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Welcome to Your Benefit 2019 Benefit Guide

Whether you are a current team member reviewing your benefit options for the 2019 Open
Enrollment or a new team member at Epitec, we hope you will find this 2019 Benefits Guide
helpful.

Epitec has partnered with some of the best names in the industry for your benefits package.
This guide reviews the features of our benefits programs offered to you. Each year, you
have the opportunity to review your choices and make new decisions.

In preparation for this time, the company conducts an extensive review of the current bene-
fits package. We evaluate insurance expenses and trends, ensure compliance with all
healthcare regulations, and look to find alternative ways to control costs while continuing to
offer a high level of coverage to our employees and their families.

Effective January 1, 2019, the following changes will be made:

¢ Blue Care Network - HMO:
e PCP Focus 3000 HMO with new RX Benefits
+ Basic Life/AD&D and Voluntary Life/AD&D with Prudential
¢ Voluntary short & Long Term Disability - Prudential offering a True Open Enrollment!

¢ There will be no changes to the BCBSM PPO/Dental/Vision.

St 3 E%Jce; Cross Blue Shield of Michigan Medical/RX Plan— | 31

Blue Care Network Medical/RX - Benefits at a Glance

4
Cjzem Hnrelimen 4 lsummary of Benefits (SBC) 0

BCBSM Medical Plan & RX Plan 5 Blue Care Network Medical/RX Plan -SBC 44

Blue Care Network Medical Plan -
i | RX P . 42
BCN Medical Plan & RX Plan 6 |summary of Benefits (SBC)

24/7 Online Health Information 7 |Dental Benefit Summary 51
Dental Plan Option #1 - EPO 8 |Vision Benefit Summary 55
Dental Plan Option #2 - PPO 9 |Life Benefit Summary 56
Vision 10 Voluntary LTD Benefit Summary 58
Life/AD&D Plans 11 Voluntary STD Plan Summary 61
Disability Plans (Short Term and Long Term) 12 |Employee Assistance Program 65
Important Notices 13 |[Travel Assistance 66
Medicaid & CHIP Notice 14 |Additional Resources 70
Medicare Part D Creditable Coverage Notice 17 |BCBSM Transparency Tools 71
Appendix 18 [Glossary of Terms 76

BCBSM Medical/RX Benefits at a Glance 20 [ontacts 77




Eligibility 2019 Benefit Guide

You are eligible for benefits if you are a full-time employee, unless otherwise stated. Full-Time employees must be regularly
scheduled to work 30 hours or more per week.

As a participant in the Eptiec employee benefits program, you may choose coverage for:
e Yourself only
e Yourself and one dependent
e Yourself and two or more dependents

Eligible dependents are defined as your:

e legal spouse

e Dependent Children
° Natural child(ren)
° Legally adopted child(ren)
° Child(ren) placed in your home for legal adoption
° Stepchild(ren)
° Child(ren) over whom you have legal guardianship

If | am a new hire, when am | eligible for benefits?
If elected, coverage will go into effect on the 1st of the month following 60 days of employment.

How long can my dependent children remain on my coverage?
Medical/Dental/Vision - Children are considered eligible dependents until the end of the calendar year in which they turn 26.

Coverage can also continue past the age limit above if your child is incapable of self-support because of mental or physical
disability. Proof of mental or physical disability is required and must be approved by the plan.

Employees may not be covered as both an employee and a dependent under Epitec’s employee benefits, nor can any person
be covered as a dependent of more than one employee.

If you (and/or your dependents) have Medicare or will become eligible for Medicare in the next 12 months, a Federal law gives
you more choices about your prescription drug coverage. Please refer to page 17 for further detalils.



Open Enroliment 2019 Benefit Guide

Open enroliment is the time of year when you can make any necessary changes to your current health election. Epitec’s open
enrollment takes place during the month of November for an effective date of January 1st. The elections that you choose
may be changed only at the next Open Enroliment Period, unless you have a Qualified Change of Status which would allow for
a Special Open Enrollment.

In accordance with federal regulations, the benefits you choose in your benefit package will remain in effect through the next
plan year. However, you may be allowed to make changes in certain benefits if you have a Qualified Change of Status
Event. Examples of qualified change of status events are listed below:
e Employee Change in Status

¢+ Change in employee’s legal marital status

¢ Change in number of dependents

¢ Change in employment status (including change in work site location)

¢+ Change in residence (HMO Only)

+ Dependent satisfies (or ceases to satisfy) eligibility requirements

¢+ Commencement or termination of adoption proceedings
e Significant Cost Increase

e Significant Curtailment of Coverage

e Addition or Elimination of Benefit Package Option

e Change in Coverage of Spouse or Dependent Under Other Employer’s Plan
e FMLA Leave*

e COBRA Event

e Judgment, Decree, or Court Order

e Medicare or Medicaid Entitlement

e Employee/dependent loss of Medicaid or Children’s Health Insurance Program (CHIP) or employee/dependent entitlement

for a premium assistance program through Medicaid or CHIP. Please note that these qualifying events have a special
60 day enrollment period rather than the typical 30 day enrollment period.

*Note that there are certain limitations and/or exclusions within each qualifying event. For more information please
see your Human Resource Department.

The Internal Revenue Service requires that the change in benefits must be consistent with the change of status. If you have a
change, you must complete a new Enrollment Form within 30 days of the event. These forms are available from your Human
Resource Department . Changes made after 30 days will not be accepted.

Notice of HIPAA Special Open Enrollment Rights — If you are declining enrollment for yourself or your dependents (including
your spouse) because of other health insurance coverage, you may in the future be able to enroll yourself or your dependents
in this plan provided that you request enrolliment within 30 days after your other coverage ends. In addition, if you acquire a
new dependent, as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself, your
spouse and your newly acquired dependents provided that you request enroliment within 30 days after the marriage, birth,
adoption and placement for adoption.



Blue Cross Blue Shield Simply Blue PPO Option 2019 Benefit Guide

Blue Cross
atny
VAV, B e etwork IN-NETWORK OUT-OF-NETWORK

of Michigan

Deductibles
Per Calendar year (January-
December)

$4000 for one member, or $4000 for one member, or
$8000 for family (two or more members) | $8000 for family (two or more members)

Coinsurance for General Services Plan Pays 70% / Member Pays 30% Plan Pays 50% / Member Pays 50%

Out-of-Pocket Maximum $6,350 for one member, or $12,700 for one member, or
(el CENREE e MO NN R e =l $12,700 for family (two or more members) | $25,400 for family (two or more members)

Health Maintenance Exam
(Covered services are based on
recommendations from the U.S.
Preventive Services Task Force)

Covered 100%, one per calendar year Not covered

PHYSICIAN, EMERGENCY, URGENT CARE SERVICES

Simply Blue applies deductible and coinsurance to office services. Services include
diagnostic (including complex) therapeutic and surgery. An office visit copay still
applies to the exam

Office Visits $40 Copay Covered 50% after Deductible

$40 Copay Covered 50% after Deductible

Chiropractic — : — :
Limited to a combined 12-visit maximum per member per calendar year.

Outpatient Physical, Speech and Covered 70% after Deductible Covered 50% after Deductible

Occupational Therapy

Limited to a combined 30-visit maximum per member per calendar year

Urgent Care Facility $60 Copay Covered 50% after Deductible

$250 Copay
Emergency Room Copay waived if admitted

| OTHER COVERED SERVICES

Diagnostic Services Covered 70% after Deductible Covered 50% after Deductible

In-Patient Hospital Covered 70% after Deductible Covered 50% after Deductible

_ PRESCRIPTION DRUGS - CUSTOM SELECT FORMULARY

$20 Copay plus an additional 25% of

Generic Drugs $20 Copay BCBSM approved amount of drug

$60 Copay plus an additional 25% of
BCBSM approved amount of drug

$80 or 50% Copay plus an additional 25%

Formulary $60 Copay

Non-formulary $80 or 50% Copay (max $100) of BCBSM approved amount of drug
. , $40 Generic / $120 Formulary
Mail Order (home delivery) $160 or 50% ($200 max) Non-formulary No coverage

To locate a BCBSM PPO participating doctor or hospital, please visit www.bcbsm.com.

This is only a partial benefit summary. To see additional benefits, please see the appendix.
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2019 Benefit Guide

Blue Care Network HMO Option #2

EEEE"M In-Network Benefits Only
@ ( of Michigan PCP Focus Network

Deductible $3000 per Individual
(Per Calendar Year) $6000 per Family

Coinsurance Max $2500 per Individual/$5000 per Family

Your Out of Pocket Maximum Individual
(includes deductible, coinsurance, $6850 per Individua
and fixed dollar copays) $13,700 per Family

Office Visits $30 Copay

Preventive Care Covered 100%

Specialist Visits (when referred) $50 Copay

$50 Copay

Chiropractic (when referred) ) .
Maximum of 30 visits per calendar year

Outpatient Physical, Speech & $50 Copay after deductible
Occupational Therapy One period of treatment for any combination of therapies within 60 consecutive

Urgent Care Facility $60 Copay

Emergency Room $250 Copay after Deductible
nostic Services Covered 80% after Deductible

In-Patient Hospital Covered 80% after Deductible

scription Drug Plans

Tier 1-6 Drugs $10/$30/$60/$80/20%/20%($200/$300 max)
Lo i

Woman’s Contraceptives Tier 1A - 100%
Mail Order Prescription Drugs 3X the applicable copay minus $10 up to a 90 day supply

To locate a BCN HMO participating PCP Focus doctor or hospital, please visit www.bcbsm.com.
e Click on Find a Doctor
e Under “Choose a Health Plan”, choose “Employer Group Plans”
e Under HMO Plans, click on “Blue Care Network PCP Focus Network (HMO)”
e Enter the City/Zip, and click “Search”

This is only a partial benefit summary. To see additional benefits, please see the appendix.
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Dental Plan Option #1 2019 Benefit Guide

BCBSM EPO

In-Network Out-of-Network

$25 per Individual
D ibl N/A
eductible Max $75 per Family

Annual Maximum $1,000 per Member

Class I—Preventative Covered 100% Not Covered

Class Il—Basic Covered 80% Not Covered

Covered 50% Not Covered

Class lll—Major

12 Month Waiting Period on Major Services

Class IV—Ortho Not Covered

Network access information

With Blue Dental EPO, members must choose a dentist who is a member of the Blue Dental PPO network. Blue Dental uses
the Dental Network of America (DNoA) Preferred Network for its dental plans.

Blue Dental PPO network — Blue Dental members have unmatched access to PPO dentists through the Blue Dental PPO
network, which offers more than 260,000 dentist locations nationwide. PPO dentists agree to accept our approved amount as
full payment for covered services — members pay only their applicable coinsurance amounts. Members also receive
discounts on non covered services when they use PPO dentists (in states where permitted by law).

To find a PPO dentist near you, please visit mibluedentist.com or call 1-888-826-8152.

Note: If you go to a non-PPO (out-of-network) dentist, you are responsible for all costs for services rendered.



Dental Plan Option #2 2019 Benefit Guide

BCBSM PPO (High Plan)

In-Network Out-of-Network

. $25 per Individual $25 per Individual

Deductible . .
Max $75 per Family Max $75 per Family
Annual Maximum $1,000 per Member
Class |I—Preventative Covered 100% Covered 100%
Class Il—Basic Covered 80% Covered 80%
Covered 50% Covered 50%

Class lll—Major

12 Month Waiting Period on Major Services

Class IV—Ortho Not Covered

Network access information

With Blue Dental PPO Plus, members can choose any licensed dentist anywhere. However, they’ll save the most money
when they choose a dentist who is a member of the Blue Dental PPO network.

Blue Dental PPO network — Blue Dental members have unmatched access to PPO dentists through the Blue Dental PPO
network, which offers more than 260,000 dentist locations nationwide. PPO dentists agree to accept our approved amount as
full payment for covered services — members pay only their applicable coinsurance and deductible amounts. Members also
receive discounts on non covered services when they use PPO dentists (in states where permitted by law). To find a PPO
dentist near you, please visit mibluedentist.com or call 1-888-826-8152.

Blue Par Select™™ arrangement — Most non-PPO dentists accept our Blue Par Select arrangement, which means they
participate with the Blues on a “per claim” basis. Members should ask their dentists if they participate with BCBSM before
every treatment. Blue Par Select dentists accept our approved amount as full payment for covered services — members pay
only applicable coinsurance and deductibles. To find a dentist who may participate with BCBSM, please visit
mibluedentist.com.

Note: Members who go to nonparticipating dentists are responsible for any difference between our approved amount and the
dentist’s charge.



Vision Plan 2019 Benefit Guide

VSP Vision - VSP Choice

Out-of-Network

In-Network You pay (after copay if applicable)

Exam Copay Reimbursement up to $34

Single Vision Lenses/ Lined Bifocal
Lenses/Lined Trifocal Lenses—
Reimbursement up to approved amount
less $10 copay

$10
Materials Copay (Frames Allowance - you will pay 80% of
amount over $100)

Frames - Reimbursement up to $38.25

Covered in lieu of lenses and frames
($100 Allowed amount) Reimbursement up to $100
Once every 12 months

Elective Contact
Lenses

Service Frequencies
Exam

Lenses
Frames

Once Every 12 Months

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an
independent company providing vision benefit services for Blues members. To find a VSP doctor, call 1-800-877-7195 or log
on to the VSP Web site at vsp.com.

Note: Members may choose between prescription glasses (lenses and frame) or contact lenses, but not both.
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Life Insurance Plans 2019 Benefit Guide

Epitec Inc., provides all eligible employees Basic Life and Accidental Death & Dismemberment Insurance through
Prudential. Life insurance provides a benefit to your beneficiary in the event of your death while you are employed. The
AD&D amount is equal to your life insurance amount and is also payable to your beneficiary if you die as a result of an acci-
dent. The AD&D insurance may also pay a benefit to you if you have certain injuries. Please review your Prudential plan
booklet for more details.

Basic Life and AD&D

Life Coverage Amount $15,000

Accidental Death &

]
Dismemberment $15,000

Benefit Reduction Schedule Reduces by 35% at age 65, 60% at age 70, 75% at age 75 and 85% at age 80

All eligible employees have the opportunity to participate in a Voluntary Supplemental Life Insurance plan through Pruden-
tial. You may elect to purchase Voluntary Supplemental Life Insurance for yourself, spouse and dependent child(ren). [Itis
a True Open Enrollment for the Voluntary Life coverage. If you do not participate during this open enrollment, ben
efits may be limited and/or denied if you wish to enroll in the future. Below is a summary of the plan. Please review
your Prudential plan booklet for more details.

Voluntary Life and AD&D

Available in increments of $10,000 to a maximum of $500,000
(Guaranteed Issue: $200,000 if under Age 65)

Employee Life Insurance

May be purchased up to 50% of employee amount
Spousal Life Insurance Maximum election of $250,000
(Guaranteed Issue: $10,000 if under Age 65)

May be purchased up to 10% of employee amount
Maximum election of $10,000
Dependent Children Life Insurance (Guaranteed Issue: $10,000 )
Age:14 days to 6 months - $500 Benefit
Birth to 14 days - No Benefit

Benefit Reduction Schedule Reduces by 35% at age 65, 60% at age 70, 75% at age 75 and 85% at age 80

Accidental Death & Dismemberment Benefit will match your elected voluntary life amount

Added Feature Travel Assistance Program

Do you remember who you listed as your beneficiary?

Take the time to update your information!
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Disability Plans 2019 Benefit Guide

Epitec provides all eligible employees the opportunity to participate in a Voluntary Short Term Disability Insurance through
Prudential. Short term disability provides income protection in the event you become disabled and are unable to work due
to sickness or non-occupational injury. Short term disability provides an important source of income that can affect your finan-

cial security and that of your family. Please review your Prudential plan booklet for more details.

Short Term Disability

Benefit Amount 60% of your Base Weekly Earnings
Benefit Weekly Maximum $1,150

Benefit Duration 26 weeks

Benefits Begin On:

°  Due to an Accident 15" day
°  Due to an lliness 15" day
Pre-Existing Limitation 3 months look back; 12 months after 2 week limitation

Epitec provides all eligible employees the opportunity to participate in a Voluntary Long Term Disability Insurance through
Prudential. Long Term Disability Income provides an important source of income if you become disabled and unable to work
for an extended period of time. Please review your Prudential plan booklet for more details.

Long Term Disability

Benefit Amount 60% of your Base Monthly Earnings

Benefit Monthly Maximum $5,000 per month

Elimination Period 181 days

For the first two years of disability, you will receive benefit payments while you are unable to

. . work in your own occupation. After two years, you will continue to receive benefits if you

Benefit Duration . . . . . . .
cannot work in any occupation based on training, experience and education. You will receive

benefit payments to age 65.

6 months look back; 24 months after exclusion

Pre-Existing Limitation
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Important Notices 2019 Benefit Guide

Women’s Health and Cancer Rights Act of 1998 (Janet’s Law)
Your plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides benefits for mastectomy-related
services including reconstruction and surgery to achieve symmetry between the breasts, prostheses, and complications
resulting from a mastectomy (including lymphedema). These benefits are subject to applicable terms and conditions under
your health plan, including copayments, deductible, and coinsurance provisions. They are also subject to medical insurance
limitations and exclusions. This notification is a requirement of the act.
The Women’s Health and Cancer Rights Act (Women’s Health Act) was signed into law on October 21, 1998. The law
includes important new protections for breast cancer patients who elect breast reconstruction in connection with a
mastectomy. The Women’s Health Act amended the Employee Retirement Income Security Act of 1974 (ERISA) and the
Public Health Service Act (PHS Act) and is administered by the Departments of Labor and Health and Human Services.
Newborns’ and Mothers’ Health Protection Act
The Newborns’ Act is a federal law that prohibits group health plans and insurance companies (including HMOs) that cover
hospitalization in connection with childbirth from restricting a mother’s or newborn’s benefits for such hospital stays to less than
48 hours following a natural delivery or 96 hours following delivery by cesarean section, unless the attending doctor, nurse
midwife or other licensed health care provider, in consultation with the mother, discharges the mother or newborn child earlier.
How to Obtain a Notice of HIPAA Privacy Practices
To obtain a notice of HIPAA privacy practices please contact your Human Resource Department or your insurance carrier at
the telephone numbers listed at the end of this booklet.
Tell Us When You’re Medicare Eligible
Please notify your Human Resource Department when you or your dependents become eligible for Medicare. We are required
to contact the insurer to inform them of your Medicare status. Federal law determines whether Medicare or the health plan
pays primary. You must also contact Medicare directly to notify them that you have health care coverage through an employer
group. Privacy laws prohibit anyone other than the Medicare beneficiary, or their legal guardian, to update or change Medicare
records. The toll free number to contact Medicare Coordination of Benefits Contractor is 1-800-999-1118.
Summary of Benefits and Coverage
In addition, health plans are required to provide members with a Summary of Benefits and Coverage (SBC). The SBC is
different from the standard summary, in that it provides members with improved standardized information designed to help
better understand your coverage and compare the options available to you. The SBC is included in this guide.
Patient Protection
HMO Insurance plans generally require the designation of a primary care provider. You have the right to designate any primary
care provider who participates in our network and who is available to accept you or your family members. If the plan designates
a primary care provider automatically, until you make this designation, the insurance carrier may designate one for you. For
information on how to select a primary care provider, and for a list of the participating primary care providers, contact the
insurance carrier. For children, you may designate a pediatrician as the primary care provider. You do not need prior
authorization from the carrier or from any other person (including a primary care provider) in order to obtain access to
obstetrical or gynecological care from a health care professional in our network who specializes in obstetrics or gynecology.
The health care professional, however, may be required to comply with certain procedures, including obtaining prior
authorization for certain services, following a pre-approved treatment plan, or procedures for making referrals. For a list of
participating health care professionals who specialize in obstetrics or gynecology, contact the HMO direct.
Children’s Health Insurance Program (CHIPRA)
The Children’s Health Insurance Program Reauthorization Act of 2009 (“CHIPRA”) requires employers that maintain group
health plans in certain states to notify their employees of potential opportunities for premium assistance available in their state.
If you are an employees residing in one of the following states, please see the attached notice (please note these states are
subject to change): AL, AK, AZ, AR, CO, FL, GA, ID, IN, IA, KS, KY, LA, ME, MA, MN, MO, MT, NE, NV, NH, NJ, NY, NC, ND,
OK, OR, PA, RI, SC, SD, TX, UT, VT, VA, WA, WV, WI, and WY.

ACA Health Care Reform Law

Congress passed the ACA, a significant health care reform law, in March 2010. The ACA is a far-reaching law that affects all
aspects of the health care system. Consumers, health care providers, insurance companies and employers are all impacted.
Beginning in 2014, the ACA requires most individuals to obtain acceptable health insurance coverage for themselves and their
family members or pay a penalty. If you are covered under a health plan offered by your employer, or if you are currently
covered by a government program such as Medicare, you can continue to be covered under those programs. There is a
graduated tax penalty, or fee, for individuals who do not obtain health insurance by the time they file their taxes in

2014 and thereafter.

Nondiscrimination Statement: Discrimination is Against the Law

Del Bene Produce complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. The company does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex.
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CHIP Notice 2019 Benefit Guide

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you're eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or
CHIP programs. If you or your children aren't eligible for Medicaid or CHIP, you won't be eligible for these premium
assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Market-

place. For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your de-
pendents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-
KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program a
might help you pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined
eligible for premium assistance. If you have questions about enrolling in your employer plan, contact the Depart-
ment of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan premi-
ums. The following list of states is current as of January 31, 2017. Contact your State for more information on

eligibility —

ALABAMA - Medicaid
Website: http:/myalhipp.com/ Phone: 1-855-692-5447

ALASKA - Medicaid

The AK Health Insurance Premium Payment Program Web-
site:  http://myakhipp.com/

Phone: 1-866-251-4861
Email: CustomerService@MyAKHIPP.com Medicaid Eligi-
bility: http://dhss.alaska.qgov/dpa/Pages/medicaid/default.aspx

ARKANSAS - Medicaid

Website: http://myarhipp.com/

Phone: 1-855-MyARHIPP (855-692-7447)

COLORADO - Health First Colorado

(Colorado’s Medicaid Program) & Child
Health Plan Plus (CHP+)

Health First Colorado Website: https://
www.healthfirstcolorado.com/

Health First Colorado Member Contact Center: 1
-800-221-3943/ State Relay 711

CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus
CHP+ Customer Service: 1-800-359-1991/

State Relay 711

FLORIDA - Medicaid

Website: http:/fimedicaidtplrecovery.com/hipp/ Phone:
1-877-357-3268

GEORGIA - Medicaid
Website: http://dch.georgia.gov/medicaid

- Click on Health Insurance Premium Payment
(HIPP) Phone: 404-656-4507

INDIANA - Medicaid

Healthy Indiana Plan for low-income adults 19-64
Website: http:/www.in.gov/fssa/hip/

Phone: 1-877-438-4479
All other Medicaid
\Website: http:/www.indianamedicaid.com Phone 1-

IOWA — Medicaid

Website:
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
Phone: 1-888-346-9562
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KANSAS — Medicaid
Website: http://www.kdheks.gov/hcf/ Phone: 1-785-296-3512

KENTUCKY - Medicaid

Website: http://chfs.ky.gov/dms/defaulthtm Phone:1-800-635-
2570

LOUISIANA - Medicaid

Website: http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
Phone: 1-888-695-2447

MAINE - Medicaid
ublic- assistance/

Website: http://www.maine.gov/dhhs/ofi

index.html

Phone: 1-800-442-6003
TTY: Mainerelay 711
MASSACHUSETTS - Medicaid and CHIP

Website: http://www.mass.gov/eohhs/gov/departments
masshealth/ Phone:1-800-462-1120

MINNESOTA — Medicaid

Website: http:
health-care-programs

assistance.jsp

mn.gov/dhs/people-we- serve/seniors/health-care/
rograms- _and-services/medical-

Phone: 1-800-657-3739

[Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm

Phone:573-751-2005

MONTANA — Medicaid

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/
HIPP Phone:1-800-694-3084

NEBRASKA — Medicaid
Website: http://dhhs.ne.gov/Children Family Services

[AccessNebr aska/Pages/accessnebraska index.aspx

Phone: 1-855-632-7633
NEVADA — Medicaid

Medicaid Website: https://dwss.nv.gov/ Medicaid Phone: 1-800-
992-0900

MISSOURI — Medicaid OREGON - Medicaid

CHIP Notice - continued

2019 Benefit Guide

NEW HAMPSHIRE - Medicaid

[Website: http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
Phone:603-271-5218

NEW JERSEY - Medicaid and CHIP

Medicaid Website: http://www.state.nj.us/humanservices/ dmahs/
clients/medicaid/

Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html CHIP

NEW YORK - Medicaid

Website: https://www.health.ny.gov/health care/medicaid/ Phone:

1-800-541-2831

NORTH CAROLINA - Medicaid
Website: https://dma.ncdhhs.gov/ Phone: 919-855-4100

NORTH DAKOTA - Medicaid

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825

OKLAHOMA - Medicaid and CHIP
Website: http://www.insureoklahoma.org Phone: 1-888-365-3742

Website: http://healthcare.oregon.gov/Pages/index.aspx http://

www.oregonhealthcare.gov/index-es.html Phone: 1-800-699-
9075

PENNSYLVANIA - Medicaid
Website:http://www.dhs.pa.gov/provider/medicalassistance

/healthinsurancepremiumpaymenthippprogram/index.htm
Phone: 1-800-692-7462

RHODE ISLAND — Medicaid
Website: http://www.eohhs.ri.gov/ Phone:401-462-5300

SOUTH CAROLINA - Medicaid
Website: https://www.scdhhs.gov Phone: 1-888-549-0820
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CHIP Notice - continued 2019 Benefit Guide

SOUTH DAKOTA - Medicaid WASHINGTON - Medicaid
Website: http://dss.sd.gov Phone: 1-888-828-0059 Website: http: //www.hca.wa.gov/free-or-low-cost-health-

care/program-administration /premium-payment-program
Phone: 1-800-562-3022 ext. 15473

TEXAS - Medicaid WEST VIRGINIA - Medicaid
Website: http://gethipptexas.com/ Phone: 1-800-440-0493 [Website: http://www.dhhr.wv.gov/bms/Medicaid%20Expansion
Pages

/default.aspx

Phone: 1-877-598-5820, HMS Third Party Liabili

UTAH - Medicaid and CHIP WISCONSIN - Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/ CHIP Website: [Website: https://www.dhs.wisconsin.gov/publications/p1/
http://health.utah.gov/chip Phone:1-877-543-7669 p10095.pdf Phone:1-800-362-3002

VERMONT- Medicaid WYOMING - Medicaid
Website: http://www.greenmountaincare.org/ Phone:1-800-  [Website: https://wyequalitycare.acs-inc.com/ Phone:307-777-
250-8427 7531

VIRGINIA - Medicaid and CHIP
Medicaid Website: http://www.coverva.org/
programs premium assistance.cfm Medicaid Phone: 1-800-432
-5924

CHIP Website: http://www.coverva.org/
programs premium assistance.cfm CHIP Phone: 1-855-242-
3282

To see if any other states have added a premium assistance program since January 31, 2017, or for more infor-
mationon special enroliment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration  Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond
to a collection of information unless such collection displays a valid Office of Management and Budget (OMB)
control number. The Department notes that a Federal agency cannot conduct or sponsor a collection of infor-
mation unless it is approved by OMB under the PRA, and displays a currently valid OMB control number, and the
public is not required to respond to a collection of information unless it displays a currently valid OMB control
number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person shall be subject to
penalty for failing to comply with a collection of information if the collection of information does not display a cur-
rently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes per
respondent. Interested parties are encouraged to send comments regarding the burden estimate or any other aspect
of this collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor,
Employee Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200
Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the
OMB Control Number 1210-0137.
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Medicare Part-D Creditable Coverage Notice 2019 Benefit Guide

Important Notice from Epitec
About Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your
current prescription drug coverage with Epitec and about your options under Medicare’s prescription drug
coverage. This information can help you decide whether or not you want to join a Medicare drug plan. If
you are considering joining, you should compare your current coverage, including which drugs are
covered at what cost, with the coverage and costs of the plans offering Medicare prescription drug
coverage in your area. Information about where you can get help to make decisions about your
prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s
prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can
get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like
an HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a
standard level of coverage set by Medicare. Some plans may also offer more coverage for a higher
monthly premium.

2. Epitec has determined that the prescription drug coverage offered by BCBSM/BCN is, on average for
all plan participants, expected to pay out as much as standard Medicare prescription drug coverage
pays and is therefore considered Creditable Coverage. Because your existing coverage is Credible
Coverage, you can keep this coverage and not pay a higher premium (a penalty) if you later decide to
join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each year from
October 15" through December 7th. However, if you lose your current creditable prescription drug
coverage, through no fault of your own, you will be eligible for a two (2) month Special Enrollment Period
(SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current Epitec coverage may be affected.

If you do decide to join a Medicare drug plan and drop your Epitec coverage, be aware that you and your
dependents may not be able to get this coverage back.
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Medicare Part-D Creditable Coverage Notice - continued 2019 Benefit Guide

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?

You should also know that if you drop or lose your coverage with Epitec and don’t join a Medicare drug
plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a
penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without prescription drug coverage, your monthly premium may go
up by at least 1% of the Medicare base beneficiary premium per month for every month that you did not
have that coverage. For example, if you go nineteen months without credible coverage, your premium
may consistently be at least 19% higher than the Medicare base beneficiary premium. You may have to
pay this higher premium (a penalty) as long as you have Medicare prescription drug coverage. In addition,
you may have to wait until the following October to join.

For More Information About This Notice or Your Current Prescription Drug Coverage:

Contact the person listed below for further information. NOTE: You’ll get this notice each year (before the
next period you can join a Medicare drug plan), and if this coverage through Epitec changes. You also
may request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug Coverage:

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare &
You” handbook. You'll get a copy of the handbook in the mail every year from Medicare. You may also be
contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:

 Visit www.medicare.gov
« Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the
“Medicare & You” handbook for their telephone number) for personalized help
« Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is
available. For information about this extra help, visit Social Security on the web at www.socialsecurity.gov,
or call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare
drug plans, you may be required to provide a copy of this notice when you join to show whether
or not you have maintained creditable coverage and, therefore, whether or not you are required
to pay a higher premium (a penalty).

Date: January 1, 2019

Name of Entity/Sender: Epitec, Inc
Contact--Position/Office: Human Resource Department
Address: 24800 Denso Drive, Suite 150

Phone Number: (248) 353.6800
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Epitec Inc.

Simply BlueSM PPO Plan $4000/30% LG
Effective Date: On or after January, 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. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Preauthorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, when
required, are preauthorized or approved by BCBSM except in an emergency.

Note:A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered
services.

Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request.

Preauthorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is
not sought, BCBSM will deny the claim and all charges will be the member's responsibility.

Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or other
categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple sclerosis,
and many other diseases as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.

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

Page 1 of 7
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Member's responsibility (deductibles, copays, coinsurance and dollar maximums)

Note: If an in-network provider refers you to an out-of-network provider, all covered services obtained from that out-of-network provider will be subject to
applicable out-of-network cost-sharing.

Benefits In-network Out-of-network

Deductibles $4,000 for one member, $4,000 for one member,
$8,000 for the family (when two or more  $8,000 for the family (when two or
members are covered under your more members are covered under
contract) each calendar year your contract) each calendar year

Note: Out-of-network deductible
amounts also count toward the in-
network deductible.

Flat-dollar copays o $40 copay for office visits and office ~ $250 copay for emergency room
consultations with a non-specialist visits
provider

e $40 copay for medical online visits

e $60 copay for office visits and office
consultations with a specialist provider

e $40 copay for chiropractic and
osteopathic manipulative therapy

e $250 copay for emergency room visits

e $60 copay for each urgent care visit

Coinsurance amounts (percent copays) o 50% of approved amount for private e 50% of approved amount for private
duty nursing care duty nursing care
. . e 30% of approved amount for most e 50% of approved amount for most

Note: Coinsurance amounts apply once the deductible has been met. other covered services other covered services

Annual coinsurance maximums None None

Annual out-of-pocket maximums - applies to deductibles, flat-dollar  $6,350 for one member, $12,700 for one member,

copays and coinsurance amounts for all covered services - including ~ $12,700 for the family (when two or $25,400 for the family (when two or

cost-sharing amounts for prescription drugs, if applicable more members are covered under your more members are covered under
contract) each calendar year your contract) each calendar year

Note: Out-of-network cost-sharing
amounts also count toward the in-
network out-of-pocket maximum

Lifetime dollar maximum None
Preventive care services

Benefits In-network Out-of-network
Health maintenance exam -includes chest x-ray, EKG, cholesterol 100% (no deductible or Not covered
screening and other select lab procedures copay/coinsurance), one per member

per calendar year

Note: Additional well-women visits may
be allowed based on medical necessity.

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

Page 2 of 7
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Benefits

Gynecological exam

Pap smear screening -laboratory and pathology services

Voluntary sterilizations for females
Prescription contraceptive devices- includes insertion and removal of
an intrauterine device by a licensed physician

Contraceptive injections

Well-baby and child care visits

Adult and childhood preventive services and immunizations as
recommended by the USPSTF, ACIP, HRSA or other sources as
recognized by BCBSM that are in compliance with the provisions of
the Patient Protection and Affordable Care Act

Fecal occult blood screening

Flexible sigmoidoscopy exam

Prostate specific antigen (PSA) screening

Routine mammogram and related reading

Colonoscopy-routine or medically necessary

In-network

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Note: Additional well-women visits may
be allowed based on medical necessity.

100% (no deductible or
copay/coinsurance), one per member
per calendar year

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

e 8 visits, birth through 12 months

e 6 visits, 13 months through 23
months

e 6 visits, 24 months through 35
months

e 2 visits, 36 months through 47
months

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

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance), one per member
per calendar year

100% (no deductible or
copay/coinsurance), one per member
per calendar year

100% (no deductible or
copay/coinsurance), one per member
per calendar year

100% (no deductible or
copay/coinsurance)

Note: Subsequent medically necessary
mammograms performed during the
same calendar year are subject to your
deductible and coinsurance

Out-of-network

Not Covered

Not covered

50% after out-of-network deductible
100% after out-of-network deductible
50% after out-of-network deductible

Not covered

Not covered

Not covered

Not covered

Not Covered

50% after out-of-network deductible

Note: Out-of-network readings and
interpretations are payable only when
the screening mammogram itself is
performed by an in-network provider.

One per member per calendar year

100% (no deductible or
copay/coinsurance), for the first billed
colonoscopy

Note: Subsequent colonoscopies
performed during the same calendar
year are subject to your deductible and
coinsurance

50% after out-of-network deductible

One per member per calendar year

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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Physician office services

Benefits In-network Out-of-network

Office visits-must be medically necessary e $40 copay per office visit with a non-  50% after out-of-network deductible
specialist provider
e $60 copay per office visit with a
specialist provider

Note: Simply Blue applies deductible and
coinsurance to office services. Services
include diagnostic (including complex),
therapeutic and surgery. An office visit
copay still applies to the exam. Cost-
sharing may not apply if preventive or
immunization services are performed
during the office visit.

Outpatient and home medical care visits-must be medically necessary 70% after in-network deductible 50% after out-of-network deductible

Office consultations-must be medically necessary * $40 copay for each office consultation 50 after out-of-network deductible
with a non-specialist provider
e $60 copay for each office consultation
with a specialist provider

Note: Simply Blue applies deductible and
coinsurance to office services. Services
include diagnostic (including complex),
therapeutic and surgery. An office
consultation copay still applies to the
exam. Cost-sharing may not apply if
preventive or immunization services are
performed during the office consultation.

Online visits — must be medically necessary $40 copay for online visits 50% after out-of-network deductible

Note: Online visits by a non-BCBSM selected vendor are not covered.

Urgent care visits

Benefits In-network Out-of-network

Urgent care visits $60 copay for each urgent care visit 50% after out-of-network deductible

Note: Simply Blue applies deductible
and coinsurance to office services.
Services include diagnostic (including
complex), therapeutic and surgery. An
office visit copay still applies to the
exam. Cost-sharing may not apply if
preventive or immunization services are
performed during the office visit.

Emergency medical care

Benefits In-network Out-of-network

Hospital emergency room $250 copay per visit (copay waived if $250 copay per visit (copay waived if
admitted) admitted)

Ambulance services-must be medically necessary 70% after in-network deductible 70% after in-network deductible

Diagnostic services

Benefits In-network Out-of-network

Laboratory and pathology services 70% after in-network deductible 50% after out-of-network deductible
Diagnostic tests and x-rays 70% after in-network deductible 50% after out-of-network deductible
Therapeutic radiology 70% after in-network deductible 50% after out-of-network deductible

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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Maternity services provided by a physician or certified nurse midwife

Benefits In-network Out-of-network

Prenatal care visits 100% (no deductible or 50% after out-of-network deductible
copay/coinsurance)

Postnatal care 70% after in-network deductible 50% after out-of-network deductible

Delivery and nursery care 70% after in-network deductible 50% after out-of-network deductible

Hospital care

Benefits In-network Out-of-network

Semiprivate room, inpatient physician care, general nursing care, 70% after in-network deductible 50% after out-of-network deductible

hospital services and supplies Unlimited days

Note: Nonemergency services must be rendered in a participating

hospital.
Inpatient consultations 70% after in-network deductible 50% after out-of-network deductible
Chemotherapy 70% after in-network deductible 50% after out-of-network deductible

Alternatives to hospital care

Benefits In-network Out-of-network

Skilled nursing care-must be in a participating skilled nursing facility =~ 70% after in-network deductible 70% after in-network deductible
Limited to @ maximum of 120 days per member per calendar year

Hospice care 100% (no deductible or 100% (no deductible or
copay/coinsurance) copay/coinsurance)

Up to 28 pre-hospice counseling visits before electing hospice services; when
elected, four 90-day periods - provided through a participating hospice
program only; limited to dollar maximum that is reviewed and adjusted

periodically (after reaching dollar maximum, member transitions into individual

case management)

Home health care: 70% after in-network deductible 70% after in-network deductible

* must be medically necessary
* must be provided by a participating home health care agency
Infusion therapy: 70% after in-network deductible 70% after in-network deductible
* must be medically necessary
* must be given by a participating Home Infusion Therapy (HIT)
provider or in a participating freestanding Ambulatory Infusion
Center (AIC)
* may use drugs that require preauthorization- consult with your
doctor

Surgical services

Benefits In-network Out-of-network

Surgery- includes related surgical services and medically necessary 70% after in-network deductible 50% after out-of-network deductible
facility services by a participating ambulatory surgery facility

Presurgical consultations 100% (no deductible or 50% after out-of-network deductible
copay/coinsurance)

Voluntary sterilization for males 70% after in-network deductible 50% after out-of-network deductible

Note: For voluntary sterilizations for females, see "Preventive care

services."
Elective abortions 70% after in-network deductible 50% after out-of-network deductible
Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Page 5 of 7



Human organ transplants

Benefits

Specified human organ transplants-must be in a designated facility
and coordinated through the BCBSM Human Organ Transplant
Program (1-800-242-3504)

Bone marrow transplants -must be coordinated through the BCBSM
Human Organ Transplant Program (1-800-242-3504)

Specified oncology clinical trials

Note: BCBSM covers clinical trials in compliance with PPACA.

Kidney, cornea and skin transplants

In-network Out-of-network

100% (no deductible or 100% (no deductible or

copay/coinsurance) copay/coinsurance) - in designated
facilities only

70% after in-network deductible 50% after out-of-network deductible

70% after in-network deductible 50% after out-of-network deductible

70% after in-network deductible 50% after out-of-network deductible

Mental health care and substance use disorder treatment

Benefits

Inpatient mental health care and inpatient substance use disorder
treatment

Residential psychiatric treatment facility

» covered mental health services must be performed in a residential

psychiatric treatment facility
* treatment must be preauthorized
* subject to medical criteria
Qutpatient mental health care:
* Facility and clinic

Note: Online visits by a non-BCBSM selected vendor are not covered.

* Physician's office

Qutpatient substance use disorder treatment- in approved facilities
only

In-network Out-of-network
70% after in-network deductible 50% after out-of-network deductible
Unlimited days
70% after in-network deductible 50% after out-of-network deductible
70% after in-network deductible 70% after in-network deductible in
participating facilities only

70% after in-network deductible 50% after out-of-network deductible
70% after in-network deductible 50% after out-of-network deductible

(in-network cost-sharing will apply if
there is no PPO network)

Autism spectrum disorders, diagnoses and treatment

Benefits

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

Note: Diagnosis of an autism spectrum disorder and a treatment
recommendation for ABA services must be obtained by a BCBSM
approved autism evaluation center (AAEC) prior to seeking ABA
treatment.

Qutpatient physical therapy, speech therapy, occupational therapy,
nutritional counseling for autism spectrum disorder

Other covered services, including mental health services, for autism
spectrum disorder

In-network Out-of-network
70% after in-network deductible 70% after in-network deductible
70% after in-network deductible 50% after out-of-network deductible
Physical, speech and occupational therapy with an autism diagnosis is
unlimited
70% after in-network deductible 50% after out-of-network deductible

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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Other covered services

Benefits In-network Out-of-network

Outpatient Diabetes Management Program (ODMP) e 70% after in-network deductible for  50% after out-of-network deductible
diabetes medical supplies
e 100% (no deductible or
copay/coinsurance) for diabetes self-
Note: Screening services required under the provisions of PPACA are ~ Management training
covered at 100% of approved amount with no in-network cost-sharing
when rendered by an in-network provider.

Note: When you purchase your diabetic supplies via mail order you
will lower your out-of-pocket costs.

Allergy testing and therapy 70% after in-network deductible 50% after out-of-network deductible
Chiropractic spinal manipulation and osteopathic manipulative therapy $40 copay per visit 50% after out-of-network deductible
Note: Simply Blue applies deductible
and coinsurance to office services.
Services include diagnostic (including
complex), therapeutic and surgery. An

office visit copay still applies to the
exam.

Limited to a combined 12-visit maximum per member per calendar year

Outpatient physical, speech and occupational therapy-provided for 70% after in-network deductible 50% after out-of-network deductible
rehabilitation

Note: Services at nonparticipating
outpatient physical therapy facilities
are not covered.

Limited to a combined 30-visit maximum per member per calendar year

Durable medical equipment 70% after in-network deductible 70% after in-network deductible

Note: DME items required under the provisions of PPACA are covered
at 100% of approved amount with no in-network cost-sharing when
rendered by an in-network provider. For a list of covered DME items
required under PPACA, call BCBSM.

Prosthetic and orthotic appliances 70% after in-network deductible 70% after in-network deductible

Private duty nursing care 50% after in-network deductible 50% after in-network deductible

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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Blue Preferred® Rx LG Prescription Drug Coverage
Custom Select $20/$60/50%/20%/25%
Benefits-at-a-glance

Effective Date: On or after January, 2018

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 amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company.
Specialty prescription drugs (such as Enbrel® and Humira® ) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis
and cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions
only for specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for
availability). Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company
providing pharmacy benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have
any questions, please call Walgreens Specialty Pharmacy customer service at 1-866-515-1355

We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day
supply. BCBSM reserves the right to limit the quantity of select specialty drugs to no more than a 15-day supply for each fill. Your copay/coinsurance
will be reduced by one-half for each fill once applicable deductibles have been met.

Select Controlled Substance Drugs - BCBSM will limit the initial fill of select controlled substances to a 15-day supply. The member will be
responsible for only one-half of their cost-sharing requirement typically imposed on a 30-day fill. Subsequent fills of the same medication will be
eligible to be filled as prescribed, subject to the applicable cost-sharing requirement. Select controlled substances affected by this prescription drug
requirement are available online at bcbsm.com/pharmacy.

Member's responsibility (copays and coinsurance amounts)

Note: Your prescription drug copays and coinsurance amounts, including mail order copays and coinsurance amounts, are subject to the same annual
out-of-pocket maximum required under your medical coverage. The 25% member liability for covered drugs obtained from an out-of-network pharmacy
will not contribute to your annual out-of-pocket maximum.

Benefits 90-day retail network * In-network mail order In-network pharmacy Out-of-network
pharmacy provider (not part of the 90-day pharmacy
retail network)
Tier 1 - 1to 30-day  You pay $20 copay You pay $20 copay You pay $20 copay You pay $20 copay plus an
Generic drugs period additional 25% of BCBSM
approved amount for the drug
31to 60-day No coverage You pay $40 copay No coverage No coverage
period
61to 83-day No coverage You pay $50 copay No coverage No coverage
period
84 to 90-day You pay $50 copay You pay $50 copay No coverage No coverage
period
Tier 2 - 1to 30-day  You pay $60 copay You pay $60 copay You pay $60 copay You pay $60 copay plus an
Preferred period additional 25% of BCBSM
brand-name approved amount for the drug
drugs
Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Page 1 of 4
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Benefits

Tier 3 - Non
Preferred
brand-name
drugs

Tier4 -
Generic and
preferred
brand-name
specialty drug

Tier 5 -
Nonpreferred
brand-name
specialty drugs

31 to 60-day
period

61 to 83-day
period
84 to 90-day
period

1 to 30-day
period

31 to 60-day
period

61 to 83-day
period

84 to 90-day
period

1 to 30-day
period

31 to 60-day
period

61 to 83-day
period
84 to 90-day
period

1 to 30-day
period

31 to 60-day
period

61 to 83-day
period

84 to 90-day
period

90-day retail network
pharmacy

No coverage
No coverage
You pay $170 copay

You pay $80 or 50% of the
approved amount
(whichever is greater), but
no more than $100

No coverage

No coverage

You pay $230 or 50% of the
approved amount
(whichever is greater), but
no more than $290

You pay 20% of approved
amount, but no more than
$200

No coverage

No coverage

No coverage

You pay 25% of approved
amount, but no more than
$300

No coverage

No coverage

No coverage

* In-network mail order
provider

You pay $120 copay
You pay $170 copay
You pay $170 copay

You pay $80 or 50% of the

approved amount (whichever

is greater), but no more than
$100

You pay $160 or 50% of the

approved amount (whichever

is greater), but no more than
$200

You pay $230 or 50% of the

approved amount (whichever

is greater), but no more than
$290

You pay $230 or 50% of the

approved amount (whichever

is greater), but no more than
$290

You pay 20% of approved
amount, but no more than
$200

No coverage

No coverage

No coverage

You pay 25% of approved
amount, but no more than
$300

No coverage

No coverage

No coverage

In-network pharmacy
(not part of the 90-day
retail network)

No coverage

No coverage

No coverage

You pay $80 or 50% of the

approved amount (whichever

is greater), but no more than
$100

No coverage

No coverage

No coverage

You pay 20% of approved
amount, but no more than
$200

No coverage

No coverage

No coverage

You pay 25% of approved
amount, but no more than
$300

No coverage

No coverage

No coverage

Out-of-network
pharmacy

No coverage

No coverage

No coverage

You pay $80 or 50% of the
approved amount (whichever
is greater), but no more than
$100 plus an additional 25%
of BCBSM approved amount
for the drug

No coverage

No coverage

No coverage

You pay 20% of approved
amount, but no more than
$200 plus an additional 25%
of BCBSM approved amount
for the drug

No coverage

No coverage

No coverage

You pay 25% of approved
amount, but no more than
$300 plus an additional 25%
of BCBSM approved amount
for the drug

No coverage

No coverage

No coverage

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select

prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs * BCBSM will not pay for drugs obtained from out-of-network mail order providers, including
Internet providers.

Page 2 of 4
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Covered services

Benefits

FDA-approved drugs

FDA-approved generic
and select brand-name
prescription preventive
drugs, supplements and
vitamins as required by
PPACA (non-self-
administered drugs are not
covered)

Other FDA-approved
brand-name prescription
preventive drugs,
supplements and vitamins
as required by PPACA
(non-self-administered
drugs are not covered)

FDA-approved generic
and select brand name
prescription contraceptive
medication (non-self-
administered drugs are not
covered)

Other FDA-approved
brand name prescription
contraceptive medication
(non-self-administered
drugs are not covered)

Disposable needles and
syringes - when dispensed
with insulin or other
covered injectable legend
drugs

Note: Needles and
syringes have no copay/
coinsurance.

90-day retail network
pharmacy

100% of approved amount
less plan copay/coinsurance

100% of approved amount

100% of approved amount
less plan copay/coinsurance

100% of approved amount

100% of approved amount
less plan copay/ coinsurance

100% of approved amount
less plan copay/coinsurance
for the insulin or other
covered injectable legend
drug

* In-network mail order
provider

100% of approved amount
less plan copay/coinsurance

100% of approved amount

100% of approved amount
less plan copay/coinsurance

100% of approved amount

100% of approved amount
less plan copay/ coinsurance

100% of approved amount
less plan copay/coinsurance
for the insulin or other
covered injectable legend
drug

In-network pharmacy
(not part of the 90-day
retail network)

100% of approved amount
less plan copay/coinsurance

100% of approved amount

100% of approved amount
less plan copay/coinsurance

100% of approved amount

100% of approved amount
less plan copay/ coinsurance

100% of approved amount
less plan copay/coinsurance
for the insulin or other covered
injectable legend drug

* BCBSM will not pay for drugs obtained from out-of-network mail order providers, including Internet providers.

Out-of-network
pharmacy

75% of approved amount less
plan copay/coinsurance

75% of approved amount

75% of approved amount less
plan copay/coinsurance

75% of approved amount

75% of approved amount less
plan copay/ coinsurance

75% of approved amount less
plan copay/coinsurance for the
insulin or other covered
injectable legend drug

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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Features of your prescription drug plan

Custom Select Drug List

Prior authorization/step therapy

Drug interchange and generic
copay/ coinsurance waiver

Quantity limits

Exclusions

A continually updated list of FDA-approved medications that represent each therapeutic class. The drugs on the list
are chosen by the BCBSM Pharmacy and Therapeutics Committee for their effectiveness, safety, uniqueness and
cost efficiency. The goal of the drug list is to provide members with the greatest therapeutic value at the lowest
possible cost.

e Tier 1 (generic) - Tier 1 includes generic drugs made with the same active ingredients, available in the same
strengths and dosage forms, and administered in the same way as equivalent brand-name drugs. They also
require the lowest copay/coinsurance, making them the most cost-effective option for the treatment.

e Tier 2 (preferred brand) - Tier 2 includes brand-name drugs from the Custom Drug List. Preferred brand name
drugs are also safe and effective, but require a higher copay/coinsurance.

e Tier 3 (nonpreferred brand) - Tier 3 contains brand-name drugs not included in Tier 2. These drugs may not
have a proven record for safety or as high of a clinical value as Tier 1 or Tier 2 drugs. Members pay the highest
copay/coinsurance for these drugs.

e Tier 4 (generic and preferred brand-name specialty) - Tier 4 includes covered specialty drugs listed as
generic drugs (Tier 1) or preferred brand-name drugs (Tier 2) from the Custom Drug List. These drugs have a
proven record for safety and effectiveness, and offer the best value to our members. They have the lowest
specialty drug copay/coinsurance.

e Tier 5 (nonpreferred brand-name specialty) - Tier 5 includes covered specialty drugs listed as nonpreferred
brand name (Tier 3). These drugs may not have a proven record for safety or their clinical value may not be as
high as the specialty drugs in Tier 4. They have the highest specialty drug copay/coinsurance.

A process that requires a physician to obtain approval from BCBSM before select prescription drugs (drugs
identified by BCBSM as requiring preauthorization) will be covered. 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 step therapy guidelines.
This also applies to mail order drugs. Claims that do not meet Step Therapy criteria require preauthorization.
Details about which drugs require preauthorization or step therapy are available online site at
bcbsm.com/pharmacy.

BCBSM's drug interchange and generic copay/ coinsurance waiver programs encourage physicians to prescribe a
less-costly generic equivalent.

If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have
to pay a generic copay/ coinsurance. In select cases BCBSM may waive the initial copay/ coinsurance after your
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver.

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits.

The following drugs are not covered:

e Over-the-counter drugs and drugs with comparable OTC counterparts (e.g., antihistamines, cough/cold and
acne treatment) unless deemed an Essential Health Benefit or not considered a covered service
State-controlled drugs

Brand-name drugs that have a generic equivalent available

Drugs to treat erectile dysfunction and weight loss

Prenatal vitamins (prescribed and over-the-counter)

Brand-name drugs used to treat heartburn

Compounded drugs, with some exceptions

Cosmetic drugs

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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g'i“;g"%m EPITEC INC

A nonprofit corporation and independent licensee

ofthe Blue Gross and Blue Shiel Assodiation Simply Blue PPOSM LG Coverage Period: Beginning on or after 01/01/2019
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
H 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 the number on the back of

your BCBSM ID card. 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 the number on the back of your BCBSM ID card to request a copy.

:  Answers | Why this M
mportant Questions m Out-of-Network y this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
$4,000 Individual/  |$4,000 Individual/  |plan begins to pay. If you have other family members on the plan, each family member must
What is the overall deductible? |45 ) Fapmily $8,000 Family meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
Are there services covered before | Yes. Preventive care services are covered |But a copayment or coinsurance may apply. For example, this plan covers certain preventive
you meet your deductible? before you meet your deductible. 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 No. You don’t have to meet deductibles for specific services.

specific services?
“.hat s the out-ot-pocket imit for ) . The out-of-pocket limit is the most you could pay in a year for covered services. If you have
this plan? $6,350 Individual/  |$12,700 Individual/ , o ; > :

. : . , other family members in this plan, they have to meet their own out-of-pocket limits until the
(May include a coinsurance $12,700 Family $25,400 Family : =

. overall family out-of-pocket limit has been met.

maximum)

. . . Premiums, balance-billing charges, any
Wha! ths":'::)i:;ncluded In the out.ok pharmacy penalty and health care this Even though you pay these expenses, they don’t count toward the out—of-pocket limit.

plan doesn’t cover.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
Yes. See (http://www.bcbsm.com) or call |network. You will pay the most if you use an out-of-network provider, and you might receive a
the number on the back of your BCBSM bill from a provider for the difference between the provider's charge and what your plan pays
ID card for a list of network providers. (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.

Will you pay less if you use a
network provider?

Do you need a referral to see a

specialist? No. You can see the specialist you choose without a referral.

Group Number 007020292-0011 SBC000006004941 10f9
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Event Services You May Need Limitations, Exceptions, & Other Important

In-Network Provider Out-of-Network Provider

ou will pay the leas ou will pay the mos!

(You wil pay the least) (You will pay th 0 Information
Primary care visit to treat |$40 copayloffice visit; o i
an injury or illness deductible does not apply 2o CUISITEES e

If you visit a health care Specialist visit 3223—‘)—“20?32/53; deductible 50% coinsurance None

rovider's office or clinic : You may have to pay for services that aren’t
Preventive care/ , , . o )
— No Charge; deductible does preventive. Ask your provider if the services you
screening/ I Not covered ve. Then check wh |
immunization not apply nged are preventive. Then check what your plan
will pay for.

—g—afogﬁlri;eﬁ (x-ray, 30% coinsurance 50% coinsurance None

If you have a test :
[T (CTHIAE i) 30% coinsurance 50% coinsurance May require preauthorization
MRIs)

20f9



Common Medical Event Services You May Need

If you need drugs to treat your
iliness or condition

More information about
prescription drug coverage is
available at
www.bcbsm.com/druglists

If you have outpatient surgery

Generic drugs

Preferred brand-name
drugs

Non preferred brand-
name drugs

Generic and preferred
brand-name specialty

drugs

Nonpreferred brand-name
specialty drugs

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

Physician/surgeon fees

What You Will Pay

(You will pay the least)
$20 copay for retail 30-day
supply; $50 copay for retail or
mail order 90-day supply;
deductible does not apply
$60 copay for retail 30-day
supply; $170 copay for retail or
mail order 90-day supply;
deductible does not apply
$80 copay or 50% coinsurance
of the approved amount
(whichever is greater) but no
more than $100 copay for retail
30-day supply; $230 copay or
50% coinsurance of the
approved amount (whichever
is greater) but no more than
$290 copay for retail or mail
order 90-day supply;
deductible does not apply
20% coinsurance of the
approved amount, but no more
than $200 copay for retail or
mail order 30-day supply;
deductible does not apply
25% coinsurance of the
approved amount, but no more
than $300 copay for retail or
mail order 30-day supply;
deductible does not apply

30% coinsurance

30% coinsurance

Out-of-Network Provider

(You will pay the most)
In-Network copay plus an
additional 25% of the approved
amount; deductible does not
apply
In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply
In-Network copay plus an

additional 25% of the approved
amount; deductible does not

apply

50% coinsurance

50% coinsurance

Limitations, Exceptions, & Other Important

Information

Preauthorization, step therapy and quantity limits
may apply to select drugs. Preventive drugs
covered in full. 90-day supply not covered out of
network.

Preauthorization is required. Specialty drugs
limited to a 15 or 30-day supply

None

None

30f9


http://www.bcbsm.com/druglists

Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

If you need immediate
medical attention

Emergency room care

(You will pay the least)

$250 copay/visit; deductible
does not apply

(You will pay the most)
$250 copay/visit; deductible does
not apply

Copay waived if admitted

Emergency medical
transportation

30% coinsurance

30% coinsurance

Mileage limits apply

Urgent care

$60 copay/visit; deductible
does not apply

50% coinsurance

None

If you have a hospital stay

Facility fee (e.g., hospital
room)

30% coinsurance

50% coinsurance

Preauthorization is required

Physician/surgeon fee  30% coinsurance 50% coinsurance None
If you need mental health, | Outpatient services 30% coinsurance 30% coinsurance None
behavioral health, or
substance use disorder Inpatient services 30% coinsurance 50% coinsurance Preauthorization is required.
services
Prenatal: No Charae: Maternity care may include services described
Office visits de ductibie does ngt é | Prenatal: 50% coinsurance elsewhere in the SBC (i.e. tests) and cost share
Postnatal- 30% coinsS&Xce Postnatal: 50% coinsurance may apply. Cost sharing does not apply to certain
¢ ! O s maternity services considered to be preventive.
you are pregnan

Childbirth/delivery
professional services

30% coinsurance

50% coinsurance

None

Childbirth/delivery facility
services

30% coinsurance

50% coinsurance

None
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Common Medical Event

What You Will Pay

Services You May Need In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

If you need help recovering or
have other special health
needs

Home health care

(You will pay the least)

30% coinsurance

(You will pay the most)
30% coinsurance

Preauthorization is required.

Rehabilitation services

30% coinsurance

50% coinsurance

Physical, Speech and Occupational Therapy is
limited to a combined maximum of 30 visits per
member, per calendar year.

Habilitation services

30% coinsurance for Applied
Behavioral Analysis; 30%
coinsurance for Physical,
Speech and Occupational
Therapy

30% coinsurance for Applied
Behavioral Analysis; 50%
coinsurance for Physical, Speech
and Occupational Therapy

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

Skilled nursing care

30% coinsurance

30% coinsurance

Preauthorization is required. Limited to 120 days
per member per calendar year

Durable medical
equipment

30% coinsurance

30% coinsurance

Excludes bath, exercise and deluxe equipment
and comfort and convenience items. Prescription
required.

Hospice services

No Charge; deductible does
not apply

No Charge; deductible does not
apply

Preauthorization is required. Visit limits apply.

If your child needs dental or
eye care

For more information on
pediatric vision or dental,
contact your plan
administrator

Children’s eye exam Not covered Not covered None
Children’s glasses Not covered Not covered None
CHBIENS CEME e Not covered Not covered None

up
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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.)

e Acupuncture treatment e Hearing aids e Routine eye care (Adult)
e Cosmetic surgery e Infertility treatment e Routine foot care
e Dental care (Adult) e Long term care e Weight loss programs

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

e Bariatric surgery e Coverage provided outside the United States. e Non-emergency care when traveling outside the U.S.

e Chiropractic care See http://provider.bcbs.com e Private duty nursing

e 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, co-
payments, or co-insurance, 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 the number on the back of your BCBSM ID card. 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 the number on the back of your BCBSM ID card.

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:

Y 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

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)

® The plan’s overall deductible $4,000
m Specialist copayment $60
B Hospital (facility) coinsurance 30%
m Other coinsurance 30%

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

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $4,000

Copayments $100

Coinsurance $1,800

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,960

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of
a well-controlled condition)
W The plan’s overall deductible $4,000
® Specialist copayment $60
m Hospital (facility) coinsurance 30%
® Other coinsurance 30%

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:
Cost Sharing
Deductibles $1,900
Copayments $1,500
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Joe would pay is $3,460

and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans.

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

® The plan’s overall deductible $4,000
m Specialist copayment $60
B Hospital (facility) coinsurance 30%
m Other coinsurance 30%

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
Deductibles $1,100
Copayments $300
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,400

The plan would be responsible for the other costs of these EXAMPLE covered services. 80of9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

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 the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al ndmero telefonico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembrao.
gl ol Gaclual dalayanc b AT pasd g ol o 1)
AU g dlialiiy jy el b glaall g sae luall e Jpanll
JIPPE: 5 TS S SN PO | ORGP N I A JLIC |
(=il 1S e (S5 G0 13 .877-469-2583 TTY:711 252
mEE SEECEEREMHR TERE EHER
RELEXBESIEPANALE. EB5E— ﬁﬁ‘%ﬁ
BERAEEHFREENEFREERS  NREEFEER
FEIREEE 877-469-2583, TTY: 711,
R o ol posaw ¢ o Moiceda o 38 3 ot el L
hoalactte hiim o_oalas hand _anallurd | ok
-L:L ..__éin 1-6_‘:&_\ AN 3 L ﬂ.’é\:mb’lwxl rﬁmlﬂ s .,___mmzl:
o .,_n:\cmé\!n Ly J._L iy riin n&l.‘\.h
i okl e _ o B77-469-2583 TTY:711
MEu quy vi, hay ngudi ma quy vi dang giap dd, can tro
gilp, quy vi & cdé quyén dwrgc gidp va cd thém thang tin
bing ngdn nglt cia minh mién phi. & ndi chuyén véi mat
thdéng dich vién, xin goi sd Dich vy Khach hang ¢ mit sau
thé cda quy vi, ho3c 877-469-2583, TTY: 711 néu quy vi
chwa phai 13 mét thanh vién.
Mése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& merrni ndihmé dhe informacion
falas né gjuhé&n tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

El}ot:rl.|5|. =
BEQBIUHE, Yot B2
st EH{'JI '%*% # ﬂf At ?J%LIE}. S

HS 2 3“'5?1'0|'3"| L} {JI 0l 3120 ot
877-469-2583. TTY: 7112 E3tatdl A
Ww,mmwﬁmwawm,w
TG 24, O AT ST SR SR 3 O3
TRAS AT AN TR | (FIEA] IFT (ST T
T IS, T TGS (T (37| IZF FTAS] TIH
T PP T 877-469-2583, TTY: 711 I% HGHET IR
HOHY =T 3T AP |

lesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwon pod numer dziatu obstugi klienta, wskazanym na

odwrocie Twojej karty lub pod numer 877-469-2583,
TTY: 711, jezeli jeszcze nie masz cztonkostwa.

-._|'r"

Falls 5ie oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Dalmetscher 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 Mitglied sind.

Se tu o qualcuno che stai aiutando avete bisogno di
assistenza, hai il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
B77-469-2583, TTY: 711 se non sei ancora membro.

CHEAE. FEEBEEROBORYOATHEELE
EEhAATTHMMPZIEWELEL, CHREDER
THHR—FERT-Y., BEEAFLEYTHIEM
TEET. HEFIbhYEEA, BIREBESI LS
BlEEFLEOI—FOEGICRBEN-HRET—H
—EAMEEHFS (A A —THLAIE

8774692383 . TTY- TI) ETHEE Ly,

EcH BaM HITH THITY. KOTOPOMY BEI TOMOTAeTe. Hy#&HA
MOMOIIE. TO BRI HMeeTe [IpaBo Ha OecIIaTHOE HoIyIeHHe
MOMOIIH H HHQOPMALHE Ha BamleM A2eiKe. [I14 pasroeopa
€ epeBOITHEOM IO3BOHHTE 110 HOMepy TeledioHa oTIea
0OCTVAHBAHHA KIHEHTOE, VEa3aHHOMY Ha 00paTHOH
CTOPOHE BalIeH KAPTEL HIH I0 HOMEpY

877-469-2583, TTY: 711, eciH v Bac HeT WISHCTEA.

Ukoliko WVama ili nekome kome Vi pomaZete treba pomoé,
imate pravo da besplatno dobijete pomoc i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste clan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

0 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has 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 grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, M| 48226,
phone: BB8-605-6461, TTY: 711, fax: 866-553-0578,

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,

phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: BD0-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at

http:/fwww.hhs.gov/ocr/office/file /index. htmi.
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BCN HMO M $3000/20%

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 to covered services. For a complete description of benefits, please see the applicable Blue Care Network certificate
and riders. Payment amounts are based on the Blue Care Network approved amount, less any applicable deductible, coinsurance and/or
copay amounts required by the plan. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan documents, the plan
document will control. This coverage is provided pursuant to a contract entered into in the State of Michigan and shall be construed under the
jurisdiction and according to the laws of the State of Michigan. Services must be provided or arranged by member’s primary care physician or
health plan.

Member’s Responsibility: Deductible, Copays, Coinsurance and Dollar Maximums

Note: The Deductible will apply to certain services as defined below.

Deductible

Note: Coinsurance and select fixed dollar copays apply once the
deductible has been met.

$3,000 per individual /$6,000 per family per calendar year

Fixed dollar copays

Note: If you have a deductible, the deductible must be met
first for certain services as listed below.

$30 for office visits, $30 for medical online visits, $50 for
specialist visits, $60 for urgent care visits, $250 for emergency
room visits, $150 for high tech imaging and $5 for allergy
injections

Coinsurance

20% and 50% for select services as noted below

Annual Coinsurance Maximum - The following services DO
NOT apply to the Annual Coinsurance Maximum if they are
included in your coverage:

e Deductible amounts o TM]

o Services with a flat dollar e Orthognathic Surgery
copay o Weight Reduction

o Infertility services procedures

e Male Mastectomy e Durable Medical

e Reduction Mammoplasty Equipment

o Male Sterilization e Prescription Drugs

o Elective Abortion e Prosthetics and Orthotics

o Diabetic Supplies

$2,500 per member/$5,000 per family per calendar year

Annual out-of-pocket maximums - applies to deductibles,
copays and coinsurance amounts for all covered services -
including prescription drug copays

$6,850 per member/$13,700 per family per calendar year

Preventive Services - as defined by the Affordable Care Act and included in your Certificate of Coverage

Health Maintenance Exam

Covered - 100%

Annual Gynecological Exam

Covered - 100%

Pap Smear Screening - laboratory services only

Covered - 100%

Well-Baby and Child Care

Covered - 100%

Immunizations - pediatric and adult

Covered - 100%

Prostate Specific Antigen (PSA) Screening - laboratory
services only

Covered - 100%

Routine Colonoscopy

Covered - 100%

Mammography Screening

Covered - 100%

Voluntary Female Sterilization

Covered - 100%

Breast Pumps

Covered - 100%

Maternity Pre-Natal Care

Covered - 100%

Physician Office Services

PCP Office Visits

Covered - $30 copay

Online Visits

Covered - $30 copay

Consulting Specialist Care - when referred for other than
preventive services

Covered - $50 copay
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Emergency Medical Care

Hospital Emergency Room - copay waived if admitted

Covered - $250 copay after deductible

Urgent Care Center

Covered - $60 copay

Ambulance Services - medically necessary

Covered - 80% after deductible

Diagnostic Services

Laboratory and Pathology Tests

Covered - 100%

Diagnostic Tests and X-rays

Covered - 80% after deductible

High Technology Imaging (MRI, CAT, PET)

Covered - $150 copay after deductible

Radiation Therapy

Covered - 80% after deductible

Maternity Services Provided by a Physician

Post-Natal Care. See Preventive Services section for Pre-Natal
Care

Covered - $30 copay

Delivery and Nursery Care

Covered - 100% after deductible for professional services; see
Hospital Care for facility charges

Hospital Care

General Nursing Care, Hospital Services and Supplies

Covered - 80% after deductible; unlimited days

Outpatient Surgery - See member certificate for select surgical
coinsurance

Covered - 80% after deductible

Alternatives to Hospital Care

Skilled Nursing Care

Covered - 80% after deductible up to 45 days per calendar
year

Hospice Care

Covered - 100% after deductible when authorized

Home Health Care

Covered - $50 copay after deductible

Surgical Services

Surgery - includes all related surgical services and anesthesia.

Covered - 80% after deductible

Voluntary Male Sterilization - See Preventive Services section
for voluntary female sterilization

Covered - 50% after deductible

Elective Abortion (One procedure per two-year period of
membership)

Covered - 50% after deductible

Human Organ Transplants (subject to medical criteria)

Covered - 80% after deductible

Reduction mammoplasty (subject to medical criteria)

Covered - 50% after deductible

Male Mastectomy (subject to medical criteria)

Covered - 50% after deductible

Temporomandibular Joint Syndrome (subject to medical
criteria)

Covered - 50% after deductible

Orthognathic Surgery (subject to medical criteria)

Covered - 50% after deductible

Weight Reduction Procedures (subject to medical criteria) -
Limited to one procedure per lifetime

Covered - 50% after deductible

Mental Health Care and Substance Use Disord

er Treatment

Inpatient Mental Health Care and Substance Use Disorder

Covered - 80% after deductible

Outpatient Mental Health Care includes online visits
Note: For diagnostic and therapeutic services, the medical
benefit applies.

Covered - $30 copay

Outpatient Substance Use Disorder

Covered - $30 copay




I
.7

Autism Spectrum Disorders, Diagnoses and Treatment

Applied behavioral analyses (ABA) treatment through age 18

Covered - $30 copay

Outpatient physical therapy, speech therapy and occupational
therapy for autism spectrum disorder through age 18

Unlimited visits for physical, speech, and occupational therapy with
autism spectrum disorder diagnosis

Covered - $50 copay after deductible

Other covered services, including mental health services, for
Autism Spectrum Disorder

See your outpatient mental health. medical office visits and
preventive benefit

Other Services

Allergy Testing and serum

Covered - 50% after deductible

Allergy office visits

Covered - 50%

Allergy Injections

Covered - $5 copay

Chiropractic Spinal Manipulation - when referred

Covered - $50 copay; up to 30 visits per calendar year

Outpatient Physical, Speech and Occupational Therapy - subject
to meaningful improvement within 60 days

Covered - $50 copay after deductible; limited to 60 visits per
calendar year) for any combination of therapies

Infertility Counseling and Treatment (excluding In-vitro
fertilization)

Covered - 50% after deductible on all associated costs

Durable Medical Equipment

Covered - 50%

Prosthetic and Orthotic Appliances

Covered - 50%

Diabetic Supplies

Covered - 80%

CLSSLG, D3000, CI20%, WDRPOV, 6850PM, CO30, 50RP, ER250, UR60, IMG150, DSR20%, 25ECM,

OMRR, VACR50, FOCUS




20
®.7

Custom Select Drug ListsM $10/$30/$60/$80/20%/20%
Prescription Drug Coverage

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 to covered services. For a complete description of benefits, please see the applicable Blue Care Network certificate and riders.
Payment amounts are based on the Blue Care Network approved amount, less any applicable deductible, coinsurance and/or copay amounts required by
the plan. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan documents, the plan document will control. This coverage is
provided pursuant to a contract entered into in the State of Michigan and shall be construed under the jurisdiction and according to the laws of the State of
Michigan. Services must be provided or arranged by member’s primary care physician or health plan.

Prescription Drugs

Tier 1A — Preferred Generics $10 Copayment
Tier 1B - Generics $30 Copayment
Tier 2 — Preferred Brand Drugs $60 Copayment
Tier 3 — Non-Preferred Brand Drugs $80 Copayment
Tier 4 — Preferred Specialty 20% Coinsurance of the BCN Approved Amount (Maximum Copayment
$200)
Tier 5 Non-Preferred Specialty 20% Coinsurance of the BCN Approved Amount (Maximum Copayment
$300)
e  Multi-Source Brand Drugs Not Covered
e  Sexual Dysfunction Drugs
e Weight Loss Drugs
e Cough & Cold Remedies
e  Compounds
e  Select High Abuse Drugs
Contraceptives Tier 1A — Covered in Full

Note: Your cost sharing may be waived for Tier 1B, Tier 2 or Tier 3
contraceptive drugs if there are no appropriate generic products or
preferred drugs available.

Tier 1B — $30 Copay

Tier 2 - $60 Copay

Tier 3 - $80 Copay

Tier 4 — Not applicable

e Tier 5— Not applicable

Preventive Medications Covered in full for Generic and Single Source Brand names on the Custom
Note: A and B Preventive Medications must be dispensed througha | Select Drug List. Multi-Source brands are not covered.

Participating Pharmacy with a prescription.

31-90 day supply for Mail-Order Pharmacy Three times applicable copay minus $10
84-90 day supply for Retail Pharmacy Three times applicable copay minus $10
Out-of-Pocket Maximum Your medical out-of-pocket maximum is integrated with your BCN covered

Prescription Drugs. The out-of-pocket maximum amount is listed with your
medical benefits.

Definitions
Brand Name Drug Manufactured and marketed under a registered trade name and trademark.
e  Multi-source Brand Name Drug: a drug that is available from a brand name manufacturer and
also has a generic version.
e  Single Source Brand Name Drug: the drug can only be produced by the company holding the
patent; no generics are available.
Generic Drugs Prescription drugs that have been determined by the FDA to be bioequivalent to Brand Name Drugs and
are not manufactured or marketed under a registered trade name or trademark.
Non-Preferred Brand Drugs Prescription drugs that may not have a proven record for safety or their clinical record may not be as
high as the BCN preferred alternatives.
Non-Preferred Specialty Drugs Specialty drugs that may not have a proven record for safety or their clinical value may not be as high
as the Preferred Specialty Drugs.
Out-of-Pocket Maximum The highest amount of money you have to pay for covered services during the Calendar Year.
Preferred Brand Drugs Prescription drugs that are Single Source Brand drugs that have a proven record for safety and
effectiveness.
Preferred Generics Prescription drugs that have a proven clinical value essential for treatment of chronic conditions.
Preferred Specialty Drugs Generic or Single Source Brand Specialty drugs that have a proven record for safety and effectiveness
and offer the best value to our members.
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Blue Care
Network
of Michigan

Vav '

A nonprofit corporation and independent licensee
of the Blue Cross and Blue Shield Association

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Epitec Inc

BCN HMO $3000/20%

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, call (800) 662-6667 or visit
www.bcbsm.com. 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 http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call (800) 662-6667 to request a copy.

Important Questions Answers: individual/family Why This Matters:

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

$3000/$6000

Yes. lab, preventive care,
DME/P&O, office visits, urgent
care, allergy injections,
prescription drugs

No

Out-of-Pocket Maximum:
$6850/$13700
Coinsurance Maximum:
$2500/$5000

Premiums, balanced billed
charges and health care this plan
does not cover

Yes. See www.bcbsm.com or call
(800) 662-6667 for a list of
network providers

Yes.

Coverage Period: Beginning on or after 01/01/2019
Coveraae for: Familv | Plan Tvbe: HMO

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 plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family 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/.

You don't have to meet deductibles for specific services.

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, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

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.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

. What You Will Pa Limitations, Exceptions, & Other Important
Services You May Need Network Provider Out-of-Network Provider .

You will pay the least Information

Common

Medical Event

Primary care visit to treat an

$30 copay/visit;

Only the PCP office visit is exempt from the

L ) deductible does not Not covered deductible. Other services received in the
injury or iliness . . .
apply. office, deductible applies
Requires referral. $5 copay for allergy
If you visit a health $50 copay/visit; injections/50% coinsurance for allergy office
1 e Specialist visit deductible does not Not covered visit and testing/30 combined visits for spinal
care provider’s office A )
or clinic apply. manlpulat!ons perfprmed by a chiropractor or
osteopathic physician
You may have to pay for services that aren't
Preventive care/screening/ No charge; deductible N preventive. Ask your provider if the services
. o ot covered ;
immunization does not apply. you need are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood 20% —cginsurance; . _—
If you have a test work) ’ deductible does _not Not covered May require Preauthorization/No charge for lab
apply to lab services services
Imaging (CT/PET scans, MRIs) = $150 copay Not covered
$10 copay/30 days;
Tier 1A - Value Generics deductible does not Not covered
apply -
- Preauthorization & step-therapy apply to select
Tier 1B — Generics igﬁﬁlggedsax; Not covered <l DIV e S O] NI, TR
If you need drugs to W Iossl, gogg:l& cr?ld an]fi cc%mpc;l;\nds are
treat your illness or - excluded. No charge for Tier
condition Tier 2 - Preferred Brand ggg%{ﬁglggedsax; Not covered contraceptives. 84-90 day retail & 31-90 day
More information about aolv mail order copays are 3x the 30-day copay
prescriptign drqq $§8 3(2_0@/30 days: minus $10. Preventive Drugs covered in full.
coverage s available at | rig 3 Non-preferred Brand | deductible does not Not covered
www.bcbsm.con_wl apply
2019selectdruglist 20% coinsurance:
Tier 4 - Preferred Specialty deductible does not Not covered $200 copay max. Limited to a 30 day supply
apply
, o :
7 &= NEHEENER Pl ooinsieiis) Not covered $300 copay max. Limited to a 30 day supply

Specialty deductible does not
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What You Will Pa

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Common .
Medical Event Services You May Need

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

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

Physician/surgeon fees
Emergency room care

Emergency medical transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees
Outpatient services

Inpatient services
Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

You will pay the least
apply

20% coinsurance

20% coinsurance
$250 copay/visit

20% coinsurance

$60 copay/visit;
deductible does not

apply
20% coinsurance

No charge

$30 copay/visit;
deductible does not

apply
20% coinsurance

No charge; deductible
does not apply

No charge
20% coinsurance
$50 copay/visit

$50 copay/visit

ABA only - $30 copay

Not covered

Not covered
$250 copay/visit

20% coinsurance

$60 copay/visit; deductible
does not apply

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Requires preauthorization/50% coinsurance for
weight reduction procedures, TMJ,
orthognathic surgery, reduction mammoplasty,
male mastectomy.

See "Outpatient surgery facility fee"

Copay waived if admitted

Non-emergent transport is covered when

preauthorized

None

Requires preauthorization/50% coinsurance for
weight reduction procedures, TMJ,
orthognathic surgery, reduction mammoplasty,
male mastectomy.

See "Hospital stay facility fee"

Requires preauthorization

Postnatal and non-routine prenatal office visits
- $30 copay

None

Requires preauthorization. Custodial care not
covered.

Requires preauthorization. Limited to 60 visits
per calendar year for any combination of
therapies. Subject to meaningful improvement
within 60 days.

Requires preauthorization. PT/OT/ST for

30of6



Common Services You Mav Need N P .\;Vhat Youc\)NiII I:aN < Provid Limitations, Exceptions, & Other Important
Medical Event y et\A_lor rovider ut-of- _etwor rovider Information
You will pay the least

per visit; deductible autism spectrum disorder has unlimited visits.
does not apply/$50
copay per visit for
PT/OT/ST
Skilled nursing care 20% coinsurance Not covered R p—reauthonzanon._ IS 1540 CES
per calendar year. Custodial care not covered.
Requires preauthorization and must be
50% coinsurance; obtained from a BCN supplier. Convenience
Durable medical equipment deductible does not Not covered and comfort items not covered. Home use
apply only. Diabetic supplies covered 20%
coinsurance, deductible does not apply.
Hosbice services No charge Not covered Inpatient care requires preauthorization.
TI0SpICe SETVICES Housekeeping and custodial care not covered.
Children’s eye exam Not covered Not covered Qontact .benefit administrator for coverage
information.
I; your child needs Children’s glasses Not covered Not covered Qontact .beneﬁt administrator for coverage
ental or eye care information.
Children’s dental check-up Not covered Not covered Qontact .beneﬁt administrator for coverage
information.

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.)

e Acupuncture

o Cosmetic surge e Long term care * Routine eye care (Adult)
e Dental Care (?A\drz") » Non emergency care outside of the U.S. e Routine foot care
e Private-duty nursing e Weight loss programs

e Hearing aids

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

e Bariatric surgery e Chiropractic care e Infertility treatment
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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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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 Care Network, Appeals and Grievance Unit, MC C248, P.O. Box 284, Southfield, MI 48086 or fax . 1-866-522-7345.

For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General Counsel-Appeals Section, 530 W. Allegan Street, 7t

Floor, P. O. Box 30220, Lansing, MI 48909-7720, michigan.gov/difs; call 1-877-999-6442 or fax: 517-284-8838

For Department of Labor assistance contact the Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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, michigan.gov/difs; Ofir-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 Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefits (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 for specific EHB categories, for example, prescription drugs, through another carrier.)

Language Access Services:

To get help reading in your language call the customer service number on the back of your ID card.
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:

L

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)

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.

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

M The plan’s overall deductible $3,000
M Specialist copayment $50
B Hospital (facility) coinsurance 20 %
B Other coinsurance 20 %

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:
Cost Sharing

Deductibles $3,000

Copayments $30

Coinsurance $1,300

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,390

M The plan’s overall deductible $3,000
M Specialist copayment $50
B Hospital (facility) coinsurance 20 %
B Other coinsurance 20 %

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:
Cost Sharing

Deductibles* $0

Copayments $1,300

Coinsurance $300

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $1,660

care)
M The plan’s overall deductible $3,000
B Specialist copayment $50
B Hospital (facility) coinsurance 20 %
B Other coinsurance 20 %

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles* $1,400
Copayments $100
Coinsurance $100
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,600

If you are also covered by an account-type plan such as an integrated health reimbursement arrangement (HRA), and/or an health savings account (HSA), then you
may have access to additional funds to help cover certain out-of-pocket expenses-like deductible, copayments, or coinsurance or benefits not otherwise covered. *Note:

This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

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 the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al niumero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
o8 Gall el aclial dalagsae L JaT Gadd sl cul caus 13)
A A (0 5 elialy 4y ) 5 paall e sheall g baeLusall e J guanl
Ji uﬂ:\ﬁ\h‘)@.bbic 35 gall ;M‘:\Ahé}M‘P‘)}A‘;\&Mﬂ
Jadl S s (K5 8113 <877-469-2583 TTY:711 &8
MEE, XZEEEGBNEER, FTERHE, SHER
ﬁ%u.uﬁ’]ﬂ LIRIEBMAR., Eo—UES,
EREEMRTEMNEFPRBERE  NREETEEE
SEIREEE 877-469-2583, TTY: 711,
Rl iama Rtg wohalnos haod L analhue (ahs
1L L din (s i 19 0l R L), N (Qnaisls
O sondahan & gk B I8 AL i cxg..lk\
~in Coda e L 877 469-2583 TTY 711

Né&u quy vi, hay ngudi ma quy vi dang gilp d&, can trg
gilip, quy vi s& c6 quyén duoc gilp va cé thém théng tin
bang ngdn ngl* cia minh mién phi. D& ndi chuyén véi mot
théng dich vién, xin goi s6 Dich vu Khach hang & mat sau
thé cta quy vi, hodc 877-469-2583, TTY: 711 néu quy vj
chuwa phai la mét thanh vién.

Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencé, keni té drejté té merrni ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.
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FAT I, AT FNET (T (RS TT 2T TR OT THF
P P T 877-469-2583, TTY: 711 T JraTas asifey
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Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wlasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwon pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
benotigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite Ihrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stai aiutando avete bisogno di
assistenza, hai il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sei ancora membro.
CAHRANBR, FEEBSEHROSOEY DA TRIEELE
LINDZATIERNITNWELRL, CHEDEHE
THR—rEZFY, BREAFLEYVTEHIEN
TEET, HEEAPNMNYFRHA, BREBFESNDIS
BIEBHELEON— FOR@AEHINIZARXEIT—Y
—ERXDEFREES (A N—THWVAIX

877-469-2583, TTY: 711) FTHBEE L FZE LY,

Ecim Bam niu iriy, KOTOpOMY BBI IIOMOTAaeTe, Hy)KHA
ITOMOIIIb, TO BBl IMEETE [IPABO HA OECIUIATHOE TIOTyICHUE
[IOMOIIIK ¥ HH(POPMALIMK HA BaIieM si3bike. [l pasrosopa
C NIEPEeBOJUYMKOM II03BOHUTE 110 HOMEpY TeledoHa oTxena
00CIy)XMBaHUs KIIMEHTOB, YKa3aHHOMY Ha 0OpaTHOH

CTOPOHE Ballel KapThl, WK [10 HOMEPY
877-469-2583, TTY: 711, ecnu y Bac HET WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomazete treba pomo¢,
imate pravo da besplatno dobijete pomo¢ i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako ved niste c¢lan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

0 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has 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 grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, MI 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https://ocrportal.hhs.qov/ocr/portal/lobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
http://www.hhs.qgov/ocr/office/file/index.html.




Blue Dental EPO
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 amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Network access information
With Blue Dental EPO, members must choose a dentist who is a member of the Blue Dental PPO network.*

Blue Dental network — Blue Dental members have unmatched access to PPO dentists through the Blue Dental PPO network, which offers more
than 260,000 dentist locations? nationwide. PPO dentists agree to accept our approved amount as full payment for covered services — members
pay only their applicable coinsurance and deductible amounts. Members also receive discounts on noncovered services when they use PPO
dentists (in states where permitted by law). To find a PPO dentist near you, please visit mibluedentist.com or call 1-888-826-8152.

!Blue Dental uses the Dental Network of America (DNoA) Preferred Network for its dental plans.

2 A dentist location is any place a member can see a dentist to receive high-quality dental care. For example, one dentist practicing in two offices
would be two dentist locations.

Note: If you go to a non-PPO (out-of-network) dentist, you are responsible for all costs for services rendered.

PPO Non-PPO
(In-network) (Out-of-network)
Dentist Dentist
Member’s responsibility (deductible, coinsurance and dollar maximums)
Deductible $25 per member limited to a maximum of $75 per Not applicable
Applies to Class Il and Class Il services only family per calendar year

Coinsurance (percentage of BCBSM'’s approved
amount for covered services)

¢ Class | services None (covered at 100% of approved amount) Not covered

¢ Class Il services 20% of approved amount Not covered

¢ Class lll services 50% of approved amount Not covered

« Class IV services Not covered Not covered
Dollar maximums

¢ Annual maximum for Class I, Il and Ill services $1,000 per member Not applicable

¢ Lifetime maximum for Class IV services Not covered Not applicable

Class | services

Oral exams 100% of approved amount, twice per calendar year Not covered
A set (up to 4 films) of bitewing x-rays 100% of approved amount, twice per calendar year Not covered
Dental prophylaxis (teeth cleaning) 100% of approved amount, twice per calendar year Not covered
Pit and fissure sealants — for members age 19 and 100% of approved amount, once per tooth Not covered
younger every 36 months when applied to the first and
second permanent molars

Palliative (emergency) treatment 100% of approved amount Not covered
Fluoride treatments 100% of approved amount, two per calendar year Not covered
Space maintainers — missing posterior (back) primary 100% of approved amount, once per quadrant per Not covered
teeth — for members under age 19 lifetime
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PPO Non-PPO

(In-network) (Out-of-network)
Dentist Dentist
Class Il services
Full-mouth and panoramic x-rays 80% of approved amount, once every 60 months Not covered
Fillings — permanent (adult) teeth 80% of approved amount, replacement fillings Not covered
covered after 24 months or more after initial filling
Fillings — primary (baby) teeth 80% of approved amount, replacement fillings Not covered
covered after 12 months or more after initial filling
Recementation of crowns, veneers, inlays, onlays and 80% of approved amount, three times per tooth Not covered
bridges per calendar year after six months from original
restoration
Oral surgery including extractions 80% of approved amount Not covered
Root canal treatment — permanent tooth 80% of approved amount, once every 12 months for Not covered
tooth with one or more canals
Scaling and root planing 80% of approved amount, once every 24 months per Not covered
guadrant
Limited occlusal adjustments 80% of approved amount, limited occlusal Not covered
adjustments covered up to five times in a 60-month
period
Occlusal biteguards 80% of approved amount, once every 12 months Not covered
General anesthesia or IV sedation 80% of approved amount, when medically necessary Not covered

and performed with oral surgery

Repairs and adjustments of a partial or complete denture 80% of approved amount, six months or more after it Not covered

is delivered

Relining or rebasing of a partial or complete denture 80% of approved amount, once every 36 months Not covered
per arch

Tissue conditioning 80% of approved amount, once every 36 months Not covered
per arch

Class Ill services

Onlays, crowns and veneer fillings — permanent 50% of approved amount, once every 60 months

teeth — for members age 12 and older per tooth

Removable dentures (complete and partial) 50% of approved amount, once every 60 months Not covered

Bridges (fixed partial dentures) — 50% of approved amount, once every 60 months after | Not covered

for members age 16 and older original was delivered

Endosteal implants — for members age 16 and older who 50% of approved amount, once per tooth per lifetime Not covered

are covered at the time of the actual implant placement when implant placement is for teeth numbered 2

through 15 and 18 through 31

Class IV services — Orthodontic services for dependents under age 19

Minor treatment for tooth guidance appliances Not covered Not covered
Minor treatment to control harmful habits Not covered Not covered
Interceptive and comprehensive orthodontic treatment Not covered Not covered
Post-treatment stabilization Not covered Not covered
Cephalometric film (skull) and diagnostic photos Not covered Not covered

Note: For non-urgent, complex or expensive dental treatment such as crowns, bridges or dentures, members should encourage their dentist to
submit the claim to Blue Cross for predetermination before treatment begins. Services received outside the dental network are not covered.
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Blue Dental PPO Plus
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 amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Network access information

With Blue Dental PPO Plus, members can choose any licensed dentist anywhere. However, they'll save the most money when they choose a
dentist who is a member of the Blue Dental PPO network.*

Blue Dental PPO network — Blue Dental members have unmatched access to PPO dentists through the Blue Dental PPO network, which offers
more than 260,000 dentist locations? nationwide. PPO dentists agree to accept our approved amount as full payment for covered services —
members pay only their applicable coinsurance and deductible amounts. Members also receive discounts on noncovered services when they use
PPO dentists (in states where permitted by law). To find a PPO dentist near you, please visit mibluedentist.com or call 1-888-826-8152.

!Blue Dental uses the Dental Network of America (DNoA) Preferred Network for its dental plans.

2A dentist location is any place a member can see a dentist to receive high-quality dental care. For example, one dentist practicing in two offices
would be two dentist locations.

Blue Par SelectSMarrangement — Most non-PPO dentists accept our Blue Par Select arrangement, which means they participate with the Blues
on a “per claim” basis. Members should ask their dentists if they participate with BCBSM before every treatment. Blue Par Select dentists accept
our approved amount as full payment for covered services — members pay only applicable coinsurance and deductibles. To find a dentist who
may participate with BCBSM, please visit mibluedentist.com.

Note: Members who go to nonpatrticipating dentists are responsible for any difference between our approved amount and the dentist's charge.

Member’s responsibility (deductible, copays and dollar maximums)
Deductible $25 per member limited to a maximum of $75 per family per calendar year
Applies to Class Il and Class Il services only

Coinsurance (percentage of BCBSM's approved amount
for covered services)

¢ Class | services None (covered at 100% of approved amount)
» Class Il services 20% of approved amount
¢ Class lll services 50% of approved amount
¢ Class IV services Not covered
Dollar maximums
¢ Annual maximum for Class I, Il and Ill services $1,000 per member
« Lifetime maximum for Class IV services Not applicable

Class | services

Oral exams 100% of approved amount, twice per calendar year

A set (up to 4 films) of bitewing x-rays 100% of approved amount, twice per calendar year

Full-mouth and panoramic x-rays 100% of approved amount, once every 60 months

Dental prophylaxis (teeth cleaning) 100% of approved amount, twice per calendar year

Pit and fissure sealants — for members age 19 and younger 100% of approved amount, once per tooth every 36 months when
applied to the first and second permanent molars

Palliative (emergency) treatment 100% of approved amount

Fluoride treatments 100% of approved amount, two per calendar year

Space maintainers — missing posterior (back) primary teeth — 100% of approved amount, once per quadrant per lifetime

for members under age 19
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Class Il services

Fillings — permanent (adult) teeth

80% of approved amount, replacement fillings covered after 24 months or
more after initial filling

Fillings — primary (baby) teeth

80% of approved amount, replacement fillings covered after 12 months or
more after initial filling

Recementation of crowns, veneers, inlays, onlays and bridges

80% of approved amount, three times per tooth per calendar year
after six months from original restoration

Oral surgery including extractions

80% of approved amount

Root canal treatment — permanent tooth

80% of approved amount, once every 12 months for tooth with one or more
canals

Scaling and root planing

80% of approved amount, once every 24 months per quadrant

Limited occlusal adjustments

80% of approved amount, limited occlusal adjustments covered up to five
times in a 60-month period

Occlusal biteguards

80% of approved amount, once every 12 months

General anesthesia or IV sedation

80% of approved amount, when medically necessary and performed with
oral surgery

Repairs and adjustments of a partial or complete denture

80% of approved amount, six months or more after it is delivered

Relining or rebasing of a partial or complete denture

80% of approved amount, once every 36 months per arch

Tissue conditioning

80% of approved amount, once every 36 months per arch

Class lll services

Onlays, crowns and veneer fillings — permanent teeth —
for members age 12 and older

50% of approved amount, once every 60 months per tooth

Removable dentures (complete and partial)

50% of approved amount, once every 60 months

Bridges (fixed partial dentures) — for members age 16 and older

50% of approved amount, once every 60 months after original was
delivered

Endosteal implants — for members age 16 and older who are
covered at the time of the actual implant placement

50% of approved amount, once per tooth per lifetime when implant
placement is for teeth numbered 2 through 15 and 18 through 31

Class IV services — Orthodontic services for depende

nts under age 19

Minor treatment for tooth guidance appliances

Not covered

Minor treatment to control harmful habits

Not covered

Interceptive and comprehensive orthodontic treatment

Not covered

Post-treatment stabilization

Not covered

Cephalometric film (skull) and diagnostic photos

Not covered

Note: For non-urgent, complex or expensive dental treatment such as crowns, bridges or dentures, members should encourage their dentist to

submit the claim to Blue Cross for predetermination before treatm

ent begins.
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Blue VisionSM Voluntary with VSP Choice Network 12/12/12
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 amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an independent company
providing vision benefit services for Blues members. To find a VSP doctor, call 1-800-877-7195 or log on to the VSP Web site at vsp.com.

Note: Members may choose between prescription glasses (lenses and frame) or contact lenses, but not both.

VSP network doctor Non-VSP provider
Member’s responsibility (copays)
Eye exam None None
Prescription glasses (lenses and/or frames) A combined $10 copay Member responsible for difference between

approved amount and provider’s charge,
after $10 copay

Medically necessary contact lenses $10 copay Member responsible for difference between
approved amount and provider’s charge,
after $10 copay

Eye exam

Complete eye exam by an ophthalmologist or 100% of approved amount (no copay) Reimbursement up to $34 (no copay) —
optometrist. The exam includes refraction, (member responsible for any difference)
glaucoma testing and other tests necessary to

determine the overall visual health of the patient. One eye exam in any period of 12 consecutive months

Lenses and frames

Standard lenses (must not exceed 60 mm in $10 copay (one copay applies to both Reimbursement up to approved amount
diameter) prescribed and dispensed by an lenses and frames) based on lens type less $10 copay
ophthalmologist or optometrist. Lenses may be (member responsible for any difference)

molded or ground, glass or plastic. Also covers
prism, slab-off prism and special base curve
lenses when medically necessary.

Note: Discounts on additional prescription
glasses and savings on lens extras when

obtained from a VSP doctor. One pair of lenses, with or without frames, in any period of 12 consecutive months

Standard frames $100 allowance that is applied toward Reimbursement up to $38.25 less $10 copay
frames (member responsible for any cost | (member responsible for any difference)
exceeding the allowance) less $10 copay
(one copay applies to both frames and

Note: All VSP network doctor locations are
required to stock at least 100 different frames
within the frame allowance.

lenses)
One frame in any period of 12 consecutive months

Contact lenses
Medically necessary contact lenses (requires $10 copay Reimbursement up to $210 less $10 copay
prior authorization approval from VSP and (member responsible for any difference)
must meet criteria of medically necessary) One pair of contact lenses in any period of 12 consecutive months
Elective contact lenses that improve vision $100 allowance that is applied toward $100 allowance that is applied toward
(prescribed, but do not meet criteria of medically contact lens exam (fitting and materials) contact lens exam (fitting and materials)
necessary) and the contact lenses (member and the contact lenses (member

responsible for any cost exceeding the responsible for any cost exceeding the

allowance) allowance)

One pair of contact lenses in any period of 12 consecutive months

Blue Vision Voluntary with VSP Choice Network 12/12/12 — $0/$10 Copay, Rev Date 15 Q3 V1
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®# Prudential

EPITEC, INC.

Life Benefit Summary

About Your Benefits:

Your family depends on you in many ways and you’ve worked hard to ensure their financial security. But if something happened to
you, will your family be protected? Will your loved ones be able to stay in their home, pay bills, and prepare for the future. Life
insurance provides a financial benefit that your family can depend on. And getting it at work is easier, more convenient and more
affordable than doing it on your own. If you have financial dependents- a spouse, children or aging parents, having life insurance is a
responsible and a smart decision. Enroll today to secure their future!

What Your Benefits Cover:

BASIC LIFE

VOLUNTARY TERM LIFE

Employee Benefit

Your employer provides $15,000
Basic Term Life coverage for all
full time employees.

$10,000 increments to a
maximum of $500,000.

Accidental Death and Dismemberment

Your Basic Life coverage includes
Enhanced Accidental Death and
Dismemberment coverage.

$10,000 increments to a
max of $500,000, min of
$10,000(employee only)

Spouse} Benefit N/A 50% of employee coverage to a
max of $250,000
Child Benefit N/A Your dependent children age

birth} to 26 years.

10% of employee coverage to a
max of $10,000. Coverage limits
are based on child age.

Guarantee Issue: The ‘guarantee’ means you are not required to
answer health questions to qualify for coverage up to and including
the specified amount, when you sign up for coverage during the initial
enrollment period.

Guarantee Issue coverage up to
$15,000 per employee

We Guarantee Issue coverage up
to:

Employee Less than age 65
$200,000, 65-69 $10,000, 70+ $0.
Spouse Less than age 65 $10,000,
65-69 $5,000, 70+ $0.
Dependent children $10,000.

Premiums

Covered by your company if you
meet eligibility requirements

Increase on plan anniversary after
you enter next five-year age

group

Portability: Allows you to take your coverage with you if you
terminate employment.

Yes, with age and other
restrictions, including evidence of
insurability

Yes, with age and other
restrictions

Conversion: Allows you to continue your coverage after your group
plan has terminated.

Yes, with restrictions; see
certificate of benefits

Yes, with restrictions; see
certificate of benefits

Accelerated Life Benefit: A lump sum benefit is paid to you if you
are diagnosed with a terminal condition, as defined by the plan.

Yes

Yes

Benefit information illustrated within this material reflects the plan covered by Prudential as of 1/1/2019

EPITEC, INC. CORPORATE Benefit Summary
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BASIC LIFE

VOLUNTARY TERM LIFE

Waiver of Premiums: Premium will not need to be paid if you are
totally disabled.

For employees disabled prior to
age 60, with premiums waived
until age 65, if conditions are met

For employees disabled prior to
age 60, with premiums waived
until age 65, if conditions met

Benefit Reductions: Benefits are reduced by a certain percentage as
an employee ages.

35% at age 65, 60% at age 70, 75%
at age 75, 85% at age 80

35% at age 65, 60% at age 70, 75%
at age 75, 85% at age 80

Subject to coverage limits
T and Voluntary Life: Infant coverage is limited based on age.
f Spouse coverage terminates at age 70.

EPITEC, INC. CORPORATE Benefit Summary
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Voluntary Long Term Disability - Epitec, Inc.

Scheduled Benefit 60%
Maximum Benefit $5,000
Minimum Benefit $50

Elimination Period/Benefit Duration

180 days/To Social Security Normal Retirement Age with ADEA |

Activities of Daily Living Extended
Benefit

Does not apply

Definition of Disability

First 24 months - Unable to perform the material and
substantial duties of your regular occupation and you have a
20% or more loss in your monthly earnings; and under the
regular care of a doctor.

After 24 months — Unable to perform the duties of any gainful
occupation for which you are reasonably fitted by education,
training or experience; and you are under the regular care of a
doctor.

The loss of a professional or occupational license or
certification does not, in itself, constitute disability. But, you are
considered unable to perform the material and substantial
duties of your regular occupation due to sickness or injury if
you are a health care practitioner and your ability to perform
your occupation has been restricted because of action taken by
your state licensing board as a result of your testing positive on
a human immunodeficiency virus test.

Catastrophic Disability Definition

Does not apply

40 hour work week provision

Does not apply

Residual

Applies - Earnings cannot exceed 80% of pre-disability
earnings during the elimination period

Partial Disability Earnings Test

While working during Regular Occupation period disability
earnings cannot exceed 80% of indexed pre-disability earnings.
After the Regular Occupation period disability earnings cannot
exceed 60% / 80% of indexed pre-disability earnings

Indexing of pre-disability earnings

Applies

# Prudential




Epitec, Inc.

Return to work incentive Applies - For the first 12 months of return to work, the LTD
benefit is not reduced by any disability earnings, provided the
total of LTD benefit and disability earnings do not exceed 100%
of pre-disability earnings. After the return to work incentive
period, benefit is based on percentage of lost income.

Mandatory Rehabilitation Applies:
Requirement
If at any time a claimant declines to take part in, or cooperate
in, a rehabilitation evaluation/ assessment or program that
Prudential feels is appropriate for the disability, and that has
been approved by your doctor, we will cease paying the
monthly benefit.

Enhanced Rehabilitation Benefits Applies

Rehab Benefit — 5% of monthly payment

$500 a month Day Care Benefits

$500 a month Spouse/Elder Care

6 month benefit duration

Social Security Offset Family

Third Party Liability Offset Applies / Does not apply

Benefits reduced by the amount received, due to disability,
from a third party (after subtracting attorney's fees) by
judgment, settlement, or otherwise.

Individual Disability Insurance Offset | Does not apply

(ID1)
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Epitec, Inc.

Offsets for Other Income e Loss of time benefits under a Workers' Compensation Law,
an occupational disease law, or any other act or law with
similar intent.

e Loss of time disability income payments under a state
compulsory benefit act or law, automobile liability insurance
policy, other employer sponsored insurance plan, or
governmental retirement system as the result of an
employee's job with his or her employer.

e Retirement benefits, including early retirement benefits,
disability retirement benefits, and regular retirement
benefits—from the employer's retirement plan.

e Wages portion of benefits received under the maritime
doctrine of maintenance, wages, and cure.

e Loss of time benefits under any salary continuation or
accumulated sick leave to the extent the monthly payment
and deductible source of income exceed or would exceed
100% of monthly earnings.

e A monetary amount received from a partnership,
proprietorship, or any similar draws.

Pre-existing Conditions A 6/24 pre-existing exclusion applies, as well as for any

increase in benefits to the prior plan

Mental nervous, includes Drug Applies — Lifetime limit of 24 months
Alcohol limit
Self Reported Symptoms Limit Applies — 24 months (combined duration with Mental nervous /

Drug Alcohol limit)

Survivor benefit 3 x Gross Monthly Benefit
Accelerated LTD Survivor Benefit Does not apply

# Prudential



Voluntary Short Term Disability - Epitec, Inc.

STD

The proposed STD plans do not include any underlying statutory replacement coverage and the volumes
illustrated on the proposal are not reduced by underlying statutory coverage volumes. Workers in statutory
states must be covered under a state mandated disability plan. Short Term Disability may supplement state
mandated disability in CA, HI, NJ, NY, PR or RI. Short Term disability does not replace state mandated disability

plans.

Eligibility Description

All Active Full-Time Employees

Rehire Provision

Employees rehired within 6 months have coverage reinstated to prior levels
without having to satisfy a new eligibility waiting period or Evidence of
Insurability requirements.

Minimum Hours Requirement

32 hours per week

Definition of Earnings

Corporate Employees:
Earnings are figured from the prior year W-2 and include:
j. Taxable earned income, including bonuses, commissions, and
overtime pay
k. Elective employee pre-tax deferrals to a Section 125 plan or flexible
spending account; and
. Your contributions to a cash deferred compensation plan, or a salary
reduction plan, qualified under IRC Section 401(k), 403(b) or 457, as
reported on your W-2 form.
Earnings not included are:
10. Expense accounts and other extra compensation
11. Stock options exercised; or
12. Employer contributions to a cash or deferred compensation plan or
salary reduction plan

If the employee has not worked for the employer for the prior calendar year,
earnings will be based on the average rate of monthly earnings during full time
employment

Field Employees:

Earnings include contributions to a cash or deferred compensation plan, or
salary reduction plan, qualified under IRC Section 401(k), 403(b) or 457.
Earnings based on excluded income and employer contributions deposited into
suck 401(k), 403(b) or 457 plan are excluded.

Earnings are defined as base monthly earnings excluding bonuses,
commissions, expense accounts, and any other extra compensation, as

# Prudential




Epitec, Inc.

reported by the employer. Pay for hours worked over 40 per week are not
included.

Service Waiting Period 31 days
Contribution 100% contributory, benefits are not taxable
Participation requirement 15%

Evidence of Insurability

Applies to late entrants

Elimination Period

14 calendar days accident / 14 calendar days sickness

1st Day Hospital/Outpatient
Surgery

Does not apply

Elimination Period Work Days

An employee can return to work while satisfying the elimination period and go
back out of work for the same disability within 5 days and not have to satisfy a
new elimination period.

Scheduled Benefit 60%
Maximum Benefit $1,150
Minimum Benefit $50

Benefit Duration

26 weeks from In Benefit Date

Definition of Disability

Without partial: Unable to perform the material and substantial duties of your
regular occupation and you are not working at any job; and under the regular
care of a doctor.

40 Hour Work Week Provision

Does not apply

Residual

Does not apply — Must be totally disabled during the elimination period

24 Hour Coverage

Does not apply

Partial Disability Earnings
Test

Does not apply —Must be totally disabled

Maternity Handling

2 weeks pre-partum/6 weeks post-partum for normal delivery
and c-sections

Pre-existing Condition
Exclusion

3/12 pre-existing condition exclusion applies.

Exclusions

Disability plans do not cover any disabilities caused by, contributed to by, or
resulting from:

- Intentionally self-inflicted injuries;

- Active participation in a riot; or

- Commission of a crime for which the claimant has been convicted
under state or federal law.

# Prudential




Epitec, Inc.

- Disability due to war, declared or undeclared, or any act of war is
excluded

- Occupational sickness or injury or any disabilities which begin at the
same time or after your occupational sickness or injury

STD Survivor Benefit Does not apply
Accelerated STD Survivor Does not apply
Benefit

Offsets for Other Income Applies

Offsets include:

State Compulsory Benefits

Unemployment Income

Salary Continuance or Sick Leave to the extent the weekly payment and
disability benefits exceed 100% of weekly earnings.

Telephonic Claim

Included - core hours only (8am - 11pm Eastern).

Submissions
Benefit Distribution Check
Distribution Frequency Bi-weekly

Return to Work Validation /
Confirmation & Reporting

Email/text outreach to claimant to validate expected RTW date and email/text
outreach to employer to confirm actual RTW.

Recurrence

An employee can return to work after satisfying the elimination period and go
back out of work for the same disability within 30 days and not have to satisfy a
new elimination period.

Leave and Layoff

If a covered employee is on a temporary layoff, and if premium is paid, the
employee will be covered to the end of the month following the month in which
the temporary layoff begins.

If an employee is on a leave of absence, and if premium is paid, the employee
will be covered to the end of the month following the month in which the leave
of absence begins. But, with respect to leave of absence under the federal
Family and Medical Leave Act of 1993 (FMLA) or similar state law, if it is your
policy to allow a longer period of continued coverage for FMLA leaves, this
policy will be used to determine the period of continued coverage for FMLA
leave. Continuation of such coverage pursuant to this provision is contingent
upon Prudential’s timely receipt of premium payments and written confirmation
of your FMLA leave.

# Prudential




Epitec, Inc.

If an employee is working reduced hours, for reasons other than disability, and
if premium is paid, the employee will be covered to the end of the month
following the month in which reduced hours begin.

Temporary layoff means an employee is temporarily absent from active
employment for a period of time that has been agreed to in advance in writing,
other than for reasons in connection with any severance or termination
agreement. Normal vacation time, any period of disability or FMLA leave is not
considered a temporary layoff.

Leave of absence means an employee is temporarily absent from active
employment for a period of time that has been agreed to in advance in writing,
other than for reasons in connection with any severance or termination
agreement. Normal vacation time or any period of disability is not considered a
leave of absence.

Tax Services

As part of our service, Prudential provides weekly, quarterly, 9 month and
annual disability tax reports in addition to the withholding of appropriate
employee FICA and any requested Federal Income Tax (FIT). State Income
Tax (SIT), and /or Local Income Tax (LIT) can be withheld if requested.
Employer to provide withholding amount (not %), frequency, and state code or
locality zip code for SIT/LIT.

Deductions

Pre-tax deductions may be withheld if Client has a qualified Cafeteria Plan
(Section 125). Written documentation must be provided which states the client
has a qualified cafeteria plan under Section 125. Documentation to identify the
types of qualified benefits the plan allows and to contain language that
Prudential is indemnified against any liability.

Non-Standard Services

The Purchaser may request and Prudential may agree to provide services that
are not contemplated in this proposal. Prudential may seek reimbursement
from the customer for expenses in connection with Non-Standard Services as
mutually agreed upon.
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GuidanceResources®
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No matter what's going on in your life,

GuidanceResources" is here to help.

Personal problems, planning for life events or simply
managing daily life can affect your work, health and family.
GuidanceResources is a company-sponsored service that is
available to you and your dependents, at no cost, to provide
confidential support, resources and information to get through
life's challenges. This flyer explains how GuidanceResources
can help you.

Confidential Counseling on Personal Issues

Your Employee Assistance Program (EAP) is a confidential
assistance program to help address the personal issues you

and your dependents are facing. This service, staffed by
experienced clinicians, is available by phone 24 hours a day,
seven days a week. A GuidanceConsultant™ is available to listen
to your concerns and refer you to a local provider for in-person
counseling or to resources in your community. Call any time

with personal concerns, including:
* Depression » Stress and anxiety
= Alcohol and drug abuse

= Grief and loss

» Marital and family conflicts
= Job pressures

Financial Information, Resources and Tools

Financial issues can arise at any time, from dealing with debt to
saving for college. Our financial professionals are here to discuss
your concerns and provide you with the tools and information
you need to address your finances, including:

= Tax questions

= Estate planning

= Saving for college
= Getting out of debt
= Retirement planning

w, ‘, E
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An Overview of Your GuidanceResources” Program

Legal Information, Resources and Consultation
When a legal issue arises, our attorneys are available to provide
confidential support with practical, understandable information
and assistance. If you require representation, you can also be
referred to a qualified attorney in your area for a free 30-minute
consultation with a 25% reduction in customary legal fees
thereafter. Call any time with legal issues including:

= Divorce and family law

= Debt obligations

» Landlord and tenant issues

= Bankruptcy
» Criminal actions
= Civil lawsuits

+ Real estate transactions = Contracts

Online Information, Tools and Services

GuidanceResources” Online is your one stop for expert
information to assist you with the issues that matter to you,
from personal or family concerns to legal and financial concerns.
Create your own account by going to www.guidanceresources.
com. Each time you return to the site, you will find personalized,
relevant information based on your individual life needs. You
can:

= Review in-depth HelpSheets™ on topics you select
» Get answers to specific questions

« Search for services and referrals

+ Use heipful planning tools

WE ARE AVAILABLE 24 HOURS A DAY,

7 DAYS A WEEK.

Call: 800.311.4327

TDD: 800.697.0353

Online: guidanceresources.com
Your company Web ID: GEN311

GRFF
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Congratulations!

You now have access to the AXA Travel Assistance Program, an essential service provided by AXA Assistance USA, Inc.

This service offers you and your dependents medical and travel assistance services, 24 hours a day, 365 days a year.

Participants have access to assistance services when faced with an emergency while traveling internationally, or
domestically when more than 100 miles away from home; you and your dependents are eligible to access these

services for up to 120 consecutive days for any given trip.* With one single phone call to (800) 565-9320 within
the U.S. and +1 (312) 935-3654 outside the U.S. (collect), you and your dependents (whether traveling together or
separately) will have immediate access to a broad range of travel assistance services.

Through this program, you will be connected to a global network of:

e Over 600,000 service providers

* Air and ground ambulance services

* Trained multilingual personnel who can assist you quickly and professionally in a travel emergency

Medical Services

Medical and Dental Referrals

With a worldwide network of providers at our fingertips, this service
is able to offer you referrals to primary care physicians, dentists,
clinics and hospitals.

Coordinate Hospital Admission

This service will assist with pre-certification for admission and
elective outpatient surgical intervention. In the event that a
hospital does not recognize your medical insurance, we will assist
in guaranteeing hospital admission for you or your dependents

by validating your health coverage and/or assisting with
arrangements to advance funds.

Critical Care Monitoring

During your hospitalization, our medical professionals will remain
in regular communication with the treating facility to monitor
your care.

Emergency Medical Evacuation

Whenever adequate medical facilities are not available locally, our
medical professionals will recommend and arrange the appropriate
method of transportation, equipment and personnel to evacuate you
to the nearest facility capable of providing proper care.

Medical Repatriation

If you need medical assistance to return home, our medical
professionals will determine the appropriate transportation
method and assist with all necessary travel arrangements based
upon your medical condition.

Transportation to Join Patient

If you are traveling alone and expected to be hospitalized for more
than seven days, this service will provide round-trip common
carrier transportation to the place of hospitalization for a
designated family member or companion.

Return of Dependent Children

If a minor child is left unattended as a result of an accident
or illness, this service will provide assistance with arranging
transportation, with attendants if required, to return home.

Return of Mortal Remains

This service will arrange the transportation, and offer reasonable
assistance in legal formalities, for the return of mortal remains.

Vehicle Return Services

In the event that you need to be medically repatriated or
evacuated to your home, this service will coordinate and manage
all arrangements needed for the return of your unattended vehicle.

Escort Services

In the event that you need to be medically repatriated or
evacuated, this service will arrange for a family member or
companion who is traveling with you, to escort you to

your destination.

Transportation of Travel Companion

If you need to be evacuated or repatriated, this service will
coordinate all arrangements for a family member or companion
to join you. If our medical professionals cannot adequately assess
the need for medical transport or evacuation, we will dispatch a
physician to your location to make an assessment.

Dispatch of Prescription Medication

If you forget or lose a prescribed medication, this service will
assist with replacement medication. If the medication is not
available locally, we will coordinate the dispatch of prescription
medication, when possible and legally permissible, or provide
you with an appointment with a physician in order to
re-establish the prescription. This service is also available for
medical devices, eye glasses and contact lenses.



Travel Services

Lost Document and Lost Article Assistance

This service will assist with arrangements to replace or forward
copies of lost or stolen documents, including passports, driver’s
licenses and credit cards, as well as assist with procedures to file
loss reports and to recover lost or stolen articles such as luggage.

Pet Housing and Return

This service can assist with pet-friendly hotel accommodations,
boarding facilities and travel home for pets.

Emergency Cash and Bail Assistance

If your wallet is stolen, this service can help arrange an emergency
cash advance. This service can also provide assistance in obtaining
bail bonds, where available.

Legal Referrals

This service will provide referrals to an interpreter or legal personnel
to you as necessary.

Arrangement for Political Evacuation

This service can arrange for the repatriation on political grounds
for all covered travelers located in countries when their home
country government calls for evacuation.

Urgent Message Relay

This service will relay emergency messages on the
member’s behalf.

Online General Travel Information

Before you travel, this service can provide information about visa,
passport, immunization requirements and local customs. You
can also obtain 24-hour pre-departure information on weather,
currency or holidays. This service can be provided 24/7 over

the phone by our Assistance Coordinators and also through an
online tool.

How to Access Services

Next time you or your family members are traveling and need
assistance, remember to use the phone number on the back of
your Travel Assistance ID card. Be sure to carry the card with you
at all times. One simple phone call to the Response Center puts
you in touch with trained staff that will ensure your call is handled
in an appropriate and timely fashion.

Exclusions

Travel Assistance Services will not be provided or available for any
loss or injury that is caused by, or results from:

* Normal childbirth, normal pregnancy (except Complications
of Pregnancy) or voluntary induced abortion.

* Mental or nervous condition, unless hospitalized.

¢ Traveling against the advice of a physician.

* Traveling for the purpose of medical treatment.

Note

The maximum benefit per person for costs associated with
medical evacuations, repatriations or the return of mortal remains
is $200,000 USD per occurrence. All additional costs associated
with these or other medical and travel services will be the
responsibility of the member.

Contact your primary health insurance carrier for consideration
of coverage for medical expenses.

Additional travel assistance services will be provided by AXA
Assistance USA, Inc. at no extra cost. AXA Assistance USA, Inc. is
not responsible for third party costs associated with these services.
Please remember that the Response Center needs to be contacted
to activate these services.

Treatment must be authorized and arranged by AXA’s designated
personnel to be eligible for services under this program. All services
must be provided by or coordinated through AXA Assistance USA,
Inc. No claims for reimbursement will be accepted.

For your convenience, please cut out the card on the back cover of
this brochure and always carry it with you while traveling.

24 hours, 7 days a week,
365 days a year, worldwide

* Applicable laws or policy terms may limit available coverage and benefits.

Travel assistance services are independently offered and administered by
AXA Assistance USA, Inc. (AXA). Insurance benefits for the program are
underwritten by a third party licensed insurance company.



Travel Assistance Program
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ATTENTION
THIS IS NOT A MEDICAL INSURANCE CARD.

The participant is entitled to AXA Assistance USA, Inc. medical and travel services.
Le titulaire de cette carte est membre AXA Assistance USA, Inc. et a droit &
I'assistance médicale et aux services personnels AXA Assistance USA, Inc.

El portador de estar tarjeta es miembro de AXA Assistance USA, Inc. y tiene derecho
a los servicios personales y de asistencia médica de AXA Assistance USA, Inc.

Within the United States: (800) 565-9320
Outside the United States—Call Collect: (312) 935-3654

ALL SERVICES MUST BE PROVIDED BY AXA ASSISTANCE USA, INC.
NO CLAIMS FOR REIMBURSEMENT WILL BE ACCEPTED.

If you have any questions about the services or
need travel assistance, please call the Travel
Assistance Program Hotline:

(800) 565-9320 * (312) 935-3626 (collect)
medassist-usa@axa-assistance.us

AXA Assistance USA, Inc.
122 South Michigan Avenue, Suite 1100
Chicago, IL 60603 USA

162708




Additional Resources 2019 Benefit Guide

All the information you need to manage your health care plan is at your fingertips at www.bcbsm.com under the member portal.

HEALTHY SAVINGS

Healthy Blue Xtras is a savings program that provides members of the Michigan Blues with special
savings on health-related products and services they use every day. The vendors participating in the
program are Michigan based, and are providing these savings at no cost to Michigan Blues members.
The theme line, "Good for You. Good for Michigan," identifies it as a Michigan-based program.

There is no cost to members for the discounts. There will be new vendors added each month in the cat-
healthybluextras™ egories of Health & Fitness, Food & Nutrition, Home & Garden, Travel, General, and Recreation so
cood for rrichigar.

24/7 ONLINE HEALTHCARE

BCBSM/BCN offers fast, convenient, affordable online health care 24 hours a day, seven days a week, from almost anywhere
in the U.S. If your doctor is not available, you're on vacation, you can’t leave work or your house, you can be seen by an
online doctor for the cost of an office visit for minor, nonemergency iliness such as these:

* Sinus and respiratory infections * Vomiting * Strains and Sprains * Pinkeye

* Colds, flu and seasonal allergies * Diarrhea * Urinary Tract Infections * Headache

Please refer to the next page for additional information on this convenient online health care service available to you
and your family members.

Discover wellness through Blue Cross® Health & Wellness; Powered by WebMD Up-to-date health information and online
tools designed specifically to help you achieve and maintain a healthy lifestyle.
e Online Wellness Platform
24 Hour Nurse Line
Engagement Center
Case Management
Complex Chronic Condition Management
Win by Losing
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Confidence comes with every card’

know. compare. choose.

Shop for care
at bcbsm.com

A GUIDE TO COMPARING AND CHOOSING
HEALTH CARE PROVIDERS
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You want more control when it comes to making your health care
decisions, and we're committed to helping you with tools, information and
personal support at bcbsm.com.

With bebsm.com, you get everything you need to put you in charge
of choosing your health care providers and managing your health care
costs. And you'll find the information and tools online — all in one
convenient location.

You can search for doctors, specialists and medical facilities using Find a
Doctor at bebsm.com. Use this handy guide to help you easily find what
you need.

7
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know. campare. choose.

FIND A DOCTOR

Find a Doctor gives you a complete look at health care costs. It
automatically pulls in information based on your selected plan, when
logged in to your member account. You can:

Search for doctors or facilities specifically in your plan's network.
Select a primary care physician (if applicable).

Compare cost estimates for health care treatment and services.*
Read and write reviews about doctors.

See doctor and hospital quality reports.

GETTING STARTED
Using your desktop computer.

1.

Log in to your member account at becbsm.com.
(Screens highlighted in this brochure may differ slightly if you're
using a mobile device.)

Select the Doctors & Hospitals tab to be directed to Find a Doctor.

. Choose the Find a Doctor or Hospital, Compare Cost and

Quality category.

*Non-Medicare, PPO members



POWER,

know. compare. choose,

BEGIN YOUR SEARCH FOR PROVIDERS COMPARE PROCEDURES BY COSTS
Find a Doctor automatically enters your plan and nearest location. Where you go for care does affect how much you'll spend on health care, but you
You'll need to type the name of the doctor, specialty or service in to the can find ways to save on costs with Find a Doctor.

search field. You can also change the location by city or ZIP code based
on how broad you want to search. Click the Search, and you'll see a list of
doctors that are within your plan’s network.

Let's say your doctor recommends surgery. You're not limited to using your
doctor’s facility. Using Find a Doctor, you can compare costs between services in
hospital and non-hospital settings, giving you opportunities to save money.

Your member account gives you an idea of what the full procedure will cost. A
timeline shows all the services involved for overall treatment and each of their costs.
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If you have Blue Cross PPO coverage you can also look up more
than 1,600 specific health care services across the country.
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COMPARE PROVIDERS

Look up the costs of
1,600 specific health care

services, if you have Blue
Cross PPO coverage

Narrow your choice of physicians by selecting items that mean the

most to you. You'll get a list of providers that best match your search

criteria. You can even read patient reviews on each provider.
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know. compare. choose

Click on the doctor’s name for detailed
information including:
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Find a provider's detailed
information all in one location
o al

»  Office location and hours

¢ Plans accepted (o7 = gt s
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*»  Gender e et

= languages spoken

*  Specialties

— ] -
«  Group and hospital affiliations @ v
* Board certifications

= Education

* Quality reports

View up to five providers side by side, when you check the Compare box next to each
provider’s listing in your results.

Click Compare Doctors or Compare Places to campare
up to five health care providers side by side
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REGISTER NOW — AND GET THE POWER YOU NEED FOR SMART HEALTH CHOICES

Go to bebsm.com/register and have your Blue Cross or Blue Care Network
ID card ready.

And, visit bcbsm.com/understandcost to learn more about shopping for care.



What You Can Do To Help Control Costs 2019 Benefit Guide

Emergency Room vs. Urgent Care

Every day, many people visit emergency rooms (ERs) who could have been better candidates for treatment at an urgent care
facility. ERs and urgent care centers both offer after-hours care for unexpected medical situations that need immediate
attention, and determining which of these facilities is appropriate to your immediate medical needs can save you time and
money. ERs are better equipped to handle life-threatening injuries and illnesses, and other serious medical conditions such as
difficulty breathing or sudden, severe pain. Patients at the ER are sorted, or triaged, according to the seriousness of their
conditions. For example, a patient with severe injuries from a car accident would likely be seen before a child with an ear
infection, even if the child was brought in first. To determine whether to visit the ER or urgent care, consider the list below.

Urgent care is adequate for: Go to the ER if you are experiencing any of the following symptoms:
SPRAINS CHEST PAIN
SHORTNESS OF BREATH
UNCONTROLLABLE BLEEDING

EAR INFECTIONS

URINARY TRACT INFECTIONS BROKEN BONES
VOMITING SEIZURES
COLD OR FLU SYMPTOMS PARALYSIS

SUSPECTED POISONING
SEVERE ABDOMINAL PAIN FOLLOWING AN INJURY
LOSS OF CONSCIOUSNESS OR CONFUSION, ESPECIALLY IF AFTER A HEAD INJURY

HIGH FEVER

Stretching Your Dollars at the Pharmacy

As prescription drug costs rise, you probably feel the pinch in your wallet. But there are
some simple things you can do to help save money on your prescriptions.

® Be sure to ask your doctor about other medication options, for example, OTC
medications. Sometimes these can be just as effective.

® Generic versions of brand-name drugs are much less expensive, and the FDA requires
that generic drugs meet the same stringent guidelines as all brand-name drugs.

® Rx Savings programs - Check with your local retail Pharmacy such as Wal-Mart,
Kroger, Sam’s Club and Target as they offer a wide range of generic prescription drugs
ranging from only $4 to $10.

® You can check for generic equivalents to your prescriptions using GoodRx at
www.goodrx.com. Here you can type in the name of your medication, dosage & your
zip code & find affordable equivalents in your area.

e |f there is no generic version available of the drug you are prescribed, ask your doctor if there is a less expensive brand-
name you could try instead.

® Sometimes splitting high dosage tablets or capsules in half can save you more money than taking a whole pill of a low
dose. However, some medications become ineffective when split, so make sure to check with your doctor before asking
about this option.

® Check if your doctor has any free samples available.

® Check the manufacturer's website for coupons, rebates and discount programs.
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Glossary of Terms 2019 Benefit Guide

Below is a list of common terms used by the insurance plans. Please note that these are generic terms, that may or may not
apply to your coverage. Please refer to your plan booklets for your specific plan information.

Accelerated Benefit (also referred to as Living Benefit): An optional provision under a life policy that allows the insured to
receive the benefit prior to death if the insured has a terminal illness or serious injury requiring long term care.

Creditable Coverage: Under HIPAA, the period of an individual's coverage under a Group Health Plan, health insurance,
Medicare or any one of several other specified health plans or health insurance sources that is not interrupted by a significant break
in coverage (generally, a 63 day period).

COBRA: The Consolidated Omnibus Budget Reconciliation Act of 1985 which requires group health plans to provide employees
and eligible family members the opportunity to continue health care coverage at their own expense, when coverage would be lost
under certain circumstances.

Coinsurance: a cost sharing arrangement under an insured health plan under which a covered person pays a specified
percentage of the cost of a specified service, such as 20% of the cost of a doctor’s visit.

Conversion: An optional provision that allows insured to convert their terminated group plan to an individual plan (in most
cases the benefit level and rates will change).

Deductible: The amount that a person must pay towards covered benefits before any benefits are payable from a health plan.

Exchange: A health insurance marketplace that makes available Qualified Health Plans (QHPs) to qualified individuals and
employers

Formulary: A list of prescription drugs covered by the plan, and the tier that each drug falls under (i.e. generic, brand name). The
formulary is based on evaluations of efficacy, safety and cost-effectiveness of drugs.

Generic Drug: A term used to describe an identical or bioequivalent medication to a brand name medications in dosage form,
safety, strength, route of administration, quality, performance and intended use.

Network Provider: Physicians, hospitals, or other health care providers/facilities who contract with the insurance carrier to provide
services to its members.

Non-Network Provider: Physicians, hospitals, or other health care providers/facilities who DO NOT have a contract with the
insurance carrier to provide services to its members. Depending on the plan, services provided by non-network providers may not
be covered, or covered at a lower benefit.

Out-of-Pocket Medical Expenses: Copayments, deductibles and medical expenses that are not covered by the employer’'s major
medical plan.

Portability: An optional provision that allows the insured to continue a group benefit directly through the carrier (in most cases
at a similar benefit level and rate).

Preventive Care: Services that are for prevention, not for the treatment of active diseases or illnesses such as routine
physical exams and or some screenings.

Reasonable and Customary (also referred to as UCR): Fees paid by an insurance plan for a specific procedure within a
specified geographic area. If your provider is a non-network provider and charges more than the R &C you may be responsible for
paying the additional amount (this is also referred to as balance billing).

Waiting Period: The period that must pass before an employee or dependent is eligible to enroll (becomes covered) under the
terms of the group health plan.
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Insurance Carrier Phone Number Website

BCBSM (800) 637-2227 www.bcbsm.com

Medical BCN (800) 662-6667

Blue Cross
@ 3:32 gg'ril?qetwork Dental (888) 826-8152. www.mibluedentist.com

@ of Michigan

Vision (800) 877-7195 WWW.VSp.com

=4y
Download the app

Onae Viits 24/7 Online Health (844) 606-1608 www.bcbsmonlinevisits.com

Life/AD&D 1-800-524-0542

<

vww.prudential.com/mybenefits

) www.guidanceresources.com
Employee Assistance

(800) 311-4327 Company Web ID: GEN311
Program
[ ]
Prudential
Short/Long Term Disability (800) 842-1718 www.prudential.com
Support Team (248) 864-7215 portal.epitec.com
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