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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Blue Cross
Blue Shield
of Michigan

GARDEN CITY PUBLIC SCHOOLS
Community Blue PPOSM LG

A nongrofit corporation and indspendent licensee
af the Blue Cross and Blue Shield Associalion

ik The Summary of Benefits and Coverage (SBC) document will help you
M the cost for covered health care services. NOTE: Information about the
This is only a summary. For more information about your coverage, or to get a copy of

Coverage Period: Beginning on or after 01/01/2021

Coverage for: _sa_<_£m:mm3__<_v_m= Type: PPO

choose a health plan. The SBC shows you how you and the E n would share

cost of this plan (called the premium) will be provided separately.
the complete terms of coverage, visit www.bcbsm.com or call the number on the back

nt, balance billing, coinsurance, copayment, %Qcoﬁ_gm provider, or other underlined

of your BCBSM ID card. For general definitions of common terms, such as allowed amou
terms see the Glossary. You can view the Glossary at https://www.healthcare. pos,mcn al

pssary or call the number on the back of your mnmmz ID card to request a copy.

Answers

el siigns _=-z.m9ao_.x Out-of-Network

_ o m ,omzmﬁm_
I | $250 Individuall ~ $500 Individuall plan begi
? i
What is the overall deductible? ¢, o), $1,000Family et théi
_ | Tﬂms_z
This plah

>_.m there services covered before <mm Preventive care services are covered But a co

Why This Matters:

y, you must pay all of the costs from 905&2 up to the deductible amount before E_m
ins to pay. If you have other family members o: the plan, each family member must |
ir own individual deductible until the total amount of deductible expenses paid by all |

embers meets the overall family deductible.

covers some items and services even if you haven't yet met the deductible amount. |
payment or coinsurance may apply. For example, this plan covers certain preventive |

'you meet your deductible? Dbefore you meet your deductible. services

s.::o_:omﬁ.m:m%mm:aUmﬁoﬁmécamm_éoama:ﬂ_gmmmmm__mﬁoﬁoo,\maa
ve services at (https://www.healthcare. aos_oofmﬁmgmaa<m3_<m-88 benefits/). »,

‘preventi

>_d there other deductibles for No.

You don
‘specific services? _ |

Ssm_.. is n:m out-of- conwmﬁ limit for |

't have to meet deductibles for specific services. f

R 1 i%\ JE

other family members in this plan, they have to meet their own out-of-pocket limits until the |

of-pocket limit is the most you could pay in a ﬁm_, for covered services. If you have

amily out-of-pocket limit has been met.

this plan? 96,350 Individuall ~ $12,700 Individual The ut
((May include a coinsurance $12,700 Family $25,400 Family "
| ! o<ma= f
Bmx_BE.a ‘ | _

Premiums, balance- _o ling charges, m:< !
Ppharmacy penalty and health care this Even th
~ plan doesn't cover. ‘ i |

‘This c_m

'What is not included in the out-of-
mmonxmﬁ limit?

|
|
¢
i
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bugh you pay these expenses, they don't 8:2 toward the out—of-pocket limit.

‘network
'bill from
(balance
|some sg

Wil vou ey 888 i 1SS & Yes. See (http://www.bchsm.com) or call
_ YOU pay < y the number on the back of your BCBSM
'network provider? _ % :

_ ID card for a list of network providers.

N uses a provider :mgo% <oc E___ nm< _mwm _g you use a Qosaﬂ in the c_m: S w
You will pay the most if you use an out-of-network provider, and you might receive a
a provider for the difference between the provider's charge and what your pian pays

> billing). Be aware, your network provider might use an out-of-network provider for
,z_nmm (such as lab work). Check with your Posm_ﬂ before you get services.

Do <o= need a referral to see a
specialist? ,7
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see the specialist you choose without a referral.
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an injury or illness

Services You May Need

| What You Will Pay

In-Network Provider
(You will pay the least)

Primary care visit to treat '$10 copay/office visit;
\deductible does not apply

If you visit a health care SpEcBIEL N

.maoou yay/visit; deductible
aomm notapply

provider’s office or clinic | .
Preventive care/

'screening/
‘immunization

; ‘ __u_mm:oﬂ_o 62 (x- ES
blood work)

If you have a test
Imaging Ao.:_umﬂ mom:m_

MRIs)

7” dm:m;o or select
‘prescribed over-the-
counter drugs

"_:o::mmn_n_q:mm*o:mmn_
your illness or condition |
More information about _Em_ﬂmzm -
prescription drug coverage | o

is available at g

ZO Charge; deductible does

not apply
|

|
_moﬁ coinsurance

Limitations, Exceptions, & Other Important

Out-of-Network Provider fotnato
(You will pay the most) :
Toﬁx_ coinsurance None
W\Beo coinsurance “zosm 7

_mﬁm<ma_< 2. Ask your provider if the services
‘needed are preventive. Then check what your plan
will pay 8

i

: ?
40% coinsurance None

20% coinsurance

mS copay for retail 30- Qm<
fm%cz $20 copay for retail or
‘mail order 90-day supply;
W%O_CQ_U_o does not apply

In-Network copay plus an

I@o copay for retail mo‘.a.@

supply; $80 copay for retail or
‘mail order 90-day supply;
dmac%u_m does not apply

”_<§\ require preauthorization

40% coinsurance

_ﬁamcﬁ:om_mmﬁ_o: msc 52%,\ and ncma_z limits
‘may m%_{ to select drugs. Preventive drugs
‘covered in full. 90-day supply not covered out of
‘network. %m_oﬁ diabetic supplies and devices may
' be covered under the prescription drug program.

‘additional 25% of the approved
Wmao%___ deductible does not
Wm%z

" In-Network copay plus an Preauthorization, step therapy and quantity limits
‘additional 25% of the approved may apply to select drugs. Preventive drugs
‘amount; deductible does not  covered _% full. 90-day supply not covered out of
_mng< network. Pharmacy Specialty drugs obtained from

I
|

‘www.bcbsm.com/druglists

$40 copay for retail 30-day

,zoznaﬁmqma brand-name supply; $80 copay for retail or

,QE@m

* Facility fee (e.g.
‘ambulatory surgery

If you have outpatient
_om:ﬁm;

‘mail order 90-day supply;
,amaca_c_m Qomm not m%z

20% coinsurance

In-Network copay plusan an Exclusive Specialty Pharmacy

other than
wm%_ﬁ_o:m_ 25% of the approved ~ Network provider will not be covered. Select

‘amount; deductible does not diabetic supplies and devices may be covered

surgery
_ _u:<w_o_mam:6mo: ﬁmmm

20% coinsurance

apply _Eamlsm Emwozg_os a:_@ 9853.
mpoo\o coinsurance None
| R NI

] hoo\o o.ezmcado@ None




If you need immediate
‘medical attention

If you have a hospital stay

If you need behavioral
health services (mental
health and substance use
disorder)

If you are pregnant

If you need help recovering
oor have other special :mm&.
needs

‘Services You May Need

wmsmamgﬁ room care

_mamam:Q 38_8_
ir ransportation

In-Network Provider
(You will pay the _mmms

$50 ¢ ommsz_m; %%Q_c_m
_Qo.mm not apply

:

20% coinsurance

Urgent care

Facility fee (e.g., hospital

room)

w_u:ﬁ_o_m:\mcamo: fee

_ _ ;
_ocﬁmﬁ_m:ﬁ services

Sumzma mmz_omw

ﬂ
Woaom visits

$10 copayhvisit: deductible
does not apply

Mmonx, coinsurance

Limitations, Exceptions, & Other Important

Information

ived if uas_mm\g.‘o_ﬂ ,“.Q ml“mooa.mam_ |

mmo oocmsz_m: ama:o,_c_m Qoom oOmmK wa

-:o\ﬁ apply injury o I
20% coinsurance Mileage _:W::m apply

moﬁxu coinsurance None

ioﬁx_ coinsurance _?mmc%oﬁm:o: is required

| i |

B

~20% E

20% coinsurance

os oo_:mEmzom "z%m

,moﬁ coinsurance dﬂoﬁ am:ﬁm_
\health; 40% coinsurance for
mccﬂm:om use a_moamﬁ

Your cost share may be different for services
ﬁm:ﬂozﬁma in an office setting

mo£ oo_:mca:om

No Charge; deductible does
‘not apply

_oj_ag;:am_zm;\
_Eoﬁmmm_%m_ services

20% coinsurance

Childbirth/delivery *mo_,_z 120% colnsurance

,mmz_omm

fo:_m :mm:: care

'Rehabilitation services

mc__:mﬁ_o: services

m%\o E

20% coinsurance

£ SRS

oﬁ coinsurance e for >%__ma
‘Behavioral Analysis; 20%
coinsurance for Physical,

‘Speech and Occupational
‘Therapy

_uamc?o_.ﬁmzo: is anc:ma

40% coinsurance

e — = —

__smﬁms_z care 3m< include Hmma m:g services
described elsewhere in the SBC (i.e. ultrasound)
_mzn_ o_mnm:g_:m on the type of services cost share

.32. munz Cost sharing does not apply for
w preventive services.

40% coinsurance

40% coinsurance None |
soeo coinsurance ‘None

o$ oo_gm:_.m:omw ‘ | | ﬂ@%@: mm;_:omno: apc‘_aa -
Physical, Speech and Occupational ._.:maE is
40% coinsurance limited to a combined maximum of 60 visits per
I e amammh percalendaryear.
ﬁ

20% coinsurance for Applied ' Applied behavioral analysis (ABA) treatment for
mm:m<_9m_ Analysis; 40% ‘Autism - when rendered by an approved board-

coinsurance for Physical, Speech certified behavioral analyst - is covered through
‘and Occupational Therapy ‘age 18, mrgmg to preauthorization.

- _
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Common Medical Event

= your o__:& =mmaw %zmm_ oio:mgasmm.,\mmwma |

eye care
For more information on
pediatric vision or dental,
‘contact your plan
‘administrator

In-Network Provider
(You will pay the least)

Services You May Need

What You Will Pay

Out-of-Network Provider
| (You will pay the most)
| 5 2 .

Limitations, Exceptions, & Other Important
Information

Preauthorization is required. Limited to 120 days

‘Skilled nursing care 20% coinsurance wmoﬁx. coinsurance ‘per member per calendar year

_ocﬁwc_mﬁm dical - o - _‘ - B mmxo_c%m bath, mxmammmsmma thm_VMm equipment

it 20% coinsurance 40% coinsurance and comfort and convenience items. Prescription

equipment w required.

m N T v : N : i d I B i

‘Hospice services MZQ itergessbducibie does %zo Charge; deductible; does flot Physician certification required. Visit limits apply.

k notapply  jeppy T
Y wzoﬂ covered mz_oﬂ covered None

Woz_n_a:_m glasses Not covered “29 covered Wzo:m

T o T R T

ﬁ _ |

,_o:__aa_._ S dermte] eheck- Not covered ‘”zoﬁ covered 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 Acupuncture treatment e Infertility treatment e Routine foot care
e Cosmetic surgery e Long term care e \Weight loss programs
e Hearing aids e Routine eye care (Adult)

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

e Bariatric surgery o Coverage provided outside the United States. e Non-emergency care when traveling outside the U.S

.O:_auﬁmoﬁ_ooma See g proviter beos:ogm e Private duty nursing

e Dental care (Adult)

50f8




Your Rights to Continue Coverage: There are agencies that can help if you want to cg
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or
Center for Consumer Information and Human Services, Center for Consumer Informatio
calling the number on the back of your BCBSM ID card. Other coverage options may be
Health Insurance Marketplace. For more information about the Marketplace, visit www.H

ntinue your coverage after it ends. The contact information for those agencies is:
www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
1 and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
available to you too, including buying individual insurance coverage through the
ealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a g
or appeal. For more information about your rights, look at the explanation of benefits you
information to submit a claim, appeal, or a grievance for any reason fo your plan. For ma
Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the
Insurance and Financial Services, P. O. Box 30220, Lansing, Ml 48909-7720 or http://w

omplaint against your plan for a denial of a claim. This complaint is called a grievance
will receive for that medical claim. Your plan documents also provide complete
re information about your rights, this notice, or assistance, contact Blue Cross® and

Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
vw.michigan.gov/difs or difs-HICAP@michigan.qov

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 E

ssential 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 prov
Michigan. The minimum value of your plan may be affected if your plan does not cover ¢
of specific EHB categories, for example prescription drugs, through another carrier.)

nguage Access Services: See Addendum

To see examples of how this plan might cover costs for a sa

des for all Essential Health Benefit (EHB) categories as defined by the State of
ertain EHB categories, such as prescription drugs, or if your plan provides coverage

mple medical situation, see the next section.
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AROUL INESELOVETAYE EAIIPISS. I N W — .

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your Toam_mmm_ﬁma.__ 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 different

‘ ...-:.mm_w:}_m:m.. Please note these 866%@532& are wmm,mn.o:smm:.é_x8<mﬁmm.m_. . 1 |

Mia’s Simple Fracture

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of
a well-controlled condition)

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

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

B The plan’s overall deductible $250 M The plan’s overall deductible $250 H The plan’s overall deductible $250
M Specialist copayment $10 M Specialist copayment $10 M Specialist copayment $10
® Hospital (facility) coinsurance 20% B Hospital (facility) coinsurance 20% = Hospital (facility) coinsurance 20%
® Other coinsurance 20% ® Other coinsurance 20% ® Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency _,%3 care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work Diagnostic tests (x-ray)
Diagnostic tests (uffrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost ~ $12,700 Total ExampleCost |  $5600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: . In this example, Miawould pay:
~ CostSharng ~  CostShaing | ~ CostShaing
Deductiples 3250 Deductibles | §250 Deductibles | S B0
Copayments ~ $10  Copayments . 1) Copayments 80
Conswance | $1%0  Conswance | | $100 Conswence %300
What isn't covered ~ Whatisn't qovered [ 7 What isn'tcovered
Limits or exclusions %80 Limits or exclusions il | $20 Limits orexclusions [ §0
Thetotal Pegwouldpayis ~ $2220  The total Joe would pay is #1070 The otal Miawould payis | $580
If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health ﬁ_sacamsma 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




ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

i you, or someone you're helping, needs assistance, you
have the right to get help and infarmation n your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
§77-463-2583, TTY: 711 if you are not already 2 member.,
St usted, o alguien 3 quien usted estd ayudando, necesita
acistencia, Hene derecho a obtener ayuda e informacicn
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimera telefdnico de Servicio al
cliente, que aparece en la parte trazera de su tarjets, o
877-463-2583, TTY: 711 sf usted Todavia no es un
miembro.

;hl,r_g;&r!;‘v.bvhumﬁh:lru

i e St m‘.»,r_k..w N | i e ._..._.mmhn., il i:l..r\u .M,n. i

1 absle

%
|

e

SRV SN SRR [P P | G VS W SN P LT
el 18 e &30 15 87 7-469-2583 TTY:711 2.4
mEiE SBEEEHENH SR FTEERD EFEH
SHLENEBREIENMNE. ERH—{UHBER.
BIETEMNEEEMEEERTS IREEFTAEE
IR EIE 877465-2583, TTY- 711,
cre R ol o - allaicarn a8 30 o o sdeery |
hosaecne <hiue _abulom Roan L analiued | ok
A | Gds ez ben 20wl hosizech gy ml L aneasls
< —onaadia  ob AL s ien _aenlh

nicn _oha) el e 877-469-2583 TTY:711

NEu guy vi, hay ngwedi ma quy vi dang giup 46, ¢an tro
ilip, gquy vi 5& ¢d quyen duoc gilip va ¢é thém thing tin
Sng ngdn nglt cla minh mién phi, D& nét chuyén vdi mdt

énig dich vién, xin goi 58 Dich vu Khach hang & mitsau
thé cda quy vi, ho3c 877-469-2583, TTY: 711 néu quy vi
chua phai a mdt thdnh vién.

g
h

T

nése ju, ose dikush gé po ndihmoni, ka nevojé pér
acistence, keni té& drajté t& merrni ndihmé dae informacion
falas n& gjuhén tuaj. P&r t€ folur me njé pérkthyes,
telefononi nuemrin e Sh&rbimit t& Klientit né anén e pasme
t& kart@s tuaj, ose 877-463-2583, TTY: 711 nése nuk jeni
endge njé anétar.

0| e

k=l

M2 41 2

A 390 (
TS, APTEAE TGS (Tl (97T TRF
T T 91 877-469-2583. TT[Y: 711 (% 2@
HEHE =] 3 HEEA |
ledli Ty lub osaba, ktére] pomagasz, potrzebujecie pomocy,
masz prawo o uzyskania bezgiatne] informacji | pomocy
we whasnym jezyku, Aby porogmawiac z tlumaczem,
zadzwon pod numer dziztu objtugi klierita, wskazanym na
odwrocie Twajej karty lub pod| numer 877-489-2583,
TTY: 711, jezeli jeszcze nie magz czionkostwa,

Falls Sie oder jemand, dem Sig helfen, Unterstdtzung
bendtigt, haben Sie das Recht, kostenlese Hilfe und
Informationen in lhrer Sprache zu erhalten, Um mit elnam
Dolmetscher zu sprechen, rufén Sie bitte die Nummer des
Kundendienstes suf der Riuckspite Ihrer Karte an oder
877-469-2583, TTY: 711, wenr] Sie noch kein Mitglied sind.
Se tu o qualcuno che stai siutgndo avete bisogno di
assistenza, hal 1l diritto di ottehere ajuto e infermazioni
nella tuz fingua gratuitamentd. Per parlare con un
interprete, rivelgiti al Servizio fAssistenza &l numero
indicato sul retro dellz tus schiada a chiama il
877-4638-2583, TTY: 711 se non sef ancora membra.

CERAE, EREEEROBOBYOSTXEELE
FENASTIERA X N ELEL. CREDER
THR— FERITEY . EHEAFLEYTHILEN
TEET. g YErgAs. BREEESHLLE
ERREBELON—FOEFI-EESNAREGT—H
—FRAOEEES (F w1+ ThHVA”

8774692383, TIY: TIN T THRBE (L& L

Eci Ban ¥IH THOY, KOTOPOMY BEI IOMOTACTE. HYAH2
IICMOITE. TO BRI HMEETE IIPABo{Ha 0eCIIaTHOS NOMVICHHE
IIOMOIIH 1 HHGOPMAIH Ea BymeM F36ke. [[1g pasroeopa
€ Iepe20IuNKOM NOIECHITE o Houmepy Tenedona oTTema
0OCTVANSAHHS KIHSHTOR. VEJ3AHHOMY Ha 0OpaTHOMH
CTOPOHE BAMEE KAPTEL HIH P HOMEPY
877-469-2583. TTY: 711, ecam ¥ Bac HET TICHCTRA.

|
Ukoliko Vama ili mmwofjm kome Vi pomaieie treba pomog,
imate pravo da Ummn_wwso debijete pomod [ informacije na
svom jeziku. Da biste ,ﬂmmmcdwam: sa prevocdiocem, pozovite
brej korisnicke sluzbe sa zadnje strane kartice Qi

877-46%-2583, TTY: Jﬁ ako vec niste &lan.
Kung ikaw, o ang lyong tinutulungan, ay nangangail

zngan
ng tulong, may rmamu«,ﬁm: kz na makskuha ng tulong at
impormasyon sa Eo:w wika ng walang gastos. Upang
makausap ang isang HTmmmm:? tUMEWag 53 NUMero ng
Customer Service sz ljkod ng iyong tarhets,
0 877-465-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro. ,

|
Important disclosure
Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal #msm rights lzws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free zuxiliary zids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and informatien in other formats. I you need
these services, call the Custemer Service number on the
back of your card, or 877-469-2583, TT¥: 711 if you are not
already 2 member. If you believe that Blue Cross Blue
shield of Michigan or|Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national arigin, age, disability, or sex,
you can file a grieva %m in person, by mail, fax, or emall
with: Office of Civil Rights Coordinator,
&00 E. Lafayette Blvd,, MC 1302, Detroit, Ml 48226,
phone: mmm-mom-mhmw: TTY: 711, fax: 866-559-0578,
email: CivilRightz@bchsnmi.com. If you need help filing 2

grievance, the Office of Civil Rights Coordinator is availeble
to hielp you. W

You can also file 3 civil rights complaint with the U.5.
Department of Hea ﬁ_fr. & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Camplaint Portal availabie at

hittps:/focrportal.h :wﬁm?@mﬁ.@ol&\ﬁuw&ﬁm or oy mail,
ohone, or email at: U.S. Department of Health & Human
Services, 200 _:nmum}nm:nm Ave, 5.W,, Washington, D.C.
20201, phone: mmo-mwm-uaw. TD: 800-537-76597, email:
Dﬁmmo:;_u_m:ﬁ@f.jm.roﬁ Complaint forms are availzble at

hitp:/fwww. hhs.govdocr/office/file/index. html.




