
  

  

  

   

Western Michigan Health Insurance Pool 
Flexible Blue 2, RX6 Coverage Period: Beginning on or after 01/01/2018 

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Individual/Family | Plan Type: PPO 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call 1-877-752-1233. For 
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. 
You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-877-752-1233 to request a copy. 

Important Questions 
Answers 

Why This Matters: 
In Network Out of Network 

What is the overall deductible? 
$1,350 Individual/ 
$2,700 Family 

$2,700 Individual/ 
$5,400 Family 

Generally, you must pay all of the costs from providers up to the deductible amount before this 
plan begins to pay. If you have other family members on the policy, the overall family 
deductible must be met before the plan begins to pay. 

Are there services covered before 
you meet your deductible? 

Yes. Preventive care services are covered 
before you meet your deductible. 

This plan covers some items and services even if you haven’t yet met the deductible amount. 
But a copayment or coinsurance may apply. For example, this plan covers certain preventive 
services without cost-sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other deductibles for 
specific services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-pocket limit for 
this plan? 
(May include a coinsurance 
maximum) 

$2,300 Individual/ 
$4,600 Family 

$7,200 Individual/ 
$14,400 Family 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have 
other family members in this plan, the overall family out-of-pocket limit must be met. 

What is not included in the out-of-
pocket limit? 

Premiums, balance-billing charges, any 
pharmacy penalty and health care this 
plan doesn’t cover. 

Even though you pay these expenses, they don’t count toward the out-of-pocket limit. 

Will you pay less if you use a 
network provider? 

Yes. For a list of network providers see 
www.bcbsm.com or call 1-877-752-1233 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might receive a 
bill from a provider for the difference between the provider’s charge and what your plan pays 
(balance billing). Be aware, your network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to see a 
specialist? 

No. You can see the specialist you choose without a referral. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common Medical Event Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information In Network Provider 
(You will pay the least) 

Out of Network Provider 
(You will pay the most) 

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

Primary care visit to treat 
an injury or illness 

No charge 20% coinsurance None 

Specialist visit No charge 20% coinsurance None 

Preventive care/ 
screening/ 
immunization 

No charge; deductible does not 
apply 

Not Covered 

You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what your plan 
will pay for. 

If you have a test 

Diagnostic test (x-ray, 
blood work) 

No charge 20% coinsurance None 

Imaging (CT/PET scans, 
MRIs) 

No charge 20% coinsurance May require preauthorization. 

If you need drugs to treat 
your illness or condition 
More information about 
prescription drug coverage 
is available at 
www.bcbsm.com/druglists 

Generic or prescribed 
over-the-counter drugs 

$10 copay/prescription for 
retail 30-day supply, $20 
copay/prescription for mail 
order 90-day supply 

$10 copay/prescription plus an 
additional 20% of BCBSM 
approved amount for the drug 

Preauthorization, step therapy and quantity limits 
may apply to select drugs. Preventive drugs 
covered in full. Mail order drugs are not covered 
out-of-network. 

Preferred brand-name 
drugs 

$40 copay/prescription for 
retail 30-day supply, $80 
copay/prescription for mail 
order 90-day supply 

$40 copay/prescription plus an 
additional 20% of BCBSM 
approved amount for the drug 

Non-Preferred brand-
name drugs 

$40 copay/prescription for 
retail 30-day supply, $80 
copay/prescription for mail 
order 90-day supply 

$40 copay/prescription plus an 
additional 20% of BCBSM 
approved amount for the drug 

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery 
center) 

No charge 20% coinsurance None 

Physician/surgeon fees No charge 20% coinsurance None 

If you need immediate 
medical attention 

Emergency room care No charge No charge None 

Emergency medical 
transportation 

No charge No charge Mileage limits apply. 

Urgent care No charge 20% coinsurance None 
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Common Medical Event Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information In Network Provider 
(You will pay the least) 

Out of Network Provider 
(You will pay the most) 

If you have a hospital stay 

Facility fee (e.g., hospital 
room) 

No charge 20% coinsurance Preauthorization may be required. 

Physician/surgeon fee No charge 20% coinsurance None 

If you need mental health, 
behavioral health, or 
substance use disorder 
services 

Outpatient services No charge 20% coinsurance None 

Inpatient services No charge 20% coinsurance Preauthorization is required. 

If you are pregnant 

Office visits 
Prenatal: No charge; 
deductible does not apply 
Postnatal: No charge 

Prenatal: 20% coinsurance 
Postnatal: 20% coinsurance 

Maternity care may include services described 
elsewhere in the SBC (i.e. tests) and cost share 
may apply. Cost sharing does not apply to certain 
maternity services considered to be preventive. 

Childbirth/delivery 
professional services 

No charge 20% coinsurance None 

Childbirth/delivery facility 
services 

No charge 20% coinsurance None 

If you need help recovering 
or have other special health 
needs 

Home health care No charge No charge None 

Rehabilitation services No charge 20% coinsurance 
Physical, Occupational, Speech therapy is limited 
to a combined maximum of 60 visits per member, 
per calendar year. 

Habilitation services No charge 20% coinsurance 

Applied behavioral analysis (ABA) treatment for 
Autism – when rendered by an approved board-
certified analyst - is covered through age 18, 
subject to preauthorization. 

Skilled nursing care No charge No charge 
Preauthorization is required. Limited to a maximum 
of 90 days per member, per calendar year. 

Durable medical 
equipment 

No charge 20% coinsurance 
Excludes bath, exercise and deluxe equipment 
and comfort and convenience items. Prescription 
required. 

Hospice services No charge No charge Preauthorization is required. Unlimited visits. 

If your child needs dental or 
eye care 

Children’s eye exam Not Covered Not Covered None 

Children’s glasses Not Covered Not Covered None 
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Common Medical Event Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information In Network Provider 
(You will pay the least) 

Out of Network Provider 
(You will pay the most) 

Children’s dental check-
up 

Not Covered Not Covered None 

4 of 8 



   

   

   

   

   

  
 

 

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

 Acupuncture  Hearing Aids  Routine eye care (Adult) 

 Cosmetic surgery  Infertility treatment  Routine foot care 

 Dental care (Adult)  Long-term care  Weight Loss programs 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

 Bariatric surgery  Coverage provided outside the United States.  Non-Emergency care when travelling outside the U.S. 
See http://provider.bcbs.com 

 Chiropractic care  Private-duty nursing 
 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. 
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: 
Department of Labor’s Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services, 
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by 
calling 1-877-752-1233. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For 
more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance 
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete 
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross® and 
Blue Shield® of Michigan by calling 1-877-752-1233. 

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of 
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48909-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.gov 

Does this plan provide Minimum Essential Coverage? Yes. 

If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 

Does this plan meet Minimum Value Standards? Yes. 

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of 
Michigan. The minimum value of your 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 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 sample medical situation, see the next section. –––––––––––––––––––––– 
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About these Coverage Examples: 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, 
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different 
health plans. Please note these coverage examples are based on self-only coverage. 

Peg is Having a Baby 
(9 months of in network pre natal care 

and a hospital delivery) 

  

   

   

Managing Joe’s Type 2 Diabetes 
(a year of routine in network care of 

a well controlled condition) 

Mia’s Simple Fracture 
(in network emergency room visit and 

follow up care) 

 The plan’s overall deductible $1,350 
 Specialist copayment $0 
 Hospital (facility) coinsurance 0% 
 Other coinsurance 0% 

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

Total Example Cost $12,700 

In this example, Peg would pay: 

 The plan’s overall deductible $1,350 
 Specialist copayment $0 
 Hospital (facility) coinsurance 0% 
 Other coinsurance 0% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

Total Example Cost $7,400 

In this example, Joe would pay: 

 The plan’s overall deductible $1,350 
 Specialist copayment $0 
 Hospital (facility) coinsurance 0% 
 Other coinsurance 0% 

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic tests (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

Total Example Cost $1,900 

In this example, Mia would pay: 

Cost Sharing Cost Sharing Cost Sharing 

Deductibles $1,350 

Copayments $30 

Coinsurance $0 

Deductibles $1,350 

Copayments $700 

Coinsurance $0 

Deductibles $1,350 

Copayments $0 

Coinsurance $0 

What isn’t covered What isn’t covered What isn’t covered 

The total Peg would pay is $1,440 

$60 Limits or exclusions 

The total Joe would pay is $2,110 

$0$60 Limits or exclusions Limits or exclusions 
The total Mia would pay is $1,350 
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ADDENDUM - LANGUAGE ACCESS 
SERVICES and NON-DISCRIMI NATIO N 

We speak your language 
If you, or someone you're helping, needs assistance, you 
have the right to get help and informat ion in your 
language at no cost. To talk to an inter preter, call the 
Customer Service number on t he back of your card, or 
877-469-2583, TTY: 711 if you are not already a member. 

Si usted, o algu ien a quien usted esta ayudando , necesita 
asistencia, t iene derecho a obtener ayud.a e informacion 

en su id ioma sin costo alguno . Para hablar con un 
inte rprete, llame al numero te lef6nico de Servicio al 

cliente, que aparece en la pa rte t rasera de su tarjeta, o 
877-469-2583, TTY: 711 si usted todavia no es un 

miembro. 
..,;~ l ~ ,,..,W"-;.b_, ,..,w; _..;.l ~ ,iwiiuiS 1:,) 

.~.\.; • o.,.,<i!W,:\;J..,,_,...ll wL._,1...JI, ,.,.,.i....JI ,)c- J ~ I 
..,i ,Jl:;.U.,,_,..J."'.lo. o,a..,..i l .)l.J I :\.o.,;,,.:,.,,1<J•..ll ~fa ,) )~ 

,J.Jl,ts _..,,.:...,:,S:i.J 1:,J ,877 -469-2583 TTY:711 I".>! ~~•-•••rra■MH~~- ~~•AA. ••m~ 
~!Jfi;J/li't-JBH~~Utl1!i'M'°V\,~, ~;t;~-tifl!l~ . ~~••"••~ns~~~~~;•*•~~••~ 
, fiilit!! 877-469-2583, TTY 71 I. 

•r<~~cp ~~ ~ ' -.? ~ 9;~(!)1, ~O_s'\$ :\¥ t;t • ... ~>swi-:t - ~ 
,<~~1,~0 «-1'~<!) -.i-~:i r<t~ ---~~~,< _§~i:<' 

.h. -~"' ·~ ,fuo ~ ~ ,<fu,,;,,,~ -~ .<l, --""~ 
~ -~c.c~:\ r< _?> .l::;_ ~,<1, ~~ --~~ 

.~,.;, ~~ ,<l.;, ~ 877-469-2583 TTY:711 

Neu quy v~ hay ngllO'i ma quy vi dang giuip do, can trQ' 
giu p, quy vj se co quyen d llQ'C giup va co them thong tin 
b~ng ng6n ng,'.i cua minh mien phi . Oe no i chuyen v&i mot 
thon g d !ch vien, xin goi so D!ch v1,1 Khach hang a m~t sau 
the cua quy vj, ho~c 877-469-2583, TTY: 711 neu quy vj 
chU'a pha i la mot thanh vien. 

Nese ju , ose dikush qe po ndihmon i, ka nevoje per 
asistence, keni te drej te te merrn i ndihme dhe informac ion 

falas ne gjuhen tuaj. Per te folur me nje perkthyes, 
telefononi numr in e Sherbimit te Klienti t ne anen e pasme 
te karte s tuaj, ose 877-469-2583, TTY: 711 nese nuk jeni 

ende nje anetar. 

eJ-Q/ -i'lof EE.::: -i'lof Jf@_:;]. ~= Af~OI J:t~OI 
~ H ofCf\!!, ,'lo fe S: § .:i!f ~.s:~ -i'lof.£1 ~01£ 1::11~ 
'¥'5' ~ 01 gj ~ * ~= ~clJf ~ g UC} ~ QlAfS?.f 
Cll §f of c.j \!! -i'l of 31 3f ~ ~ \!! OIi ~ e :i12!l M 1:11.:::::: 
~ 2 £ c:!.2}ofJiLf , 0101 §.l ~ OI Of\::! ~'T' 
877-469-2583, TTY 711£ c:! §fof~ .Al 2 . 

~ ::,Jfs,.mi, <lT ::,Jf'lf.f 'SITTPIT ~ j'~f'I "!>Km, 'SITTPIT' 

m1ol'f ~ . "1Wf ~ i5P!P.l ~ 'SITTPIT '3 ~ 
<ff'3'llm~~~I ~ :l~('i l~ l~l:l >W.f 
<P'-IT~. ~~('!liiR('i'3Jfl ~~~ 
<l><i'~<l'f 877-469-2583, TTY: 71 1 ~~',fP> IT'lf.f 

'Sf'v!I-!T w.l' 'fK<R I 

Jesli Ty lub osoba, ktorej pomagasz, potrzebujecie pomocy, 
masz prawo do uzyskania bezplatnej informac j i i pomocy 
we wtasnym j'lzyku. Aby porozmawia c z tl umaczem, 
zadzwor\ pod nume r dzialu obslugi klienta, wskazanym na 
odwr ocie Twojej kart y tub pod numer 877-469-2583, 
TTY: 711, jezeli j eszcze nie masz czlonkostwa . 

Falls Sie oder jeman d, dem Sie helfen, Unter stot zung 
benti tigt, haben Sie das Recht, kosten lose Hilfe und 
lnforma tionen in lhrer Sprache zu erhalten. Um mit einem 
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des 
Kundendienstes auf der Ruckseite lhrer Karte an oder 
877-469 -2583, 'TTY: 711, wenn Sie noch kein Mitg lied sind. 

Se t u o qualcuno che stai aiutando avete bisogno d i 
assistenza, hai i i diritto d i ottene re aiuto e informaz ioni 
nella t ua lingua, gratu itamente . Per parlare con un 
interpre te , ri vo lgiti al Servizio Assist enza al numero 
indicato sul retro della t ua scheda o chiama ii 
877-469-2583, 'TTY: 711 se non sei ancora membro . 

.:."*A~. -~~s~~©D©~Y©n't' ~ ffl~A~ 
c: ~n~n't' .:."~rA~tJ( .:."2-'~ '* 1.J: .; • .:."1il~<1>i!ffi 
't'ifrif- I-~~ ltt:: ~). tlff ~ Alf' I., t:: ~) 9" ~;:. l;: !J{ 
't'@•-t . R~ lt~~Y•~~ . ~~l::SU~h~~ 
~ 1ism1=>©:t.J- i-:0woo1=1ciit~nt::::1J A?I ,i' - if 
- 1::A©'ilUMi~ (.;,( :.u(- 't't,i:i,nlt 
877-469-2583, TTY : 711) *i:S'ilU!< t::~i, . 
ECJIH B.U-f HJIH mnzy, KOTOpOM)' Bl,! no:.toraere, H)')KHa 

Il OMOilll>, TO BbI HMeeTe npaBO Ha 6ecm1ar Hoe Il OJIY'ICHHe 

noMOIIIH H HHq>OpMatn{H Ha sameM Jl3J,!KC. ,[(mi p33rosopa 

C n epeBO.!l'llll(OM n o3BOHHTe no HOMepy TeJieq>o Ha OT;!leJia 

06c.1JY.1KHBaHHJ1 l(JIHeHTos , )'K33aHHoMy Ha o6paTHoi'l 

CTOpoHe samefi KapThl , H.1IH no HOMepy 
877-469-2583, TTY: 711, ecmi y s ac HeT 'LllCHC.TBa. 

Ukol iko Varna ii i nekome kome Vi pomazete treba pomoc, 
imate pravo da besplatn o dobijete pomoc i informaci j e na 
svom jez iku. Da bist e razgovarali sa prevodio cem, pozovite 

broj korisnii'ke sluzbe sa zadnj e strane kartice iii 
877-469-2583, TTY: 711 ako vec niste clan. 

Kung ikaw, o ang iyong t inutu lungan, ay nangangailangan 
ng tul ong, may karapatan ka na makakuha ng t ulong at 
impormasyon sa iyong wika ng walang gastos. Upang 
makausap ang isang t agasal in, t umawag sa numero ng 
Customer Service sa likod ng iyong tarheta, 
o 877-469-2583, TTY: 711 kun g ikaw ay hindi pa isang 
miyembro . 

Important disclosure 
Blue Cross Blue Shield of M ichigan and Blue Care Netwo rk 

comp ly wi t h Federal civil rights laws and do not 
d iscriminate on the basis of race, color, nationa l origin, 
age, d isability, o r sex. Blue Cross Blue Shield of Michigan 
and Blue Care Netw ork provi de free auxiliary aids and 
services to people wit h disab il ities to communicate 
effec t ively w ith us, such as qualif ied sign language 
inte rpreters and infor mat ion in othe r fo rmats. If you need 
t hese services, call the Customer Service number on t he 

back of your card, or 877-469-2583, TTY: 711 if you are not 
already a member. If you believe t hat Blue Cross Blue 
Shield of M ichigan or Blue Care Network has failed to 
pr ovide services or d iscriminate d in anot her way on t he 
basis of race, color , nationa l origin, age, d isabilit y, or sex, 
you can f i le a grievance in person, by mail, fax, o r email 
with: Off ice of Civil Rights Coord inato r, 
600 E. Lafayett e Blvd., MC 1302, Detroit, M l 48226, 
phone: 888-605-6461, TTY: 711, fax: 866-559-0578, 
emai l: CivilRights@bcbsm.com. If you need help fi ling a 
grievance, t he Off ice of Civi'I Rights Coordinator is availab le 
to help you. 

You can also fi le a civ il rights complain t with the U.S. 
Depart ment of Health & Human Services Office fo r Civil 
Rights electronically t hrough the Office fo r Civil Rights 
Complaint Portal available at 
https:/locrportal.hhs.qov/ocr/oortalOobby.isf. or by mail, 
phone, or email at : U.S. Departm ent of Health & Human 

Services, 200 Independence Ave, S.W., Washington, D.C. 
20201, phone: 800-368-1019, TTD: 800-537-7697, emai l: 
OCRComplaint@hhs.gov. Complaint form s are available at 
http ://www .hhs.gov/ocr/office/file/index .html . 
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