X Foryou. For life.

Michigan Osteopathic

Association

Health Care Selection Guide
Option 6

Sl“e Sha

ue iel

U& Blue Care Network
af Michi g1 n



Community Blue®™ PPO

Benefits-at-a-Glance
Plan 8
In-Network Out-of-Network
Freventive Services - Limited (o 8250 per calendar year
Health Maiscnance Exam — includes chest X-ray, EKG and Covered - 100%, one per calendar year ot Covered
MMGI] Exam Covered ~ 100%, one per calendar year Mot Covernd
Pap Smear Screening - laboratory services only Cm—lm.mgwm Mot Covered
Well-Baby and Child Care Covered - 100% Not Covered

* 6 vishts per year through age |
* 2 wisits per year, age 2 through 3
+_1 wisia per yoar. ago 4 through 15

Immnizsticen Covered - 1009, up through age 16 Not Covered
Fecal Occult Blood Screening Covered — 1005, one per calendar Not Covered
| Piexible Stgmeldoscopy Exaen Covered - |00%, one per calendar year Non Covered
Prostase Specific Antipes (PSA Covered - |05, one per calendar year Noa Covered
Mammography Screening I_anmd-m.nndslun'blz | Covered - 6% aftor deducti
| One per caléndar year, no age resirictions
Physician Office Services
Oiffice Visits ‘Cavered - $20 copay Covered - 60% after deductible,
must be medicall
Outpatient arsd Home Visils Covered - 80% after deductible Coveoed - 60% after deductible,
» mmust be medscally neceisary
Olfice Consuliations Cavered - $20 copay Covered - 60% after deductible,
st be medieally necessary
Urgent Care Visits Covered - $20 copay Caovored - 60% afier deductible,
must be medically eecessary
Emergency Medical Care
Hospilal Emergency Room ~ approved diagnosis Covered - $30 copay, waived il sdmited or
for an accidental injury
Ambulance Services - Mecessary | Covered - 805 after deductible:
Services
[ Lebaratary snd Pashology Tests | Covored - E0% afier deductible | Covered - 60% after deductible |
Diay c Tosts amd X-rays | Covered - B0% after deduciible | Covered - 60% afler deducuble |
Radiation Therapy | Covered - B0% afer deductible | Covered - 6% afier deductibic I
Mnternity Services Provided by o Physiclan 5 it
Pre-Natal and Post-Nazal Care Covered.~ 100%, inclades care provided by a Covered - 60% afier dedoctible,
Centified Nurse Midwife Ieludes eare provided by 0
Certified Nurse Midwife
Delivery and Narsery Case Covered ~ 80% after deductible, includes Cavered - 60% after deduwctible.
delivery provided by a Cenified Nurse inchodes delivery provided hy o
Midwife Centified Nurse Midwife
Hospital Care
Semi-Private Room, Inpatient Physician Care, General Nunsing | Covered - B0% after deductible | Covered - 0% after deductible
Care. Hospital Services and Supplies Unlienised da
Inpatient i Cavered - B0% aller deductible Covered - 60% afier deductible
Ch Covered - 80% afier dedoctible | Coversd - 60% aficr doductible
Alternatives to Hospital Care
Skilled Nursing Care Covered - B0% ahier deductible ‘Covered - 8% afier deductible
Up to 120 days per calendar
Hospice Care. Covered - 100% Covered - 100%
Limited to the Rietime doflar maximsam whick is adjusied snnually by tbe staie
Home Health Care Coversd - 8% after deduciihle | Covernd - 80% after deductible
Unlimited visits




In-Network Out-of-Network
Surgleal Services
Sus - includes related surgical services Covered - 80% after deductible Caovered - 60% after deductible
Voluntary Sterilization Cowered — B afier deductible Cavered - 60% after deductible
Human Organ T

Specificd Drgan Trassplanis - in designmied facilities

Cavered - B aflcr deductible I

Covered — 60% after dedoctible

Bone Marrow - in desi, d

Covered - 8% afler deduciible [

Up to 1 million mavmum per

ilant
Covered - 60% after deductible

Kidney, Comea and Skin

Cavered - 8% aficr deductible |

Covered — 60% afier dedwctible

Mental Health Care nnd Substance Abuse Treatment

Impatient Mental Health Care and Substance Abuse Carg

Covered - SU% afer deduciible I

Covered - S0% afier deductible

Uslirited days
‘Outpatienit Menital Health Care.
* Facility and Clinic Covered - S0% after deductible Corvered — 505 afier deductible
» Physician's Office. Covered - 30% Covered - 50% afier deductible
‘Outpatiest Substance Abase Care Covered — 5% after deductible evered — 50% afier deductible

Up to the staie-dollar amount which is adjusied annsally

Other Services

Al ‘Testing and Covered - 100% Covered - $0% afier deductible

Chirvpeactic Spinal Marpelation Coversd - 100% Covered - 60% after deductible
Up t0 24 visits per calendar year

Outpstiens Physical, Spesch and Occapational Therapy Covered - 80% after deductihle Covered — 60% afer deductible
Up to 60 visits per calendar

| Cowered — 50% after deductible

= Perceat Copays — exclades mental healih care, substance
abuse care and private duty nursing copays

S2.500 pes memmiber, 55,000 family per |
calendar year

Durahle Medical Equipment Coversd — HO% after deductihle

Prosthets: snd Ovthotic Appliances Covened - 80% after deductible Covened — B0% afier deductible

Private Duty Nursing Covered - $0% after deductible Covered — 30% after deductible

Copays & Dollar

Deductible 3500 per - S1,000 family per S1,000 per member, $2,000 famaly per
calondar year calendar year
Note: Dedectible walved if service is Node: Qut-of-network deductible
performed in & PPO physician's office. amsounts alsa spply wward the in-

d nerwail deductible.

Copays - z

* Fixed Dollar Copays $20 for office visits and $50 for emerpency | $50 for emergency room visits
room visits

* Percent Copays 20% for pereral services, waived If service | 40% for general services and 50% for
is performmed in o PPO physician’s office, | mental bealth eare, substanee abese
‘and 50% for mental health care, sobstance | care and private duty nursing *
ahuse cane and private duty nursing * Note: Services without a netwosk are

overed a1 the in-network Jovel.
Copay Dollar Maximums
+ Fixed Dollar Nong None

53,000 per member, 36,000 Fmily per

calendar year

Note:; Out-of-netwark copays also
apply teward the in-netwatk
maxkmEn.

Bollar Maximums

5 million lifetima per member for all coversd

Andividual services

sorvices and a: noted shove for

* Note: [f you receive care from a nonparticipating provider, even when referred, you may be billed for the difference beiween our

approved amownt and the pravider's charge.




Blue Preferred Rx Prescription Drug Coverage

Network Pharnucy Non-Network Pharmacy

Covered Services
Federal Taps Covered - 100% less plan copay Coverd — 75% less plan copay
State-cantmolled Drugs Cowered - 1D0% less plan copay Covered - T5% less plan copay
Noodles and Syringes — dispensed with insalin Covered — 100% less plan copay Covered - 75% lews plan copay |
Ml Order Prescription Drugs — %0-day sspply of medication | Covered = 100% less plan copay Not Coversd
by mail from Merck-Medco Services
Copays
* Pescent Copay 50% for each prescription, but not less than | 50% for cach prescription, but not less

55 or more than $100 than 55 of mose than S100
+ Fixed Dollar Copay 525 for cach prescription through mail order | Not Applicable

pragram
+ Chut-al-Network Capa ot Applicahle =%
Ewmmim Naone None

Note: A network pharmacy is o Preferred Rx pharmacy in Michigan or a Merck-Medeo Managed Care PAID Prescriptions (PAID)
Coordinated Care Network-Level 111 (CCN-1II) pharmacy outsitée Michigan. A non-network pharmacy is a pharmacy not part of
the Preferred Rx or PAID CCN-1I networks.

Blue Vision Coverage

Blue Vision benefits are provided by Vision Service Plan, the largest provider of vision care in the nation. Members can
receive services from one of VSP's over 23,000 member doctor locations or a nonparticipating provider. To find a VSP
member doctor, call 1-800-877-7195 or visit VSP's Web site at www.vsp.com.

Eye cxamination

‘Covers n complete eye exam including refmaction, glaucoms
testing and other tests pecessary W determine the averall vissal
health of the patiest

Frames

" wide seloction of qaslity frames s fully covered by (he VSP | Covered — 510 copay 1 Covered - 810 copay, up 1
frame allowssce. Members should ask their doctor which predaermined amount
frames are covered in full. Members may select a more O frame every 12 months.

expensive frame and pan lied price difference.

Lenses -

“Single vision, bifocal and lenticulas lenwes are covered in full | Covered — $10 copay Icmdlnmp-y.-pw
by the plan. Patients c2n choose glass or plastic emses, as well 2 predesermined amoent

a3 oversized lenses up to 61mm. Pink lers tints (for glare ‘One pair every 12 months.

sedaction) are also covered in full.

Contacls: Members obtai asses or contact Jenses, but not both.
Elective contacts may be chasen instead of spectacle lenses and Covered - $105 sppbed toward cantact lens fisting. evalsation and materialks, member
& frame. responsible for difference

Dnce every 12 manths

y 3] Coversd - 5210 maximum, meenber responsible for difference
‘Once every 12 manihs

i Comtact L

Copws

 Exarms 55 copay 5 copay
« Frames, lenses or medically pecessary comtacts A combined $10 copay. Member responsible for differesse
between approved amount and
ider’s. less $10

This i d summary. 1L i Additions] s For ot

plesse scc the applicable e Shi nd riders i less any applicable
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