includes radiological treatment by X-ray, isotopes or cobalt for a malignanc
Py, Y ¥ g Y

Mammograms are covered if requested by your physician because of the suspected or actual presence of a
disease or when required as a postoperative procedure.

Digital mammography is covered.

Allergy testing

-

What you pay for covered services

in-network

Qut-of-network

Nonparticipating

Annual in-network deductible

10% after annual out-of-network
deductible

Annual out-of-network deductible
plus the difierenice between the
BCBSM approved amount and the

~ provider’s charge

The State Health Plan PPO pays for allergy testing, survey testing and therapeutic injections when performed
by or under the supervision of a physician. Allergy extract and extract injections are also covered. Benefits
are not payable for food, fungal or bacterial skin tests, such as those given for tuberculosis or diphtheria,
self-administered or over-the-counter medications, psychological testing, evaluation or therapy for allergies,

environmental studies, evaluation of control.

State of Michigan Employees State Health Plan PPO
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Acupuncture
.

What you pay for covered services

In-network Out-of-network Nonparticipating
10% after annual in-network 10% after annual out-of-network | Annual out-of-network deductible
deductible deductible plus the difference between the

BCBSM approved amount and the
provider's charge

Your acupuncture benefit covers up to a maximum of 20 treatments in a calendar year. These services are
covered when performed by a licensed physician {MD or DO), or supervised and billed by a licensed physician
{MD or DO), or under the supervision of a licensed physician (MD or DO).

Acupuncture is covered only for the treatment of the following conditions:
¢ Sciatica

e Neuritis

¢ Postherpetic neuralgia

¢ Tic douloureux

¢ Chronic headaches such as migraines

e Osteoarthritis

¢ Rheumatoid arthritis
¢ Myofascial complaints such as neck and lower back pain

Dental work
What you pay for covered services
In-network Out-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network | Annual out-of-network deductible

deductible plus the difference between the
BCBSM approved amount and the
provider's charge

Certain dental work or oral surgery, limited to the following, is also covered:
s Treatrment of jaw fractures, dislocations and wounds
* Treatment of cysts, tumors or other diseases of the tissues of the oral structures

+ Other incision/excision procedures of the gums {periodontics) and tissues of the mouth when not done in
conjunction with tooth repair or extraction
e Charges for dental services, office visits and appliance therapy related to the above procedures
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Treatment for Temporomandibular Joint Syndrome or jaw-joint disorder
What you pay for covered services
In-network Out-of-network Nonparticipating

10% after annual out-of-network | Annual out-of-network deductible
deductible plus the difference between the
BCBSM approved amount and the
provider's charge

f
|
i
f

Annual in-network deductible

Benefits for TMJ or jaw-joint disorder are limited to:
s Surgery directly to the jaw joint
» X-rays (including MRIs)
¢ Trigger point injections
s Arthrocentesis (injection procédures}
Some symptom management services, such as office visits, reversible appliance therapy and physical medicine
{diathermy, hot and cold applications) and medications are also covered.
Your TMJ benefit does not cover irreversible TMJ services with the exception of surgery directly related to the

jaw joint as noted above.

Foot care
What you pay for covered services _
in-network Out-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network | Annual out-of-network deductible

deductible plus the difference between the
BCBSM approved amount and the
provider's charge

Certain services to the foot and ankle are covered:
¢ Cutting or removal of corns, calluses and/or trimming of nails.
o Application of skin areas and other hygienic and preventive maintenance care when related to diabetes

or peripheral heart disease.

Radial keratotomy

What you pay for covered services

In-network Out-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network | Annual out-of-network deductible
deductible plus the difference between the

BCBSM approved amount and the
provider's charge

Radial keratotomy is covered only when 'ka‘lfirbf the following criteria are met:
* The patient is at least 18 years old”
¢ The patient has myopia of -2.00 diopters (spherical equivalent or greater).
¢ The patient has had a stable refractive error {(+ or - .50 diopter) for at least one year.
* The patient is unable to wear glasses or contact lenses satisfactorily due to occupational, recreational or
psychological reasons.

State of Michigan Employees State Health Plan PPO 25



Maternity care

What you pay for covered services

In-network Out-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network | Annual out-of-network deductible
deductible plus the difference between the

BCBSM approved amount and the
provider's charge

You-have coverage for obstetrical services including delivery and pre- and post-natal care visits. Inpatient examinations
of the newborn are a benefit when performed by a physician other than the anesthesiologist or the delivering provider.

Maternity care benefits also are payable when provided by a certified nurse midwife, Delivery must be in a
hospital or BCBSM-approved birthing center.

Physician office services

What you pay for covered services
In-network Out-of-network Nonparticipating

10% after annual out-of-network | Annual out-of-network deductible
plus the difference between the
BCBSM approved amount and the
provider's charge

$15 copayment in physician’s

office, urgent care, office deductible

consultations, and medical
hearing exam

Annual in-network deductible for
outpatient and home services

The exam, diagnosis and treatment of an injury, iliness or disease by a physician is payable when you are seen in:
o A physician’s office

¢ Outpatient clinic

» Outpatient department of a hospital

e The home

s Urgent care setting

Chiropractic services

What you pay for covered services

In-network
$15

Chiropractic services are paid based on location and diagnosis.

Your coverage for chiropractic services includes the following:

e One new patient office call every 36 months and one established patient office call each calendar year.
A new patient is one who has not been seen by the same provider in 36 months.

e Chiropractic manipulation is limited to one per day, 24 visits per calendar year. When chiropractic office
visits and spinal manipulations are performed on the same day by the same provider, and both services

are payable, only one $15 copay is applicable.

e X-rays for accidental injuries

¢ Limited physical therapy (i.e., traction} Subject to physical, occupational and speech therapy payment
guidelines
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Second surgical consultations

|

What you pay for covered services

l In-network

Out-of-network

Nonparticipating

Annual in-network deductible

g
l
|

10% after annual out-of-network
deductible

Annual out-of-network deductible
plus the difference between the
BCBSM approved amount and the

provider's charge

Second surgical consultations are covered. They are voluntary and not required for any specific surgeries.

Sleep studies

What you pay for covered services

In-network

Out-of-network

Nenpanrticipating

Annual deductible

10% after annual deductible

Annual out-of-network deductible
plus the difference between the
BCBSM approved amount and the
provider's charge

Sleep studies are covered when a patient is referred by a physician to a sleep disorder clinic that is affiliated
with a hospital and that is under the direction of physicians. Patient must show signs or symptoms of:

» Narcolepsy characterized by abnormal sleep tendencies, amnesia episodes or continuous agonizing

drowsiness

» Severe upper airway apnea, supported by documentation proving severity of condition

‘eep studies are not covered for the following:

* Bruxism

s Drug dependency
* Enuresis

¢ Hypersomnia

¢ |mpotence

e Night terrors or dream anxiety attacks

* Restless leg syndrome
¢ Nocturnal myoclonus

e Shift work and schedule disturbances

State of Michigan Employees State Health Plan PPO
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Hearing care

What you pay for covered services
Participating Nonparticipating *
$0 $0 ¥

* Qut-of-state providers who participate with their local Blues Plans are paid that Plan's approved amount. Out-
of-state providers who do not participate with their local Blues Plans are paid the BCBSM approved amount.

Your hearing care coverage is designed to identify hearing problems and provide benefits for corrective

hearing devices.
Providers may balance bill above the approved amount for non-basic hearing aids (i.e., digital).

Choosing your hearing provider
‘When you need hearing care, it is important to find out whether your provider participates with BCBSM

because hearing benefits are covered only when services are received from a participating provider.

The types of eligible hearing providers include:
e Audiologists '
* Otologists
o Otolaryngologists
» Otorhinolaryngologists
¢ Hearing aid dealers

To locate a Blues participating hearing care pro

vider in Michigan, call the BCBSM State of Michigan Customer
Service Center. s

What is covered under your hearing care benefits
Hearing care benefits are available only after you receive a medical clearance examination by a physician

(MD or DO} to rule out the presence of a medical condition. There is a $15 copayment for the medical
clearance exam.
You must receive the following services from a participating provider:
¢ Audiometric examination — Measures hearing ability, including tests for air and bone conduction,
speech reception and speech discrimination
¢ Hearing aid evaluation — Determines what type of hearing aid should be prescribed to compensate for
loss of hearing

¢ Ordering and fitting of the hearing aid — Includes in-the-ear, behind-the-ear, and basic hearing aids
worn on the body, with ear molds, if necessary, as well as dispensing fees for the normal services required

for fitting the hearing aid
e Conformity test — Evaluates the performance of a hearing aid and its conformity to the original
prescription after it has been fitted

Time limitation
Hearing care benefits are payable once every 36 months unless significant hearing loss occurs earlier and is

certified by your physician.
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What is not covered under your hearing care benefit
Your hearing care coverage does not cover:

(3

State of Michigan Employees State Health Plan PPO

Your medical clearance examination to determine possible loss of hearing (covered under medical
henefit)

A hearing aid ordered while the patient is a member, but delivered more than 60 days after the patient’s
coverage terminates

Replacement of hearing aids that are lost or broken, unless this occurs after 36 months, when benefits are
renewed

Repairs and replacement of parts including batteries and ear molds

Additional charges for eye-glass type hearing aids (sometimes called “deluxe” hearing aids) that exceed
the amount BCBSM pays for a basic hearing aid

Additional charges for digital-controlled programmable hearing devices (sometimes called “deluxe”

hearing aids) that exceed the amount BCBSM pays for a basic hearing aid

Additional charges for unusual or cosmetic equipment such as canal, one half shell or low profile
hearing aids (sometimes called “deluxe” hearing aids) that exceed the amount BCBSM pays for a basic

hearing aid
All hearing care services and supplies provided by a nonparticipating provider in Michigan

Hearing aids that do not meet Food and Drug Administration and Federal Trade Commission

requirements
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Alternatives to hospital care

Home hemodialysis program
, What you pay for covered services

f In-network Out-of-network Nonparticipating |
L Annual deductible 10% after annual deductible 100% [

Hemodialysis services are covered in the home. Your physician must arrange for home hemodialysis and all
services must be billed by a participating hospital that has an approved hemodialysis program.
Benefits include: |

* Cost of the equipment

o Installation

s Training

e Necessary hemodialysis supplies

Home hemophilia program

What you pay for covered services
In-network Out-of-network Nonparticipating

Annual deductible 10% after annual deductible 100%

This benefit allows you to receive in-home treatment for hemophilia. Your physician must prescribe all services
and supplies and they must be billed by a participating hospital. Benefits include:

* All medications, including the antihemophific factor

* Necessary hemophilia supplies, including syringes and needles
¢ Training of the patient or a family member on how to inject the antihemophilic factor when the training
is provided through an approved facility
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Home health care program

What you pay for covered services

Participating Nonparticipating

Annual in-network deductible , 100%

The physician must certify that the patient is confined to the home due to illness and that home health care
services are being used instead of inpatient hospital care. The physician must also prescribe and submit a
detailed treatment plan to the agency. Once the agency accepts the patient into its program, the following

services are covered when billed by the agency:

Home health aide services if the patient is receiving skilled nursing care or physical or speech therapy and
the health care agency has identified a need for the patient to have these services

These services may include assistance with activities of daily living such as bathing, dressing, meal
preparation and feeding.

Social services and nutritional guidance when requested by the patient’s physician

Physical, speech and occupational therapy
Nursing care by a licensed practical nurse or a licensed vocational nurse when the services of a registered

nurse are unavailable

The State Health Plan PPO does not pay for:

-]

General housekeeping services

Cost of meals

Transportation to or from a hospital or other facility

Elastic stockings, including nonprescription compression socks
Sheepskin

Comfort items such as lotion, mouthwash or body powder
Physician services

Custodial or nonskilled care

Home infusion therapy

t
i

What you pay for covered services

Participating Nonparticipating

Annual in-network deductible Annual in-network deductible plus the difference
between the BCBSM approved amount and the
provider’s charge

Continuous, slow administration of a controlled drug, nutrient, antibiotic, or other fluid into a vein or other
tissue. Depending on condition being treated and type of therapy, it can be on a daily, weekly, or monthly

basis. Covered services include:

State of Michigan Employees State Health Plan PPO

Nursing and professional administration
Injectable therapy

Nutritional therapy

Line insertion and maintenance
Medical IV therapy

Catheter supplies (restoration or repair)
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Skilled nursing care

What you pay for covered services

Participating

Nonparticipating

{

Annual in-network deductible

100%

Members have 120 skilled nursing days per admission. Care must be received in a BCBSM-approved skilled

nursing facility and the following conditions must be met:

* The patient is suffering from or gradually recovering from an illness or injury.

L)

¢ The admission has been preauthorized by BCBSM.

The patient is expected to improve.

Your benefit includes coverage for:

[}

o

Semi-private room

Meals and special diets

Nursing services

Use of special treatment rooms

X-ray and laboratory examinations
Physical, speech and occupational therapy
Oxygen and other gas therapy

Drugs, biologicals and solutions

Materials used in dressings and casts

The benefit renews 90 days after discharge.

Written confirmation of the need for skilled care is required from the patient’s physician. All services must be

provided at a participating skilled nursing facility.

The State Health Plan PPO does not pay for:

L]
L]
©

32

Custodial care
Care for senility or mental retardation
Care for substance abuse

Care for long-term mental illness
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Care management programs
! What you pay for covered services

! $0

Care management programs provide you with personal support and education about your health care options.
Part of your State Health Plan PPO, care management programs are voluntary programs provided to you at
no cost,

A continuum of care, care management programs offer you support and information whether you are feeling
great or need intensive care. Providing a continuum of care ensures that you do not “fall through the cracks”

just because you do not fit into any one category.

The following care management programs are designed to assist BCBSM State Health Plan PPO members:

¢ BlueHealthConnection
o Chronic Condition Management
¢ Case Management

BlueHealthConnection
BlueHealthConnection assists you with your health care concerns. It provides you with health information and

support to help you understand your health care issues, address their concerns, and work more closely with
your providers. You have access to a wealth of health information and support including:

s Online health information at bchsm.com. You can access BlueHealthConnection to read articles, use
online tools and take quizzes that provide a wide variety of health information on thousands of topics.

e Access to registered nurse health coaches 24 hours a day, seven days a week, to help you access health
information and answer their health questions.
_nronic Condition Management
If you have been diagnosed with a chronic iliness, BlueHealthConnection’s Chronic Condition Management
program can help you through it. The program provides coaching, surgical decision support, urgent care needs

and general health and wellness assistance. The program’s health coaches can help you gather information you
need so you can more effectively talk with your doctors, make health care decisions that fit your lifestyle, and

more confidently navigate the health care system.

Case Management
A serious diagnosis can be devastating. And supposed you are diagnosed with more than one illness. Where

do you start to get the help you need? The case management program offers comprehensive medical and
psychosocial care management services for high-risk, medically complex cases.
Case management professionals realize your health condition can sometimes overwhelm and confuse you. The

diagnosis of an illness can have a tremendous emotional impact on you and your loved ones. Not surprisingly,
getting the most from your health care coverage may be the last thing on your mind at such a time. That is why

Case Management is here to help.

Case management’s medical professionals work with member, provider and family or caregiver to ensure a
clear understanding of condition, prognosis and treatment options, coordinating the provider services that the

member requires. :
For more information on our Care Management programs call 800-775-BLUE (2583) toll free any day, 24 hours

a day. Or visit bcbsm.com
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Hospice care

What you pay for covered services
Participating Nonparticipating
100% |

$0 up to lifetime maximum

A hospice is an agency or facility that is primarily involved in providing care to terminally ill individuals, Hospice
care can be an alternative to hospitalization. To be eligible for hospice care:

* The attending physician must certify in writing that life expectancy is six months or less.

* The patient must choose hospice care instead of inpatient services.
* The care must be provided by a Medicare or BCBSM-certified hospice program that is approved for both
Medicare and non-Medicare enroilees.
You may apply for hospice care benefits only after discussion with and referral by your attending physician, and
your request must be in writing to the hospice agency.

Electing hospice benefits

When the patient elects to enter the program, the hospice benefits will replace the patient’s State Health Plan
PPO benefits for conditions relating to the terminal iliness. The hospice benefits will be more specific to the
patient’s needs and may include alternative services that provide more appropriate care. However, services
for medical conditions unrelated to the terminal illness are covered according to your State Health Plan PPO

coverage.
The patient may cancel, in writing, all hospice benefits at any time. When services are canceled, the patient's
regular coverage resumes, _
The lifetime maximum of your hospice benefit is adjusted annually by the state. Please call the BCBSM State
of Michigan Customer Service Center for the current amount.
The following benefits are payable under the hospice program:

¢ Nursing care when provided by or under the supervision of a registered nurse

¢ Home health aide and homemaker services

* Medical social services including needs assessment and psychological and dietary counseling when

provided by a qualified social worker under the supervision of a physician

¢ Counseling services for the patient and caregivers, when care is provided in the home. This includes
bereavement counseling for the family up to 30 days after the patient’s death

* Medical appliances and supplies furnished to lessen the effects of the terminal illness
* Durable medical equipment for use in the patient’s home when furnished by the hospice program
® Physical, speech and occupational therapy when provided to control symptoms and maintain the patient’s
daily activities and basic functional skills
The following services are not covered:
e Costs of transportation
* Funeral arrangements
* Financial or legal counseling

* Pastoral counseling

Estate planning
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Physical, occupational and speech therapy
What you pay for covered services

In-network Out-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network 10% after the annual
deductible out-of-network deductible plus

the difference between the
BCBSM approved amount and the
provider’s charge

1

Your benefit covers physical, occupational and speech therapy for 90 days per calendar year.

Physical therapy is the use of specific activities or methods to treat a disability when there is a loss of
neuromusculoskeletal function due to an illness, injury or following surgery.

Physical therapy is payable when provided in:
* The outpatient department of a participating hospital
¢ Participating outpatient physical therapy facilities
» Physicians’ offices
* Independent licensed physical therapists’ offices

In the home if part of a home health care treatment plan

Physical therapy must require the assistance and supervision of the appropriate licensed therapist and it
must be:
* Prescribed by the patient’s attending physician
¢ Designed to improve or restore the patient’s functioning level after a loss in musculoskeletal functioning
due to an iflness or injury
® Provided for a condition that is capable of significant improvement in a reasonable and generally
predictable period of time
Examples of covered services are: 7
* Therapy prescribed to restore musculoskeletal functioning
° Therapy used in conjunction with a treatment program to accelerate the healing of an acute injury or
illness involving the muscles or joints
Occupational therapy is a rehabilitative service that uses specific activities or methods to:
* Develop, improve or restore the performance of necessary neuromusculoskeletal functions affected by an
illness, injury or following surgery

* Help the patient learn to apply the newly restored or improved function to meet the demands of daily living

It is payable when provided in the outpatient department of a participating hospital.
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Speech and language pathology services are rehabilitative services that use a specific activity or method to
treat speech, language, swallowing or voice impairment due to an illness, injury or following surgery.

Your benefit covers therapy for:

» Nondevelopmental speech disorders, which are characterized by a communicative loss caused by trauma
or organic conditions such as aphasia following a stroke or dysphonia resulting from vocal cord surgery

* Severe congenital and developmental speech disorders, which are characterized by severe
communicative deficits as a result of congenital (present at or existing from birth) and developmental

conditions, for children age 6 and under
Speech and language pathology services are payable when provided in the outpatient department of a
participating hospital.

Physical therapy, occupational therapy and speech and language pathology services are paid based on location
and diagnosis. To avoid incurring expenses for services that are not payable, we recommend you call or write

the BCBSM State of Michigan Customer Service Center before receiving the service.
Your coverage for physical, occupational and speech therapy does not pay for:

* Long-standing, chronic conditions such as arthritis

¢ Health club membership or spa membership

* Massage therapy

¢ Developmental conditions or learning disabilities

* Inpatient hospital admissions principally for speech or language therapy

Physical therapy, occupational therapy and speech and language pathology services are paid based on locatior
and diagnosis. To avoid incurring expenses for services that are not payable, we recommend you call or write

the BCBSM State of Michigan Customer Service Center before receiving the service.

Durable medical equioment, pros%hetic and orthotic and supplies
through the SUPPORT program

What you pay for covered services
In-network (Michigan) Out-of-network (Michigan) Nonparticipating (Michigan)
$0 20% Not covered

You have coverage under the SUPPORT program for medical equipment and supplies. SUPPORT stands for
- Select Utilization of Providers for Prosthetic, Orthotic and Rehabilitative Technology.

Medical equipment and supplies obtained in Michigan
The program is available only in Michigan and applies to items prescribed by a physician that you purchase
or rent from an independent medical supplier for use at home It does not apply to items you use during a

hospital stay or receive from your doctor.

Medical equipment and supplies obtained outside of Michigan

The SUPPORT network does not apply beyond Michigan. For medical equipment and supplies elsewhere in the
United States, you can minimize your out-of-pocket expenses by using suppliers that participate with the local
BCBS Plan. If you obtain items from a supplier that does not participate with the local BCBS Plan, you may be
required to pay for the difference between the approved amount and provider's charge.
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Covered items through a medical supplier
Types of equipment, supplies and services include:

¢ Durable medical equipment used in your home, such as hospital beds, wheelchairs, walkers, canes and
oxygen equipment

* Medical supplies such as glucometer strips, colostomy supplies, adult disposable diapers, surgical stockings
¢ Orthotic devices such as leg braces, back braces and ankle or wrist supports
¢ Prosthetic devices such as artificial limbs and mastectomy supplies
* Respiratory equipment such as oxygen concentrators and apnea monitors
The items you obtain through SUPPORT can be delivered to your home at no charge or you can go to any retail
SUPPORT outlet.

Diabetic supplies and medications
Some diabetic supplies are covered under SUPPORT, while others are covered under your prescription drug

benefit. Diabetic supplies covered under SUPPORT include:
* Blood-testing strips used with glucometers
s Glucometers to test blood sugar

¢ Insulin pump and supplies
¢ Lancets and lancing device used with glucometers

Your benefit covers durable medical equipment when the equipment is appropriate for home use and
-escribed by a physician. The prescription must include a description of the equipment and a diagnosis. When

..ese criteria are met, your benefit allows for:

» Renting equipment — For rental equipment, a new prescription must be written when the current
prescription expires.
i the rental fee exceeds the purchase price based on your physician’s estimated duration of need, you
will be advised to purchase rather than rent the equipment.

¢ Purchasing equipment — Your benefit includes purchasing equipment only when it is less expensive
than continued rental. The purchase of new and used equipment is covered provided the equipment is
purchased only from a professional supplier.

° Repairing equipment — Repair costs are covered on purchased equipment when the condition is due to
normal wear and tear.

* Replacing equipment -— The replacement of purchased equipment is covered when there is foss or
irreparable damage of your equipment or a change in your condition or size.

¢ Contraceptive devices — Covers one per year physician-prescribed contraceptive devices such as
diaphragms or IUDs and their insertion.

e Wigs — You have a lifetime maximum of $300 for wigs, wig stands and supplies, such as adhesives. This
benefit is for those who need wigs because of cancer or alopecia. There is no deductible or copayment
up to the $300 lifetime maximum. Additional replacements for children due to growth are available.
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Prosthetic and orthotic appliances

What you pay for covered services
In-network (Michigan) Out-of-network (Michigan) Nonparticipating (Michigan)
$0 20% Not covered |

You have coverage under the SUPPORT program for prosthetic and orthotic appliances. Your benefit covers
prosthetic and orthotic appliances when they are prescribed by a physician and supplied by a licensed orthotist

or prosthetist. Benefits include:
¢ Prosthetic and orthotic appliances that are prefabricated, custom-fitted and made
» Temporary appliances
o Delivery, services and fitting charges

* Repair of covered appliances
e Adjustment or replacement of appliances when they are damaged beyond repair because of wear,

growth or change in the patient’s condition or-size
Braces do not have to be attached to a shoe.

» Optical services following cataract surgery — Your benefits include the examination and fitting of one
pair of contact lenses when prescribed by a physician following cataract surgery and obtained within one

year of the surgery. Cataract sunglasses are not covered.

Using the SUPPORT network

The SUPPORT network is composed of independent suppliers. For help finding a SUPPORT provider, call the
SUPPORT program. They will give you the name, address and phone number of a SUPPORT provider in your
area. They will also answer any questions you may have about the SUPPORT program.

Medical equipment and supplies from doctors’ offices and hospitals

If you obtain medical equipment and supplies from a physician's office or hospital, keep in mind that these
benefits are then covered under your medical or inpatient hospital benefits by BCBSM, not the SUPPORT

program, and are subject to different cost-sharing requirements for those benefits.

SUPPORT program exclusions and limitations
In addition to applicable exclusions and limitations listed elsewhere in this booklet, SUPPORT program

coverage is subject to the following:

° ltemns primarily for your comfort or convenience are not covered

s ltems such as air purifiers, air conditioners and exercise equipment are not coverad

e Many individual DME services have quantity restrictions or limitations, depending on the service provided
Durable medical equipment that is not reasonable and necessary in the care or treatment of iliness or injury
is not covered. Some of these items include safety equipment, exercise equipment or home {or vehicle)
modifications such as lifts, elevators and ramps.
The following are not covered:

* Nonmedical equipment

» Exercise and hygienic equipment

e Comfort and convenience items

s Self-help devices such as elevators

» Deluxe equipment, such as motorized wheelchairs, unless medically necessary and required so the

patient can operate the equipment themselves
* Routine maintenance expenses, such as the cost of batteries
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Human organ transplants
The State Health Plan PPO covers certain human organ and tissue transplants when they are received at a

~articipating hospital or, where noted, in a BCBSM-approved transplant facility, designated transplant facility or
:signated cancer center.

In some cases, BCBSM must approve the transplant.

Organ and tissue transplants
Benefits are payable for services performed to obtain, store and transplant the following human tissues and organs:

¢ Cornea
e Kidney
e Skin
The State Health Plan PPO will pay for covered services for donors if the donor does not have transplant

benefits under any other health care plan.

Bone marrow transplants

What you pay for covered services
fn-network Out-of-network | Nonparticipating
$0 10% after annual out-of-network | 100%
deductible

Bone marrow transplants involve replacing the bone marrow of a patient with bone marrow or peripheral biood
stem cells. The replacement bone marrow may be from a donor (an allogeneic transplant) or removed from you
before treatment and then returned {an autologous iransplant).
Bone marrow transplants are only covered when the transplant is pre-approved, or what we call

‘reauthorized,” by BCBSM and must be received at a BCBSM-designated transplant facility. Preauthorization
> a process that allows physicians and other professional providers to determine, before treating a patient, if

BCBSM will cover the cost of a proposed service.

Bone marrow transplants involve replacing the bone marrow of a patient with bone marrow or peripheral blood
stem cells, The replacement bone marrow may be from a donor (an allogeneic transplant) or removed from
you before treatment and then returned (an autologous transplant). Bone marrow transplants are only covered
when the transplant is pre-approved, or what we call “preauthorized,” by BCBSM and must be received at a

BCBSM-designated transplant facility.
Benefits for allogeneic transplants are payable only to treat the following conditions when the transplant is not
considered experimental or investigational for the condition being treated:

e Acute lymphocytic leukemia

e Acute non-lymphocytic leukemia

e Aplastic anemia

e Beta Thalassemia, major

e Chronic myeloid leukemia

° Hodgkin's disease (relapsed and stage Ilf or IV}

s Hurler's syndrome

¢ Myelodysplastic syndromes

¢ Mpyelofibrosis

¢ Neuroblastoma (stage Il or IV}

e Non-Hodgkin’s lymphoma (intermediate or high grade)

¢ Osteopetrosis

e Severe combined immune deficiency disease {SCID)

s Sickle cell disease (when complicated by stroke)

* Wiskott-Aldrich syndrome

State of Michigan Employees State Health Plan PPO 39



Benefits for autologous transplants are payable only to treat the following conditions when the transplant is
not considered experimental or investigational for the condition being treated:

¢ Acute lymphocytic leukemia

¢ Acute non-lymphocytic leukemia

e Ewing’s sarcoma

* Germ cell tumors of ovary, testis, mediastinum and retroperitoneum

° Hodgkin's disease {stage Ilf or V)

o Medulloblastoma

* Metastatic breast cancer (stage V)

* Multiple myeloma

* Neuroblastoma (stage Il or IV)

¢ Non-Hodgkin's lymphoma (intermediate or high grade)

* Primitive neuroectodermal tumors

¢ Wilms' Tumor

Solid organ transplants

What you pay for covered services
Designated facility Non-designated
Annual in-network deductible 100%

Solid human organ transplants are only covered when the transplant is pre-approved, or “preauthorized,” by
BCBSM and must be received at a BCBSM-designated transplant facility. Preauthorization is.a process that
allows physicians and other professional providers to determine, before treating a patient, if BCRSM will cover

the cost of a proposed service,
The transplant facility or your physician must request preauthorization from BCBSM before surgery.
Specified transplants include transplants of the:
* Liver
e Partial liver (a portion of the liver taken from a brain-dead or living donor)
¢ Heart
s Lungs
* Lobar lung {transplantation of a portion of a lung from a brain dead or living donor)
¢ Heart-lungs
* Pancreas
o Simultaneous pancreas-kidney
¢ Small intestine {small bowel)
* Combined small bowel-liver

All payable human organ transplant services, except anti-rejection drugs and other transplant-related
prescription drugs, must be provided during the benefit period. The benefit period begins five days before,

and ends one year after, the organ transplant.
Please call the BCBSM Human Organ Tranéplant Program for additional information on human organ

transplants.
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Other covered services
B What you pay for covered services unless otherwise noted

in-network Out-of-network Nonparticipating
Annual in-network deductible 10% after annual out-of-network | Annual deductible plus deductible
deductible the difference between the

BCBSM approved amount and the
provider's charge

Your coverage also includes the following services:
° Blood — Includes the cost of drawing and storing self-donated blood intended for your scheduled surgery
* Specified oncology clinical trials — Covers antineoplastic drugs for the treatment of stages Il and I
breast cancer and all stages of ovarian cancer when they are provided following an approved phase |l

or il clinical trial

This benetit does not limit or preclude coverage of antineoplastic drugs when Michigan law requires
these drugs, and the reasonable cost of their administration, be covered. Payment is determined by
services provided.

For services to be covered, the following requirements must be met:

The inpatient admission and length of stay must be medically necessary and preapproved. No retroactive
approvals will be granted.

The services must be performed at a National Cancer Institute-designated cancer center or an affiliate
of an NCl-designated center.

The treatment plan, also called “protocol,” must meet the guidelines of the February 19, 1993,
American Society of Clinical Oncology statement for clinical trials.

~ The patient must be an eligible BCBSM member with hospital, medical and surgical coverage.

If these requirements are not met, the services will not be covered and you will be respensible for

all charges.
Please call the BCBSM State of Michigan Customer Service Center for additional information on specified
oncology clinical trials.

* Eye and ear examinations — Covered for the diagnosis and treatment of an illness, injury or disease,
including medical clearance examinations. Medical clearance exams have a $15 fixed dollar copayment.

s Weight loss benefit — Benefits are available for nonmedical weight reduction up to a lifetime maximum

of $300.
¢ Injections — Fluids that are forced into a vein or body organ or under the skin to fight disease are pavable.

¢ Rabies treatment — Rabies treatment is a benefit after the initial emergency room treatment.

e Cardiac rehabilitation — Covered service provides a program that teaches patients how to lower risks
associated with heart disease through exercise and lifestyle modifications. May be provided by outpatient
department of hospital or physician-directed clinic.

¢ Diabetic training — Services provided under a comprehensive plan of care related to the member’s diabetic
condition to ensure therapy compliance and development of necessary skills and knowledge in self-management
(includes self- administration of injectable drugs). Member must have eligible diabetes diagnosis.

¢ Contraception devices — Benefits include Depo Provera injections, Norplant, intrauterine device and
diaphragm. One [UD per year; insertion and removal are covered. One diaphragm per year. Includes

initial exam for measurement.
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Private duty nursing

What you pay for covered services unless otherwise noted

In-network

Out-of-network

Nonparticipating

10% after annual in-network
deductible

10% after annual out-of-network
deductible

Annual out-of-network deductible
plus the difference between the
BCBSM approved amount and the

~ provider's charge

Covered when the patient's condition requires 24-hour, continuous skilled care by a professional nurse on a

one-to-one basis

Nonskilled care or care provided by a nurse who ordinarily resides in the patient’s home or is a member of
the immediate family is not covered. Services must be prescribed by a physician and provided by a registered
or licensed practical nurse. The attending physician must complete a certification statement each month the

patient is required to have private duty nursing care.

To avoid incurring expenses for private duty nursing services that are not payable, we recommend you call or
write the BCBSM State of Michigan Customer Service Center before receiving private duty nursing services.
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What is not covered under the State Health Plan PPO

The following services are not covered under the State Health Plan PPO:

s Care and services available at no cost to you in a veteran, marine or other federal hospital or any hospital
maintained by any state or governmental agency
* Medically necessary services received on an inpatient basis that can be provided safely in an outpatient

or office location
o Custodial care, rest therapy and care in nursing or rest home facilities

¢ Dental surgery other than for the removal of impacted teeth or multiple extractions when the patient
must be hospitalized for the surgery because a concurrent medical condition exists

¢ Treatment of Temporomandibular Joint Syndrome and related jaw-joint problems by any method other
than as specified in this benefit book

¢ Hospital admissions that begin before the effective date of coverage
¢ Hospital admissions that begin after the coverage termination date

s Medical services or supplies provided or furnished before the effective date of coverage or after the
coverage termination date

o Health care services provided by persons who are not legally qualified or licensed to provide such
services
¢ Routine hospital cutpatient care requiring repeated visits for the treatment of chronic conditions
¢ Hospitalization principally for:
~ Observation
- Diagnostic evaluation
— Physical therapy
- Xeray or lab tests
— Reduction of weight by diet control (with or without medication)
— Basal metabolism tests
- Electrocardiography
s [tems for the personal comfort or convenience of the patient
¢ Premarital or pre-employment exams

¢ Reverse sterilization

e Services and supplies that are not medically necessary according to accepted standards of medical practice
» Treatment of occupational injury or disease that the State of Michigan is obligated to furnish or otherwise fund

¢ Care and services received under another certificate offered by BCBSM or another Blue Cross Blue Shield Plan
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Care and services payable by government-sponsored health care programs, such as Medicare or
TRICARE for which a member is eligible

These services are not payable even if you have not signed up to receive the benefits provided by such
programs. '

Cosmetic surgery and related services solely for improving appearance, except as specified in this
handbook :

Services rendered for gender reassignment

Treatment of a condition caused by military action or war, declared or undeclared
Services, care, devices or supplies considered experimental or investigative
Services for which a charge is not customarily made

Services for which the patient is not obligated to pay or services without cost
Dialysis services after 33 months of ESRD treatment

Services that are not included in your plan coverage documents

Transportation and travel except as specified in this benefit book
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Filing claims

When you use your benefits, a claim must be filed before payment can be made. PPO network providers
id Blues participating providers should automatically file all claims for you. All you need to do is show your
BCBSM 1D card. However, if you receive services from nonparticipating providers, they may or may not file a

claim for you.
To file your own claim, follow these steps:
1. Ask your provider for an itemized statement with the following inforrnation:

- Patient's name and birth date

~ Subscriber's name, address, phone number and contract number {from your BCBSM ID card)
— Provider's name, address, phone number and federal tax iD number

~ Date and description of services
— Diagnosis (nature of illness or injury) and procedure code
— Admission and discharge dates for hospitalization

— Charge for each service

2. Make a copy of all items for your files. You will also need to complete a claim form. To obtain a form,
call the BCBSM State of Michigan Customer Service Center.

3. Mail the claim form and itemized statement to the State of Michigan Customer Service Center.
Please file claims promptly because most services have a 15-month filing limitation.
rou will receive payment directly from BCBSM. The check will be in the subscriber’s name, not the
patient’s name.
Filing claims for services received outside the United States

Submit claims as noted above for services received outside the United States, using the guidelines under the
Choosing a network provider— care out of the country section of this book.

State of Michigan Employees State Health Plan PPO
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Your right to file an internal grievance

Most questions or concerns about how we processed your claim or request for benefits can be resolved
through a phone call to one of our customer service representatives. However, Michigan Public Act 350,

as amended by Public Act 516 of 1996 and Public Act 250 of 2000, protects you by providing an internal
grievance procedure, including a managerial-level conference, if you believe that we have violated Section 402
or 403 of Public Act 350. You will find the specific provisions of those two parts of the act at the end of this

section.

Internal grievances

Standard internal grievance procedure

Under the standard internal grievance procedure, we must provide you with our final written determination
within 35 calendar days of our receipt of your written grievance. However, that timeframe may be suspended
for any amount of time that you are permitted to take to file your grievance, and for a period of up to 10 days if
we have not received information we have requested from a health care provider — for example your doctor or

hospital. The standard internal grievance procedure is as follows:
* You or your authorized representative must send us a written statement explaining why you disagree with
our determination on your request for benefits or payment.

Mail your written grievance to the address found in the top right hand corner of the first page of your
Explanation of Benefits. Payments statement or to the address contained in the letter we send you to

notify you that we have not approved a benefit or service you are requesting.
We will respond to your grievance in writing. If you agree with our response, it becomes our final
determination and the grievance ends.

¢ If you disagree with our response to your grievance, you may then request a managerial-level conference.
You must request the conference in writing.

Mail your request to:

Conference Coordination Unit
Blue Cross Blue Shield of Michigan
PO. Box 2459

Detroit, M| 48231-2459

You can ask that the conference be conducted in person or over the telephone. I in person, the conference can
be held at our headquarters in Detroit or at a local customer service center, Our written proposed resolution

will be our final determination regarding your grievance.,
® In addition to the information found above, you should also know:

— You may authorize in writing another person including, but not limited to, a physician to act on your
behalf at any stage in the standard internal grievance procedure.

— Although we have 35 days within which to give you our final determination, you have the right to allow
us additional time if you wish.

— You may obtain copies of information relating to our denial, reduction or termination of coverage for a
health care service for a reasonable copying charge.
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Expedited internal grievance procedure

If a physician substantiates orally or in writing that adhering to the time frame for the standard internal

arievance would seriously jeopardize your life or health, or would jeopardize your ability to regain maximum
action, you may file a request for an expedited internal grievance. You may file a request for an expedited

internal grievance only when you think that we have wrongfully denied, terminated or reduced coverage

for a health care service prior to your having received that health care service or if you believe we have

failed to respond in a timely manner to a request for benefits or payment.

The procedure is as follows:

e You may submit your expedited internal grievance request by telephone. The required physician’s
substantiation that your condition qualifies for an expedited grievance can also be submitted by

telephone.
Call the expedited grievance hot line: 313-225-6800.
We must provide you with our decision within 72 hours of receiving both your grievance and the physician’s
substantiation.
 |n addition to the information found above, you should also know:

— You may authorize in writing another person including, but not limited to, a physician to act on your
behalf at any stage in the expedited internal grievance procedure.

— f our decision is communicated to you orally, we must provide you with written confirmation within

two business days.

Sections 402 and 403 of Public Act 350

'hat we may not do
The sections below provide the exact language in the law.

Section 402(1) provides that we may not do any of the following:

* Misrepresent pertinent facts or certificate provisions relating to coverage

o Fail to acknowledge promptly or to act reasonably and promptly upon communications with respect to a

claim arising under a certificate

* Fail to adopt and implement reasonable standards for the prompt investigation of a claim arising under a

certificate

» Refuse to pay claims without conducting a reasonable investigation based upon the available information

* Fail to affirm or deny coverage of a claim within a reasonable time after a claim has been received

has become reasonably clear
¢ Compel members to institute litigation to recovér amounts due under a certificate by offering
substantially less than the amounts due

e Attempt to settle a claim for less than the amount which a reasonable person would believe was due

Fail to attempt in good faith to make a prompt, fair and equitable settlement of a claim for which liability

under a certificate, by making reference to written or printed advertising material accompanying or made

part of an application for coverage
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o Make known to the member administrative hearing decisions in favor of members for the purpose of
compelling a member to accept a settlement or compromise in a claim

» Attempt to settle a claim on the basis of an application that was altered without notice to, knowledge or -
consent of the subscriber under whose certificate the claim is being made

o Delay the investigation or payment of a claim by requiring a member, or the provider of health care
services to the member, to submit a preliminary claim and then requiring subsequent submission of a
format claim, seeking solely the duplication of a verification

e Fail to provide promptly a reasonable explanation of the basis for a denial of a claim or for the offer of a
compromise settlement

s Fail to promptly settle a claim where liability has become reasonably clear under one portion of the
certificate in order to influence a settlement under another portion of the certificate

Section 402(2) provides that there are certain things that we cannot do to induce you to contract with us for the
provision of health care benefits, or to induce you to lapse, forfeit or surrender a certificate issued by us or to induce
you to secure or terminate coverage with another insurer, health maintenance organization or other person.

The things we cannot do under this section are:
¢ Issue or deliver to a person money or other valuable consideration

o Offer to make or make an agreement relating to a certificate other than as plainly expressed in the
certificate

o Offer to give or pay, directly or indirectly, a rebate or part of a premium, or an advantage with respect
to the furnishing of health care benefits or administrative or other services offered by the corporation
except as reflected in the rate and expressly provided in the certificate

¢ Make, issue or circulate, or cause to be made, issued or circulated, any estimate, illustration, circular or
statement misrepresenting the terms of a certificate or contract for administrative or other services, the
benefits there under, or the true nature thereof

¢ Make a misrepresentation or incomplete comparison, whether oral or written, between certificates of the
corporation or between certificates or contracts of the corporation and another health care corporation,

health maintenance organization or other person

What we must do

Section 403 provides that we must, on a timely basis, pay to you or a participating provider benefits as are
entitled and provided under the applicable certificate. When not paid on a timely basis, benefits payable to
you will bear simple interest from a date 60 days after we have received a satisfactory claim form at a rate
of 12 percent interest per year. The interest will be paid in addition to the claim at the time of payment of

the claim.

We must specify in writing the materials which constitute a satisfactory claim form no later than 30 days after
receipt of a claim, unless the claim is settled within 30 days. If a claim form is not supplied as to the entire claim,
the amount supported by the claim form will be considered to be paid on a timely basis if paid within 60 days

after we receive the claim form.
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Otner general information

“oordination of benefits

—oordination of benefits is how group health care plans and insurance carriers coordinate benefits when
members are covered by more than one plan. Under COB, group health care plans and insurance carriers work
together to make sure members receive the maximum benefits available under their plans. Your State Health
Plan PPO requires that your benefit payments be coordinated with those from another group plan for services

that may be payable under both plans.

COB ensures that the level of payment, when added to the benefits payable under another group plan, will
cover up to 100 percent of the eligible expenses as determined between the group health care plans. In other
words, COB can reduce or eliminate out-of-pocket expenses for you and your family. COB also makes sure that
the combined payments of all coverage will not exceed the approved cost for care.

How COB works

When a patient has double coverage, BCBSM determines who should pay before processing the claim. If the
State Health Plan PPO is primary, then full benefits under the plan will be paid. If the State Health Plan PPO is
secondary, payment towards the balance of the cost of covered services ~ up to the total allowable amount

determined by both group plans — will be paid.
The guidelines used to determine which plan pays first are as follows:
« If a group health plan does not have a coordination of benefits provision, that plan is primary.

e If husband and wife have their own coverage, the husband’s health coverage is primary when he receives
services and the wife's coverage is primary when she receives services.

o If a child is covered under both the mother’s and the father’s plan, the plan of the parent (or legal
guardian) whose birthday is earlier in the year is primary. If the child’s parents are divorced, benefits will
be paid according to any court decree. If no such decree exists, benefits are determined in the following

order unless a court order places financial responsibility on one parent:

1. Custodial parent

2. Stepparent {if remarried)

3. Noncustodial parent

4. Noncustodial stepparent (if remarried)
If the primary plan cannot be determined by using the guidelines above, then the plan covering the child the
fongest is primary.
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Processing your COB claims
When we receive your claim, we determine which plan is primary. Then we process your claim as follows:

e |f we are primary, we pay for covered services up to the maximum amount allowed under your benefit
plan, less any deductible or copays.

¢ I the other health plan is primary, we will return the claim to your provider, indicating that we are not
primary, so your provider can bill the other group health plan. We will also send you an Explanation of
Benefit Payments form that tells you we have billed another carrier.

s If we are both primary and secondary, we will process your claim first under the primary plan, and then
automatically process the same claim under the secondary plan.

e |f we are secondary and the primary plan has already paid, either you or your provider can submit a claim
to us for consideration of any balances.

Be sure to include the EOBP form you received from your primary plan.

Please make copies of all forms and receipts for your files.

Keeping your COB information updated
After enrollment, we will periodically send you a COB questionnaire to update your coverage information.
Please complete and return this questionnaire so we can continue processing your claims without delay.

Subrogation

Occasionally, another person, insurance company or organization may be legally obligated to pay for health
care services that we have paid. When this happens:

» Your right to recover payment from them is transferred to BCBSM.
¢ You are required to do whatever is necessary to help BCBSM enforce their right of recovery.

If you receive money through a lawsuit, settlement or other means for services paid under your coverage,
you must reimburse BCBSM. However, this does not apply if the funds you receive are from additional health
coverage you purchased in your name from another insurance company.
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Medicare and Medicare Advantage coverage

Medicare is a federal health care benefit program for people who are:

* Age 65 or older (except for certain pension recipients and spouses covered under the State Police
Retirement System)

¢ Diagnosed with End Stage Renal Disease {Please see the Hemodialysis heading in the Hospital Coverage
section of this book.)

» Under age 65 but have received a Social Security disability benefit for at least 24 months

The State Health Plan PPO is primary, which means it pays first, for actively working employees and their
enrolled dependents. However, Medicare will become primary for actively working employees and their
enrolled dependents with End Stage Renal Disease after 33 months and the State Health Plan PPO will act as

a supplement to Medicare coverage.

Medicare coverage for inpatient and physician services

Medicare has two parts: Part A and Part B. Part A helps pay for inpatient hospital care and certain follow-up
care after you leave the hospital. It is provided to you at no cost. Part B helps pay for physician’s services and
other medical services and items. There is a monthly premium that you must pay for Part B coverage.

The State Health Plan PPO supplements Part A by covering services that Medicare does not — as long as
those services are benefits under the State Health Plan PPO. It supplements Part B by covering 20 percent
of Medicare's reasonable charge for services. You are still responsible for any applicable deductible and
copayment,

“ you do not sign up for Part B when you are first eligible, your monthly premium for Part B may go up

s percent for each full 12-month period that you could have had Part B, but did not sign up for it. If you delay
taking Part B because you or your spouse {or a family member, if you are disabled) is working and has group
heaith pian coverage based on current employment, you may not have to pay the higher premium,

If you do not enrolf in Part B of Medicare, your State Health Plan PPO coverage will be adjusted as if Medicare
coverage were in place. The State Health Plan PPO will not reimburse that portion of expenses normally

covered by Medicare. This may result in limited payment or no payment.

Enrolling in Medicare
Enrollment in Medicare is handled in two ways: either you are enrolled automatically or you have to apply. Here

is how it works:

Automatic enrollment
If you are not yet 65 and already getting Social Security you do not have to apply for Medicare. You will be
enrolled automatically in both Part A and Part B effective the month you are 65. Your Medicare card will be

mailed to you about three months before your 65th birthday.

If you are disabled and have been receiving disability benefits under Social Security for 24 months, you will be

automatically enrolled in Part A and Part B beginning the 25th month of benefits. Your card will be mailed to

you about three months before your entitlement.

Remember that if you do not enroll in Part B of Medicare, your State Health Plan PPO coverage will be

adjusted as if Medicare coverage were in place. The State Health Plan PPO will not reimburse that portion of
penses normally covered by Medicare. This may result in limited or no payment.
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Applying for Medicare

You should apply for Medicare three months before the month you turn 65. This is the beginning of your seven-
month initial enrollment period. If you wait until you are 65, or in the last three months of your initial enrollment
period, your Part B coverage will be delayed. You can apply for Medicare through your local Social Security

Administration office.
If you do not enroll in Part B during your initial enrollment period, you will have to wait until the next general

enrollment period to enroll. General enrollment periods are held January 1 through March 31 of each year,
and Part B coverage starts on July 1 of that year, Your Part B premium will go up 10 percent for each 12-month

period that you have been eligible for Part B but did not take it.

Remember that if you do not enroll in Part B of Medicare, your State Health Plan PPO coverage will be
adjusted as if Medicare coverage were in place. The State Health Plan PPO will not reimburse that portion of

expenses normally covered by Medicare. This may result in limited payment or no payment.

You can get more information on Medicare by logging on to the Medicare Web site at medicare.gov.
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Glossary

Accidental injury is physical damage caused by an action, object or substance outside the body. This includes:

e Strains

¢ Sprains

® Cuts and bruises

¢ Allergic reactions

¢ Frostbite

* Sunburn and sunstroke

¢ Swallowing poison

* Medication overdosing

¢ Inhaling smoke, carbon monoxide or fumes
Acute care facility is a facility that offers a wide range of medical, surgical, obstetric and pediatric services.
These facilities primarily treat patients with conditions that require a hospital stay of less than 30 days. The
facility is not primarily for:

& Custodial, convalescent or rest care

* Care of the aged

e Skilled nursing care or nursing home care

¢ Substance abuse treatment
Adequate access is defined by how far you live from PPO providers and hospitals. The State Health Plan PPQ
access standards are as follows:

o Two family care physicians within 15 miles of your home

¢ Two specialty care physicians within 20 miles of your home

* One hospital within 25 miles of your home
Allogeneic {Allogenic) transplant is a procedure using another person’s bone marrow or peripheral blood
stemn cells to transplant into the patient (including syngeneic transplants when the donor is the identical twin of
the patient).
Ambulatory surgery facility is a separate outpatient facility that is not part of a hospital, where surgery is
performed and care related to the surgery is given. The procedures performed in this facility can be performed
safely without overnight inpatient hospital care.

Approved amount is the BCBSM maximum payment level or the provider’s billed charge for the covered
service, whichever is lower. Deductibles and copays are deducted from the approved amount.

Approved facility is a hospital or clinic that provides medical and other services, such as skilled nursing care or
physical therapy, and has been approved as a provider by BCBSM. Approved facilities must meet all applicable
local and state licensing and certification requirements. Approved facilities must also be accredited by the Joint
Commission on Accreditation of Hospitals or the American Osteopathic Association.

Approved hospital is a hospital that meets all applicable local and state licensure and certification
requirements, is accredited as a hospital by state or national medical or hospital authorities or associations, and

has been approved as a provider by BCBSM or an affiliate of BCBSM.

itologous transplant is a procedure using the patient’s own bone marrow or peripheral blood stem cells for
«ransplantation back into the patient.
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Blue Cross and Blue Shield Association is an association of independent Blue Cross and Blue Shield Plans
that licenses individual Plans to offer health benefits under the Blue Cross Blue Shield name and logo. The
Association establishes uniform financial standards but does not guarantee an individual Plan’s financial

obligations.

Blue Cross Blue Shield of Michigan is a nonprofit, independent company. BCBSM is one of many individual
Plans located throughout the U.S. committed to providing affordable health care. It is managed and controlled
by a board of directors comprised of a majority of community-based public and subscriber members.

Benefit is coverage for health care services available in accordance with the terms of your health care

coverage.
Clinical trial is a study conducted on a group of patients to determine the effect of a treatment. It generaily

includes the following phases:

s Phase | — A study conducted on a small number of patients to determine what the side effects and
appropriate dose of treatment may be for a certain disease or condition
Phase | — A study conducted on a large number of patients to determine whether the treatment
has a positive effect on the disease or condition as compared to the side effects of the treatment
Phase Il — A study on a much larger group of patients to compare the results of a new treatment
of a condition to a conventional or standard treatment
Phase Il gives an indication as to whether the new treatment leads to better, worse or no change
in outcome.
COBRA is continuation coverage required by the Consolidated Omnibus Budget Reconciliation Act of 1986.
Contraceptive device is a device such as, but not limited to, a diaphragm, intrauterine device or contraceptive
implant designed to prevent pregnancy.
Copayment is the designated portion of the approved amount you are required to pay for covered services.
This can be either a fixed-dollar or a percentage amount.
Coordination of benefits is a program that coordinates your health benefits when you have coverage under
more than one group health plan.

Covered services are services, treatments or supplies identified as payable under the State Health Plan PPO.
Covered services must be medically necessary to be payable, unless otherwise specified.

Custodial care is care mainly for helping a person with activities of daily living, such as walking, getting in and
out of bed, bathing, dressing, eating or taking medicine. This care may be given with or without:

¢ Routine nursing care

* Training in personal hygiene and other forms of self-care

* Supervision by a physician
Deductible is the specified amount that you pay during each benefit period for services before your plan
begins to pay.

Designated cancer center is a site approved by the National Cancer Institute as a comprehensive cancer
center, clinical cancer center, consortium cancer center or an affiliate of one of these centers.
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Designated facility is a facility that BCBSM determines to be qualified to perform a specific organ transplant.

Durable medical equipment is equipment that is able to withstand repeated use, is primarily and customarily

“sed to serve a medical purpose, and is not generally useful to a person in the absence of illness or injury. A
Aysician must prescribe this equipment.

Ermergency first aid is the initial exam and treatment of conditions resulting from accidental injury.

End Stage Renal Disease is permanent and irreversible kidney faifure that can no longer be controlled

by medication or fluid and dietary restriction and, as such, requires a regular course of dialysis or a kidney

transplant to maintain the patient’s life.

Experimental or investigative is a service, procedure, treatment, device or supply that has not been
scientifically demonstrated to be safe and effective for treatment of the patient’s condition. BCBSM makes this

determination based on a review of established criteria such as:

* Opinions of local and national medical societies, organizations, committees or governmental bodies

* Accepted national standards of practice in the medical profession
¢ Scientific data such as controlled studies in peer review journals or literature
* Opinions of the Blue Cross and Blue Shield Association or other local or national bodies

Freestanding facility is a facility separate from a hospital that provides outpatient services, such as skilled
nursing care or physical therapy.

Freestanding outpatient physical therapy facility is an independently owned and operated facility, separate
from a hospital that provides outpatient physical therapy services and occupational or functional occupational

therapy or speech and language pathology services.
.igh-dose chemotherapy is a procedure that involves giving a patient cell destroying drugs in doses higher
than approved by the FDA for therapy.

Hospital is a facility that provides inpatient diagnostic and therapeutic services for injured or acutely ill patients
24 hours every day. The facility also provides a professional staff of licensed physicians and nurses to supervise

the care of patients.

Independent physical therapist is a licensed physical therapist that is not employed by a hospital, physician
or freestanding outpatient physical therapy facility and who maintains an office separate from a hospital or
freestanding outpatient physical therapy facility with the equipment necessary to provide adequately physician-

prescribed physical therapy.
In-network refers to services received by providers who are part of the Community Blue/Blue Preferred PPO
network.

Medical emergency is a condition that occurs suddenly, producing severe signs and symptoms, such as acute
pain. A person would reasonably expect that this condition could result in serious bodily harm without prompt

medical treatment,
Medical necessity, unless otherwise specified, is a service that must be medically necessary in order to be
covered by the State Health Plan PPO.
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Medical necessity for payment of hospital services requires that all of the following conditions be met:

¢ The covered service is for the treatment, diagnosis or symptoms of an injury, condition or disease.
° The service, treatment or supply is appropriate for the symptoms and is consistent with the diagnosis.
- "Appropriate” means the type, level and length of care, treatment or supply and setting are needed
to provide safe and adequate care and treatment.

~ For inpatient hospital stays, acute care as an inpatient must be necessitated by the patient’s condition
because safe and adequate care cannot be received as an outpatient or in a less intense medical setting.

* The services are not mainly for the convenience of the member or health care provider.
° The treatment is not generally regarded as experimental or investigational by BCBSM.
¢ The treatment is not determined to be medically inappropriate by the Utrl:zat{on Management and
Quality Assessment programs.
In some cases, you may be required to pay for services even when they are medically necessary. These limited

situations are:
¢ When you do not inform the hospital that you are a BCBSM member at the time of admission or within

30 days after you have been discharged
e When you fail to provide the hospital with information that identifies your coverage
Medical necessity for payment of physician services is determined by physicians acting for their respective
provider types or medical specialty and is based on criteria and guidelines developed by physicians and

professional providers. It requires that:

¢ The covered service is generally accepted as necessary and appropriate for the patient’s condition,
considering the symptoms. The covered service is consistent with the diagnosis.

® The covered service is essential or relevant to the evaluation or treatment of the disease, injury, condition
or iliness. It is not mainly for the convenience of the member or physician.

¢ The covered service is reasonably expected to improve the patient’s condition or level of functioning.
In the case of diagnostic testing, the results are used in the diagnosis and management of the

patient’s care,
The BCBSM determination of medical necessity for payment purposes is based on standards of practice
established by physicians.
Member is any person eligible for health care services under the State Health Plan PPO. This includes the
subscriber and any eligible dependents listed in BCBSM membership records.
Network providers are providers who have met PPO standards and signed agreements to participate in the
Community Blue/Blue Preferred network and to accept our approved amount as payment in full for covered
services.

Nonparticipating providers are providers that have not signed participation agreements with Blue Cross
Blue Shield of Michigan agreeing to accept the BCBSM payment as payment in full. However, nonparticipating
professional (non-facility) providers may agree to accept the BCBSM-approved amount as payment in full on a

per claim basis, .
Occupational therapy is treatment consisting of specifically designed therapeutic tasks or activities that;

¢ Improve or restore a patient's functional level when illness or injury has affected muscles or joints.

e Help the patient apply the restored or improved function to daily living.
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Out-of-network costs are increased copayment and deductible amounts members may be responsible for
if they go out-of-network without a referral. These costs could also include charges from a nonparticipating

provider that are above the approved BCBSM amount.

Jut-of-network refers to services not rendered by a PPO network provider.
Participating providers are providers who have signed agreements with BCBSM to accept the BCBSM-approved
amount for covered services as payment in full.

Patient is the subscriber or eligible dependent {member) who is awaiting or receiving medical care and treatment.

Per claim is a provider's acceptance of the BCBSM-approved amount as payment in full for a specific claim
or procedure,

Peripheral blood stem cell transplant is a procedure where blood stem cells are obtained by pheresis and
infused into the patient’s circulation, :

Physical therapy is treatment that is intended to restore or improve the patient’s use of specific muscles
or joints, usually through exercise and therapy. The treatment is designed to improve muscle strength, joint

motion, coordination and general mobility.

Physical therapy is not covered when services are principally for the general good and welfare of the patient
{for example, developmental therapy or activities to provide general motwat:on) and when there is no

improvement expected in the patient’s condition.

Physician is a medical doctor (MD), doctor of osteopathy (DO), doctor of podiatric medicine (DPM), doctor of
dental surgery (DDS) or doctor of medical dentistry (DMD).

Professional provider is a medical doctor (MD), doctor of osteopathy (DO), doctor of podiatric medicine
"MPM), doctor of dental surgery (DDS), doctor of medical Dentistry {DMD) or a fuily licensed psychologist.
Provider is a person (such as a physician) or a facility (such as a hospital) that provides services or supplies
related to medical care.

Routine services are procedures or tests that are ordered for a patient without direct relationship to the
diagnosis or treatment of a specific disease or injury.

Skilled nursing facility is a facility that provides convalescent and short or long-term illness care with continuous
nursing and other health care services by or under the supervision of a physician and a registered nurse.

The facility may be operated independently or as part of an accredited acute care hospital. it must meet all
applicable local and state licensing and certification requirements.

Specialty hospital is a hospital, such as a children’s hospital, a chronic disease hospital or a psychiatric
hospital, that provides care for a specific disease or poputation.

Speech therapy is active treatment of speech, language or voice impairment due to illness, injury or as a result

of surgery.
Stem cells are primitive blood cells originating in the marrow but also found in small quantities in the blood.
These cells develop into mature blood elements including red cells, white cells and platelets.

Subscriber is the person who signed and submitted the application for State Health Plan PPO coverage.

We, Us, Our are used when referring to Blue Cross Blue Shield of Michigan.

“»u and Your are used when referring to any person covered under the State Health Plan PPO.
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