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

1 ) es GARDEN CITY PUBLIC SCHOOLS

Community Blue PPOSM LG

A nonprofit corporation and independent licensee
of the Biue Cross and Biue Shield Assoclation

b The Summary of Benefits and Coverage (SBC) document will help you
M8 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: Individual/Family | Plan Type: PPO

eeros

choose a health plan. The SBC shows you ?oé 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

of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, ooum<5m1 deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare gov/sbc-glossary or call the number on the back of <oE BCBSM ID card to request a copy.

Answers |
In-Network O:n-o_wzﬂio_._a_

7Om:mqm=

Important Questions

$2,500 Individuall

: . mmm 000 Individual/ plan beg

0 i ! {
What is the overall deductible? $5,000 Family $10,000 Family mest the
family m

" This plan
Are there services covered before Yes. Preventive care services are covered But a co

Why This Matters:

y, you must pay all of the 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
embers meets the overall family ﬁ_maca_c_m

covers some items and services even if <o: ,:m<m: t yet met the deductible amount.
hayment or coinsurance may apply. For example, this plan covers certain preventive |

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

without cost-sharing and before you amm}acama:g_gm See a list of covered _
e services at (hitps://www.healthcare. Qosooéaamaaéaz@oma benefits/). -

t have to meet deductibles for specific mmE_om,m.

of-pocket limit is the most you could pay _: a year for covered services. If you have

_ R ~ prevenf
Are there other deductibles for  No. _<

, You don
Amvmo;_n services? _
\What is the out-of- uonrm_“ limit for - - ,:605-
this plan? $6,350 Individual/  $12,700 Individual/ other far
(May include a coinsurance $12,700 Family $25,400 Family ”
B , overall 2
ﬁamx_Bcav ,

nily members in this plan, they have to Bmmw ﬁ:m: own out-of-pocket limits until the
amily out-of- co%mﬁ limit has been met. ,

Pma_cam balance- U____B o:mamm m_é
_mjmqamnm penalty and health care this ~ |Even thg
6_|m; doesn’t cover. |

g:mﬁ is not included in the out-of-
‘pocket limit?

_Em U_|m___ uses a u_,o<amﬂ :mgo% <o: s___ Um< _mmm if zoc use a Eoqu in the plan's

. \ Yes. See (hitp://www.bcbsm.com) or call _:mgo%
_ﬁﬁ%ﬂ www,\_mmmmi_vﬁ youused the number on the back of your BCBSM  bill from a
_ ’ D card for a list of network providers. ‘(balance

i

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

|
e ““\\III]J

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

_ ﬁ moSm se

2_8m ﬁmc% as lab so% ojmox 2_5 <o§, m&sn_m before you @mﬁ services.

_co you need a quz.m_ toseea W
No. ‘You can
'specialist? | |

see the specialist you choose without a adﬂm_,_,m_.

Group Number 007006995-0018
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Common Medical Event

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

1f you have a test

If you need drugs to treat
'your iliness or condition
More information about

prescription drug coverage

is available at
lwww.bcbsm.com/druglists

If you have outpatient
surgery

_mmo_zfﬂmm Am@ .

Services You May Need

What You Will Pay

Iin-Network Provider
{You will pay the least)

Primary care visit to treat $30 ¢ copay/office visit;

an injury or iliness

deductible does not apply

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

|
40% coinsurance

‘Specialist visit

"Preventive care/

screening/

_mascsﬁmmo:

‘Diagnostic test (x-ray,

‘mwo oocmsz_m: - deductible
does not apply

aoeo coinsurance

‘No Charge; deductible does
not apply

_MOO\OE@

zoﬁ 8<mag

moo\o coinsurance

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

- Limitations, Exceptions, & Other Important

Information

_éc may have to pay for services that aren't
‘preventive.
_:mm%& are preventive. Then check what your plan

Ask your provider if the services

<<___ _u& ﬂoﬁ :

”zo:m

\additional 25% of the approved
‘amount; deductible does not

E%a work) — - | =

W_sm@__._@ Ao._.%mq S¢aNS, 190% coinsurance _poo\o coinsurance

s . L

Generic or select $10 oo_mmx for retail 30-day In- zmgo% copay c_cm an
_ ; supply; $20 copay for retail or

prescribed over-the- ‘mail order 90-day supply;

_oocamq drugs _ _

Preferred brand-name
drugs

_amazoz_u_m does not apply

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

mm%z

In-Network copay nEm an
.maa_ﬁ_o:m_ 25% of the approved
‘amount; deductible does not

- apply

,_<_m< require preauthorization

B [

Pmmcgo:mmroz mﬁmu n:mﬁmE and pcma_E limits
_3m< mvnz to select drugs. Preventive drugs
ccovered in full. 90-day supply not covered out of
‘network. Select diabetic supplies and devices may
be covered under the prescription drug program.

,_uamc%oﬁm:o: step therapy and quantity limits
ﬁ3m< m%q to select drugs. Preventive drugs

covered i 5 full. 90-day supply not covered out of
5250% Pharmacy Specialty drugs obtained from

$80 ¢ copay for retail 30- day

zO:EQm:ma brand-name supply; $160 copay for retail of

drugs

ambulatory surgery

momzmc

‘mail order 90-day supply;
deductible does not apply

20% coinsurance

| apply

In-Network copay _u_cm an
m%:_ozm_ 25% of the approved
_ms._o::r deductible does not

40% coinsurance

ﬂ:ﬁ_o_m:\_mcﬁmo: _ﬂmmm

oﬁo oo_:mEm:om

Loﬁ oo_:mcasom

other ﬁ:mj an Exclusive Specialty Pharmacy
Network Eo,___m_mﬁ will not be covered. Select
a_mcmgo supplies and devices may be covered

Eamﬁ Hjm_ Emmo:_g_o: aam Eomas.
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Common Medical Event

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

needs

or have other special health

What You Will Pay

Services You May Need In-Network Provider

Qo: will pay the #mmma

mm $150 oocmsz_m: ama:o”_c_m
| mergency roomcare gomm ol il

‘ ,:2 apply

Qut-of-Network Provider

ro will pay the most)

Limitations, Exceptions, & Other Important

Information

mﬂmo ooums.sm; Qmacoﬁa_m aomm 08m< ém_<ma if maa_zma oﬁ dﬂoa an moo_amam_

“mBmBm:Q\ sma_nm_ o
m mmo % coinsurance
transportation S

mmo ooomigm; amacoﬁ_c_m
Qomm not mncz

Wcama care

_umo__:imm ﬁm@ :o%;m_ 120% oitisufanice

oﬁ coinsurance

linjury |

é___mm@m limits apply

”Aoﬁ coinsurance

40% coinsurance

t

,_uim_gmamcamo: dﬂmm mo.cma‘oo_zm:a:.om

,‘ocamﬁma services 20% coinsurance
Inpatientservices 0% coinsurance
_ 'No Charge; deductible does
Office visits nnot apply

_Loo\o coinsurance

moc\o 8523:8 aﬁ Bmam_
:mm_ﬁ 40% coinsurance for
,mccmasom use disorder

oeo oo_:m:_.m:om

40% coinsurance

L I [ RS | S, Sl e i e e e S S

]
None |

S - =

Preauthorization is required
| |

'None

Your o,oﬂ share may be different for services
ﬁwlo:,s& in an office setting

?mmcdsozwm:o: Is an:_aa

gmﬁmS_E care may include ﬁmma m:a services
Emmoﬁ%mgm_mmé:ma in the SBC (i.e. ultrasound)
‘and amom:a_:@ on the type of services cost share

‘may mmnz Cost sharing does not apply for
Em<m3_<m services.

o:_ag:z%__ée
,uaamw_o:m_ services

20% coinsurance

Oj_aci:am_zmé facility woo\o P —
'services =

moﬁ oo_szm:om

Ioam :mm:: care

_mm:mg_:mﬁ_o: services 20% coinsurance

| o$ coinsurance e for >co__ma
| Behavioral Analysis; 20%
‘Habilitation services ‘coinsurance for Physical,
'Speech and Occupational
‘Therapy

40% coinsurance

Whoec coinsurance

moﬁ oo_:mcasom

40% coinsurance

20% coinsurance for Applied
'Behavioral Analysis; 40%

\and Occupational Therapy
|

|
zO:m,

None

_u_éwﬁ_m; omn;_omﬁ_o: ﬁmnc_aa

Eém_am_ mnmmo: and Occupational ;mqu is
,__B;ma to @ combined maximum of 60 visits per
Bmaumﬁ per calendar year.

>%__mr behavioral analysis (ABA) treatment for
‘Autism - when rendered by an approved board-

‘coinsurance for Physical, Speech certifi % Lmjmsgm_ analyst - is covered through

‘age 5.

mfc_moﬂ to preauthorization.
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|Common Medical Event

| eyecare

.~ For more information on
~ pediatric vision or dental,
~ contact your plan
administrator

If <o_.: child needs dental oso:__aaz s m<m mxmay

What You Wil Pay

'Services You May Need | |
, (You will pay the least)
'Skilled nursing care

20% coinsurance

Durable medical

Tog coinsurance

In-Network Provider

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

Limitations, Exceptions, & Other Important
Information

!

_Pmmci:oﬁmﬁ_% is required. Limited to 120 am<._m

'20% coinsurance

i I ——

40% coinsurance

per Bmawmﬁ rper calendar year

mxoa%m bath, exercise and deluxe mac_usma
‘and BBE; and convenience items. Prescription

M‘blrm uipment _ - - 7 - ‘ :mpc_ag o

Hospice services _zo CHEGRUEHURIDE Hpes _20 o:mam E@m deesel T:ﬁa__m: certification required. Visit limits mcuz

— onotapply ey T
Not covered _za 8,..28 | zo:m

6:_58@ s glasses Not covered B wzoﬁ covered ,sz:m i

Children’ " m, |

(Ehldrerts denlshoat Not covered ‘Not covered ‘None

_ i AUV | - -
- + R SO R T o s

e e = T ==
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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 foot care

e Acupuncture treatment e |Infertility treatment
e Cosmetic surgery e Long term care e \Weight loss programs
e Hearing aids e Routine eye care (Adult)

Other Covered Services (Limitations may apply to these services. This isn’t a cot

mplete list. Please see your plan document.)

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

Bariatric surgery .

Chiropractic care

e Dental care (Adult)

the United States. « Non-emergency care when traveling outside the U.S

i e Private duty nursing

50f8




Your Rights to Continue Coverage: There are agencies that can help if you want to co
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or

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

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

and Insurance Oversight, at 1-877-267-2323 x61565 or www.cgiio.cms.gov or by
available to you too, including buying individual insurance coverage through the

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

Your Grievance and Appeals Rights: There are agencies that can help if you have a ¢
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

pmplaint 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

Insurance and Financial Services, P. O. Box 30220, Lansing, M1 48909-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes

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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Apout tnese C0<mﬂmwm _HXm—,:ﬂ_mm

_ This is not a cost estimator. Treatments shown are _cmﬁ mxmau_mm of f
depending on the actual care you receive, the prices your providers che
copayments and coinsurance) and excluded services under the plan. U

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

ow this plan might cover medical care. <o.5_.moam_ costs will be different |
rge, and many other factors. Focus on the cost sharing amounts (deductibles, "
se this information to compare the portion | 2 costs you might pay under different

Peg is Having a Baby 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)
® The plan’s overall deductible $2,500 H The plan’s overall deductible $2,500 = The m_mm 7o<2m= deductible $2,500
m Specialist copayment $30 M Specialist copayment $30 W Specialist copayment $30
® Hospital (facility) coinsurance 20% W Hospital (facility) coinsurance 20% ® Hospital qmo ity) coinsurance 20%
= Other coinsurance 20% B Other coinsurance 20% m 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 room care (including medical
Childbirth/Delivery Professional Services disease education) m%gm& 7
Childbirth/Delivery Facility Services Diagnostic tests (blood work Dia :omﬁ_o 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, Pegwould pay: In this example, Joe would pay: - In this example, Mia would pay:
~ CostSharng - . ] - | Qm. Sharing
Deductibles ~~ $2,500 ‘Deductibles | §900 Elﬁ_l_u_mlm o §1.800
Copayments | $10 Copayments |  §800 Copayments - §0
Consurance | $1500  Coinsuance | %0 fioinsuraiice $0
What isn’t covered ) - What isntdovered  Whatisntcovered .
Limits or exclusions ‘ 1§60 Limits or exclusions - $20 Limits or exclusions . ¥
The total Peg would pay is ~ $4,070 The total Joe would pay is $1,720 Thetotal Miawould payis ~ $1,870
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. 7of8




ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

if you, or someons you're helping, needs assistance, you
have the right to get help and information in your
anguage at no cost To talk to an interpreter, call the
Ccustomer Service number on the back of your cand, or
877-469-2583, TTY: 711 if you are not already a member.
Si usted, o alguien a guien usted esta ayudando, necesits
asistenciz, tiene derecho a obtener ayuda e infarmacian
en su idioma sin costo slguno. Parzs hablar con un
intérprete, llame al nGmero telefanico de Servicio 2l
cliente, que apsrece 2n la parie trasera de zu tarjets, o
877-469-2583, TTY: 711 si usted todavia ne es un
miembro.

m._\,,m\h.:r\u_kmkt,u L.F& o= d !
EUSRPRL 0 DON IR OITI TR0 RO PN P (s it
.P‘Ru:.mﬁam@mmmuﬂ?u: S
15 HEETERENER TELRR EFEF
SEEMNEESHEHNAE. EARUHEE
BTN ESENEPERRE  URDETREES
BT I 8774692583, TTY:- 711,

s Biiden o o¥e poniee - | oledcada o 38 38 o s sken? |

host yoona Ram o anrnu hanm o analhurd o _.A..
do 8l ety .,FM.....& P = qﬂw ﬂ,\.lfal__.,q s I'Pu.uPL.U
o Dthw».Wu < TR N R T T .PL.’.W

wmids obud A L mwxnn.mv‘m 2583 TTY:711

NEU guy v, hay ngwdi ma guy vi dang gitp dF, ¢an tre
gilip, quy vi s& ¢d quyBn durgc gitp va cé thém thing tin
bing ngdn nglt ciia minh mién phi. D& néi chuyén véi mat
théng dich vién, xin goi 56 Dich vu Knach hang & mit sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chita phal i3 mét thanh vién.

Nése ju, ose dikush g& po ndihmoni, ka nevajé pér
asistencé, keni1é drejté t& mermi ndihmé dhe informacion
talas né gjuhén tua]. 2&r 1€ folur me njé pérkthyes,
telefononi numrin e Sharbimit t& Klientii né anén 2 pasme
t& kartés tuaj, ose §77-469-2583, TTY: 711 nése nuk jen]
ende njé anétar.
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BIEIEEIEN ﬂ%m@ = T 859 Fia), 9=
TS . 1A ST S (SR TR & S

TeTE =y E ST

T A 9] 877-469-2583. TT[Y

Y /] T W

Jezli Ty lub osoba, ktdref ,uoBmemﬁ potrzebujecie pomocy,
masz prawo oo uzysksnia bezpiatne] informac]i i pamocy
we wizsnym jezyku. Aby porozmawiad z tlumaczem,
zadzwor pod numer dziatu obstugi klienta, wskazanym na

odwrocie Twojej karty lub pod

¥: 711, jezeli jeszcze nia ma
Falls Sie oder Jemand, dem Sie
bendtigt, haben Sie das Recht,

numer 877-469-2583,

5z czionkostwa,

helfen, UnterstGtzung
kosterlase Hilfe und

Informationen in Ihrer Spracha zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufan Sie bitte die Nummer de

Kundendienstes auf der Ricks
877-469-2583, TTY: 711, wenn

s[te |hrer Karte an oder
Sie noch kein Mitglied sind.

Setu o qualcuno che stai siutando avete bisogno di

sssistenza, hai il diritto di otte
Ha tuz lingua gratuitamente
intarprete, rivolgiti al Servizie

indicato sul retro della tus sch
877-469-2583, TTY: 711 =& noi

re aluto e informazioni
Per pariare con un
nssistenza al numero
cda o chiama il
sef ancora membro.

CEAE. EREEEROHOBYDETEEELE

EENELHFT
THR—ER
TEET. #HEiEhh Y £
ERBEELOH—FOEEI

—ERADEEHS (4 /5~
$§77469-2583. TTY: 71 &£ T

Ecmi Ban HIH TE0V. KOTOPOM]
TOMOIIE, TO BRI HMEETE IIPARO

CEMSTELELREL, CREDERE
Fr=y. EBHEAFLEYT SR

Fh. BIREBEShSE
CRE#EEhARET—T
TIELAIL

BEE(ES L.

" BBl [OMOTAETe. HY/REA

H3 OECILIATHOR TOIVIEHHS

TIOMOINE U HE(QOPMAINHE Ba BameM Z35xe. I8 pasroBopa

¢ IepeROTIHEOM TIO3BOHHTE IT
COCTY/AIIBARNS KIHCHICE, VRS
CTOpOHE BAIMEH KAPTEL HUTH 114
877469-2583. TTY: 7il. ecm

b HOMepY TexedoHa OTIETA
SAHHOMY Ha o0paTHOH
HOMEPY

Y BAC HET WICHCTEA.

Ukoliko Vama ili nekome kome Vi pomaiete treba pomog,
imate pravo da Umwn_mw:e dobijete pomot i informacije na
svom jeziku, Da biste ﬂmmnccmamr sa prevodiocem, pozovite
broj korisnicke sluibe sa zadnje strane kartice ili
£77-469-2583, TTY: 711 ako vel niste &an.

Kung Tkaw, o ang lyong tinutulungan, ay nangangailangan
ng tulong, may _ﬁmﬂmvm,ﬂm: kz na makakuha ng tulong at
impormasyon sa iyong wika ng welang gastos. Upang
makauszp angisang ?,mmmmm::. tumawag sa numero ng

Customer Servicelsa ;xoa ng iyong tarhets,

mivembra.

Important disclosure
8lue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate an the basis of race, color, national origin,
age, disability, or mmx.,wr_m Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people wi j diszbilities to communicate
effectively with us, mcﬁm: 35 qualified sign language
interpreters and information in other formats. If you need
these services, call .E.,m Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
zlrezdy & member, I ror_ believe that Blue Cross Blus
Shield of Michigan or Wm“:m 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 grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinatar,
600 E. Lafayette Blvd., MC 1302, Detrait, Ml 48226,
ohone: 888-605-6461, TTY: 711, fax: 866-559-0578,
email: CivilRights@bchsm.com. If you need help filing 3
grievance, the Office of Civil Rights Coordinator is availzble
to help you.

You can also file a eivil rights complaint with the U,S,
Department of H ealth & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal ,m_am,ﬁ_m.m:.m at
https:/focrportal.hhs.goviocr/portalfiohby.jsf. or by mail,
ghone, or email at: r:m Depariment of Health & Human
Services, 200 u:umums,mmgnm Ave, S.\W., Washington, D.C.
20201, pheone: 800- umm 1019, TTD: 800-537-7697, email:
OCRComplaint@hihs. EOV. mo?u_m,:ﬁ Torms are availzble at

http/fwww.hils.go ﬁmnl office/file/index. itml.
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