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Community Blues™ PPO with Prescription Drugs and Vision
Out-of-Network

Services without @ serwork are covered
at the fn-rework level,

In-Network

Preventive Services — Limited to $250 per member per calendar year
Health maintenance exam ~ includes select Covered at 100%, one per calendar year Mot covered
lab and dingnostic procedures

Annual mynecological exam Covered at 100%, one per calendar year | Not covered

Pap smear screening — laboratory services Covered at 100%, one per calendar year Nat covered
| only

Well-baby and child care Covered at 100% Not covered

= f visits per year through age |
= 2 visits per year, age 2 through 3
= | visit per year, age 4 through 15

Immunizations Covered a1 100%, up through age 16 Mot covered
Fecal occult blood screening Covered at 1%, one per calendar year Mot coversd
Fiexible sigmodoscopy exam Covered a 100%, ane per calendar year Not covered

Prostate specific antigen {PSA ) sereening Covered az 100%, one per calendar year | Not covered

Mammography screening Covered a1 |(40% Covered at 8% after deductible
One per calendar vear, no age restrictions

Physician Office Services

Office visits, including office consultations Covered less $10 copay Covered a 80% after deductible,
st be medically necessary

Outpatient and home visils Covered ar 1002 Covered at 80% after deductible,
must be medically necessary

Urgent care visits Covered less $10 copay Covered at 80% after deductible,

must be medically necessary

_Emergency Medical Gare

Hospital emergency room Covered less $50 copay, waived if Covered less $50 copay, waived if
admitted or for an accidemal injury adrmined or an accidental injury
Ambulance services = medically necessary Covered at 100% Covered at 1008
Covered at 100% Covered at 80% afler deductible
Covered at 100% Covered at 80% after deductible
Covered at 100% Covered at 80% ufter deductible
Maternity Services Provided by a Physician or Certified Nurse Midwife
Pre-natal and post-natal care Covered at 100% E Covered at 30% after deductible ]
Delivery and nursery care 1 covered ar 1000 | Covered at 802 after deductible |
Hospital Care
Semi-private room, inpatient physician care, | Covered at 100% Covered at 80% afier deductible
general nursing care, hospital services and
supplics
Note: Nonemergency serviees must be Unlimited days
rendered in o partici hospital
Inpatient consultations Covered at 100% | Covered at 80% after deductible
Chematherapy Covered at 100% | Covered at 8% aficr deductible
Alternatives to Hospital Care
Skilled nursing care Cavered ut 100% | Covered m 100
Up o 120 day r calendar year
Hospice care Covered m (0% Covered at_100%
Limited to lifetime dollar maximum which is adjusted periodically
Home health care Covered 01 10%, unlimited visits Covered at |0, unlimited visits




Community Blue®™ PPO with Prescription Drugs and Vision

Out-of-Network
Services withow! o metword are coversd
af the in-network level.

In-Network

Services

5 ~ includes related surgical services Covered at 100% Covered at 80% after deductible

Voluntary sterilization Covered at 100% Covered at 8024 after deductible
Human Organ T i
Specified organ transplants = in designated Covered at 100% Caovered in designated facilities only

facilities only, when coordinated through
BCBSM Human Organ Transplant Program

{1-800-242-3504 ) Up 10 §1 million maximum per transplant type
Bone marrow transplants - when coordinated Covered at 100% Covered at 80% after deductible

through BCBSM Human Organ Transplant
Program (1-800-242-3504); specific eriteria applies

Kidney, comea and skin transplants Covered at 100% Covered at $0% after deductible
Mental Health Care and Substance Abuse T)

Inpatient mental health care and sub Covered at 50% [ Covered at 50% afier deductibl
abuse care Unlimited days

Outpatient mental health care:

* Facility and clinic Covered at 5% Coversd at 50%

= Physician’s office Covered at 0% Covered at $% after deductible
Outpaticnt substance abuse care — in approved Covered at 50 Covered u1 $0% after deductible
facilities Up to the state-dollar amount which is adjusted annually
Other Services

Allergy testing and therapy Covered at 1% [ Covered at 80% after deductible

Chiropractic spinal manipulation | Covered ut 100% Covered at $i% after deductible

Up to 24 visits per calendar year

Outpaticnt physical, speech and occupational

therapy:

= Facility and elinic Covered at 100% Covered at 100%%

= Physician's office — excludes speech and Covered at 100% Covered at $0% after deductible
oceupational therapy A combined 60-visit maximum per calendar year for ph | theragpy

outpatient d nment of a hospital as well as in the physician's office

Duirable medical equipment Covered at 100% Covered at 100% ©

Prosthetic and onhotic appliances Covered at 100% Covered at 100%

Private duty nursing Cavered at $0% Covered at $0%

Deductible, Copays and Dollar Maximums
Note; If you receive cane from a nonparticipating provider, even when refemed, you may be bilad for the difference between our approved
ameunt and the previders charge.

Deductible ~ per calendar year None 5250 per member, $500 per family
Copay
= Fixed dollar copay $10 for office visits and $50 for S50 for emengency room visits
OO Visils
* Percent copay 50% for mental health care, 20% for general services and 50% for
substance abuse care and private mental health care, substance abuse
duty nursinj care and private duty nursing
Copay dollar maximum — per calendar year
+_Fixed dollar copay None None
= Percent copay Judes mental health Mot icabls 52,000 per member, $4.000 per
substance abuse care and private duty mmng family
| __copays
Dollar maximums — per member 51 million lifetime per covered specified organ transplant type

and 55 million lifetime I‘ur her covered services
_and as noted §




Prescription Drug Coverage Option

Prefarred Rx Prescription Drug Plan
Covers:

* Federal-legend drugs

» State-controlled drugs

= Needles and syringes

Copay: $10 copay for cach generic drug or $40 copay for each
brand-name drug. even if the preseription is marked DAW or there
is no generic cquivalent drug available

Payment of Benefits:
= Network Pharmacy - 100% of approved amount less copay
= Non-Network Pharmacy - 75% of approved amount less copay

Mail order prescription drugs

Up to a 9-day supply of preseribed medication by mail from Medeo
Health Solutions with a 510 copay for each generic drug or a $40
copay for cach brand-name drug. even if the prescription is marked
DAW or there is no generic equivalent drug available

A metwork pharmacy is a Preferred Rx pharmacy in Michigan or a Medeo Health Prescription Solutions pharmacy
outside Michigan. A non-network pharmacy is a pharmacy not pan of the Preferred Rx or Medeo Health networks.

Vision Care Program Option

A-80 Vision Care Plan
Copays:
= §5 for eye exam
* Combined 57.50 for lenses and frames or
medically necessary contact lenses

Frequency: All vision benefits are covered once
every 24 consecutive months. During any 24-
manth peried, benefits are payable for cither
eyeglasses or contact lenses, but not bath,

Participating Vision Provider: Benefits are
covered at 100% of approved amount less copay.

Nonparticipating Vision Provider: If you
receive services from i nonpasticipating provider,
you will be reimbursed 75% of approved amount
less §5 copay for vision exam and ata
predetermined amount for all other benefits. You
ane responsible for any difference between your
vision provider’s charge and the approved amount.

Exams — Covers visual testing by an optometrist or
aphthalmalogist, incheding history. testing sharpness of vision,
internal and external exam of the cyes, and testing for
glucoma (when necessary ).

Corrective lenses — Covers one pair of glass or plastic lenses
less than 65 mm in dismeter, The provider may charge you for
the difference in cost between standard and oversize lenses,
Tinted lenses are covered when prescribed for medical reasons.

Contact lenses — Covers contact lerses that meet medical
necessity eniteria, If contact lenses ane selected. but not
medicfilly necessary, your plan will pay a maximum of $35.
You arc respansible for any difference hetween this amount
and the provider's charge. :

Frames — Covers standard plastie, metzl or wire eyeglass
frame, up 1o the approved amount, If you select more expensive
frames, the provider may charge vou for the difference between
the usual retail charge for covered frames and the more
expensive frames,

Tieis is intended @t an easy-to-read swmmary, It is not a contract, Additienal limitations and exclusions may apply to coversd
services. For an official description of benefits, please see the applicable Blue Cross Blie Shield of Michigan certificate and
riders, Payment amenwnts are based on the Blue Cross Blue Skicld of Michigan approved amount, lews any appilicable
deductible andior copay ameunts required by the plan. This coverage i provided prrsuam 1o o contract entered inte in the
state of Michigan and shall be constried under the furisdiction and aecording o the fows af the stte of Michigan,
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