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

Blue Cross
el = MESSA Balance+ & Balance+ RX & MESSA
A it coporaion and dspenent cersee PPO Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
25 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. ao<\mco-a_ommm2 or call MESSA at 1-800-336-0013 to request a copy.

Answers ,
Important Questions _ Why this Matters:

In-Network | Out-of- Zm»io..x _

W | o%ma__< you must pay all of the costs from providers up to the deductible amount before this
| : . $1,650 Individual/  $3,300 Individual/  plan begins to pay. If you have other family members on the plan, each family member must

| ? _ , :

m<<=mn It corerall deductible? $3,300 Family /$6,600 Family ‘meet their own individual deductible until the total amount of deductible expenses paid by all

m ” ﬁma__v\ members meets the overall family deductible.

;_m plan covers some items and services even if you haven't yet met the deductible amount.
Are there services covered before <mm 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 preventive services at (https://www.healthcare.gov/coverage/preventive-care-benefits/).
‘Are there other deductibles for  No.
'specific services?

|

i

?oC don't have to meet deductibles for specific services.

What is the out-of-pocket limit for w W o ‘ ‘

. . , s ‘The out-of-pocket limit is the most you could pay in a year for covered services. If you have
2 | |
M__ﬁw u__%|o_ﬂc P, %Mwwm ka__acm_\ %w% mmo_:mm_ﬂ,“q_”_&_cm_\ .other family members in this plan, they have to meet their own out-of-pocket limits until the
Bmxu_\acsv R e A y ' y ooverall family out-of-pocket limit has been met.

naa_cam balance- c____:n_ charges,any

- pharmacy penalty and health care this Even though you pay these expenses, they don’t count toward the out—of—pocket limit.
?
pocketiml?  plandoesn'tcover. S

i

| , ?_m u_m: uses a provider :mgo} You will pay _mmw if <oc use a provider in the u_m: )

w<<.__ fenes BvER S A Yes. 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
YI you pay te - y (http://www.messa.org) or call MESSA at  bill from a provider for the difference between the provider's charge and what your plan pays
| RVRIOr 1800-336-0013 (balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab <<2_c o:mox <<_5 your provider cmﬁoa you get services. |

‘What is not included in the out-of-

Do you need a referral to see a

ou No. peciali i !
specialist? “20 ,<oc can see the specialist you choose without a referra |
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4% Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What «o: <<=‘_:vm‘<‘ itk
Out-of-Network Provider
(You will pay the most)

In-Network Provider
(You will pay the least)

Limitations, Exceptions, & Other Important
Information

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

i
|

i
i
i
i

W__“ you have a test

|

W?_Bma\ care visit to treat ,mmm copay/office visit;

an injury or illness
Wmmmo_m__mﬁ <mm:

Preventive care/

‘screening/
immunization

ﬂ ommm:owﬁ_o ﬁmmﬁ‘ A.x..‘&w\,‘
w‘zwo,a‘éo%

deductible does not apply

‘ Wmo oommK\oa,om <_mﬁ

deductible does not apply

No Charge; deductible does
not apply

20% coinsurance

'Imaging (CT/PET scans,
MRIs)

20% coinsurance

140% coinsurance

ioﬂx, coinsurance

‘Not covered

40% coinsurance

T

40% coinsurance

‘Members 18 years and older have access to

Virtual Primary Care visits by a BCBSM selected

vendor.

None

You 3m< have to pay for services that aren't

preventive. Ask your provider if the services

‘needed are preventive. Then check what your plan

‘will pay for.

‘None

‘May require prior authorization
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What You Will P _
L L et it 1 Limitations, Exceptions, & Other Important

Common Medical Event  Services You May Need = |n-Network Provider |  Out-of-Network Provider
(You will pay the least) (You will pay the most)

| M '$10 copay/prescription for
‘Generic or prescribed retail 34-day supply; $30

, over-the-counter drugs  copay/prescription for mail

Information

m_:-zﬂs\o% copay plus an
‘additional 25% of the approved

| | ~ order 90-day supply mmaoca - ~ Prior authorization, step therapy and quantity limits
, $40¢c copay/prescription for ﬂ may apply to select drugs. Preventive drugs
M « ’ 3 In-Network copay plus an . =
,Maﬁm_.aa brand-name a.ﬁm__ 34-day .m:.%_<_ fmo. ‘additional 25% of the approved 8<ma.a in full. A 90-day m:nm:\ of prescription
M drugs ommK\uamo:E_o: for mail wmaoca drugs is not payable at a retail pharmacy. A 90-
you st dngs st
<o_= illness or condition [In-Network copay plus an ‘ '
Non-preferred brand- :mﬁm__ 34-day supply; $240 [ ngfigionn
'More information about w o . additional 25% of the approved
brescription drug coverage "2Me drugs ‘copay/prescription for mail amount w
o b = e ‘order 90-day supply |

is available at — ‘, . - S AR %

| s : 20% coinsurance of the | W
| -bebsm.com/druglists ‘Generic and preferred  approved amount, but no more In-Network copay plus an ”

brand-name specialty ~than $150 copay/prescription  additional 25% of the approved

Drugs for retail or mail order 30-day maoca Imay-apply to ssiect drugs, Preventiys drugs |

_w%\m_wo_:mca:om o s ‘covered in full. 90-day supply not covered out of

_u:oﬁ authorization, step therapy and quantity limits

‘approved amount, but no more | In-Network copay plus an jretwor:
; Nonpreferred brand-name PP |°E P
| specialty drugs ‘than $300 copay/prescription um&;_ozm_ 25% of the approved
| P g for retail or mail order 30-day maoca

supply . |
( Facility fee (e.g., q
If you have outpatient ambulatory surgery pmo,xv coinsurance 40% coinsurance None *
‘surgery center) ‘ I S |
, Physician/surgeon fees  20% coinsurance 40% coinsurance ‘None

Ememeney isom ds '$200 copay/visit; deductible ~ $200 copay/visit; deductible does Copay waived if admitted or for an accidental

; , — . — doesnotapply ‘not apply o muy.
M= you Ll _Bimn_ma ”mamamsﬁ medical 20% coinsurance '20% coinsurance Mileage limits apply
‘medical attention transportation | ; - ] I -
| | '$50 copay/visit; deductible o |
cﬁmma care aomm st %cz 8 % coinsurance None
M - _nmo___z fee (e, sowu:m_ '20% coinsurance _,SO\O coinsurance Prior authorization is required
If you have a hospital stay room) """ A ‘
‘ Physician/surgeon fee 20% coinsurance oﬁ 832838 ‘None
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What You Will Pay |

Common Medical Event Services You May Need | In-Network Provider |  Out-of-Network Provider | Limitatigns, mxﬂﬂwﬂ_qﬂwm_w_doﬁmq Important
(You will pay the least) | (You will pay the most)

If you need behavioral «ocﬁmﬁ_ma services 20% coinsurance Lo_x, coinsurance None

health services (mental T — [ -

health m.wa substance use |npatient services 20% coinsurance 40% coinsurance Prior authorization is required.

disorder _

“ Maternity care may include tests and services |
_ _ described elsewhere in the SBC (i.e. ultrasound)
Office visits 20% coinsurance 140% coinsurance and depending on the type of services cost share
| may apply. Cost sharing does not apply for
If you are pregnant A > i ) , ( - preventive services. -
Childbirth/delivery
professional services

o:__%_::am_ZmQ ﬁmo___a\ 20%
‘services °

20% coinsurance 140% coinsurance None

coinsurance 40% coinsurance ‘None

‘Home :mm_s care ~ 20% coinsurance moﬁ. coinsurance ~ Physician certification required.

, , Physical, mummo: and Occupational Therapy is
‘Rehabilitation services  20% coinsurance 40% coinsurance limited to a combined maximum of 60 visits nmﬁ
Bmscmﬂ per calendar year.

m ) I R >€__ma behavior analysis (ABA) treatment for

If you need help recovering Habilitation services 20% coinsurance 140% coinsurance ‘Autism - when rendered by a Licensed Behavior
or have other special health M - . ~ Analyst (LBA) - subject to prior authorization.
:mmnm W m u

wmx___ma nursing care 120% coinsurance 120% coinsurance Physician certification required. Limited to 120

~ days per member per calendar year
Excludes bath, exercise and deluxe mnc_nama

i i ;
| e e S e e | B e e e S e

Durable medical

: 20% coinsurance 20% coinsurance Mm_a comfort and convenience items. Prescription
‘equipment H ;
u s I - an:_aa
M ‘Hospice services 120% coinsurance 20% coinsurance v:<m_o_m: certification anc_aa Unlimited visits.
W= your child needs dental or Children's eye exam ‘Not covered ‘ zoﬁ covered ~ None - -
|Eyacate. . o:__%m: s @_mmmmm dzoﬁ 8<maa " Not 8<maa None
For more information on e —
‘pediatric vision or dental, . | ,
contact your plan (Children’s dental check- |\t covered ‘Not covered None M
‘administrator up , ‘

i i _
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Excluded Services & Other Covered Services:

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

e Cosmetic Surgery e Long term care e Weight loss programs
e Dental care (Adult) e Routine eye care (Adult)
e Hearing aids e Routine foot care

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 Private-duty nursing
See (http://www.messa.org)

e Bariatric surgery

e Chiropractic care e Infertility treatment

e Non-emergency care when traveling outside the
u.S
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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 Emma Coverage Examples:

health plans. Please note these coverage examples are based on self-only coverage.

This is not a cost estimator. Treatments shown are _cmﬁ examples of how this w_ml 3@2 cover medical care. Your actual costs will be different ]

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under a_mmaa

Peg is Having a Baby

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

B The plan’s overall deductible $1,650
B Specialist copayment $50
M Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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

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

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
W Specialist copayment $50
B Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room
follow up care)

M The plan’s overall deductible $1,650
m Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

Diagnostic tests (x-ray)

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

Total Example Cost | $12,700 Total ExampleCost ~ $5,600 Total Example Cost - $2,800
In this example, Peg would pay: In this example, Joe would pay: - In this example, Mia would pay:
.  Cost Sharing |  Cost Sharing R ~ CostSharing
Deductibles $1,650 Deductibes - $1,650 Deductibles - - $1,650
‘Copayments ~ $10 Copayments B $600 Copayments ~ §100
Coinsurance $2,200 Coinsurance ~ $100 Coinsurance %40
What isn't covered Whatisntcovered ~ What isn't covered -
Limits or exclusions %60 Limits orexclusions | $20 Limits or exclusions 1 $0
The total Peg would payis ~ $3920 ‘The total Joe would payis ~ $2,370 The total Mia would pay is $1,790
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. 70f8



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 888.445.5614,

i usted, 0 alguisn & guien usted esté ayudando,
necesita asistencia, tiens derecho a chtener ayudz e
infermacion en su idioma sin costo glgunc. Para hablar
con un intérorete, lleme 2! nimero telefdnico de
servicics gara miembros de MESSA, que eparsce en la
parte trasera de su tarjeta.

g2

P oless] MESSA 48y el o 2m sl

SR, DETEEBNOHE, FRHN, &F
BN RBC SN SRS MMMEAE. Biai—L
=8, #HREE .r.mq,vum_\.mmqﬁmwmmrmmmmmﬂm

NEu quy vi hodc ai dé ma quy ¥ Sang gilp d&, can su
giup 98, quy vi co guyen dudc tro gidp vé nhan théng
tin bdng ngdn ngly cda quy vi midn ohi. DE ndi chuyén
vw&i mdt théng dich vién, 238y goi d&n s8 dich wu thanh
Emzimwwbqn:a:mmmomn:m.

MEse ju, ose dikush g& po néihmoni, ka nevojé pér
asistencE, keni {€ drejté & merrni ndihmé dhe
informacion falas n2 gjuh&n tuaj. Pér t& folur ms njé
pérkthyes, telefononi numrin & sharoimit té
anatarésimit MESSA n& anén e pasme té kartés tuaj.

s =& Aty S2E RT3 £2517 =20
WS Fe, Fste Fistel 23042 222
CEMTEEANS &= HAE T Uach
SUAQ SEE LOHW = TR Messa 3
MEIA #5 2 TakstdAL.

B hles aned .P—wu,.nUy.ﬂ .HJ guaﬁmww»uw

mEe o L ot o¢ A g e o cmiamed X mon. ®

o< eadh
2 hT e s o s e Bcime. ha e o
e wn e

- emi [ -

%ﬁﬁﬂwﬂﬂ&ﬂmﬂﬁﬂﬁuﬁﬂﬂq
7R WTE =GR
alﬁﬁuﬁm%dﬂ
wwﬁm_ Nﬁuﬂ?l@mmﬂaﬂiﬂl

7 TORES (%2 MESSa TN
TFEE (T FEA

Jezili Ty lub azcba, ktérej pomagasz, sotrzesujecie
pamocy, masz prawo do uzyskania bezpfatnegj
informacii i pomocy we wigsnym jezyku. Aby
parozmawiac z ttumaczem, zadzwori pad numer dzistu
abslugi czlenkéw MESSA wskazany na odwrecie Twoje]
karty.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bendtigen, haben Sie das Recht kostenlose Hilfe und
Informationen in Ihrer 3prache zu erhalten. Um mit
ginem Delmetscher zu sprechen, rufen Sie bitts die
Nummer der MESSA-Mitgliederbetreuung suf de-
Rickseite threr Karie an. Se tu o gualcunc che stai
aiutando avets bisogne di essistenza, hai il diritto di
otteners gratuitamente aiuto e informazioni nells tus
linguz. Per perlare con un interprete, chiama il numero
del servizio mambri MESSA presante sul retro dellz tua
tessera.

ITERARE. TERBEZROBOERY OFTEEE
PELIANZFCZEMBPZEELES, ZH
BOEERTH R~ NERUEY., EREAFELE
WFRZLHFETT, B3I IeL. B
RLEBEINIBEAIBF/FROoN— FOoE®RIE
HAINEMESSAa A NP R OERESE T
BEHEIEI,

Ecnum Bam uamn nuudy, KOTopory 2ol NoMoraeTe, HyR=a
norouLk, 7o Bel MmesTe NpEso He DecnnaTtHoe
NOAYYEHWE NoMoWy M uEGopMaL# Ha Balem S3sbIke.
Ana pasrcsopa C NESEECSHUKON NOIBOHWTE NO HOMEDY

Tenzdora MESSA oTaenz obCnyU33HA KANEHTOE,
YREIZHHOMY HE DO paTHON CTogo=e SawWweit xapTel.
Ukolika je vama ili nekem kome pemaiete poirebnz
pomog, imete prave dobiti comed | informaciju nz
wasem jeziku beszplatno. Da bizte razzovarali sa
prevcdiccem, pozovite broj 2z ulsuge Zianove MES3A na
zgcnjoj strani vaie kartice.

Kung ikaw, o ang iyong tinutulungan, ay
nangangzilangan ng twlong, may karapatan kang
makakuha ng tulong a2t impormasyorn 33 iyong wike
nang wzlang gastos. Upang mekausag ang isang
interpreier, [UMawsg S8 NUMEro 0ara 52 MEa sersisyo
g miyembroc ng MESSA na nasa likuran ng ivong carc.

Important disclosure

MESSA and Riue Cross Blue Shisld of Michigan (3CBSM]
comply with federal civil rights 'aws and de not
discriminate on the basis of racs, color, nations! arigin,
2ge, cisability, or sex. MESSA and 3CBSM orovide free
auxilizary aids and services to peopls with cisahilities te
communicate effecti n us, including quelifiec
sign languzsge interoreters. If you need assistance, cal
WMESSA’s Member Service Center at 800.3356.0013 or
TTY 888.445.5614.

If you need heig filing 3 grievance, MESSA's general
counse! is available to help you. If yeu belisve that
MESSA or BCBEM failed to orovide zervices or
discriminated in ancther way on the basis of race, color,
national crigin, age, disability, or zex, you canfile a
grievance in gerson, or by mail, shone, fax or email:
Generzl Counsel, MESSA, P.C. Box 2580, Zast Lansing,
11 48825-2560, 800.292.4510, TTY: 888.445.55813, fax:
517.203.2908 or CivilRights-
GenerzlCounsel@messa.org.

You can alsc file & civil rights complaint with the Cffice

ights on the web at OCRComplaint@hhs.oov,
ar by Bmw_\ phene or email: U.S. Department of Health

& Humagan Services, 200 Independsence Ave, SW .,
Washingten, D.C. 20201, 800.368.1318, TTD:
80D.537.7657, or OCRComplaint@hhs.zov.
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