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ABOUT THIS GUIDE

This guide contains brief descriptions of the options provided in each benefit category. These summaries
are intended to help you choose among the available options under the benefits program. You may
obtain additional information from the HR website aww.svsu.edu/HR In addition, the website
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This guide and our web resources do not take the place of legal plan documents. If you need an official
plan document, contet the HR Office.

If there is a conflict between this guide and the plan documents, the plan documents will govern. If you
require more detailed information, contact Human Resources at (988Y108.

SVSU reserves the right to modify, amendtesminate any or all of the provisions of these benefits or
the plan documents at any time for any reason upon appropriate action by the university and
compliance with any applicable labor agreement.

CHANGES IN YOUR BEINEELECTIONS

You may only makehanges to your group health insurance coverage during the annual open
enrollment period, unless you experience a Family Status Change, as defined by the IRS. A qualified
Family Status Change includes, but is not limited to:

e Retirement

Marriage, divorce, éath

Birth, adoption or placement for adoption
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If you experience a Family Status Change and would like to make a change, you must complete a new
health insurance enrollment form and provide the appropriate evidence of change witHiR 30 days

of the event. Late applications will not be accepted. Tdi@nge in coverage and any required
contributions will be effective as of the date of the event.

In addition, the IRS does not allow you to increase, decrease, or cancel your Flexible Spending Account
contributions during the year unless you have a vBhdily Status Change.

For further details on eligibility requirements, please contact HR at ext. 4108.
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http://www.svsu.edu/ecs

YOUR MEDICAL PLANTGPNS FOR 20

Choosing which benefit options are right for you is one of the most important decisions you make all
year. Medical coverage is among your most valuable benefits. It is also a benefit you may not think
about oftencg until you need it.

The University offrs five different types of medical plans from which to choose, all of which cover a
gARS NI y3aS 2F aSNBAOSa FTNRY K2alLhiartAllrarazy G4
Consider the options carefully and choose the plan that best fits lyealth care needs.

Please visit the HR websitewatvw.svsu.edu/HR/benefits/summaridsr detailed benefit summaries.
The plans that are available to each group are listed below.

Support Staff:
¢ Blue Cross/ Blue Shiel[@FO}

Blue Cross/ Blue Shield (PPO4)

Health Plu$oint of Service (POS)

Health Plus Health Maintenance Organization (HMO)

Blue Cross/Blue Shield (Traditional)

Administrative/Professional:
e Blue Cross/ Blue Shield (PPO1)

e Blue Coss/ Blue Shield (PPO4)
e Health Plus Point of Service (POS)

Faculty:
e MESSA Super Cadd taditional Indemnity Plan

e MESSA ChoicesRteferred Provider Organization (PPO)

All Employees:
e Blue Cross/ Blue Shi€eldaditional Plu®ental Coverage; Plan 3
e Blue Cross/ Blue Shield BN&sion

How to Find Participating Provider Networks:
You may access the BC/BS websitenatv.bcbs.comthe Health Plusvebsite atwww.healthplus.com
and MESSA atww.messa.ordo find participating doctors, specialists, and hospitals.



http://www.svsu.edu/ecs/benefits/summaries
http://www.healthplus.com/
http://www.messa.org/

XS|X'SS ‘Y4 ‘d¥ ~palepdn1aays Alewwng a1ey Z10Z-TT07\s31ey\311auear\:y

[EUOISS3]0.1d SATIELSIUIUPY

(vd) &amoed - Z10Z ‘0g 2un[ -110Z ‘T AM[
(ss) re1s weddng pue (dvy) [euolssajold SANENSIUTWDPY - TTQZ ‘T€ 12qu=33q -1 10T ‘T Aeanue|
[BIUa( pUE Tedpa YIeaH

sa1ey ZT0Z -TT0Z 1eaX ueld

17765 TT9%5 TE'8ETS  |SS#9S 1T°9vS 99'0TTS J00°0% TT9%S 1T°9vS |E1u=q 5404
BL¥ES 6ECTS LT LES 9 LTS BECTS SI6TS 00°0S GETTS BECTS uolsip S404
1507 aaho|dw3 | uonngquiuo) 1507 1507 aako|dw3 | uonnguuo) 1500) 1507 @3hojdw3 | uonnguiuod | 1507 ueld
AjLauopy Aisianun |eio] Alyauowy Ausianiun |elol Alyauowy Asiamun |elo]
Ajuny uosiad omj 3|buig
saadopdwy v
"(soueinsul |eaipaw Ag pauanod 3ue nod 1ey] Jooud apinoud 1sniy) uSWSSINGUUIBI [ENUUE 00S'TS JanepN |B2IP3IN
165515 00ZET'TS L6°£89TS |ECTEYS 00°880°TS £€°6TSTS |60 CSS 00'%¥T9s 60995 T aue) 13dns yssIN
TTTETS 00ZET'TS TTVIv'TS |S6°62T5 00°880°TS Se'LTE'TS J000S 659855 £S5 9855 (Odd) 11 5921042 WSSIN
1507 aaho|dwy | uonnguiuo) 1507 1507 aako|dw3 | uonnguiuo) 1500 150 aahodwy | uonnguiuod | 1s0) ue|d
Alyruoy Als1anun |e1o] Alyuo Alisianun |elo] Ajyuo Asiamun |elol
Ajrwp4 uosiad omj ajBurs
Aynoeg
UaWasinquiay Yiuow/cs IanBAN |BIUR]
‘(2oueinsul |ea1paw Ag paiaaod 2ue noh 1eyl Jooud apiaoud 1sniy) USWSSINGLUIRY [BENUUE 0OSTS I2AIBAA [E2IP2IN
PR A TAS 00°SFE'TS L¥200°TS |ST 0595 00°00T°TS ST'OSL'TS JPE6TITS 0070045 ¥E'BI8S OWH snjdyle=H
0005 9T LET'TS 97’ LET'TS |00°0S 8V’ T665 8F'1665 0005 LT 9IS LT P9FS 50d sn|dy3ie=H
T¥'8TS 00'S¥T'TS T#€92°TS 00708 18°0T0'TS T80T0TS J00"0% STTTWS STTTHS ¥ Ueld-0Odd S804
L0 LTES 00'S¥T'TS LOTLSTS |TL7LSTS 00°00T'TS TL£ST'TS J0005 E0¥TSS £0#TSS T Ue|d-0Odd S804
1507 aaho|dwy | uonnguiuo) 1507 1507 aako|dw3 | uonnguiuo) 1500 150 aahodwy | uonnguiuod | 1s0) ue|d
AjLauopy Aisianun |eio] Alyauowy Ausianiun |elol Alyauowy Asiamun |elo]
Ajwung uosiagd omj s|buig
peis 1oddng
‘(zoueinsul |ea1paw Ag pauaaod 2ue noh 1eyl Jooud apiaoud 1sniy) USWSSINgUUIRY [BNUUE ZTSTS I2AIBAA [E2IP2IN
0005 9T LET'TS 9z LET'TS J00°0S 8t 1665 8’1665 0005 LTH9rS LT 7975 S0Od sn|dYy3je=H
TrTES D0CZET'TS T#E€9Z'TS J00°0S I8°0T0'TS T8'0TO'TS 0005 ST TTPS ST TEVS ¥ UB|d-Odd S424
L0'DVES D0CZET'TS LOTLSTS JTL69TS 00°880°TS T££ST'TS 00 0S E0FTSS £0'v2SS T Ue|d-Odd S424
1507 aaho|dwy | uonnguiuo) 1507 1507 aako|dw3 | uonnguiuo) 1500 150 aahodwy | uonnguiuod | 1s0) ue|d
AjLauopy Aisianun |eio] Alyauowy Ausianiun |elol Alyauowy Asiamun |elo]
Ajwung uosiagd omj s|buig




Administrative/Professional & Support Staff

Community Blue®™ PPO i Plan 1
Benefits-at-a-Glance for Saginaw Valley State University Group
#68859-663

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract.
Additional limitations and exclusions may apply to covered services. For a complete description of benefits, please see
the applicable Blue Cross Blue Shield of Michigan certificates and riders. Payment amounts are based on the Blue Cross
Blue Shield of Michigan approved amount, less any applicable deductible and/or copay amounts required by your plan.
This coverage is provided pursuant to a contract entered into in the state of Michigan and will be construed under the
jurisdiction of and according to the laws of the state of Michigan.

In-network Out-of-network

Member 6 s r es peducthlel,icdpays and @adlar maximums)

Note: Services from a provider for which there is no PPO network and services from a non-network provider in a geographic area of

Mi chi gan deemed a filow access areado by BCBSM f o rnetwonkdenefiplevel if yoa u
receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount
and the providerés charge.

Deductibles None $250 for one member, $500 for the
family (when two or more members
are covered under your contract)
each calendar year

Copays

A Fixed dollar copays $20 for office visits and $100 for $100 for emergency room visits
emergency room Visits

A Percent copays 50% for mental health care, substance 20% for general services and 50% for

abuse treatment and private duty nursing mental health care, substance abuse
treatment and private duty nursing

Copay dollar maximums

A Fixed dollar copays None None

A Percent copays i excludes mental health Not applicable $2,000 for one member, $4,000 for two
care, substance abuse treatment and or more members each calendar year
private duty nursing copays

Lifetime dollar maximum None

Preventive care services T *Payment for preventive services is unlimited

Health maintenance exam i includes chest Covered i 100%*, one per calendar year Not covered
x-ray, EKG and select lab procedures

Gynecological exam Covered i 100%*, one per calendar year Not covered
Pap smear screening 1 laboratory and Covered i 100%*, one per calendar year Not covered
pathology services

Well-baby and child care Covered 1 100%* Not covered

A 6 visits, birth through 12 months

A 6 visits, 13 months through 23 months

A 6 visits, 24 months through 35 months

A 2 visits, 36 months through 47 months

A Visits beyond 47 months are limited to
one per member per calendar year
under the health maintenance exam

benefit
Adult and childhood preventive services and Covered 1 100%* Not covered
immunizations as recommended by the
USPSTF, ACIP, HRSA or other sources as
recognized by BCBSM that are in compliance
with the provisions of the PPACA.
Fecal occult blood screening Covered i 100%*, one per calendar year Not covered
Flexible sigmoidoscopy exam Covered i 100%*, one per calendar year Not covered
Prostate specific antigen (PSA) screening Covered i 100%*, one per calendar year Not covered




Community Blue®™ PPO-P | an

Mammography

1 Cont é

In-network

Out-of-network

Mammography screening

Covered 1 100% (no deductible or co
pay) Note: Subsequent medically
necessary mammograms performed
during the same calendar year are
subject to your deductible and percent
co pay

Covered 1 80% after deductible
Note: Non-network reading and
interpretations are payable only when
the screening mammogram itself is
performed by a network provider

One per calendar year, no age restrictions

Physician office services

Office visits

Covered i $20 copay per office visit

Covered i 80% after deductible,
must be medically necessary

Outpatient and home medical care visits

Covered i 100%

Covered i 80% after deductible,
must be medically necessary

Office consultations

Covered i $20 copay per office visit

Covered i 80% after deductible,
must be medically necessary

Urgent care visits

Covered i $20 copay per office visit

Covered i 80% after deductible,
must be medically necessary

Emergency medical care

Hospital emergency room

Covered i $100 copay per visit
(copay waived if admitted or for an
accidental injury)

Covered i $100 copay per visit
(copay waived if admitted or for an
accidental injury)

Ambulance services i must be medically necessary

Covered i 100%

Covered i 100%

Diagnostic services

Laboratory and pathology services Covered i 100% Covered i 80% after deductible

Diagnostic tests and x-rays Covered i 100% Covered i 80% after deductible

Therapeutic radiology Covered i 100% Covered i 80% after deductible

Maternity services provided by a physician

Prenatal and postnatal care Covered i 100% | Covered i 80% after deductible
Includes care provided by a certified nurse midwife

Delivery and nursery care Covered i 100% | Covered i 80% after deductible

Includes delivery provided by a certified nurse midwife

Hospital care

Semiprivate room, inpatient physician care, general | Covered i 100% Covered i 80% after deductible

nursing care, hospital services and supplies

Note: Nonemergency services must be rendered in Unlimited days

a participating hospital.

Inpatient consultations Covered i 100% Covered i 80% after deductible

Chemotherapy Covered i 100% Covered i 80% after deductible

Alternatives to hospital care

Skilled nursing care Covered i 100% | Covered 1 100%

Up to 120 days per member per calendar year

Hospice care

Covered i 100%

| Covered 1 100%

Up to 28 pre-hospice counseling visits before electing hospice services; when
elected, four 90-day periods i provided through a participating hospice program
only; limited to dollar maximum that is reviewed and adjusted periodically

Home health care i must be medically necessary

Covered i 100%

Covered i 100%

Home infusion therapy i must be medically
necessary

Covered i 100%

Covered i 100%




Community Blue®™ PPO-P | a n

Surgical services

1 Cont é

Surgery 1 includes related surgical services and
medically necessary facility services by a
participating ambulatory surgery facility

Covered i 100%

Covered i 80% after deductible

Presurgical consultations

Covered i 100%

Covered i 80% after deductible

Colonoscopy i routine or medically necessary

Covered i 100% for routine
colonoscopy (no deductible or copay)
Note: Subsequent medically
necessary colonoscopies performed
during the same calendar year are
subject to your deductible and
percent copay

Covered i 80% after deductible

Voluntary sterilization

Covered i 100%

Covered i 80% after deductible

Human organ transplants

Specified human organ transplants i in designated Covered i 100% Covered i in designated facilities only

facilities only, when coordinated through the BCBSM No lifetime dollar maximum

Human Organ Transplant Program (800-242-3504)

Bone marrow transplants i when coordinated Covered i 100% Covered i 80% after deductible

through the BCBSM Human Organ

Transplant Program (800-242-3504)

Specified oncology clinical trials Covered i 100% Covered 1 80% after deductible

Kidney, cornea and skin transplants Covered i 100% Covered i 80% after deductible

Mental health care and substance abuse treatment

Inpatient mental health care Covered i 80% | Covered i 80% after deductible

Unlimited days

Inpatient substance abuse treatment Covered i 80% | Covered i 80% after deductible
Unlimited days, up to $15,000 annual maximum

Outpatient mental health care

A Facility and clinic Covered i 80% Covered i 80%

APhysicfiicands o Covered i 80% Covered i 80% after deductible

Outpatient substance abuse treatment i in Covered i 80% Covered i 80%

approved facilities only Up to the state-dollar amount that is adjusted annually

Other covered services

Outpatient Diabetes Management Program (ODMP) | Covered i 100% Covered i 80% after deductible

Allergy testing and therapy Covered i 100% Covered i 80% after deductible

Chiropractic manipulation treatment and osteopathic
manipulation treatment

Covered i $20 copay per office visit

Covered i 80% after deductible

Up to a maximum of 24 visits per member per calendar year

Outpatient physical, speech and occupational
therapy

Covered i 100%

Covered i 80% after deductible

Limited to a combined maximum of

60 visits per member per calendar year

Durable medical equipment

Covered i 100%

Covered i 100%

Prosthetic and orthotic appliances

Covered i 100%

Covered i 100%

Private duty nursing

Covered i 50%

Covered i 50%

Additional riders

Rider CB-ET $100, emergency treatment copay
requirement

Increases dollar copay for outpatient hospital emergency room services to $100.

Rider CB-0V$20, office visit copay requirement

Increases copay for select office visits to PPO network providers to $20.

Rider CBC-MT, copay requirement for manipulative
treatment

Imposes the same fixed dollar copay requirement for chiropractic and
osteopathic manipulative treatment by a network provider as is required for all

network physician office visits.

Rider CB-MH 20%, mental health / substance abuse
treatment copay requirement

Decreases copay to 20% for mental health care services and substance abuse
treatment provided by both network and non-network providers.




Administrative/Professional & Support Staff

Community Blue®™ PPO i Plan 4
Benefits-at-a-Glance for Saginaw Valley State University
68859 -664, 904

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract.
Additional limitations and exclusions may apply to covered services. For a complete description of benefits, please see the
applicable Blue Cross Blue Shield of Michigan certificates and riders. Payment amounts are based on the Blue Cross Blue
Shield of Michigan approved amount, less any applicable deductible and/or copay amounts required by your plan. This
coverage is provided pursuant to a contract entered into in the state of Michigan and will be construed under the
jurisdiction of and according to the laws of the state of Michigan.

In-network Out-of-network

Me mber 6 s r es peuuctblel,icdpays gnd dadlar maximums)

Note: Services from a provider for which there is no PPO network and services from a non-network provider in a geographic area of

Mi chi gan deemed a filow access areado by BCBSM f o rnetwvonkdenefiplevel. if yoo u |l
receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and
the providerds charge.

Deductibles $500 for one member, $1,000 for the family | $1,000 for one member, $2,000 for the family
(when two or more members are covered (when two or more members are covered
under your contract) each calendar year under your contract) each calendar year
Note: Deductible waived if service is Note: Out-of-network deductible amounts
performed in a PPO p| alsoapplytoward the in-network deductible.

Copays

A Fixed dollar copays A $20 co pay for office visits $150 co pay for emergency room visits
A $150 co pay for emergency room visits

A Percent copays A 50% of approved amount for private duty | A 50% of approved amount for private duty

nursing nursing
A 20% of approved amount for most other A 40% of approved amount for most other
covered services (copay waived if service covered services
isperfformedi n a PPO phys|i
See fAMental health c|See fiMent al heal t h ca
abuse treatmento sec|labuse treatmento sect
and substance abuse percent copay and substance abuse percent copay
amounts. amounts.
Copay dollar maximums
A Percent copay maximgms i includes $1,500 for one member, $3,000 for two or $3’000 for one mem ber,
general medical only i excludes fixed more members each calendar year
dollar copays and mental health care, $6,000 for two or more
substance abuse treatment and private members each calendar

duty nursing percent copays
year

Note: Out-of-network copays also apply
toward the in-network maximum.

A For groups of 51 or more employees $1,500 for one member, $3,000 for two or $3 000 for one member
(including seasonal and part-time) that more members each calendar year : :
are subject to the MHP law, copays for $6,000 for two or more
mental health care and substance abuse members each calendar
treatment are subject to a separate copay
maximum year
Note: Groups with 50 or fewer employees Note: Out-of-network copays also apply
or groups that are not subject to the MHP toward the in-network maximum.

law do not have a copay dollar maximum.

Lifetime Dollar maximums None




Community Blue®™ PPO-Plan4Con't é

In-network

Preventive care services i Payment for preventive services in unlimited

Out-of-network

Health maintenance exam i includes chest x-ray,
EKG and select lab procedures

Covered 1 100%?*, one per calendar year

Not covered

Gynecological exam

Covered 1 100%?*, one per calendar year

Not covered

Pap smear screening i laboratory and pathology
services

Covered 1 100%?*, one per calendar year

Not covered

Well-baby and child care

Covered i 100%*

A 6 visits, birth through 12 months

A 6 visits, 13 months through 23 months

A 6 visits, 24 months through 35 months

A 2 visits, 36 months through 47 months

A Visits beyond 47 months are limited to
one per member per calendar year under
the health maintenance exam benefit

Not covered

Childhood immunizations as recommended by the
Advisory Committee on Immunization Practices or
other sources as recognized by BCBSM

Covered i 100%*

Not covered

Fecal occult blood screening

Covered i 100%*, one per calendar year

Not covered

Flexible sigmoidoscopy exam

Covered 1 100%?*, one per calendar year

Not covered

Prostate specific antigen (PSA) screening

Covered 1 100%?*, one per calendar year

Not covered

Mammography

Routine mammaography screening

100% (no deductible or co pay) Note:
Subsequent medically necessary
mammograms performed during the same
calendar year are subject to your
deductible and percent co pay

Covered i 60% after deductible
Note: Non-network readings and
interpretations are payable only when
the screening mammogram itself is
performed by a network provider.

One per calendar ye

ar, no age restrictions

Physician office services

Office visits

Covered i $20 copay per office visit

Covered i 60% after deductible,
must be medically necessary

Outpatient and home medical care visits

Covered i 80% after deductible

Covered 1 60% after deductible,
must be medically necessary

Office consultations

Covered i $20 copay per office visit

Covered i 60% after deductible,
must be medically necessary

Urgent care visits

Covered i $20 copay per office visit

Covered i 60% after deductible,
must be medically necessary

Emergency medical care

Hospital emergency room

Covered i $150 copay per visit
(copay waived if admitted or for an
accidental injury)

Covered i $150 copay per visit
(copay waived if admitted or for an
accidental injury)

Ambulance services I must be medically necessary

Covered i 80% after deductible

Covered i 80% after deductible

Diagnostic services

Laboratory and pathology services

Covered i 80% after deductible

Covered i 60% after deductible

Diagnostic tests and x-rays

Covered i 80% after deductible

Covered i 60% after deductible

Therapeutic radiology

Covered i 80% after deductible

Covered i 60% after deductible

Maternity services provided by a physician

Prenatal and postnatal care

Covered i 100%

| Covered i 60% after deductible

Includes care provided by a certified nurse midwife

Delivery and nursery care

Covered i 80% after deductible

| Covered i 60% after deductible




Hospital care

Community Blue®™ PPO-Plan4Con't é

In-network

Out-of-network

Semiprivate room, inpatient physician care, general
nursing care, hospital services and supplies

Note: Nonemergency services must be rendered in a
participating hospital.

Covered i 80% after deductible

Covered i 60% after deductible

Unlimited days

Inpatient consultations

Covered i 80% after deductible

Covered 1 60% after deductible

Chemotherapy

Covered i 80% after deductible

Covered 1 60% after deductible

Alternatives to hospital care

Skilled nursing care

Covered i 80% after deductible

| Covered i 80% after deductible

Up to 120 days per member per calendar year

Hospice care

Covered i 100%

| Covered i 100%

Up to 28 pre-hospice counseling visits before electing hospice
services; when elected, four 90-day periods i provided through a
participating hospice program only; limited to dollar maximum that is
reviewed and adjusted periodically

Home health care i must be medically necessary

Covered i 80% after deductible

Covered i 80% after deductible

Home infusion therapy i must be medically necessary

Covered i 80% after deductible

Covered i 80% after deductible

Surgical services

Surgery i includes related surgical services and
medically necessary facility services by a participating
ambulatory surgery facility

Covered i 80% after deductible

Covered i 60% after deductible

Presurgical consultations

Covered i 100%

Covered i 60% after deductible

Colonoscopy i One routine colonoscopy per member
per calendar year

100% for routine colonoscopy (no
deductible or copay)

Note: Subsequent medically
necessary colonoscopies performed
during the same calendar year are
subject to your deductible and percent
copay.

Covered i 60% after deductible

Voluntary sterilization

Covered i 80% after deductible

Covered i 60% after deductible

Human organ transplants

Specified human organ transplants i in designated
facilities only, when coordinated through the BCBSM
Human Organ Transplant Program (800-242-3504)

Covered i 100%

Covered i in designated facilities only

No lifetime dollar maximum

Bone marrow transplants i when coordinated
through the BCBSM Human Organ Transplant
Program (800-242-3504)

Covered i 80% after deductible

Covered i 60% after deductible

Specified oncology clinical trials

Covered i 80% after deductible

Covered i 60% after deductible

Kidney, cornea and skin transplants

Covered i 80% after deductible

Covered i 60% after deductible

10




Community Blue®™ PPO-Plan4Con't é

In-network Out-of-network

Mental health care and substance abuse treatment

Note: If your employer has 51 or more employees (including seasonal and part-time) and is subject to the MHP law, covered mental health
care and substance abuse treatment are subject to the following copays. Your copays for mental health care and substance abuse
treatment are subject to a separate, combined annual copay ndd&l |
you are employed by a union group with a collective bargaining agreement, please contact your employer to determine if this benefit level
applies to you.

Covered i 80% after deductible | Covered i 60% after deductible

Unlimited days, up to $15,000 annual, $30,000 lifetime maximum

Covered i 80% after deductible | Covered i 60% after deductible
Unlimited days

Inpatient mental health care

Inpatient substance abuse treatment

Outpatient mental health care

A Facility and clinic
APhysi cficanéds o

Covered i 80% after deductible

Covered i 60% after deductible

Covered i 80% after deductible

Covered i 60% after deductible

Outpatient substance abuse treatment i
in approved facilities only

Covered i 80% after deductible

Covered i 60% after deductible

Other covered services

Outpatient Diabetes Management Program (ODMP)

Covered i 80% after deductible Covered i 60% after deductible

Allergy testing and therapy

Covered i 100% Covered i 60% after deductible

Chiropractic manipulation treatment and osteopathic
manipulation treatment

Covered i $10 copay per office visit Covered i 60% after deductible

Up to a maximum of 24 visits per member per calendar year

Outpatient physical, speech and occupational therapy

Covered i 80% after deductible Covered i 60% after deductible

Limited to a combined maximum of 60 visits per member per calendar year

Durable medical equipment

Covered i 80% after deductible Covered i 80% after deductible

Prosthetic and orthotic appliances

Covered i 80% after deductible Covered i 80% after deductible

Private duty nursing

Covered i 50% after deductible Covered i 50% after deductible

Optional riders

Rider CB-ET $150, emergency treatment copay
requirement

Increases dollar copay for outpatient hospital emergency room services to $150.

Rider CB-OV$20, office visit copay requirement

Increases copay for select office visits to PPO network providers to $20.

Rider Cl, contraceptive injections
Rider PCD, prescription contraceptive devices

Rider PD-CM, prescription contraceptive
medications

Adds coverage for contraceptive injections, physician-prescribed contraceptive
devices such as diaphragms and IUDs, and i R x  @nalloryinjectable
contraceptive medications.

Note: These riders are only available as part of a prescription drug package.
Riders Cl and PCD are part of your medical-surgical coverage, subject to the
same deductible and copay, if any, you pay for medical-surgical services.
(Rider PCD waives the copay for services provided by a network provider.)
Rider PD-CM is part of your prescription drug coverage, subject to the same
copay you pay for prescription drugs.

Rider XVA, excludes voluntary abortions

Excludes benefits for voluntary abortions.

Rider CBC-MT$20, copay requirement for
manipulative treatment

Imposes the same fixed dollar copay requirement for chiropractic and
osteopathic manipulative treatment by a network provider as is required for all
network physician office visits.

Rider CB-MH-20%, mental health/substance
abuse treatment copay requirement

Decreases copay to 20% for mental health care services and substance abuse
treatment provided by both network and non-network providers

11




Administrative Professional & Support Staff

Blue Preferred® Rx Prescription Drug Coverage

with $10 Generic / $40 Brand Name Fixed Dollar Copay
Benefits-at-a-Glance for Saginaw Valley State University Group
68859 663 and 664

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract.
Additional limitations and exclusions may apply to covered services. For a complete description of benefits, please see the
applicable Blue Cross Blue Shield of Michigan certificates and riders. Payment amounts are based on the Blue Cross Blue
Shield of Michigan approved amount, less any applicable deductible and/or copay amounts required by your plan. This
coverage is provided pursuant to a contract entered into in the state of Michigan and will be construed under the jurisdiction of
and according to the laws of the state of Michigan.

Note: The mail order pharmacy for specialty drugs is Option Care, an independent company. Specialty prescription drugs
(such as Enbrel® and Humira®) are used to treat complex conditions such as rheumatoid arthritis. These drugs require
special handling, administration or monitoring. Option Care will handle mail order prescriptions only for specialty drugs while
many retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability). Other mail
order prescription medications can continue to be sent to Medco. (Medco is an independent company providing pharmacy

benefit services for Blue members.) A list of specialty drugs is available on our Web site at bcbsm.com. Log i n under Al al§
Member . o0 | f you have any questions, pl-Bla-8385. call Option Care custd
Network pharmacy Non-network pharmacy
Member 8s r espopays)i bi l ity (
Generic prescription drugs $10 copay for each drug $10 copay for each drug plus 25% of
BCBSM approved amount for the drug
Prescribed over-the-counter drugs i $10 copay for each drug $10 copay for each drug plus 25% of
when covered by BCBSM BCBSM approved amount for the drug
Brand name prescription drugs $40 copay for each drug $40 copay for each drug plus 25% of
BCBSM approved amount for the drug
Mail order (home delivery) Copay for up to a 34 day supply: No coverage
prescription drugs A $10 copay for each generic
drug
A $40 copay for each brand name
drug
Copay for a 35 to 90 day supply:
A $20 copay for each generic drug
A $80 copay for each brand name
drug

Note: If your prescription is filled by any type of network pharmacy, and you request the brand-name drug when a generic equivalent is
available on the BCBSM MAC |ist and the prescriber has nostpaythai c
difference in cost between the brand-name drug dispensed and the maximum allowable cost for the generic plus the applicable copay.

Covered services

ARx omgdsyo d Covered 1 100% less plan copay Covered 1 75% less plan copay
Prescribed over-the-counter drugs i Covered i 100% less plan copay Covered i 75% less plan copay

when covered by BCBSM

State-controlled drugs Covered i 100% less plan copay Covered i 75% less plan copay
Disposable needles and syringes i Covered 1 100% less plan copay for the Covered 1 75% less plan copay for the
when dispensed with insulin or other insulin or other covered injectable legend insulin or other covered injectable legend
covered injectable legend drugs drug drug

Note: Needles and syringes have no copay.

Mail order (home delivery) prescription drugs Covered i 100% less plan copay No coverage

i up to a 90-day supply of medication by mail

from Medco, an independent company

(BCBSM network mail order provider)

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law.

Note: A network pharmacy is a Preferred Rx pharmacy in Michigan or a Medimpact pharmacy outside Michigan. Medimpact
is an independent company providing pharmacy benefit services for Blue members. A non-network pharmacy is a pharmacy
NOT in the Preferred Rx or Medimpact networks.
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Prescription Drug CoverageCo nt é

Features of your plan

Drug interchange and generic copay waiver

Certain drugs may not be covered for future prescriptions if a suitable alternate drug is
identified by BCBSM, unless the prescribing physician demonstrates that the drug is
medically necessary. A list of drugs that may require authorization is available at
bcbsm.com.

If your physician rewrites your prescription for the recommended generic or OTC
alternate drug, you will only have to pay a generic copay. If your physician rewrites
your prescription for the recommended brand-name alternate drug, you will have to
pay a brand-name copay. In select cases BCBSM may waive the initial copay after
your prescription has been rewritten. BCBSM will notify you if you are eligible for a
waiver.

Quantity limits

Select drugs may have limitations related to quantity and doses allowed per
prescription unless the prescribing physician obtains preauthorization from BCBSM.
A list of these drugs is available at bcbsm.com.

Additional riders

Rider Cl, contraceptive injections
Rider PCD, prescription contraceptive devices
Rider PD-CM, prescription contraceptive medications

Adds coverage for contraceptive injections, physician-prescribed contraceptive
devices such as diaphragms and IUDs, and fi R x  @nalloryinjectable contraceptive
medications.

Note: These riders are only available as part of a prescription drug package.

Riders Cl and PCD are part of your medical-surgical coverage, subject to the

same deductible and copay, if any, you pay for medical-surgical services.

(Rider PCD waives the copay for services provided by a network provider.)

Rider PD-CM is part of your prescription drug coverage, subject to the same copay
you pay for prescription drugs.
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POS Benefit Summary ~ PE/RJ

Effective 1/1/2011

This is intended 1o serve as an easy-fo-read summary of banefits. It is not a confract. It does not maodify or take the place of the

Subscriber Contract andor applicable rider(s). Services must be obtained from participating plan physicians and providers. Please

resfer to the Subscriber Contract and applicable rider(s) for a complete description of the specific benefits available,

Services

Member Responsibility
Level 1
{PCP- Directed)

Member Responsibility
Level 2
(Self-Directed)

Preventive Services (Self Referrsl fo Afilated DBGYN for Annual Gyrecalogical Exam is aliowed as Level 1 Banafif)

with accepted medical practice

Eﬂod_lc E‘Mtlﬂe Physical Exam $0 Copayment per Visit 20% Copayment
Roauting Well-Baby and Well Child Care S0 Copayment pe?ru"jsiur 2% Copaymeant
Annual Gynecological Exam $0 Copaymanl per Visd 20% Copayment
Pediatric and Adult Immunizations in accordance | 30 Copayment 20% Copaymeni

Breast Cancer Screening Mammograms

50 Cnpa:,rmentﬂm“

20 Copayment

Physician Services (Sowme senvices may require & mferal. Please refer to your Ber

walit Rider)

Primary Care Physician Office Visit for illness or
injury

520 Copayment per Visil

20% l:up;menf

Specialist Office Visil {referral raquirad)

320 Copaymeand per Wisit B

20% Copayment

Allergy Testing and Therapy (sensm, festing,
injecfions). An office visit copay may apply

30 Copayment

20r% Copayment

altowed as Level 1 Banelil)

Maternity Services Provided By a Physician (Self Refarral to HPM Affiliated OR/GYN Provider for Routine Malormily Care is

Matamity Care including Pre-Matal Care,
Caounseling, Delivery, Postparum Care,
Miscarmiage and other related obsteirical services

30 Copayment

20% Copayment

Emergency Medical Care

Haospital Emergency Room (in or oul of the
Senvice Area)

3100 Copayment per Visit for
oimer e

30 when admitted to Hospital.

%100 Copayment per Visit for other use,

Freastanding Emergency Canter or Urgent Care
Canier

25 Copayment per Visit

§25 Copayment per Visd

Physician services when billed separately from
facility charge
Ambulance Transporiation

30 Copayrment

30 Copayment

EZE Copaymen! par occurrance

525 Copayment per accurmence

Diagnostic Services

Laboratory and Pathology

50 Copayment

Diagnestic and Therapeulic Radiological Sarvices
such as EKG, EEG, Diagnostic ¥-rays, Radiation
or Chemo Therapy

20% Copayment

$0 Copayment

20% Copayment

Hospital Care [Ar hospital admissions must be authonized in advance by HPIM or within 24 howrs of an emergency sdmission)

Semi-Private Room, Inpatient Physician Care,
Ganeral Mursing Care, Hospital Services and
Supplies

#0 Copayment

20% Copayment *

Outpatient Surgery, |.nr:luding use of operating,
recovery and treatment rooms, lab tests, X-rays,
anesthelics, alc.

0 Copaymant

20% Copaymeant per surgery

Surgical Services — all related ﬁ.ewviég-l;nrudmg
anesthesia and appropriate professional services

$0 Copayment

20% Copayment

Alternatives to Hospital Care

or general housekeeping services)

Skilled Mursing Facility 30 Copayment i 50% Copaymant

[Limited o 730 days per Member per ifetive) o F
Hospice Care £0 Copayment ) 30 Copayrment

Home Health Care (does nol cover custodial care | 50 Copayment 50% Copayment
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) Member Responsibility Member Responsibility
Services Level 1 Level 2
{PCP- Directad) (Sel-Directed)

" Mental Health and Substance Abuse Treatment (Self-referal o HPM Afiiated MH/SA Provider paid as Lovel 1 banaiil)

Mesital Health Care — Inpatiend and Day | %0 Copayment 20% Copayment®
| Treatment {Liniled to Medically Necessary
| treatmernl)

Mental Health Care = Outpatient 120 Copayment par Visil F'Eﬁ%'lﬂ_nﬁayment
({Limiled to Medically Necessary freatment]

Substance Abuse Care — Inpatient and 30 Copayment 20% Copayment®
Intermediate care (Limited fo Medicaly Necossary

freatment)

Substance Abuse Care — Oulpatient care (Limited | 320 Copayment per Visil 20% Copayment

fo Medically Necessary freatmant)

Other Services [Some services may require @ referal._Please refer lo your Banefil R.u‘a.;:l_

Family Planning Serdeas (may require refarral) 50 Copaymeant [ Mot covered
Artificial insemination for lreatment of infertility 50% Copayment N Mot covered
[referral raquired) i

Outpatiant Physical, Speech and Oocupational 50 Copayrment 50% Copaymeant
Therapy; (refemal required)

Durable Medcal Equipmant, Orthatic and S0 Copayment - 505, Copayment
Prasthetic Appliances (may require referral)

Human Crgan and Tissue Transplanis (referral S0 Copaymenlt 50% Copaymant
required)

Prescription Drug Rider ~ RJ

Generic - 510 Copayment per prescriplion

Braned 340 Copayment per prescriplian

Fearlility 505 Copayment per prescription

A 30-day supply is available at Participating Retail Pharmacies through the “Ask for 90" program or by Mail Order Service
through Express Scripts for two Copaymenls

Lewel 1 (PCP-Diracted)

To utilize the Level 1 benefit option, you must ablain your health care senvices through, or under the direction of, your Primary Care Physician.

fowar Prirmary Care Physician will coordinate all of your health care, and, when medically necessary, refer you to a spacialist or othar health cara

provider at litle or no cost b0 you. This oplian provides you with the highest level of banefits and the lowest out-of-pocket costs

Lewal 2 (Salf-Directed)

Under e Level 2 benedit option, you may choose to obtain your health care services by sell-nefering. When you utilize Level 2, you agres o
pay a percentage ol the bill lor services rendered, The diference between the physician's charge and the fee HealthPls considers reasonahle
rmay also e pour m&wsibility

Dult=of-Pocket Maximum for Lavel 2
Copayments under Level 2 will be: limiled each benefil year to $1,500 per Membar or $3,000 per family.

The following expenses will fol count leward réaching the Dui-of-Pocket Maximum, and Members will continue to be responsible for these
expensas after the Out-of-Pocket Meximum has been reached:

Prescriplion Drug qua?mcnts

Emergency Heakh Services Copayrments

Ambulance Copaymants

Mantal Health and Substance Abuse Copayments

Any expense which is not a Coverad Benefit, mcluding the reduction of coverage for not obtaining Hospital authorization, and
Non-Affilted Provider charges in excess of HealthPlus' fee maximums

- " o o w

" Hospilal coversge under Level 2 shall be reduced by $500 for each hospital admission that is not autharized eiher in advance, o within
twanty-four (24] hours of an emergency admission.

Mot Covered: (Far a more camplete lst. please see your Benefit +  Sexlransfommation surgery and all expenses connecled with thal

Ridier; Benefit Limitations and Exclusions Section) SLMpETY

= Sandoes nol provided or sutharized by your primary care physician, . Feversals of voluntary steriizafion, all forms of in wilro fartlization,
EXCepl for emergencias brarssexual surgary, all services related o surmogate parenting

- Barvioes and supplies that are not medically necessary, excep arrangemenis, and &l associaled sendoes and proparalory Irealment
chesckups and refated care o help maintain good haatth ralated 10 any of the above. Artificial insemination is nol a banell

- Dienifad cane cucapt when approvad by a Plan Physician for fressment of infertility

= Coamelic surgearny . Wigs or progthedic hair

& Custadial care - Services or supplias from convalascent hamas, hiomes for the aged,

. Eye glasses or contact lenses (excapl for the inilial pair preseribed or adull fosler cane facililies

afler cataract surgery) N 2d-hour skilled nursing cara in tha home

- Exarra tor emglayment, licensmg, insurance, Iravel, educalion, or . FPrivate duly nursing
Spor punposas W Faouline food cang

. Senices bo the extenl benelils are received or payabls undar . A1l other benedit bnitations and exdusions listed in the HealhPlus
Workers' Compensatiaon, any insawrance plan ar stale or federl bws Subscrbar Contract and applicable Ridens)

Experimental treatmants

ozational rahabilitation

Peszonal or combart lems, such as lelevision sat or lelephone
Orhopedic footasar (unkass altachad to & brace, or oulfiow shoes)
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SVSuU
HMO Benefit Summary ~ 1A
Effective 1/1/2011

This is intended to serve as an easy-to-read summary of benefits. It is not a contract. It does not modify or take the place
of the Subscriber Contract andfor applicable riden(s). Services must be obtained from paricipating plan physicians and
providers, Please refer to the Subscriber Contract and applicable rider(s) for a complete description of the
specific benefits available.

OF MICHIGAY

Services Member Responsibility

Preventive Services

Periodic Routine Physical Exam ) $0 Copayment

Annual Gynecological Exam {thrnua;ﬁi—j‘ﬁ’?r seﬁlf-_rchEr_r."iIE HFM T $0 Copayment
Affiliated Gynecologist)

Routing Well-Baby and Well Child Care 30 Copayment

I-“edlatrin:; and Adult Immunizations in accordance with accepted medical | 30 Copayment o B
praciice L

Breast Cancer Screening Mammograms 20 Copaymant

Prostate Canoer_Sacrecning 20 Copaymeant

Lab and Pathology associated with Preventive Services when provided 30 Copaymant
by an Affiliated Laboratory

Physician Services Some senvices may require a referal. Pleass refer to your Banalit Rider.

Primary Care Physician Office Visit for illness or injury 30 Copaymant
Specialist Office Visit (referral required) 0 Copayment
Professional services by Spedialist Physicians other than Office Visits 30 Copayment
{referral requirad)

Allergy Testing and Tharapy (serum, tesling, injections) $0 Copayment
Maternity Services Provided By a Physician

Maternity Care including Pre-Natal Care, Counseling, Delivery, one 50 Copayment

Postpartum Visit, Miscamage and other related obstetrical services
(Member may self-refer to HPM Affiliated OB/GYN Provider)

| Prescription Drugs (includes birth controlpills) =~~~
Generic or brand J £0 Copayment

Service through Express Scripts

| Emergency Medical Care

Hospital Emergency Room (in or out of the Service Area) 30 Copayment when admitted to Hospital.
$15 Copayment per Visit for other use.

Freestanding Emergency Center or Urgent Care Center (in or out of the | $15 Copayment per Visit
Service Area)

Physician services when billed separately from facility charge $0 Copayment

Ambulance Transportation - when meadically necessary 50 Copayment for immediate transportation in
conjunction with an accident or other life
thraatening situation, or when authonzed in
advance by HealthPlus., 225 Copayment per
ocourrence for other use,

Diagnostic Services

Laboratory and Pathalogy Services 50 Copayment

Diagnostic and Therapeutic Radiological Services such as EKG, EEG, 30 Copayment
Diagnostic ¥-rays, Radiation Therapy and other madically acceptable
diagnostic or therapeutic procedures when provided by Affiliated
Provider
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Services

Member Responsibility

Hospital Care Al hospital admissions must be authonzed in advance by HPM or willhin 24 hours of an emargency admission

treatment rooms, lab test, X-rays, anesthefics, etc.

Semi-Private Room, Inpatient Physician Care, General Mursing Care, §0 Copayment
Hospital Sernices and Supplies
Cutpatient Surgery Services including use of oparating, recavery and 0 Copayment

Surgical Sanvices — all related services including anesthesia and
appropriate professicnal services

30 Copayment

Alternatives to Hospital Care

Skilled Nursing Facility (Limifed fo 730 days per Member par lifelims)

$0 Copayment

Hospice Care

30 Copayment

Home Health Care (does not cover custodial care or general
housakeeping services)

30 Copayment

Mental Health Care and Substance Abuse Treatment

Mental Health Care — Inpatient and Day Treatment
(Limited fo Medically Necessary treatiment)

30 Copaymeant

{Limited fo Medically Necassary Ireatment)

Mental Health Care — Outpatiant 30 Copayment
(Limited fo Medically Necassary freatiment)
Substance Abuse Care — Inpatient and Intermediate care 30 Copayment

Substance Abuse Care — Outpatient care
{Lirmitad to Medically Necessary Ireatment)

$0 Copayment

require referal i
Human E'_'ﬂ'gfl_rl?_n_d Tissue Transplants (referral required)

Other Services Some services may require a referral. Please refor fo your Benefil Ridar.

Family Planning Services (may require refemal) $0 Copayment
Outpatient Physical, Speach and Occupational Therapy; (referral 30 Copayment
required)

Durable Medical Equipment, Orthotic and Prosthetic Appliances (may 30 Copayment

50 Copayment

Not Covered: (For a more complete list, please see your Benefit Rider; Benefit Limitations

and Exclusions Section)

Dental cara
Cosmetic surgery
Custodial care

fedaral laws

Experimental treatments

Wocational rehabilitation

FPersonal or comfort items, such as television set or telephone
Orthopedic footwear (unless attached to a brace, or outfliow shoas)

Servicas nol provided or authorized by your primary care physician, except for emeargancies
Services and supplies that are not medically necessary, except checkups and related care to help maintain good health

Hearing aids, eye glasses or contact lenses (except for the initigl pair prescribed after cataract surgery)
Exams for employment, licensing, insurance, travel, education, or spord purposes
Services to the extent benefits are received or payable under Workers' Compensation, any insurance plan or state or

Sex tranzformation surgery and all expenses connected with that surgery

& & & & & @

" 8 B & & 8 &

Reversals of voluntary sterilization, all forms of in vitro fertilization, transsexual surgery, all services related to surogate
parenting arrangements, and all associated services and preparatory freatment related to any of the above. Artificial
insemination is not a benefit except when approved by a Plan Physician for treatment of infertility

Wigs or prosthetic hair

Services or supplies from convalescent homes, homes for the aged, or adult foster care facilities

Drugs, services, or supplies provided on an outpatient basis and not specifically identified as being covered by the plan
24-hour skilled nursing care in the home

Private duty nursing

Routine foot care

All ather benefit limitations and exclusions listed in the HealthPlus Subscriber Contract and applicabla Rider(s)
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MESSA Supef Care 1 ét% MESSA

Medical Plan Highlights

WWw.messa.org

1475 Kendale 8ivd., .O. Bax 2560
East Lansing, Michigan 48826-25€0
S17.332.2581 = BO0.292.4910

Health Care Benefits for You and Your Covered Dependents

All services must be medically necessary and performed by a qualified provider. Life threatening emergency care,
prescription drugs, human organ fransplant charges, riders and services covered at 100% are not subject to the

deductible.
Plan Maximums
LSS L3 FLI VP
B Deductible Maximum (per calendar year) For your specific plan information check the "My
{amounts incurred for services received in the last three Benefits" link in the Member section of the home page

months of the year accrue towards the following year’s

> € at www.messa.org. This information is also available
deductible requirement) Y

at your Business Office and in your Collective
Bargaining Agreement, if applicable.

B Out-of-pocket Maximum (per calendar year) $1,000 total (single or family)
(not all out-of-pocket expenses accrue towards this
maximum)
B Lifetime Benefit Maximum Unlimited
Type of Service Coverage
RSN HAE I IS TR I S Ee b 158 3 F T FE T LN 1S TS aeee ) S 0o 4 a9 9w ey 09 e TTIIm ST TIIIISTI T o Silaatee e e i T |
Office Visits 3 : 90% of the approved amount

Inpatient Hospital - pre-authorization reguired

100% of the approved amount
B Room and Beard, supplies and medical care o

Surgical Services

Includes: surgeon, assistant surgeon and anesthesiolegist 100% of the approved amount
charges

Hospital Emergency Room (ER) or Urgent Care

® Due to accidental injury 100% of the approved amount

® Due to life-threatening medical condition (deductible waived) 90% of the approved amount

B Other emergency medical care 90% of the approved amount
Chiropractic Services including Modalities 90% of the approved amount
Cancer Screening Exams and Tests 100% of the approved amount
Diagnostic Lab & X-Ray 100% of the approved amount
Radiation & Chemotherapy 100% of the approved amount
Allergy Testing & Therapy

B Diagnostic Laboratory Testing 100% of the approved amount

| Treatment and Supplies (including scratch tests) 90% of the approved amount
Human Organ Transplant 100% of the approved amount, up to $1 million maximum

When authorized and performed at an approved facility (pfan limits apply)  per transplant type

Home Health Care 100% of the approved amount

Hospice Care - Limited to annually adjusted maximum
: 100% pf the approvcd amount up to benefit maximum

B Family Counseling 100% of the approved amount up to benefit maximum

Over—>
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MESSA SuparCare 1 e
cal Plan Highlights Cantinued

Type of Service Coverage

Mental Health and Substance Abuse

Outpatient Cara 90% of the approved amount
B Mental health care
B Substance abuse freatment - care must be provided in a
licensed substance abuse facility

Inpatient Care - 100% of the approved amount

B Pre-admission review reguired
Qutpatient Physical and Speech Therapy 90% of the approved amount
Miscellaneous Covered Services 90% of the approved amount

B fedical Supplies and Eguipment
B Ambulance
B Skilled Mursing Facility Room and Board

Preventive Care (deductible waived) Rider is available through Collective Bargaining

Hearing Care {deductibie waived) Rider is available through Collective Bargaining

Medical Case Management (MCM)

MESSA offers Madical Case Management (MCM), & unique program tailored to meet the medical needs of our members who may nead
extraordinary care if diagnosed with a catastrophic iliness or injury. It is designed 1o help MESSA members and their families through
these difficult times by providing flexibility, support and direct involvement in the management of their health care.

® Prescription Drug Coverage

Group prescription drug coverage is included with this plan. For your specific plan information check the "My Benefitz" link in the Member
Section of the home page at www.massa.org. This information is also available at your Business Office and in your Collective Bargaining
Agreemeant, if applicable.

B MESSA Help Lines - NurseLine and Healthy Expectations

Flan participants have access to a 24/7 NurseLine for general medical information. To access Murseline, call 800.414.2014 to speak to &
specially trained Registered Murse who can answer your medical questions and provide health related information. MESSA's prenatal in-
formation and suppart program for expectant mothers is Healthy Expectations. Please call the MESSA Member Service Center at
B00.336.0013 for information or to enroll. These services are not intanded 1o replace regular medical care by a doctor or other qualified
medical professional.

B Covered Services and Approved Amounts

BCBSM participating providers bill BCBSM and MESSA directly. Payments for covered services are based on BCBESM's approved
amounts. Your liability is limited to the plan deductible and co-payment requirements,

Non-Participating providers may or may not bill BCBSM or MESSA directly, The mamber is rasponsible to the provider for any
deductibles, co-payments and amounts that are in excess of the approved amount for the service as predetermined by MESSA and
BCEBSM. These amounts may be substantial.

Medical hensifits wnderanitfen by Blue Cross Blus Shiald of Michigan (BCBEM) & BCS Lifs Ingursnce Company. BCBEM is sn independant losnssa of the Blue Cross and
Blue Shiald Associahion.

Additional Benefits for You

Life Insurance 55,000
Accidental Death & Dismemberment Insurance (ADAD) 55,000

Life and AD&D insurance may be continued following termination of employment by direct payment o MESSA, AD&ED lerminates at age
65 ar whan employment lerminates, whichaver happens last.

Life and ADED insurance undensritien hy Life Inswrence Company of Mot Amencs,

Thiz g a brief summary of the MESSA Super Care 1 Flan. For additiomnal informatian, including eligibility, limitations and exclusions, please confact MESSA
at 800, 336.0013.
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Medical Plan Highlights %J o

messa.org

1475 Mandala Bivd,, PO, Box 2560
Easl Lansing, Wchigan 48826-2550
S1T.332.2501 = BOOZZ 4910

Health Care Benefits for You and Your Covered Dependents

All services must be medically necessary and performed by a qualified provider.

In-Network Qut-of-Network

B Deductible Maximum [per calendar year)

Applies to all services except preventive care and
prescription drugs

For your specific plan information check the “My Benefits® link in the
Member section of the home page at www.messa.org. This information
is also available at your Business Office and in your Collective
Bargaining Agreement, if applicable.

B Out-of-pocket Maximum (per calendar year)

Excludes deductibles, flat-dollar co-payments, charges
above the approved amount, charges for services not
covered under the plan

Mone - due to minimal co-
payments and 100% coverage
for most services

$2,000 individual / $4,000 Family

B Lifetime Benefit Maximum Unlimited Unlirmited

Type of Service In-MNetwork Provider Out-of-Network Provider
fafler deductibia) (after deductible)
Dffice Visits Various co-payment options #0% of the approved amaunt
are available
Inpatient Hospital :
L] Semi.-p_ﬁvale room and board {includes supplies and senices) 100%, AD%% of the approved amoeunt
B Physician Charges
Surgical Services
Includes: surgeon, assistant surgean and anesthesiologist 100% 80% of the approved amount

chargas

Hospital Emergency Room (ER) - Co-payment waived if admitted
or dua fo accidantal infury

B Hospital Charges

Various co-payment oplions
are available

Marious co-payment options
are avallable

B ER Physician Charges

100%

80% of the approved amount

Urgent Care - Co-payment waived if services are required lo treal a
medical emargancy or accidental injury

Various co-payment options
are available

80% of the approved amount

Preventive Care

W Well baby and well child care visits:
& visits per year through age 1
2 wisits per year ages 2 through 3
« 1 wisit per year for children ages 4 through 15
B Childhood and Adult Immunizations - As recommended by the
Advisory Commitiee on Immunization Praciices and the
American Academy of Pediatrics
B Cancer Screenings
W Health Malntenance Exams - age 16 through adult, 1 per
calendar year

100%:
No deductible

fAdult Immunizations are covered

via rider only)

Mot Coverad
(except for mammograms)

Chiropractic Services including Modalities
Up to 38 visits {combination of ir-nefwork and out-of-netwar
wisits) per calendar year

100%

B0% of the approved amount
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