O MESSA

A nonprolit corparation and Independent licensee Good health. Good business. Great schools.

of the Blue Cross and Blue Shield Association MESSA ABC Pla n 1

Coverage Period: Beginning on or after 01/01/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs*  Coverage for: Individual / Family | Plan Type: PPO

This is only a summary. If you want mote detail about your covetage and costs, you can get the complete terms in the policy ot plan
document at www.messa.org or by calling MESSA at 800-336-0013.

tant Questions

Gk : Netwo etwor Rl L e .
What is the overall $1,300 Individual/ | $2,600 Individual / | You must pay all the costs up to lan begins to
deductible? $2,600 Family $5,200 Family pay for covered services you use. Check your policy ot plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart starting
on page 2 fot how much you pay for covered setvices after you meet the deductible.

Are there other deductibles No. No. You don’t have to meet deductibles for specific services, but see the Common

for specific services? Medical Event chart starting on page 2 for other costs for setvices this plan covers.
Is there an out—of—pocket $2,300 Individual/ | $4,600 Individual / | The out-of-pocket limit is the most you could pay duting a coverage period (usually
limit on my expenses? $4,600 Family $9,200 Family one yeat) fot your share of the cost of covered services. This limit helps you plan for

health care expenses.
What is not included in the Premiums, balance-billed charges, and Even though you pay these expenses, they don’t count toward the out-of-pocket

out—of—pocket limit? health care this plan doesn’t cover. Limit.

Is there an overall annual No. "The Common Medical Events chart starting on page 2 describes any limits on what

limit on what the plan pays? the plan will pay for specific covered setvices, such as office visits.

Does this plan use a network | Yes. For a list of in-network providers, If you use an in-network doctor ot other health care provider, this plan will pay some

of providers? see www.messa.org ot call MESSA at ot all of the costs of covered services. Be awate, your in-network doctor or hospital
800-336-0013. may use an out-of-network provider for some services. Plans use the term in-

networlk, preferred, or participating for proyiders in their network. See the
Common Medical Events Chart starting on page 2 for how this plan pays different

kinds of providets.
Do I need a referral to see a No. You can see the specialist you choose without permission from this plan.
specialist?
Ate there services this plan Yes. Some of the services this plan doesn’t cover ate listed on page 5. See your policy or
doesn’t cover? : plan document for additional information about excluded services.

MESSA ABC, Group Number 71452, 71453; 161 162

Questions: Call MESSA at 800-336-0013 or visit us at www.messa.org, If you aren’t clear about any of the undetlined terms used in this form, see the
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/healthreform or call MESSA at 800-336-0013 to request a copy.

*This plan or selected benefits within this plan are underwritten by 4 Ever Life Insurance Company, an independent licensee of the Blue Cross and Blue
Shield Association and administered by Blue Cross Blue Shield of Michigan. ' 10f9




* Co-payments ate fixed dollar amounts (for example, $15) you pay for covered health care, usually when you teceive the service.

* Co-insurance is your shate of the costs of a covered service, calculated as a petcent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital stay is $1,000, yout co-insurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

* The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider chatges more than the
allowed amount, you tnay have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

O A e L

Primaty care visit to tteat an

et Bt e —

N

ov

oharmée after deductible

This plan may encourage you to use in-network providets by charging you lower deductibles, co-payments and co-insurance amounts.

20% co-insurance after

~-none---
| injury or illness deductible
:I. fyou Tisit a D Specialist visit No Charge after deductible 20% co-insurance after IO
AT it deductible
health (_::a:r_e_.- | Other practitioner office visit | No Chatge after deductible 20% co-insurance aftet Limited to a maximum of 38 visits pex
pr_om_d_e;g Q_fﬁ(?e“_ fot chiropractor deductible member per calendar year fot spinal
ot chmc RE manipulations.
o ... Preventive cate/screening/ | No Charge Not Covered ---N0Ne--- B
| immunization
.| Diagnostic test (x-tay, blood | No Chatge after deductible 20% co-insurance after ~—-NONe-—-

Ifyouhavea

work)

deductible

Imaging (CT/PET scans,

| MRIs)

No Chazge after deductible

20% co-insurance after
deductible

Imaging subject to preauthorization.

Ifyouneed
drugs to treat
your illness or
«condition
For mote
about

prescription drug

Generic or presctibed ovet-

| the-counter drugs

$10 co-pay after deductible
for retail 34-day supply;

$20 co-pay after deductible
for retail and mail order 90

day supply.

$10 Co-pay plus an
additional 25% of
BCBSM approved
amount for the drug,

| Preferred brand-name drugs

$40 co-pay after deductible
for retail 34-day supply;

$80 co-pay after deductible
for retail and mail order 90

day supply.

$40 Co-pay plus an
additional 25% of
BCBSM approved
atnount for the drug,

Non-Preferred brand-name

$40 co-pay after deductible

$40 Co-pay plus an

coverage,'go to .| drugs for retail 34-day supply; additional 25% of

WWW.Messa.org. $80 co-pay after deductible BCBSM approved

T for retail and mail order 90 amount for the drug.
day supply.

For information on women’s
contraceptive covetage, go to
www.messa.org. Mail order drugs are not
covered out-of-network.
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Ifyouhave -

Facility fee (e.g., ambulatoty

No Charge after deductible

20% co-insurance after

~~-1Ofe--~

sutgety center) deductible
outpatlent SRR Physician/sutrgeon fees No Charge after deductible 20% co-insutance after IO
surgety deductible
-1 Emergency room services No Charge after deductible No Charge after Co-pay waived if admitted.
S deductible
Ifyounced
immediate HEmergency medical No Charge after deductible No Charge after —ONE—-
‘medical . transpottation deductible
?’.ﬁ-t?_qt-l?n Utgent care No Charge after deductible 20% co-insurance after ~-1}O1e--~
R AR deducdble
Facility fee (e.g., hospital No Charge after deductible 20% co-insurance after ~~N0Ne---
S ] roomy) deductible
Jfyouhavea - -
hospital stay - e Physician/sutgeon fee No Charge after deductble 20% co-insurance after ——-NOne-—-
o S deductible
t Mental/Behavioral health No Charge after deductible 20% co-insurance after ---none---
.| outpatient services deductible
'If:_you_ have_:__ ... | Mental/Behavioral health No Chatge after deductible 20% co-insurance after ——-OfE--
mental he_a!tl__;,_ inpatient services deductible
behavioral -
health, or " | Substance use disorder No Charge after deductible 20% co-insutance after -—-1rone---
§F__1__]__3:_St?‘:_11__‘_3_f_—?-?1?.1_15.e. outpatient setvices deductible
needs: oo
Lptne | Substance use disorder No Charge after deductible 20% co-insurance after ---flone-—-
inpatient setvices deductible
Prenatal and postnatal cate Prenatal: No Charge 20% co-insurance after —none---
R ' Postnatal: No Charge after deductible
Ifyouare .- deductible
pregnant L — . .
S0 Delivery and all inpatient No Charge after deductible 20% co-insurance after e ONE-—
| services deductible
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ider
Charge after deductible

8]

S e R BRI e

V?E\Iharge attet
deductible

‘| Rehabilitation services

No Chatge after deductible

20% co-insurance after

deductible

Physical, Occupational, Speech therapy
is limited to a combined maximum of 60
visits per member, pet calendar year.

It you need help

| Habilitation services

No Charge after deduciible

20% co-insurance after

Applied behavioral analysis (ABA)

: ! deductible treatment for Autism — when rendered
tecovering or by an approved board-certified analyst -
have other - is covered through age 18, subject to
special health preauthorization.
needs Skilled nursing cate No Charge after deductible No Chatge after Limited to a maximum of 120 days per

deductible member per calendar year.
Durable medical equipment | No Charge after deductible No Charge after -—none---
deductible
Hospice setvice No Charge after deductible No Chatge after -—none---
deductible
[EERE R Eye exam Not Covered Not Covered ---none---
fyour child .
needs dental ot | Glasses Not Covered Not Covetred —--none---
_?Y_e:_.c@ﬁ_‘f? (e Not Covered Not Covered ——-30NE---

Dental check-up
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for othet excluded services.)

» Cosmetic sutgery » Routine eye care (Adult)
¢ Dental care (Adult) ¢ Routine foot cate
e Long-term cate ¢ Weight loss programs

Other Covered Setvices (This isn’t a complete list. Check your policy ot plan document for other covered services and your costs for these
services,}

¢ Acupuncture

e Bariatric surgery

¢ Chiropractic cate

e Coverage provided outside the United States. Sce www.messa.otg

¢ Hearing aids

* Ifyouare 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 covet cettain out-of-pocket expenses — like the
deductible, co-payments, or co-insutance, or benefits not otherwise covetred.

¢ Infertility treatment

¢ Private-duty nursing
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the citcumstances, Fedetal and State laws may provide protections that allow you to keep health
covetage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue covetage may also apply.

For more information on your tights to continue coverage, contact the plan by calling MESSA at 800-336-0013. You may also contact yout state
insurance depattment, the U.S. Department of Labor, Employee Benefits Secutity Administration at 1-866-444-3272, or www.dolgov/ebsa, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or www.ccilo.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a gtievance. For
questions about your rights, this notice, ot assistance, you can contact MESSA Legal and Compliance by calling 1-800-742-2328. Ot, you can contact
Michigan Office of Financial and Insurance Regulation at www.michigan.goy/ofit or 1-877-999-6442. For group health coverage subject to ERISA, you
may also contact Employee Benefits Security Administration at 1-866-444-EBSA (3272).

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act tequires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan ot policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuatial value). This
health coverage does meet the minimum value standard for the benefits it provides. (IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that
your coverage provides for all Essential Health Benefit (EHB) categoties as defined by the State of Michigan. The minimum value of yout plan may be
affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage of specific EHB categoties, for
example prescription drugs, through another cartiet.)

Language Access Services: See Addendum

4 Bver Life Insurance Company is the underwriter of this plan or selected benefits within this plan, Blue Cross Blue Shicld of Michigan does not
underwtite or assume any financial risk with respect to the claims liability associated with any 4 Ever Life underwritten health care products, as BCBSM is
an administrator for 4 Ever Life products. 4 Ever Life Insurance Company, an independent licensee of the Blue Cross and Blue Shield Association, is a
wholly owned subsidiary of BCS Financial Cotpotation.

Lo see exapples of how this phan might cover costs for a sample medical situation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much insurance
protection a sample patient might get if they aré
covered under different plans.

This is
not a cost
estimator.

Don’t use these examples to
estimmate your actual costs
under this plan. The actual
cate you receive will be
different from these
examples, and the cost of
that cate also will be
different.

See the next page for
important information about
these examples.

Please note: Coverage Examples are calculated
based on individual coverage and calculations
may not include a coinsurance maximum..

B Amount owed to providers: $7,540
B Plan pays $6,070
B You pay $1,470

Sample cate costs:

B Plan pays $3,660
B You pay §1,740

Sample care costs:

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment & Supplies $1,300
Hospital charges (baby) $900 Office Visits & Procedures $700
Anesthesia $900 Bducaton $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total o $5,400
Vaccines, other preventive $40
Total ' $7,540 | Patient pays:
Deductibles $1,300
Patient pays: Co-pays $360
Deductibles $1,300 Co-insurance $0
Co-pays $20 Limits or exclusions $30
Co-insurance $0 Total - - o $1,740
Limits ot exclusions $150
Total c $1,470
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Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

e  Costs don't include premiums.

o Sample cate costs are based on national
averages supplied by the U.S.
Department of Health and Hurman
Services, and aren’t specific to a
patticular geographic atea ot health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All setvices and treatments started and
ended in the same coverage petiod.

¢ There are no other medical expenses for
any member covered under this plan.

¢ Out-of-pocket expenses are based only
on treating the condition in the example.

o The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
BExample helps you see how deductibles, co-
payments, and co-insurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered ot payment is limited.

Does the Coverage Example predict
my own care needs?

S No. Treatments shown are just examples.
The care you would receive for this
condition could be different, based on your
doctor’s advice, your age, how serious your
condition is, and many other factots.

Does the Coverage Example predict
my future expenses?

%E(_) Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
ate for comparative putposes only. Your
own costs will be different depending on
the cate you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Can I use Coverage Examples to
compare plans?

‘”ff//_Yﬁ. When you look at the Sumimnary of
Benefits and Coverage for other plans,
youwll find the same Coverage Examples.
When you compatse plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs I should
consider when comparing plans?

?fm. An impottant cost is the premium
you pay. Generally, the lower your
premium, the more youw'll pay in out-of-
pocket costs, such as co-payments,
deductibles, and co-insurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending attangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expefises.
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lLanguage services

if you, or someone you're helping, needs
assistance, you have the right to get help
and information in your language at no cost.
To talk to an interpreter, call MESSA’s
Member Service Center at 800.336.0013 or
TTY 888.445.5614.

Si usted, o alguien a quien usted estd ayudando,
necesita asistencia, tiene derecho a obtener ayuda e
informacién en su idioma sin costo atguno. Para
hablar con un intérprete, llame al nimero telefénico
de servicios para miembros de MESSA, que aparece
en la parte trasera de su tarjeta,

$al dexs foxma |y Uigrm T sl s ol ks Tdagplosse
Capg s Iz e s g s 1 lp s PATIPy U
wtd 4y [5‘ Sdor, dnlantt ](_}(_9 AL s Sl L,ﬂd_),je eomaiualt
Jg s fpoate MESSA 1Wasz50 8l o cabaigicrd],
mAdE, SREETERENE S, SER, &
AEFIGE ARG HEBMIAR. 5k
—LEIREE, FEREEENFEEOMESSAE BIRTS
Eid,

NEu quy vi hodc ai d6 ma quy vi dang gilip 4, cin sy
gilip d8, quy vi co quyén dugc trg gidp va nhan
thdng tin bdng ngdn ngli clia quy vi mién phi. D& nél
chuyén véi mét thdng dich vién, hiy goi dén s& dich
vy thanh vign MESSA trén mit sau clia thé.

Nése Ju, ose dikush gé& po ndihmoni, ka nevojé pér
asistencé, keni t& drejté té& merrni ndihmé dhe
informaclon falas né gjuhén tuaj. Pér té folur me njé
pérkthyes, talefononi numrin e shérbimit té
anétarésimit MESSA né anén e pasme t& kartés tuaj.

Fot E2 M7t &8 MEsteE 2717}
ES0| Hett e, Hite TEle mZo|z
FREE IS HBEE MR g2 HaE 2o
et SAl R 8 dop{M 71 SIH o
MESSA B[ AH|A HE B FMEl st MAIR.

B o 0 e p Wed Wan o W e o G

Mo 00 omak o W wh i Lomidas My
g__\'d\n\n:'.:..l.:) hat, ot @O RO & ne 2O, ¢ 5\.:.&30\
o V\n.l}m{ 3ioMESSAaaa EALV :\e-f"é_s 28 o
®bimald

T QAT 47 AP TERT FUAT 97 FEE]
SIPETR BRI @Sl 8 &% 8IE AWEE
AR FEA] Feng THY Yo7 (F96,
T FECT FARIS 26 MESSA Brm

lesli Ty lub osoba, ktérej pomagasz, potrzebujecie
pomocy, masz prawo do uzyskania bezptatnej
informacii | pomocy we wlasnym jezyku. Aby
porozmawiac z thumaczem, zadzwor pod numer
dziatu obstugi cztonkéw MESSA wskazany na
odwrocie Twojej karty.

Falls Sie oder jemand, dem Sie helfen, Unterstlitzung
benétigen, haben Sie das Recht kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit
einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer der MESSA-Mitgliederbetreuung auf der
Riickseite threr Karte an. Se tu o qualcuno che stai
alutando avete bisogno di assistenza, hai il diritto di
ottenere gratuitamente aiuto e informazioni nella
tua lingua. Per parlare con un interprete, chiama il
numero del servizio membri MESSA presente sul
retro della tua tessera.

ZHENE, EERBERORORY 0L CXE
POBREENSFTIEMPTEE LED,
THEOFRETH A M EZTERY, BHREA
FLEVTDZERCEET, Beldhnn E
Wh, BREBEINIBHEBELO—F
DREICTER SILFZMESSAA W R— P — 2D
BEESETRBEREEEN,

Ec/im Bam nnu any, kotopomy Bl nomoraeTe,
Hy}Ha nomolb, To Bei meeTe npaso Ha
GecrnaTHOE NoAyYEHWE NOMOUM M MHDOPMaLMM Ha
Bawewm assvike. fina pasroBopa c nepesogHuKom
MO3BOHUTE 11D HoMEPY Tenedora MESSA orpena
OBCAYHMBAHMA KAMEHTOB, YKasaHHoMY Ha oBpaTHOI
cTropoHe Baweld KapTol.

Ukoliko je vama ili nekom kome pomaZete potrebna
pomoc, imate pravo dobiti pomoé | informaciju na
vaiem jeziku besplatno. Da biste razgovarali sa
prevodiocem, pozovite broj za uisuge &lanova MESSA
na zadnjoj strani vase kartice,

Kung tkaw, o ang iyong tinutulungan, ay
hangangailangan ng tulong, may karapatan kang
makakuha ng tulong at impormasyon sa iyong wika
nang walang gastos. Upang makausap ang isang
interpreter, fumawag sa humero para sa mga
serbisyo sa miyembro ng MESSA na nasa likuran ng
iyong card,

Important disclosure

MESSA and Blue Cross Blue Shield of Michigan
(BCBSM) comply with federat civil rights laws and do
not discriminate on the basis of race, color, national
origin, age, disability, or sex, MESSA and BCBSM
provide free auxiliary aids and services to people
with disahilities to communicate effectively with us,
including qualified sign fanguage interpreters. If you
need assistance, call MESSA’s Member Service
Center at 800.336.0013 or TTY 888.445.5614.

It you need help filing a grievance, MESSA’s general
counsel is available to help you. If you believe that
MESSA or BCBSM failed to provide services or
discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can
file a griavance in person, or by mail, phone, fax or
email: General Counsel, MESSA, P.O. Box 2560, East
l.ansing, M| 48826-2560, 800.292.4910, TTY:
888.445.5613, fax: 517.203.2909 or CivilRights-
GeneralCounsel@messa,org.

You can also file a civil rights complaint with the
Office for Civil Rights on the web at
QCRComplaint@hhs.gov, or by mail, phone or
email: U.S. Department of Health & Human
Services, 200 independence Ave, S.W.,
Washington, D.C. 20201, 800.368.1019, TTD:;

800.537.7697, or OCRComplaint@hhs.gov,
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