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

-.M-‘ Bl Shew MESSA Choices & 3 Tier RX @w MESSA

A nonprafit corporation and independent icensee MESSA PPO Coverage for: Individual/Family | Plan Type: PPO

of the Biue Cross and Biue Shieid Association

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
28 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

_Bo;macmmﬁ.o:m M,[if\fn fi\i; <<=~Em_<_m=oqm_
3 i " In-Network ¥OS.9ﬂ-Zm2<owi y

Generally, you must pay all of the costs from providers up to the deductible amount before this
$1,000 Individual/ ~ $2,000 Individual/ plan begins to pay. If you have other family members on the plan, each family member must
$2,000 Family '$4,000 Family meet their own individual deductible until the total amount of deductible expenses paid by all
| ‘family members meets the overall family deductible.

w<<_§ is the overall deductible?

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

|Are there other deductibles for  No.
mumo_:n services? ;

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

<<_§ is the oﬁ.oﬁ.mon_ﬁ limit f *2 “ . . .
this plan? $2.000 Individuall/  $4,000 Individual/ The out-of-pocket limit is the most you could pay in a year for covered services. If you have

_ . _ . o%mlma__«\smscma_:im;F5235838:3_323ocﬁ-o,ﬂ.cooxm:_a_wca_::m
Mf,ooo Famiy $8,000 Family overall ﬁms__v\ ocﬁ-oﬁ.oooxmﬁ limit has been met.

——— ‘ . S — . . —

(May include a coinsurance
‘maximum)

vas_cam balance-billing osmémm ,m:< ‘
pharmacy penalty and health care this Even though you pay these expenses, they don’t count toward the out—of—pocket limit.
__\plan doesn't cover.

What is not included in the out-of-|
| mooxmﬁ limit?

qj_w B uses a m8<am :mgo; You will pay less if <oc use a Eo<a$ in sm u_m: s
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
(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
800-336-0013 (balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services. |

‘Will you pay less if you use a
‘network provider?

Go <o= need a aaz.m_ toseea
'specialist?

No. You can see the s mmo_m__wﬁ you choose without a referral.
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448 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

et vou Wil Tay o — — Limitations, Exceptions, & Other Important

Information

Common Medical Event  'Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

_ H 'Members 18 years and older have access to

M W_u:_.:ma\ care s $20 copay/office visit 20% coinsurance \Virtual Primary Care visits by a BCBSM selected
.an injury or illness " v “

| . . vendor. - , —

If you visit a health care Wmmmo_m__& visit @No copay/office visit 20% oo_:mc,ﬂ:mw ~ None

You may have to pay for services that aren't

provider’s office or clinic
, preventive. Ask your provider if the services

Preventive care/ 'No Charge; deductible does

|
WE\. ‘not apply [Rok e needed are preventive. Then check what your plan:
\immunization , “ | ,
“ | , will pay for. M
|Diagnostic test (xray, |\, Charge 20% coinsurance None
—* <°= :m<¢ a ﬁwm# { ‘\_O‘OQ‘ EO—.—Avlz e i i i S - — R = e ey (T S ——
| “,%M_m_ vsm \=TPET soans, ‘No Charge wmog\c coinsurance "May require prior authorization
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| h IP _
- _ WhatYouWillPay _ Limitations, Exceptions, & Other Important

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

_ $10 copay/prescription for

‘retail 34-day supply; $25

‘over-the-counter drugs E\uamozgo: for a@_ or

| ‘mail o&mﬂ 90-day supply;

w - deductible does not apply
20% coinsurance of the W
approved amount, but not less ,

‘ ‘than $40 copay/prescription or |

; ‘ ‘more than $80

m ‘copay/prescription for retail 34-

day supply; 20% coinsurance

of the approved amount, but

In-Network copay plus an
‘additional 25% of the approved
amount; deductible does not |

apply

M ‘Generic or prescribed

'In-Network copay plus an

Preferred brand-name additional 25% of the approved

If you need drugs to treat drugs not less than $100 R, e oiile deus ot ‘,
_ . e w ; e apply Prior authorization, step therapy and quantity limits
your illness or condition ‘copay/prescription or more ‘may apply to select drugs. Preventive drugs
"More information about « than $200 copay/prescription | covered in full. Your _uamm%zo: drug coverage
W qumn_q__mﬂﬁmﬁaam coverage ”ﬁmﬂnﬂw_w_rmmﬂmmrﬂﬂﬂmwoﬂ.ﬂ%v\ M:mm a separate ocﬁoﬁ.vonxmﬂ limit of

| _ ’ w '$2,000/$4,000. Mail order drugs are not covered
WWW.messa.org - o __apply N P B A

w 20% coinsurance of the M
‘approved amount, but not less |

| than $60 copay/prescription or

M ‘more than $100

i ; .copay/prescription for retail wb-‘

‘ 'day supply; 20% coinsurance

.of the approved amount, but

'In-Network copay plus an

‘Non-preferred brand- ‘additional 25% of the approved

name drugs ot less than $150 dmawcsn deductible does not

‘copay/prescription or more appy

than $250 copay/prescription

ﬁoﬂ retail or mail order 90-day
| | mcuc? deductible does not

B apply

” Facility fee (e.g.,
if you have outpatient “msg_m.aQ surgery ‘No Charge 20% coinsurance 4,296
‘surgery centey | o R o
W _ug\m_o_m:\mcamo: fees No O:mam 20% coinsurance uzgm
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| What You Will P |
st R GRS —————1 Limitations, Exceptions, & Other Important

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

domwK waived if admitted or for an accidental

, wmamam:Q roomcare  $50 copay/visit $50 copay/visit njury
If you need immediate T—— TR — o ! —_——————————
w 3 . Emergency medical _ : - A
medical attention transportation ,zo Charge - :vzo Charge | | m_;,\l_;__wwmm,,__a_.a _mun_<
Urgent care $25 copay/visit 20% coinsurance None
. Faciltty fee (5., hospiia No Charge 20% coinsurance Prior authorization is required
If you have a hospital stay r00m) R A, - e
wvg\ma_m:\mcamo: fee  No Charge 20% coinsurance ‘None
If you need behavioral ‘Outpatient services ‘No Charge 20% coinsurance ‘None
health services (mental , ) i [
health m_wa substance use |npatient services No Charge 20% coinsurance Prior authorization is required.
disorder | ‘, |

“ Maternity care may include tests and services
_ %m%cmam_wmésma_ismmmoe.m.c_:mwoc:&

{
|

M M m : ; ;
Office visits ”% m:m_ﬁ gp; deductible doss 20% coinsurance and depending on the type of services cost share
PPy M ‘may apply. Cost sharing does not apply for

e8<ma_<mmm2_8m.

W_:‘o: are pregnant |
w Childbirth/delivery m

M | . s No Charge '20% coinsurance None
H professional services | v @ | - -
EhlchireREyaeiy mzo Charge Mmoc\c coinsurance WZO:m

‘services |
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What You Will Pay

In-Network Provider ,,
(You will pay the least)

Common Medical Event

Services You May Need

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

mitations, Exceptions, & Other Important
Information

Physician certification required.

,“T‘__oam :wm_ﬁ: care WZm Charge Wzo O:Emm‘ o
mxmjmc__:mzo: services zo Charge Wwo,xv coinsurance
| | - : -
If you need help recovering M_._ bilitation services ‘No Charge 20% coinsurance
or have other special health - -
needs . .
H ‘Skilled nursing care ‘No Charge ‘No o:mam
|Durable medical No Charge No Charge
‘equipment
Iomm_mm ‘m‘ma_mm(mf  No o:,m_m_.m Mz_o o:mam , ‘
If your child needs dental or o:__nmwm 'seyeexam  Not covered - wzoﬁ covered
eye care . Children’s glasses zoﬁ 8<maa zoﬁ covered
For more information on e - I mame e
‘pediatric vision or dental, . _
contact your plan (Children’s dental check- |y, o ered Not covered
administrator jup

- _wjﬁ_o_m: certification anc__‘ma Unlimited visits.

Physical, muomos and ooo%mﬁ_osm_ .:a&g is
limited to a combined maximum of 60 visits per
member, per calendar year.

>uu__ma behavior analysis (ABA) treatment for
Autism - when rendered by a Licensed Behavior

“Analyst (LBA) - subject to prior authorization.

Physician certification agc_aa Limited to 120
days per member per calendar year

‘Excludes cms exercise and deluxe mnc_nama
and comfort and convenience items. Prescription
required.

‘None

‘None

None
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Excluded Services & Other Covered Services:

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

e Cosmetic Surgery e long term care ¢ Routine foot care

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

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

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

e Bariatric surgery 30 (e Mietes i) e Private-duty nursing

e Hearing aids

e Chiropractic care
o Infertility treatment

60f9




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:

m = This is not a cost estimator. Treatments shown are just mxmsn_mm of how this E might cover medical care. Your actual costs will be different
«A - - amnm:a_:@oi:mmﬂcm_omav\oc38_<m_Emn:omm,\oc_‘mas%ﬂozmam_m:asmioﬁ:mlmoaa._uoocmoi:momﬁmsm::mmBo::aamacQ_U_mm_
w ,

{

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

Managing Joe’s Type 2 Diabetes

Peg is Having a Baby

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

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

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

B The plan’s overall deductible $1,000 B The plan’s overall deductible $1,000 M The plan’s overall deductible $1,000
B Specialist copayment $20 M Specialist copayment $20 M Specialist copayment $20
B Hospital (facility) coinsurance 0% B Hospital (facility) coinsurance 0% M Hospital (facility) coinsurance 0%
M Other coinsurance 0% B Other coinsurance 0% B Other coinsurance 0%

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

Diagnostic tests (x-ray)

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

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)

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)

- R w._ 2,700 .—.O»m_ mxm_.:ﬁ_m muln.vmn Ll %Mwmoo‘ Total MXN_‘:ﬁ_m Cost B | e %N.@@Q

~ Total Example Cost

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

Cost Sharing ‘ ~ Cost Sharing Cost Sharing
Deductibles - $1,000 Deductibles ~ $1,000 Deductibles ~ $1,000
Copayments : $10 Copayments B - $200 ' Copayments 50
Coinsurance | $0 Coinsurance $600 Coinsurance %0
What isn’t covered - What isn't covered - What isn’t covered -
Limits or exclusions | $60 Limits or exclusions %20 Limits or exclusions ‘ %0
The total Peg would payis $1,070 The total Joe would pay is $1,820 The total Mia would payis ~ $1,050
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.
8of9

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



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.

Siusted, o alguien & guien usted estz ayudando,
necesita asistencia, tiene deracho a chizner ayudz e
informacion en su idioma sin costo glgunc. Para hablar
con urn intéroprete, llame a! ndmero telefénico de
servicics para miembros de MESSA, gue gparece en la
parte tresera de su tarjets.
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MNEu quy vi hedc ai dé ma quy vi Sang giap dd,
gidp 3, guy vi o quyen dugc tro gidp va nha m m
tin bang ngdn ngir cia quy vi mifn ohi. BE ndi chuyén
v&i mbt thong dich vién, hdy goi d&n s dich vy thanh
vién MESSA trén mat sau clz the.
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NEse ju, ose dikush g& oo ncdihmoni, ka nevojé psr
asistencg, keni t& grejté t& merrni ndihmé dhe
informacion falas ng gjuhgn tuaj. P&r t& folur me njé
_um_‘r ?....m telefononi numrin & shérgimit té

t WMESSA né anén e pasme té kartés tuaj.
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Jeili Ty lub oscba, kitrej pomagasz, sotrzebujecie
pomocy, mesz prawo do uzyskania kezpiatne]
informacji i paomocy we wiasnym jezyku. Aby
porozmavwiac z ttumaczam, zadzwori pad numer dzisiu
obsiugi czlionkéw MESSA wekazany na odwrocie Twoje]
karty.

Falls Sie oder jemand, dem Sie helfen, Unterstlitzung
bendtigen, haben Siz das Recht kostenlose Hilfs und
Informationen in threr Sprache zu erhalten. Um mit
einem Delmetscher zu sprechen, rufen Sie bitte die
Nummer der MESSA-Mitglisderbetreuung suf der
Ruckseite lhrer Kariz an. Se tu o gualcuno che stai
siutando avets bisogne di gszistenza, haiil diritto gi
gtteneres gratuitamente aiuto € informazioni neliz tus
linguz. Per parlare con un intergrete, chisma i numero
del servizio membri MESSA presante sul retro della tus
tessera.

IRAR. TERBEROROEY OFTIXEZ
VBLINZFTCIAMP I T LEL, IH
BOERTYR- PERYEY. HMREAFLE
NF3LLHTELY. BEIIPY ILAL. &
RREBHEZNZBERBFE 0N~ FOEEIE
BEINEMESAR LN~ EXOEHEESIT
PEEIEZ,

Ecnu Bam wnn nugy, KoTopemy Bol iemMoraeTe, Hym=a
noraollk, 7o Bel MIMESTE NPEBc HE DecnsaTHee
MNOAYHEHNUE TOMOWM W MedopMaL Y Ha Baluem fIbIKE.
Ans pasrcsopa C NESSEOSHUMRON NTOIBE0SWTE N HOMEDY

Tesedora MESSA oTaenz oBCAyENS3HLA KANERTOE,
YREZEHHOMY HE OB paTHOM CTopD=e Bawel <apTel.
Ukolika je vama ili nekem kome pomaiets poirebna
pomai, imete prave dobiti comed | informaciju na
vasem jeziku besplatno. Da biste razgovarali sa
pravediocem, pozovite broj zé ulsuge Zlancve MESSA e
Z8cnjoj strani vaie kartice.

Kung ikew, o ang ivong tinutulungzn, ay
nangangeilangan ng twiong, may karapatan kang
makakuha ng tulong at impormasyon 33 iyong wike
nang welang gastos. Upang mekaussg ang isang
interpreter, Tumeawag S8 NUMErD Para S8 MEga sersisyo
=2 miyembre ng MESSA na nasa likuran ng iyong carc.

Important disclosure

MESSA and Biue Cross Blue Shield of Michigan (BCBSM]
comply with federal civil rights laws and de nat
discriminate on the basis of race, color, naticnel origin,
age, cisability, or sex. MESSA and 3CBSM orevide free
auxiliary aids and services to people with cisabilities to
communicate effectively with us, including quslifisc
sign languzge interpreters. If you need assistance, call
Emwmb.m Aember Service Center at 800.335.0013 or
TTY 2858.445.5514.

fyou need help filing & grievance, MESSA's general
counse! is avzilakle to help yvou. If you belisve that
MESSA or BCBSM failed to orovide zervices ar
discriminated in another way on the hasis of race, colo
national origin, age, disability, or zex, you canfile a
grievance in person, cr by mail, chone, fax or email:
Generzl Counszel, MESSA, B.Q. Box 2550, Zast Lansing,
I 48825-2560, 800.292.4210, TT¥: 828.445 5613, fax:
517.203.2903 or CivilRights-
GeneralCounsel@messa.org.

You can alsc file 3 civil rights comelaint with the Cffice

for Civil Rights on the web at QCRComplaint@hhs.gov,

ar by mzil, phene ar email: U.5. Department of Healt?

& Human Services, 200 independance Ave, SW.,
Washington, D.C. 20201, 800.368.1019, TTD:
800.557.7657, or OCRComplzint@hhs gov.
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