Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Cove
1) GARDEN CITY PUBLIC SCHOOLS

A nonprofit corposation and independent licensee OO mmun “ﬁ% m m ue T mu Omg _lm

of the Biue Gross and Biue Shield Assaciation

Blue Cross
Blue Shield

of Michigan

ih The Summary of Benefits and Coverage (SBC) document will help you ¢
#9  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

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

Coverage for: _s%acm:_nms._z _ Plan Type: PPO

|

hoose a health E The SBC shows <o= Eos_ you and the plan would share
cost of this plan (called the premium) s.___ be provided separately.

he complete terms of coverage, visit www, bebsm.com or call the number on the back
nt, balance billing, coinsurance, ooum(.ama deductible, provider, or other underlined

of your BCBSM ID card. For general definitions of common terms, such as allowed amou

ssary or call the number on the back of your BCBSM ID card to request a copy.

Answers
In-Network | Out-of-Network |
mmm:ma__

plan beg
‘meet the

Important Questions

$2,000 Individual/
$4,000 Family

$1.000 Individual

. .o"
What is the overall deductible? wem_ooo Family

‘This plan
_>3 there services covered before <mw Preventive care services are covered But a co

terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-gld

family members meets the overall family deductible.

payment or coinsurance may apply. For example, this plan covers certain preventive

Why This Matters:

y, you must pay all of Em costs from providers up to the deductible amount before this|
ns to pay. If you have other family members on the plan, each family member must
ir own individual deductible until the total amount of deductible expenses paid by all

haven't

| yet met the deductible amount.

covers some items and services even if you

without cost-sharing and before you meet your deductible. See a list of covered

'you meet your deductible? Dbefore you meet your deductible. services
| B B iprevent
Are there other %a:o:_u_mm for No. !

_ , _<o: don

specific services? |

“Esmﬁ is the out-of-pocket limit for

e mmz_omm m* (hitps: :éés jmmz:oma mosooéagmaaéa_<m-oma Um:mdﬂ_.ﬁmb -

t have to meet deductibles for specific services.

?m out-pf-pocket limit is the most you could pay in a <mmﬁ for covered services. If you have

$12.700 Individual/
$25,400 Family

'$6,350 Individual/
$12,700 Family

this plan?
(May include a coinsurance

other family members in this plan, they have to meet Em: own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in the out-of- __uaa_cam balance- c___sa o:mﬁmm any
,wonxmﬁ limit? pharmacy penalty and health care this ‘Even tha
| . E n doesn’t cover.

‘maximum)

Yes. See (http://www.bcbsm.com) or call
the number on the back of your BCBSM  bill from a
:D card for a list of network providers. ((balancs

Will you pay less if you use a ‘network

network provider?
_

ugh you pay these expenses, they don't count toward the out-of-pocket limit,

;_w %s uses a uasaQ :mga% <o= §__ um< _mmm _dﬂ eoc use a uasam_, in ﬁ:m plan's

You will pay the most if you use an out-of-network provider, and you might receive a
provider for the difference between the mas%ﬁ_ charge and what your plan pays |
billing). Be aware, your network provider might use an out-of-network provider for

'Some Se
- S _
Do <o= need a _im:m_ toseea |

_mmmn_m__m”o

'You can

rvices (such as lab work). o:mow with your mas% cmﬂoa you @mﬁ Services.

see the specialist you choose without a referral.

Group Number 007006995-0027
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In-Network Provider

Limitations, Exceptions, & Other Important

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

If you have a test

If you need drugs to treat
'your illness or condition
More information about
prescription drug coverage
is available at
”séé.cocma.oosaep__mﬁm

If you have outpatient
surgery

_U:BmQ care visit to treat $10 oommﬁom_om visit;

_m: injury or illness -

‘Specialist visit
_

|
'Preventive care/

,moama:@.
”_Bsc:_Nm”_%

moﬂm.:om:o‘mm‘mm ?-S%
blood work)

Imaging Aod_uma scans,
gm_mv

ﬂmmsmzo or select
prescribed over-the-

‘counter drugs

m_uaﬁm:ma brand-name
drugs

Out-of-Network Provider Information
(You will pay the least) (You will pay the most)
0
deductible does not apply 2 \w ConalEE I zw;m i N - ‘
© $10 copaylvisit; deductible 190% coinsurance Nane
 does not apply | o B
‘ W You may szm to pay for services that aren't

No Charge; deductible does

reventive. Ask your provider if the services

not apply iNat covered needed are preventive. Then check what your plan
_ | | N ) il umio? - - | -
WzO Charge mmoo\o coinsurance None

o . [ —— i e .
No O:mam '20% coinsurance _§m< am:_a reauthorization

mS copay for retail 30- am<
supply; $20 copay for retail or
mail order 90-day supply;
deductible does not apply

ﬁo |8lmk for retail 30- Qm<
supply; $80 copay for retail or
'mail order 90-day supply;
'deductible does not apply

L B

e N —

_uamﬁjozmm:o: mﬁm_u ﬁ:maE and Q_._ma_z limits
‘may apply to select drugs. Preventive drugs
‘covered in full. 90-day supply not covered out of
network. Select diabetic supplies and devices may
\be oo<2ma under the prescription drug program.

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

' In-Network ¢ ommm n_cm an ?mmi:o_,_wmﬁ_o: step therapy and quantity limits
additional 25% of the approved | may apply to select drugs. Preventive drugs
‘amount; deductible does not  covere l full. 90-day supply not covered out of

$80 copay for retail 30-day

,zguaﬁmqma brand-name supply; $160 copay for retail 0

maamm

mmmm___imm (eg.,
ambulatory surgery
amama
ﬁ:ﬁ_o_mamcamoz dﬂmmm

‘mail order 90-day supply;

mnuz ,:ogo_.x_u:m_.BQOvmo_m_qaEmmoEm_:ma:03
In-Network ¢ IoE o_cm m: other ﬁTmL an Exclusive Specialty Pharmacy
‘additional 25% of the approved Network u_.osaﬂ will not be covered. Select
‘amount; deductible does not diabetic supplies and devices may be covered
under ﬁ:m famozg_o: aE@ EO@SB.

%Qcoﬁ&_m aomm not m%_< apply : N 10 | ] ‘
No Charge Wmoc\o coinsurance None
‘ ,z‘mwssm,.ﬁw- Moeo coinsurance N None -

= — R N o S =




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

or have other special health

‘needs

_
'Emergency room care

_mamam:o< medical
_:m.swmo:mﬁ_o:

Urgent care

, _uwg__q fee .A.m.@_._-:o%:m_
‘room)

vE%@E@me: fee |

7
|

‘Outpatient services

_ _:umgm.a services

Office visits

In-Network Provider
(You will pay the least)

mmmo. copay/visit: deductible
_‘n_o‘m‘m not apply

”20 Charge

Out-of-Network Provider
(You will Eﬁ:m most)

not apply

|
,m.

WZO Charge

mmmo copaylvisit; deductible does ~o.o_m.m;m wa

Limitations, Exceptions, & Other Important
Information

[injury

é_.__mm@,m limits apply

@o omumﬁsmﬁl amacg_g_m%
does not apply

No Charge

20% coinsurance

|
120% coinsurance
|

NoCharge

ﬂzo Charge

NoChage

No Charge: deductible does
_:oﬁ apply

120% coinsurance

-w.zo.o:uu@m__@ Bmam_.m&? 1 |
Uoﬁ coinsurance for substance
use disorder

Wmoﬁooo_:mca:om
|
mmoo\o coinsurance

|
H

1 - | g . . =
Preauthorization is

None

Preauthorization is required
_||<||n||.|

-
,

share may be different for services
in an office setting

7\05 cost
‘performed

N

aﬂ::&\m

e -

ﬁzmﬁmi_s care may include tests and services
ammo&mg elsewhere in the SBC (j.e. ultrasound)
‘and depending on the type of services cost share
may m%;. Cost sharing does not apply for
preventive services.

Childbirth/delivery
professional services

ﬁj__%i:am_:\mé Hﬂmo____g..
services

‘__._oam‘:mm‘_i care
Rehabilitation services

Habilitation services

No Charge

20% coinsurance

‘None

‘No Charge

Charge

No

No Charge

‘No Charge for Applied
Behavioral Analysis; No

‘Charge for Physical, Speech
and Occupational Therapy

,_
mmoﬁ coinsurance
.w.zo osmam.

i .|I ||1l.1‘\
t
|
i
i

Mmo_x_ coinsurance

1

No Charge *oqw‘un__ma a
Behavioral Analysis; 20%

and Occupational Therapy

B e e

B R

Physician

_ certification ch_a‘a‘.i

Physical, Speech and Occupational ._.joqu .m. -
limited to a combined maximum of 60 visits per
‘member, _vmﬁ calendar year.

iuu__mﬁ behavioral analysis (ABA) treatment for

,_>c:mj - when rendered by an approved board-

‘coinsurance for Physical, Speech certified behavioral analyst - is covered through

age a m%gmﬂ to preauthorization.
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‘For more information on
‘pediatric vision or dental, ”
‘contact your plan
‘administrator

In-Network Provider
(You will pay the least)

“Out-of-Network Provider
pay the most)

Limitations, Exceptions, & Other Important
Information

Preauthorization is required. Limited to 120 days

If your child needs dental or Children's eye exam

eye care

m
‘Skilled nursing mma WzO Charge . _20 o:mﬁwﬁ e member per calendar year o
Durable medical | , Excludes bath, exercise and deluxe equipment
— No Charge 120% coinsurance - and 83&; and convenience items. Prescription
equipment | I —
| & required.
| ‘Ne Charaa: . . i A - f N
'Hospice services No Charge; deductible does | No Charge; deductible does ot Tu:ﬁa an certification required. Visit limits apply.
| onotapply lapply T AR
Not covered Not covered B None
oj_aa: s glasses izg covered fwzoﬁ covered None
mh_aas sdental Ghiee- 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 docum

ent for more information and a list of any other excluded services.)

|
e Routine eye care (Adult)

e Acupuncture treatment e Hearing aids
e Cosmetic surgery e [nfertility treatment e Routine foot care
| o Dental care (Adult) e Long term care e \Weight loss programs

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

Coverage provided outside
See http://provider.bcbs.ca

e Bariatric surgery ®

e Chiropractic care
e Non-emergency care wher

U.S

the United States. ©
m

Private duty :c@:m

traveling outside the ,
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Your Rights to Continue Coverage: There are agencies that can help if you want to co

ntinue your coverage after it ends. The contact information for those agencies is:
sww.dol.gov/ebsalhealthreform, or the Department of Health and Human Services,

Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or

Center for Consumer Information and Human Services, Center for Consumer Informatior

calling the number on the back of your BCBSM ID card. Other coverage options may be

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
calthCare.gov or call 1-800-318-2596.

Health Insurance Marketplace. For more information about the Marketplace, visit www.H

Your Grievance and Appeals Rights: There are agencies that can help if you have ac
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 to your plan. For mo
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, MI 48909-7720 or http://wy

smplaint 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

Vichigan Health Insurance Consumer Assistance Program (HICAP) Department of
w.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 throug
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Es

h the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
sential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes

im tax credit to help you pay for a plan through the Marketplace.

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premi
(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provi
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.)

Language 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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ADOUL mnese voverage _.n«...m_,mt_mwm N I

m This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Uge this information to compare the portion of costs you might pay under different

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

Managing Joe’s Type 2 Diabetes Mia’s Simple Fracture

(9 months of in-network pre-natal care (a year of routine in-network care of (in-network emergency room visit and
and a hospital delivery) a well-controllec| condition) follow up care)

B The plan’s overall deductible $1,000 | The plan’s overall deductible $1,000 M The m_mr_m overall deductible $1,000

M Specialist copayment $10 B Specialist copayment $10  Specialist copayment $10

B Hospital (facility) coinsurance 0% i Hospital (facility) coinsurance 0% H Hospital (facility) coinsurance 0%

® Other coinsurance 0% ® Other coinsurance 0% ® Other coinsurance 0%

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 room care (including medical

Childbirth/Delivery Professional Services disease education) supplies)

Childbirth/Delivery Facility Services Diagnostic tests (blood work Diagnostic tests (x-ray)

Diagnostic tests (uftrasounds and blood work) Prescription drugs Durable medical equipment (crutches)

Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

 TotalBxampleCost | $12700  TotalExampleCost | | $5600  TotalExampleCost | 2,800

In this example, Pegwould pay: In this example, Joe would pay: In this example, Miawould pay:

~ CostSharing ~ CostShaing ~ Cost Sharing R

Deductibles | $1,000 Deductibles | $900 Deductibles . | $1,000
.~ Copayments . $10 Copayments ) 8700 Copayments 80
_ Coinswance | $0  Coinswance | | S0 Consuance B

,, What isn't covered B o - What isn't govered _ What isn't covered N

_ Limits or exclusions - $60 Limitsorexclusions | | $20 Limits or exclusions . $0

 The total Peg would pay is . $1,070 The total Joe would pay is $1,620 The total Mia would pay is . $1,030
f If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement

(HRA), and/or a health savings account (HSA), then you may have access to additional funds to help cover certain out-of-pocket expenses — like the
deductible, copayments, or coinsurance, or benefits not otherwise covered. |
The plan would be responsible for the other costs of these EXAMPLE covered services. 70f8




ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
iznguage at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-25283, TTY: 711 if you are not already 2 member.
Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho 2 obtener ayuda e informacion
&n su Idionya sin castoalguno. Para hablar con un
intérprete, llame al nimero telefdnico de Servicio al
cliente, que aparace en |z parte trasera de su tarjeig, o
877-469-2583, TT¥: 711 5 usted todaviz noes un
miembrao.

i -

Sl et ddala ol A, ooa s

TR g BTy gy sl e bl g Boc Lusall e § o ant

Jie g gl e el Rans 550 L8l an f T miadl

rfr_lrt,(m. Al B7T-469-2583 TTY:711 2.2
e mREEEREMNEE EEHE. EFER
SELEMEESIIEINME. EAN—HEFS.
ERTENESENEFERSE  UREETRESR
. EEIEEIE 577 469-2583, TTY: 711,

ety oM pmaate ¢ o oloicadn Ba 38 3D o L aderd L
ot aama rehiim abuloin hcam L aaalie | aheect
Yo | dis erdihny il ae ms wiesimad ol s L anaids
o e SmaahBa o 2B Ao ety i |Mf9Lu.w,
i okl i e B77-469-2583 TTY:711
NEU guY vi, hay newdi ma guy vi Sang gldp d6, can tre
gilip, quy vi s& cé quyBn durroc gitp va cd thém thing tin
bing ngdn ngl cla minh mién phi. 2€ néi chuygn v mdt
théng dich vién, xin goi 5§ Dich vu Khach hang & mat sau
thé cda guy vi, hodc 877-459-2583, TTY: 711 néu quy vi
chira phéi la mét thanh vidn,

Nese i, ose dikush gé pe ndihmani, ks nevo]é pér
asistence, keni 1 drejté t& merrni ndihmé dhe informacion
falas né gjuhén tua]. PEr & folur me njé pérkthyes,
telefanoni numrin e Shérbimit té Klientit n& anén e pasme
i kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
enda njé anétar.

phor 75 Ee= REHTHS D §ls AP0l TR0]
QS FSH= SSLF2E T HHZHIB

S I
a0

U Sty

UL =]

==

STTAATT W EFE T IEE |
9 o 7] §77-469-2583. TT|
qod; = 3 LT

1ezli Ty lub osoba, ktére] poma
masz prawo o uzyskania bezp
we wiasnym jezyku. Aby poroz
zadzwor pod numer dziatu obs
odwrocie Twaoje] karty lub pod
TTY: 711, jezeli jeszcze nie mag
Fzlls Sie oder jemand, dem Sie
bendtigt, haben Sie das Recht,
\rformationen in (hrer Sprache
Dolmetscher zu sprechen, rufe
kundendierstes auf der Rickss
877-469-25E83, TTY: J11, wenn
Se tu o qualcuno che stai siuta
sssistenza, hai il diritto di otte
nella tuas linguas gratuitamente
interprete, rivolgiti al Servizio
indicato sul retro gelis tus sch
B77-469-2383, TTY: 711 se nof
CHRAE. ERBERO
EEhAATIHEMNDE
THR—rERTEY . &
TEET. #HEErdYF
BEREESOH—FOERE!

& e DAl JEE
T BTG I EY R PR RCE

F(RaT! IES FREE 92E
- 711 T BT S

pasz, potrzebujecie pomocy,

ratne] informacji i pomocy

mawiac z thumaczem,

tugi klienta, wskazanym na

numes §77-469-2583,

z cztonkostwa,

heifer, UntersiGizung

kastenlose Hilfe und

zu erhalten. Um mit einem

n Sie bitte die Nummer das

rite |hrer Karte an oder

Sie noch kein Mitglied sind.

ndo avete bisogno di

ere aiuto e informazioni

Per parlare con un

hssistenza al numero

eoda o chiama il

sei ancora membro.
OEYDETCHEERE

vELfzn, CREOER
EAFLEYFTRIES

A, BIREBEZNDE

cilEE T hi=HRET—Y

—FADTEES (A AT TaMVAIRE
$77-4632583. TTY: AN ETHBRELC LS.

Ecomt Ba IIHE JH0V. KOTOpoM]
TIOMOIIE, TO BEL HMEETE TIPABO
TOMOITH B BHQOPHAIHE HA B

¢ IePeBOTTEOM NO3IBOHHTE I
COCTIVAIIBAHESR KIHEHTOB. VES
CTOpOEE Bamel XAPTEL HIIH T4

; BEI IOMOTAETE. HyEH3
3 GECTIIATHOS NONVICHHS

=y g3piKe. [Ins pasroBopa
moMepy TexedoHa 0TI
aEHOMY Ha 00paTHOR
EOMEDY

8§77469-2583. TTY: 711, ecmif ¥ BaC HET TISHCTEA.

Ukoliko Wama ili nekome kome Vi pomazete ireba pomoc,
imate pravo da _um,mn“mwau dobijete pamod I informacije na
svom jeziku. Dz biste _Tnmo,_..mﬂm: sa prevodiocem, pozovite
Hroj korisnicke sluZbe sa zadnje strane kartice il
877-4639-2583, TTY: 711 ako vel niste tlan.

Kung lkaw, o ang Eo:,m tinutulungan, ay nangangailangan
ng tulang, may xmﬁmnmﬁmﬁ ka nz makskuha ng tulong at
impormasyon sa Ea:m wika ng walang gastes, Upang
makausap ang isang ﬁmmmmm::. tumawag sa numero ng
Customer Service 3 likod ng iyong tarheta,

0 877-465-2583,TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue mij of Michigan and Blue Care Netwaork
comply with Federal n,?: rights laws and do not
discriminate on the basis of race, color, natienal origin,

age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care zmgmgw provide free auxiliary aids and
services to people with disabilitfes to communicate
effectively with us, mc? as qualified sign language
interpreters and Smo_ijﬂc: in other formats. If you need
these services, czli g.:m Customer Service number on the
back of your card, or ,mww-hmmlm.mmw, TTY: 711 ifyou are not
already & member. If you believe that Blue Cross Blue
Shield of Michigan or ﬁw_mm Care Network has failed to
orovide services or %Hn:_.aamﬁmn. in another way on the

pasis of race, color, national arigin, age, disability, or sex,

you can file a mam,é:mm in person, by mail, fax, ar email
with: Office of Civil va_mm Coordinator,

800 E. Lafayette Blvd,, MC 1202, Detrait, MI 48226,
phane; 888-605-6461, TTY: 711, fax: 865-559-0578,

emall; CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available

to help you. 7

You can also file 2 n._q.,_ rights complaint with the U.5.
Department of Imm_mL,_ & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
httos:/facrportalhhs.gov/ocr/portal/lobby.jsf, or by mail,
ghane, or email at: U,S. Department of Health & Human
Services, 200 _mn_mvmi,am:nm Ave, 5.\W., Washington, D.C.
20201, phone: mo,?ﬁ,ﬁ-ﬁﬂ.m. TTD: 800-537-76%97, email:
QCRComplaint@hhs.gov. Complaint forms are available at
http:/fwww.hhs. ?ui@nw\uﬂﬁmxambaama.xﬂi.
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