OPT704 .

Western Michigan Health Insurance Pool
Group Number: 71565 Package Code(s): 052
Section Code(s): 1020, 1120

PPO Select 8, RX19, Hearing

Effective Date: 01/01/2018
Benefits-at-a-glance

This is intended as an easy-fo-read summary and provides only a ganeral overview of your benefits, It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. If there Is a
discrepancy between this Benefits-at-a-Glance and any applicable pfan document, the plan document will control,

BCBSM provides administrative claims services only. Your employer or plan sponsor is financially responsible for claims.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Senvices from a provider for which thera is na Michigan PPO netwark and services from an out-of-netwark provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-netwark benefit Jevel. Cost-sharing may differ when you obtain covered services outside of
Michigan. if you receive care from & nonpariicipating provider, even when referred, you may be bilted for the ditfarence between our approved amount and the provider's
charge.
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”‘Dedtrzcﬁbtkers - per calendéf yeé\-r” ' $250 per member $500 per member
5500 per family . $1,000 per family

Copays . - $20 copay for : No Copay
+ Fixed Doliar Copays

Coinsurance 0% 20% o
+ Percent Coinsurance Note: Services without a network
are covered at the in-network

Annual out-of-pocket maximums $2,250 per member $2.500 per member
$4,500 per family $5,000 per family
Inctudes Deductible, Coinsurance and Includes Coinsurance
Copays

Lifetime dollar maximum ' © Unlimited

Health Maintenance Exgm - one per cal_er_\dar year Covered - 100% Not Covered

. Routine Physical. Related Test X-Rays, EKG and lab procedures . Coveréd - 100% Not Covered
performed as part of the health maintenance exam

Annual Gynecd[ogical E.xam-tw-o per cale.ndar yéér,'in adéitidh to heallth' ' .Cdvéruéd. -100% . i No't' Covered
maintenance exam

'Pap Smear Screening - one per calendar year Covered- 100% . NotCovered
"Mammography Screaning - one per calendar year  Covered-100%  Govared- 80% after deductiote
'__C:q\r‘i_tféc_;g_pgiyé__methgqg anq .'c:oﬁnséli'ngmm b . o H C.ove”ré..d- 100% T NotCovered A

P_roététe specific antigen {PSA) screening -oneper calendar yeé; Covered'; 100% - Not Coyered

 Endoscopic Exams one per calendar year - Covered - 100% o T vored - 807 afterdeduc J—
Well Child Care Covered - 100% Not Covered

« 8 visits per calendar year, birth through 12 months
+ & visits per calendar year, 13 menths through 35 months
+ 2 visits per calendar year, 36 months through 47 months

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

“ immunizaifons-pediatric an.d a-ciultn ' N ‘ Covered—mo% . ' . Nothcwef.éam T

Ofﬁce VVVisits _ o - Covered - 100% after $20 copay _ Coygre_!d - 80% after deductible
Covered - 100% after $20 copay Covered - 80% after deductible

Online Visits
Note: Services are payable when rendered by American Well or BCBS

providers o . , _

Office Consultations o Covered - 100% after $_20 capay N _Covered - 80% after deductible
Covered - 80% after deductible

0,

T o

Blue Cross Blue Shield of Michigan is a nonprofit corporation and indapendent ticanses of the Biue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO netwark and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider spacialty are covered at the in-network benefit levet. Cost-sharing may differ when you cbtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the praovider's
charge,
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Hospital Emergency Room ' . Covered 100% , Covered - 100%
Quallfled medrcal emergency

-Non Emergency use of the Emergency Roo - - o Covered 100% after $25 copay' o .'Covered 100% after $25 copay”

Covered 100% after deductible Covered 80% after deductab[e

Urgent Care Servrces

. Ambulance Servrces Medrcally Necessary Transpoﬂ . Covered 100% after deductible. o ‘Covered 100% after deductrble

'M . MRA PE'E‘ and CAT Scans and Nuciear Medrcme Covered 100% after deductrble Covered 80% after deductrb!e
Dregnoetrc 'E'este X-rays, Laboratory & Pathology _ Covered 100% after deduonble Covered 80% aﬂer deducilble
Radiation Therapy and Ch_emotherapy o Covered 100% after deductlble Covered 80% after deduct:ble

Prenatal and PostnataE Care Vrsus 7 - Covered 100% Covered 80% afier deductrole

.Dehvery and Nursery Care B - . Covered 100% after deductrbte. Covered 80% aﬁer deduotlble

Sermni-Private Room, Inpatient Physician Care, General Nursing Care, Covered - 100% after deductible Covered - 80% after deductible
Hosprtal Servroes and Suppties - N _ N _
Inpatient Medical Care - Covered - 100% after deductible Covered - 80% after deductible

. Hoeprce Care } - Covered 100% i "Covered 100%
I-fome Healih Care ) Covered 100% after deductrb!e Covered 100% after deducilble
Skrlled Nursmg Covered 100% after deductrbie Covered 100% after deduottble

errted toa maximum of 120 days per celendar year

Surgery mcludes re!ated surgroel service Covered 0a A; after deductsble Covered 80% after deductrb!e

i _ Covered 100% af*.er deduotsble Covered 80% after deductlbie
Oral Surgery Covered 100% aﬁer deductihle overed 100% after in- network
Wisdom teath extractions deductible
Sterilization - males only Covered - 100% after deductible Covered - 80% after deductible
excludes reversal sterilization . , e e B e ,
Sterilization - females only Covered - 100% Caverad - 80% after deductible

excludes reversai sterilization
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' pectﬁed Crgan Transp arrte. . . ' Coverad - 100% Mot covered except in designated

In designated facilities only, when coordinated through BCBSM Human , facilities
Organ Transpiant Program _(8_0_(_}_-?42-3504) )
Kidney, Cormea, Bone Marrow and Skin Covered - 100% after deductible Covered - 80% after deductible

Inpatient Behavioral Health Care Covered 100% after deduotrble Covered 80% after deductible
Inpatrent Substance Abuse Treatrﬁent ' o Covered 100% after deducuble - Covered 100% after deductrbie '
Qutpatient Behev;orat Health Care ' - Covered 100% after $20 copay Covered 80% after deductab!e N
« Online Behav;oral Health VISItS e . ”Covered 100% aﬁer $20 copay _l______Covered 80% after deductible .
“Outpaﬂent Suhstance Abuse Treatment : o 4 - . .Covered 100% after $2t} copay .7 Covered 90% efter deductlbfe“ i

Applied Behavioral Analysis (ABA) Covered - 100% after deductible Covered - 80% after daductible
Pre-authorization required

Note: Diagnosis of an autism spectrum disorder and a treatment
recommendation for ABA services must be obtained by an approved
autlsm evaluatton oenter (AAEC) prlorto seeklng ABA treatrnent

Physmat Occupatronal and Speech Therapy o Cevered 100% after ded.uctible B Cove'red“—md.(.]% afterdeductibfe )

Physical, Occupational and Speech therapy with an autism diagnhosis is
unl:mlted

Nutrltlonal Counselmg S Covered - 100% after deductlb[e o .Coveredr- 80% after deductibler

Cardlac Rehabiiitation ~ Covered - 100% after deducttble VCovered 8(}% after deducuble_
‘Churopractrc Sprrraffvfadfputatron S A - ‘M.\Covered 100% h ~ Covered - 80% after deductrble”_”
Limited to a maxrmum of 24 v|s:ts per. calendar year - -

ADurab[e Medtcal Eqmpment Covered 100% after deduottble ‘ Covered 8{)% after deducttble
‘Prosthetic and Orthoflc oev.cé;' T Goverad - 100% after deduotrblew .Covered 80% after deductible
| anate Duty Nuremg Care ' . .Covered“ QO% efter deductrble ' Covered 90% after deductrble” 4
"Altergy Testmg and Therapv R - 'Covered 100% o Covered 80% after deductlble.“ ~

Physical, Qccupational and Speech Therapy Covered - 100% after deductible Cavered - 80% after deductible
Limited to 2 combined maximum of 60 visits per calendar year

Massage Therapy Covered t Oo%aﬁer deductible Cavered - 80% after deductible
lerted oa maxtmum of 24 vrsds per. caiendar year

EERS

Note The following services require preapprovel Inpatrent Care sefect Radrology and Dlagnostro Servrces Inpatient Behavroral Health Care and
Substance Abuse Treatment, and Skilled Nursing.
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Waestern Michigan Health Insurance Pool
Group Number: 71565 Package Code(s): 052
Section Code(s): 1020, 1120

Prescription Drugs

Effective Date: 01/01/2018
Benefits-at-a-glance

This is intended as an easy-to-read summary and provides only a general overview of your benefits, It is not a contract. Additionat limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. If thereis a
discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan document will control.

BCBSM provides administrative claims services only. Your employer or plan sponser is financially responsibte for claims.

Yaur prescription drug copays, including mail arder copays, may be subject to the same annual out-of-pocket maximum required under your medical
coverage.

' Retail - 30 day supply g l g copay - Senedrag drugs
copay - Brand drugs

$0 copay — OTC drugs
(Only — Zyrtec, Zyrtec D, Priloseg, Claritin, Children’s Claritin, Claritin
RediTabs and Claritin-D)

Prescriptions and refills oblained from a non-netwark pharmacy are
reimbursed at 75% of the approved amount, less the member's copay,

Mail Order - Qo.aay supply o 7 $20 copay - Genaetic drugs
$80 copay - Brand drugs

Speciaity Drugs ~ 30 day supply $10 copay - Generic drugs

Retall and Mait Order $46 copay - Brand drugs

Members are restricted to a 30 day supply at both retait and mail order and
certain specialty drugs are limited to anly a 15 day supply for each filk.
Adult and childhood select preventive immunizations as recommended by ~ Covered - 100%
the USPSTF, ACIP, HRSA or other sources as recognized by BCBSM that
are in compliance with the provisions of the PPACA
Oral and Injectable Contraceptives Covered - 100% for Generic and Selact Brand name drugs; other Brand
Retail and Mail Order name drugs are subject to the applicable copay/cainsurance

Additional Services

,.Smomng Cosniion, Drugs e s e e e Cguered
We.gmmssgmgs e e s et s Coveréd.
|mp0tency Drugs et e e s e e e Covered
mfemmy Drugs oo e e ‘é@e,-ed T
Dlabeticsupplies o veoowns Covered Under Durable Medical
Biue Cross Blue Shield of Michigan is a nonprofit corporation and independent ficensee of the Blue Cross and Blue Shield Assodiation. EﬁLU\anT
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Prior authorization/step therapy

Mandatory maximum allowable

cest drugs

A process that requires a physician {o obtain approval from BCBSM before select prescription drugs (drugs
identified by BCBSM as requiring preauthorization) will be coverad. Step Therapy, an initial step in the Prior
Authorization process, applies criteria to select drugs to determine if a less costly prescription drug may be used for
the same drug therapy, Some over-the-counter medications may be covered under siep therapy guidelines. This
also applies to mail order drugs. Claims that do not mest Step Therapy criterla require preauthorization. Details

about which drugs reqmre preauthonzaﬂon or step therapy are avaliab|e onllne slte at bcbsm comlpharmacy

If your prescrlptlon is filled by a network pharmacy. and the pharmacnst f l|s it wnth a brand name drug for Wthh a
generic equivalent is available, you MUST pay the difference in cost between the BCBSM approved amount for
the brand-name drug dispensed and the maximum allowable cost for the generic drug plus your applicable copay
regardless of whether you or your physician requests the brand name drug. Exception: If your physician requests
and receives authorization for a non-preferred brand-name drug with a generic equivalent from BCBSM and writes
“Dispense as Written” or "DAW" on the prescription order, you pay oniy your applicable copay.

Note: This MAC difference wilt not be applied toward your annual in-network deductible, nor your annual
coinsurance/copay maximum,

Blue Cross Blue Shigld of Michigan is a nanprofit corparation and independent licenses of the Blue Cross and Blue Shield Association,
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Western Michigan Health Insurance Pool
Group Number: 71565 Package Code(s): 052
Section Code(s): 1020, 1120

Hearing Care Coverage

Effective Date: 01/01/2018
Benefits-at-a-glance

This s intended as an easy-to-read summary and provides anly a general overview of your benefits. It is not a contract. Additional imitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible andfor copay. If there is a
discrepancy betwaen this Beneflts-at-a-Glance and any applicable plan document, the plan document will controd.

BCBSM provides administrative claims services only. Your employer ar pian sponsor is financially responsibte for claims.

To be payable, hearing care benefits must be received from a participating provider and in the order listed.

Frequency Limitation Once every 36 months
AudlomemCExam s e Covered-mo% s
H eanng i Eva[uatmn e B A e et e e Covered ‘_100% _
HeanngA;d e A 3o s cOVQred_ioo%

Mamber may be responsible for the difference in cost between
our approved amount and the charge of the hearing aid.
Hearing Aid Conformity Test Covered - 100%

Biue Cross Blue Shield of Michigan is & nanprofit corperation and independent licensee of the Blue Cross and Blue Shield Association.
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OPTION 2

Western Michigan Health Insurance Pool

Group Number: 71565 Package Code(s): 036, 037
Section Code(s): 3000, 3100

PPO - Flexible Blue 2, RX6

Effective Date: 01/01/2020

Benefits-at-a-glance

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. Payment amounts are based on BCBSM's approved amotint, less any applicable deductible and/or copay. ifthers is a
discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan document wili control.

BCBSM provides administrative claims services only. Your employer or plan spensor is financiaily respensible for claims.

Mate: A list of services that require approval before they are provided is available online at (hitps:/fwww.bcbsm.comiimportantinfo). Select Approving
covered Services,

D.educt:bles - per calendar year $1 400 pervmerftr'lbe-f .

$;').,800 p.er.mem.b.e.r
The full family deductible must be met under a two person or famity $2,800 per family $5,600 per family
contract before benefits are paid for any person on the contract, o S , R
Copays No Copay Nao Copay
* Fixed Dollar Copays s S , —
Coinsurance 0% 20%
* Percent Coinsurance * Note: Services without a network
are covered at the in-network
o , - e S fevel e
Annual out-of-pocket maximums $2,360 per member $4,500 per member _
The full family out of pocket maximum must be met before it is considered  $4,600 per family $9,000 per family :
satisfied. Includes Deductible, Coinsurance and  Excludes Deductible and includes
Copays S Colnsurance

i'Li'fet'iﬁgé_dqlla_rmaximum Uniimited' ' -

Blue Cross Blue Shield of Michigan is a nanproflt cerporation and independent licensee of the Blue Cross and Blue Shisld Association.
Services from a provider for which there is no Michigan PPO netwark and services from an out-of-netwerk provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefit level, Cost-sharing may differ when you abtain coverad services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference betwsen our appraved amount and the provider's
charge.
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https:/lwww.bcbsm.com/importantlnfo

Heaith Ma;ntenance Exam - cne per catendar year Covered 100% - Not Covered

Routlne Physrcal Related Test X—Rays EKG and lab procedures Covered 100% Not Covered
performed as part of the health mamtenance exam

Annual Gynecological Exam two per ca!endar year in addmon to health Covered - 100% . Not Covered o
maintenance exam

ITPap Smear Screenrng one per'caEendar year Covered: 100% R Not Covered
'Mammography Screening - one per calendar year Covered - 160% S mCovered 80% after deductlble
|nCIUdeS 3D MammOgraphy L A R T e e B e . A R £ T R A4 A A "~ R e b B

.‘Contraceptwe Methods and Counsetrrfg ........ R _ ”‘Covere 210 00 o” ) S VNot Covered V I
Prostate Specrﬁc Antlgen (PSA} screenmo one per calendar year - "Covered 100% o " ‘. _ Not Covered T
Endoscoprc Exams - ane per ca!endar year ””...'Covered 100% S R Covered 80% after deduc%rble

...Weil i Care e o e e e Covered 100%”‘ st s e wNot Covered

« 8 visits, birth through 12 months

= 6 visits, 13 months through 23 months
+ § visits, 24 months through 35 months
» 2 visits, 36 months through 47 months

Visits beyond 47 months are limited to one per member per calendar year
under the heaith masntenance exam benef t

Immumzatlons pedratrrc and adult - Covered-100%

4 Oﬁ‘ ice Vreﬂe Covered 100 A after deductible_ - overed - /u afier educttble

.On[me Vrsrts S R Covered 100% after deductible . ‘ ‘Covered 80% al’ter deductible

Note: Services are payable when rendered by American Well providers
through Blue Cross Online Visits™ or BCBS providers

Office Consultations - © Covered- 100% after deductible  Covered - 80% after deductible

” Pre-SurglcaI Consultailons “ - .Covered 100% after deductrble Covered 80% af'ter deductrb!e.

Hospital Emergency Room Covered - 100% after deductible Covered - 100% after deductible
Qualified medical emergency et T e

Non Emergency use ofthe Emergenoy Room S HWNot Covered H S ”Not Covered

‘Urgent Care Servlces o o m.mCovered 100% after deduotrble T ..“.Covered 80% after deductrbte B
_‘Ambulance Servlces tVEedrcalIy Neceseary Transport .. “ 'Covered 100% after deductlble iCovered 100% after deducttb.te:”

MRI, MRA, PET and CAT Scans and Nuclear Medmme Covered 100% after deductrbte_ _ Covered BG% after deduct:ble
- 80% after deduoilble 7
80% after deductlble :

'Dragnostrc Tesie X—rays Laboratory&Paihology - Covered 100% after deductrble' Co
Radiatlon Therapy and Chemotherapy - Covered 100% after deductrble _

Blue Cross Blue Shield of Michigan is a nonprofit corporatron and independent licensee of the Blue Cross and Blue Shieid Assaciation.
Services from a provider for which there is no Michigan PPQ network and services fram an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCESM for that partisular provider specialty are covered at the in-network banefit level, Cost-sharing may differ when yeu obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when refarrad, you may be billed for the difference between our approved amount and the provider's
charge.
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Prenatal Care Visits S Govered - 100% Covered - 80% aftar deductible

Postnatal Care Visits - Govered - 100% after deductible Covered - 80% after d
Delivery and Mursery Care Covered - 100% after deductible Covered - 80% after deductible

Semi-Private Room, Inpatient Physician Care, General Nursing Care, Covered - 100% after deductlble Covefed - 80% after de.d.uctible .

Hospital Services and Supplies

InpatientrMedicaI Care _ N B . Covered - 10"0% éfter deduglible - _ Covered -So%rafte'r deductible

Mospice Care _ Coveréci - 100% aﬂer deductible Covered . 100% eifter deaﬁctlbie .
Homg Health Ca_re_ - 7 S Covered - 100% afterrde i ___Covered -100% after deductible

Skiled Nursing ‘Covered - 100% after deductible  Covered - 100% after deductible
Limited to a maximum of 90 days per calendaryear

Surgery (includes related surgical services) : Covered - 100% after deductible Covered - 80% after deductible

Bariafric Surgery S Coyé}e.d . 100%afterdeduct|ble B CoveredSO%aftardeductlble

Oral Surgery Covered . "IIG'{J"'A':'afté'r deductible ~Covered . 100% after in-network
Wisdom teeth extractions deductibie

Sterilization - males only Covered - 100% after deductible Covered - 80% after deductible
excludes reversal sterilization e - e N "
Sterilization - fernales enly Covered - 100% Covered - 80% after deductible
_excludes reversal sterilization R

N

Specified Organ Transplants Covered - 100% after deductible Not covered except in designated
in designated facilities only, when coordinated through BCBSM Human facilities

Organ Transplant Program (800-242-3504) _
Kidney, Crorrnea, Bone _Ma_rm_\._y_:_a_a_d Skin - _ ___C_o_vgred - 100% after deductible

Blue Cross Biue Shield of Michigan Is a nonprafit corporation and independent licensea of the Blue Cross and Blue Shield Association,
Sarvices from a provider for which thera Is no Michigan PPO network and services from an cut-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCESM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you abtain covered servicas cutside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the diffarence between our approved amount and the pravider's
charge.
Page 3 of B 08232019 000008077778




Inpatient Mental Health Care a_nd Substance Use Disorder Treatment _ C_c_nvered - 100% after deductible Cov_ere_d - 80% after deductible

Ou'tpatie'ntr Mental Health Caré and S.ub.sta.n.ce Use Discrder Treatment Covered ) 1.0(.}% after dedﬁciible Covered - 80% after deductible
+ Online Mental Health Visits _ - Covered - 1(_)0% after deductible quered - 80% __a_f_t_e_r deductible

Applied Behaworai Analysis (ABA) Covered - 100% éftér'dédﬁéﬁ.&)‘lé' overe 80% éﬁer deductibie

Pre-authorization required

Note: Diagnosis of an autism spectrum disorder and a treatment

recommendation for ABA services must be obtained by an approved

autism evaluation center (AAEC) prior to seeking ABA treatment.

Physical, Occupational and Speech Therapy Covered - 100% after deductible Covered - 80% after deductible
Physical, Occupational and Speech therapy with an autism diagnesis is

unlimited

~ Covered - 100% after deductible  Covered - 80% after deductible

Nutritiqnalr.Coﬂﬁs.eiing ‘ S —

Cardiac Rehabilitation 7 Covered - 100% after deductible Coyered - 80_% a_ftgr deductible
Chiropractic Spinal Manipulation Covered - 100% after deductible Covered - 80% after deductible
Vl.imited to a maximum of 24 visits per calendar year

Durable Medical Equipment T Covered - 100% after deductible  Covered - 80% after deductible
Prosthetic and Orthatic Devices " Covered- 100%after deductble  Govered - 80% after deductible
Private Duty Nursing Care " Covered- 80% after deductible Covered - 80% after deductible

Allergy Testing and Therapy 4 Covered - 100% after deductible

Physical, Qceupaticnal and Speech Therapy Cavered - 100% after deductibie vaered - 80% after deductible
Limited o a combined maximurn of 60 visits per calendaryear . ..

Blue Crass Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Biue Cross and Blue Shield Association,
Services from a provider for which thera is no Michigan PPQ netwark and services from an out-of-network provider in a geagraphic area of Michigan deemed a "low access -
area” by BCBSM for that panticular provider spaciaity are covered at the In-network benefit level. Cost-sharing may differ when you obtain covered sarvices outside of
Michigan. If you receive care from a nonparticipating providar, even when referred, you may be billed for the difference betwaen our approved amount and the provider's
charge.
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Western Michigan Health Insurance Pool

Group Number: 71565 Package Code(s): 036, 037
Section Code(s): 3000, 3100

Prescription Drugs

Effective Date: 01/01/2020

Benefits-at-a-glance

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a cantract, Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductibie and/or copay. If there is a
discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan document wilt control.

BCBSM provides administrative claims services only. Your employer or plan sponsor is financtally responsible for claims.

Your prescription drug copays, including mail order copays, may be subject to the same annual out-of-pocket maximum required under your medical
coverage.

Deductible $1,400 per individual
$2 800 per family
Retail - 30 day supply $10 copay after deducnble Genenc drugs

$40 copay after deductible - Brand drugs

$0 copay after deductible — OTC drugs
(Only — Zyrtec, Zyrtec D, Prilosec, Claritin, Children's Claritin, Claritin
RediTabs and Claritin-D}

Prescriptions and refills obtained from a non-network pharmacy are
relmbursed at 80% of the approved amount Iess the members copay.

Mall Order 90 day supply 7 $20 copay after deductable Generlc drugs
$80 copay after deductible - Brand drugs

Specialty Drugs ~ 30 day supply $10 copay after deductlble Geneﬂc drugs

Retait and Mail Order $40 copay after deductible - Brand drugs

Members are restricted to a 30 day supply at both retait and mail order
and certain specialty drugs are limited to only a 15 day supply for aach
fill.

Aduit and chlldhood seiect prevennve |mmumzatncms as recommended by the Covered - 100%

USPSTF, ACIP, HRSA or other sources as recognized by BCBSM that are in
compllance wnth the prows:ons of the PPACA

Oral and Injectable Contraceptlves Covered - 100% for Generic and Select Brand name drugs; other
Retall and Mall Order Brand name drugs are subject to the applicable copay/coinsurance

Add:tlonai Services

Smoking Cessatton Drugs o o I 4Covered |

._.nght ;_oss Drugs e e et Rt cd}éréd S

,.Impatemy Dmgs e e i e s Covered S TR -
ety Oroge et e v Covered e P e S e e

:.Dlabet:c Suppltes o JNOt Ccvered COVfred Uﬂd{}" burﬂi’kM@d’ﬂ,

Blue Cross Biue Shield of Michlgan lsa nonprof it corporation and |ndependent licensee of the Blue Cross and Blue Shield Association. Z Ul/omenf
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Prior authorization/step therapy

Mandatory'ma'xirﬁum éilowabié
cost drugs

A process that reguires a physician to obiain approval from BCBSM before selact prescription drugs {drugs
identified by BCBSM as requiring prior authorization) will be covered. Step Therapy, an initlal step in the Prior
Authorization process, applies criteria to select drugs to determine if a less costly prescription drug may be used for
the same drug therapy. This also applies to malil order drugs. Claims that do not meet Step Therapy criteria require
prior authorization. Details about which drugs require Prior Authorization or Step Therapy are available anfine at
bebsm,com/pharmacy.

If your prescription is filled by a network pharmacy, and the pharmacist filis it with a brand-name drug for which a
generic equivalent is available, you MUST pay the difference in cost between the BCBSM approved amount for
the brand-name drug dispensed and the maximum allowable cast for the generic drug plus your applicable copay
regardless of whether you or your physician requests the brand name drug. Exception: If your physician requests
and receives authorization for a non-preferred brand-name drug with a generic equivalent from BCBSM and writes
“Dispense as Written” or “DAW" on the prescription order, you pay only your applicable copay.

Nota: This MAC difference will not be applied toward your annual in-network deductible, nor your annual

coinsurance/copay maximum.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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