Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2025

2 Cross .
) G ﬁmi MESSA ABC & 3-Tier RX ,\rﬁ MESSA

ienses Plan 1 Coverage for: Individual/Family | Plan Type: PPO

Q the Blue na.wm and mEm Shisid Association
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a5 the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.messa.org or call MESSA at 1-800-336-

0013. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call MESSA at 1-800-336-0013 to request a copy.

Answers
Important Questions e Why this Matters:

_=-Zm~<<o.._a OE.Qﬂ Zmﬂzo..r

. H e omzmﬂm_z you must pay all of the costs from providers up to the deductible amount before this
W<<_§ is the overall deductible? Mwmwm w%ﬁ__acm_\ Mw%m ka__acm_\ ‘plan begins to pay. If you have other family members on the policy, the overall family
' y A y deductible must be met before the plan begins to pay.

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

H . | |
>3 thers aftir deductibles for  No. ‘You don't have to meet deductibles for specific services.

mumn_zn services?

<<_._m~ is the out-of-pocket limit for

this plan? $3,650 Individual/  $7,300 Individual/  The out-of-pocket limit is the most you could pay in a year for covered services. If you have
((May include a coinsurance '$7,300 Family '$14,600 Family ‘other family members in this plan, the overall family out-of-pocket limit must be met. ,
‘maximum) 4 u

__uaa_cam balance- g___:o %mamm m3< H

What is not included in the out-of- _m:m::moK penalty and health care this Even though you pay these expenses, they don't count toward the out—of—pocket limit.

P {2
, on_s:_:_ . plan doesn't cover.

t

M This plan uses a m8<am :mgo}. You will nm< _mmm if <o: use a Eo<amﬂ in the c_ms_w
?mm For a list of network providers see  network. You will pay the most if you use an out-of-network provider, and you might receive a
(nttp://www.messa.org) or call MESSA at  bill from a provider for the difference between the provider's charge and what your plan pays |
800-336-0013 Gm_m:nm billing). Be aware, your network provider might use an out-of-network provider for
‘some mmz_nmm (such as lab work). Check <<_5 your m8<_% r before you @mﬁ mmz_omm M,

<<___ you pay less if you use a ,
:mgo; provider? W

Eo you need a referral to see a
Wmmmo_m__m%

No. You can see the mmo_m__m you choose without a referral.
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a5

Common Medical Event

Services You May Need |

What You Will Pay

In-Network Provider
(You will pay the least)

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

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

Limitations, Exceptions, & Other Important
Information

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

W= you have a test

|

Primary care visit to treat
an injury or illness

mmmo_m__mﬁ <_m:

Preventive care/

‘No Charge

20 o:mam

‘No Charge; deductible does

screening/

immunization ‘32 apply

Diagnostic test (x-ray,

blood work) wzo Charge -
'Imaging (CT/PET scans, w

MRIs) \No Charge

H

20% coinsurance

MOo\o oo_:mcssom

|
‘Not covered

20% coinsurance

m

‘Members 18 years and older have access to

\Virtual Primary Care visits by a BCBSM selected
'vendor.

226

<o: may have to pay for services that aren't
preventive. Ask your provider if the services
‘needed are preventive. Then check what your .o_h
<<___ pay 8_.

‘None

Mmog\o coinsurance

‘May require prior authorization
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Vihay YU/l _um< e ‘ Limitations, Exceptions, & Other Important
ooaaos_sm&om_m< Services You May Need | |n-Network Provider Out-of-Network Provider | 3 _swo_.ammo: poke

(You will pay the least) (You will pay the most)

'$10 copay/prescription for
‘Generic or prescribed  retail 34-day supply; $25
‘over-the-counter drugs  copay/prescription for retail or
mail order 90-day supply
20% coinsurance of the
approved amount, but not less |
than $40 copay/prescription or W
more than $80
H copay/prescription for retail @s-
Preferred brand-name day supply; 20% coinsurance
: <o=._“_2& drugs *m.”.am, Haeom ,NMJMmMJﬂ%,_\% %m: Uk ol «
W,\\_Mﬂm__:ﬂowwzmmmmmmmo“_hoz ‘copay/prescription or more Prior authorization, step therapy and quantity limits:

,, 'than $200 copay/prescription ‘may apply to select drugs. Preventive drugs

m Mww_q__mﬂ_wmﬁ%ﬁ roverage for retail or mail order 90-day ‘covered in full. Mail order drugs are not covered

WWW.Messa.org | . supply ~_ outof-network
; : 20% coinsurance of the

approved amount, but not less

than $60 copay/prescription or w

‘more than $100
\copay/prescription for retail 34-

Non-preferred brand- .day supply; 20% coinsurance

M name drugs of the approved amount, but

M W not less than $150 ‘ |

‘copay/prescription or more ,

| ‘than $250 copay/prescription

w w for retail or mail order 90-day

| ‘supply |

w Facility fee (e.g., w m

If you have outpatient Wmaac_ma_,,\ surgery No Charge Mwoo\o coinsurance ‘None

'surgery om:ﬁmc .

v:<m_o_m:\m=6mo: Hﬂmmm w20 Charge A 120% coinsurance ~ None

In-Network copay plus an
‘additional 25% of the approved
‘amount

'

'In-Network copay plus an
‘additional 25% of the approved
‘amount

i

'In-Network copay plus an
‘additional 25% of the approved
‘amount
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What You Will Pay

—{ Limitations, Exceptions, & Other Important

Common Medical Event Wmmé_omm You May Need -Network Provider Out-of-Network Provider [fiittation
(You will pay the least) (You will pay the most)

mamamso< room care ‘No Charge ‘No Charge zo:m M
If you need immediate Emergency medical M w
‘medical attention E - mzo etk - zo Q,Jw:mw ) _s__mm@m limits mucz - W
w Urgent care wzo Charge Nonx, coinsurance mzo:m

. Facility fee (e.g., hospital No Charge 20% coinsurance Prior authorization is required
If you have a hospital stay 893 I . . - N - i

_u:<m_n_m=\mcamo: am No o:mam 20% coinsurance ‘None

If you need behavioral ocﬁm:ma services 20 Charge 20% coinsurance ‘None
health services (mental - 01 S
health and substance use "_:umzma services No Charge 20% coinsurance Prior authorization is required.

disorder)

Maternity care may include tests and services
described elsewhere in the SBC (i.e. ultrasound)
20% coinsurance and depending on the type of services cost share

Office visits ‘No Charge; deductible does

| professional services

“ | w:o# apply “ may apply. Cost sharing does not apply for
W: you are pregnant e R , . brevenfive services.
” o:__%_::am_zmé ‘No o:mam mwoo\c coinsurance None

w (Childbirth/delivery *mo___q No Charge '20% coinsurance ‘None
, services .
_._oam :mm_E‘oma ‘ ‘No o:mﬁm - ~No ‘o:m,am: - mﬁm_n_m: certification required. -
Physical, Speech and oon%mﬁ_o:m_ Therapy i is
'Rehabilitation services  No Charge '20% coinsurance limited to a combined maximum of 60 visits per
- jwis - member, per calendar year. B
, : >vn__ma behavior analysis A>w>v treatment for
If you need help recovering Habilitation services 'No Charge wmoﬂxu coinsurance ‘Autism - when rendered by a Licensed Behavior
‘or have other special health - ) - W - - >:m_<mﬁ (LBA) - subject to prior authorization. )
‘needs M Physician certification anc:ma Limited to 120

Skilled nursing o,mﬁ; ,, wzo Charge No Osmam Q‘m<m per member per calendar year

m : _mxo_camm bath, exercise and deluxe equipment
‘No Charge Mzo Charge ‘and comfort and convenience items. Prescription

Durable medical

equipment rrequired.
Iomm_ommmz_mmw s zO o:mami - ;r‘zm.o:mam ‘ _ug\m_o_mm certification anc_aa Unlimited visits.
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What You Will Pay

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

In-Network Provider
(You will pay the least)

Common Medical Event Services You May Need

If your child needs dental o Children’s eye exam ‘Not covered ‘Not covered

b dpflic i , Wo:__aa:_m glasses NNot covered ‘Not covered

‘For more information on _ A
pediatric vision or dental, |

‘contact your plan [Children's dental check- 1y o overad Not covered

‘administrator | W

Limitations, Exceptions, & Other Important
Information

NNone

i
|
|

'None
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Excluded Services & Other Covered Services:

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

o Cosmetic Surgery e Long term care e Routine foot care

e Dental care (Adult) e Routine eye care (Adult) e Weight loss programs

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

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

e Bariatric surgery SR e ek B e Private-duty nursing

e Hearing aids

e Chiropractic care
o Infertility treatment
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor’s Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling 1-800-324-6172. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For
more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact MESSA by calling
1-800-336-0013.

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

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

- This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be differe

A5

Peg is Having a Baby

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

M The plan’s overall deductible $1,650
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
H Other coinsurance 0%

This EXAMPLE event includes services like:

nt

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
_health plans. Please note these coverage examples are based on self-only coverage.

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of
a well-controlled condition)

M The plan’s overall deductible $1,650
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

B The plan’s overall deductible $1,650
M Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

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

Total Example Cost $12,700 Total ExampleCost ~ $5600 Total ExampleCost ~ $2,800

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

- Cost Sharing - Cost Sharing - ~ Cost Sharing
Deductibles ~~ §$1650 Deductibles o §1.650 Deductibles - o 91650
Copayments %10 Copayments ‘ ] $100 Copayments ~~ $10
Coinsurance | $0 Coinsurance - $500 Coinsurance L $0

‘ What isn’t covered ) ~ Whatisn'tcovered What isn't covered
Limits or exclusions - $60 Limits or exclusions %20 Limits or exclusions $0
The total Peg would pay is $1,720 The total Joe would pay is - $2,270 The total Mia would pay is - $1,660

If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement

(HRA), and/or a health savings account (HSA), then you may have access to additional funds to help cover certain out-of-pocket expenses - like the

deductible, copayments, or coinsurance, or benefits not otherwise covered.

The plan would be responsible for the other costs of these EXAMPLE covered services. 8of9



Language services

If you, or someone you’re helping, needs assistance,
you have the right to get help and information in your
language at no cost. To talk to an interpreter, call
MESSA’s Member Service Center at 800.336.0013 or
TTY BB8.445.5614.

Siusted, o alguisn @ guien usted estéd ayudando,
necesita asistencia, tiene derecho a chtener ayudz &
informacion en su idioma sin coste zlgunc. Para hablar
con un intérorete, llame 3! nimero telefdnice de
servicics para miembros de MESSA, gue eparsce en la
parte tresere ce su tarjeta.

- S T T, - . . R
2En Ged Gaicel JEalazersld Al cadl g o

s. - & . ¢
0 sfiatl! .?\ &

Ll....l-u.r[ln.w.hlr S lallt L..l\
\rr..-uu_ vvkl,.
Ty

TESSA o8 2 Jo ige gl

IR iE, BETEEBIVHE, FERR, =8
B B SRS RISEIRHMIE., BiaiE L
#EF 8, FRE AN -HEMESS AT BIREESE.

N&u quy vi hodc ai dé ma guy v dang gilp d&, cén suv
gidp 3, quy vi cd quyEn _urdn tro gidp vé nhan thong
tin umsm ngdn ngir cla quy vi mign ohi. B& ndi chuyén
wai 30» théng dich vién, 18y goi d&n s& dich vu thanh

rn MESSA trén mat sau cla the.

MNEse ju, ose dikush g oo ndihmoeni, ka nevojé pér
asistencg, keni t€ drejtd t& merrni ndihmé dhe
informacion falas ng gjuh&n tuaj. PEr t& folur me njé
pérkthyes, telefanoni numrin & shérbimit té
anétarésimit MESSA né anén e pasme té kartés tuaj.

Her 2= TE? EEE HFEste £2719E =201
HoP B2 Flate FIste 2302 22
CENTEE ANS LS HAS F UeiT
SUAL T E2S H4OBHE 7= 042 messa BN
ME|A HE2 TSR,

21 wddon unc awaUM. L 8 gn/mmwhw

pee o Tt e wed L oo o Doard moa e eh
2 T h T e panhed She mhons e Bction, by btk b3
e R
I,,, Dun.._..JuUk -

%._Q‘ﬁﬂﬁuﬁﬂ X FAGS A9 FEAT
SEATS ﬂﬂﬁmﬂ.ﬁ»ﬂmi

FARER r zmmmpﬁi

d3q7E (€ IFa)

Jeili Ty lub ozcba, ktérej pomagasz, sotrzebujecie
pemaocy, masz prawo do uzyskania kbezpfatnej
infermacii i pomocy we wissnym jgzvku. Aby
porozmawial z ttumaczem, zadzworl pod numer dzigiu
absfugi czlienkéw MESSA wskazany na odwrocie Twoje]
karty.

Falls Sie oder jemand, dem Sie helfen, Unterstltzung
bendtigen, naben Sie das Recht kastenlose Hilfs und
Informationen in threr Sprache zu erhalten. Um mit
ginem Dclmetscher zu sprechen, rufen Sie bitte
Hummer der MESSA-Mitgliederbetreuung suf der
Riickseite threr Karie an. Se tu o gualcuno che stai
tando svets oisognce di gssistenza, hai il diritto gi
attenere gratuitamente aiuto e informazioni nelig tus
linguz. Per pariare con un intergrete, chiamaz il numero
del servizio membri MESSA presente sui retre dellz tua

fessara.

ITHRAE TRERBEHROBOEY OFTEEE
PELAINZFCIEMPIZIELES, ZTF
BOEETYR- FEBUEY ., EREAFELE
NFR3ZLHFTEET, BE@3hPrYICAL. B
EREBEEZNABAUBRROI - FOERIE
#HAnEvEssa A - Y- P R OERES LT
BEHELEZ,

Ecnn Bam wan anuy, K0Topomy 2ot NoMoraeTe, HyR=a
NomolLE, 70 Bel HMEETE NPE30 HE DecnaaTHoe
NONYHEHWE TOMOWA W sx&cna.wc.x: H2 Bawem s3nIke.
Ans pasrcsopa C NE0EE0AYUMRON TOIBOHUTE NO HOMEDY

Tenedo=a MESSA oTasnz oOCAYKMS3HUA KNAUEHTOE,
YKE3IZHHOMY HE OB paTHOM cTogo~E Bawel <apTel.
Ukolika je vama ili nekem kome pemaiets petrebna
pomaot, imete prave dobiti gomoé | informaciju na
vasem jeziku besplatno. Da biste razgovarali sa
prevcdiccem, pozovite broj ze ulsuge Zlanove MES3A na
z8cnjoj strani vase kartice.

Kung ikaw, o ang iyong tinutuiungan, ay
nangangeilangan ng twlong, may karapatan kang
makakuha ng tulong at impormasyorn 33 iyong wika
nang welang gastos. Upang Makausgp ang isang
interpreter, TUMawag S8 "UMEro Jara s& Mmga serbisyo
g miyembre ng MES34 na nasa likuran ng iyong caro.

Important disclosure

MESEA and Biue Cross Blus Shigld of Michigan (BCBSM)
comply with federal civil rights ‘aws and de ne:
discriminate on the basis of race, cclor, natienz! arigin,
age, cisability, or zex. MESSA and BCBSM porovide free
auxilizry gids and services to peopls with gisabilities to
communicate effectively with us, including quzlifisc
sign language intergreters. If you need assistance, call
MESSA’s Member Service Center at 200.335.0013 or
TTY 888.445.5514.

If you need help filing 2 grievance, MESSA's general
counse! is aveilable to help vou. If you belisve that
MESSA or BCBSM failed to provide zervices or
discriminated in ancther way on the hasis of race, color,
national crigin, age, disahility, or zex, you zanfile a
grievance in person, or by mail, shone, fax or email:

Generzl Counsel, MESSA, 2.0, Box 2550, £ast Lansing,
W1 42825-2560, 800. Nmn‘amuo TTY: 388.445.5613, fax:
517.205.2908 or Civ
GeneralCounsel@messa.ors.

You can alsc file & civil rights complaint with the Office

for Civil Rights on the web at OCRComplaint@hhs.zov,
ar by mzil, phene ar email: U.5. Depariment of Health

& Human Servicas, 200 independsance Ave, SW.,
Washingten, D.C. 20201, 800.368.10198, TTD:
800.537.7657, or OCRComplaint@hhs.gov.
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