
C SET 
'SEG Medical Rate Summary 

West Branch-Rose City Area Schools 

All Employees 
Assumed Effective Date: 9/1/2011 

Admin/ 
Deductible 

Current Plan(s) and Segment: lP 2P FF Funding Composite Total Cost 

Teachers, Administrators, and Support Staff with Choices II Census 19 37 77 
MESSA Choices II $10/$20 Rate $628.52 $1,412.29 $1,569.04 $1,391 $2,220,152 

Teachers, Administrators, and Support Staff with Supercare Census 1 2 
MESSA Supercare Rate $765.28 $1,719.99 $1,910.94 $1,847 $66,502 

Steelworkers Census 9 35 29 
BCBSM Community Blue 2$10/$20 Rx Rate $614.78 $1,475.45 $1,844.32 $1,516 $1,327,909 

TOTALS: 28 73 108 209 $1,441 $3,614,563 

Equivalent Rates 
(Including Deductible Funding and Fees as Applicable) Estimated Worst Case 

Product Name lP 2P FF Composite Total Cost Annual Savings Exposure 
EHIM SMRP Self-funded Rx 
BCBSM/EHIM FB2 to First Dollar SF $10/$20 Rx $466 $1,117 $1,436 $1,195 $2,995,973 $618,590 $3,215 ,348 
BCBSM/EHIM FB2 to First Dollar SF $10/$30 Rx $463 $1,111 $1,427 $1,187 $2,978,152 $636,412 $3,197,527 
BCBSM/EHIM FB2 to First Dollar SF $10/$40 Rx $460 $1,105 $1,418 $1,180 $2,960,594 $653,969 $3,179,969 
BCBSM/EHIM FB2 to First Dollar SF $10/$60 Rx $456 $1,093 $1,401 $1,167 $2,926,995 $687,568 $3,146,370 
BCBSM/EHIM FB2 to First Dollar SF $10/$20/$40 Rx $465 $1,115 $1,432 $1,192 $2,988,658 $625,905 $3,208,033 
BCBSM/EHIM FB3 to First Dollar SF $10/$20 Rx $441 $1,058 $1,363 $1,133 $2,841,621 $772,942 $3,270,621 
BCBSM/EHIM FB3 to First Dollar; $100/$200 ded; SF $10/$20 Rx $438 $1,051 $1,355 $1,126 $2,824,071 $790,492 $3,231,621 
BCBSM/EHIM FB3 to Fi rst Dollar; $200/$400 ded; SF $10/$20 Rx $435 $1,045 $1,346 $1,119 $2,806,521 $808,042 $3,192,621 
BCBSM/EHIM FB3 to First Dollar SF $10/$30 Rx $438 $1,052 $1,354 $1,126 $2,823,800 $790,764 $3,252,800 
BCBSM/EHIM FB3 to First Dollar SF; $200/$400 Ded; $10/$30 Rx $433 $1,039 $1,337 $1,112 $2,788,700 $825 ,864 $3,174,800 
BCBSM/EHIM FB3 to First Dollar SF $10/$40 Rx $436 $1,046 $1,346 $1,119 $2,806,242 $808,321 $3,235,242 
BCBSM/EHIM FB3 to First Dollar SF; $200/$400 Ded; $10/$40 Rx $430 $1,033 $1,329 $1,105 $2,771,142 $843,421 $3,157,242 
BCBSM/EHIM FB3 to First Dollar SF $10/$60 Rx $431 $1,034 $1,329 $1,106 $2,772,643 $841,920 $3,201,643 
BCBSM/EHIM FB3 to First Dollar SF $10/$20/$40 Rx $440 $1,055 $1,360 $1,130 $2,834,306 $780,258 $3,263,306 
BCBSM/EHIM FB2 to School Plan II SF $10/$20 Rx $475 $1,141 $1,466 $1,220 $3,058,673 $555,890 $3,278,048 
BCBSM/EHIM FB2 to School Plan II SF $10/$30 Rx $473 $1,135 $1,457 $1,212 $3,040,852 $573 ,712 $3,260,227 
BCBSM/EHIM FB2 to School Plan II SF $10/$40 Rx $470 $1,128 $1,448 $1,205 $3,023,294 $591,269 $3,242,669 
BCBSM/EHIM FB2 to School Plan II SF $10/$60 Rx $465 $1,117 $1,431 $1,192 $2,989,695 $624,868 $3,209,070 
BCBSM/EHIM FB2 to School Plan II SF $10/$20/$40 Rx $474 $1,138 $1,462 $1,217 $3,051,358 $563,205 $3,270,733 
BCBSM/EHIM FB3 to School Plan II SF $10/$20 Rx $451 $1,081 $1,393 $1,158 $2,904,321 $710,242 $3,333,321 
BCBSM/EHIM FB3 to School Plan II ; $100/$200 ded; SF $10/$20 Rx $448 $1,075 $1,385 $1,151 $2,886,771 $727,792 $3,294,321 
BCBSM/EHIM FB3 to School Plan II SF $10/$30 Rx $448 $1,075 $1,384 $1,151 $2,886,500 $728,064 $3,315,500 
BCBSM/EHIM FB3 to School Plan II SF $10/$40 Rx $445 $1,069 $1,376 $1,144 $2,868,942 $745,621 $3,297,942 
BCBSM/EHIM FB3 to School Plan II SF $10/$60 Rx $441 $1,057 $1,359 $1,131 $2,835,343 $779,220 $3,264,343 
BCBSM/EHIM FB3 to School Plan II SF $10/$20/$40 Rx $450 $1,079 $1,390 $1,155 $2,897,006 $717,558 $3,326,006 
EHIM CB SMRP w BCBSM Rx 



Equivalent Rates 
(Including Deductible Funding and Fees as Applicable) Estimated Worst Case 

Product Name lP 2P FF Composite Total Cost Annual Savings Exposure 
BCBSM/EHIM CB15-20 to First Dollar Insured $10/$20 Rx $616 $1,479 $1,849 $1,555 $3,899,680 -$285,117 $5,167,180 

BCBSM/EHIM CB15-20 to First Dollar Insured $10/$60 Rx $492 $1,180 $1,475 $1,240 $3,109,927 $504,636 $4,377,427 

BCBSM/EHIM CB15-0 to School Plan II Insured $10/$60 Rx $524 $1,257 $1,571 $1,321 $3,313,589 $300,975 $3,752,339 

BCBSM/EHIM CB15-20 to School Plan II Insured $10/$20 Rx $626 $1,503 $1,879 $1,580 $3,962,380 -$347,817 $5,229,880 

BCBSM/EHIM CB15-20 to School Plan II Insured $10/$60 Rx $501 $1,204 $1,504 $1,265 $3,172,627 $441,936 $4,440,127 

EHIM CB SMRP w SMRP RK 
BCBSM/EHIM CB15-0 to School Plan II BCBSM Rx $10/$60 to $0/$0 $562 $1,349 $1,686 $1,417 $3,554,984 $59,580 $3,993,734 

BCBSM/EHIM CB15-0 to School Plan II BCBSM Rx $10/$60 to $0/$20 $551 $1,322 $1,653 $1,390 $3,486,014 $128,550 $3,924,764 

BCBSM/EHIM CB15-0 to CB1 BCBSM Rx $10/$60 to $0/$0 $552 $1,325 $1,656 $1,392 $3,492,284 $122,280 $3,931,034 

BCBSM/EHIM CB15-0 to CB1 BCBSM Rx $10/$60 to $0/$20 $541 $1,299 $1,623 $1,365 $3,423,314 $191,250 $3,862,064 

BCBSM/EHIM CB15-20 to School Plan II BCBSM Rx $10/$60 to $0/$0 $540 $1,295 $1,619 $1,361 $3,414,022 $200,541 $4,681,522 

BCBSM/EHIM CB15-20 to School Plan II BCBSM Rx $10/$60 to $0/$20 $529 $1,269 $1,586 $1,334 $3,345,052 $269,511 $4,612,552 

BCBSM/EHIM CB15-20 to CB1 BCBSM Rx $10/$60 to $0/$0 $530 $1,271 $1,589 $1,336 $3,351,322 $263,241 $4,618,822 

BCBSM/EHIM CB15-20 to CB1 BCBSM Rx $10/$60 to $0/$20 $519 $1,245 $1,557 $1,309 $3,282,352 $332,211 $4,549,852 

BCBSM HRA Simply Blue Plans to First Dollar; SF Rx 

BCBSM/EHIM SB HRA 1000 to First Dollar; $10/$20 SF Rx $546 $1,311 $1,686 $1,402 $3,516,552 $98,012 $4,062,552 

BCBSM/EHIM SB HRA 1000 to First Dollar; $10/$30 SF Rx $544 $1,305 $1,677 $1,395 $3,498,730 $115,833 $4,044,730 

BCBSM/EHIM SB HRA 1000 to First Dollar; $10/$40 SF Rx $541 $1,299 $1,668 $1,388 $3,481,173 $133,391 $4,027,173 

BCBSM/EHIM SB HRA 1000 to First Dollar; $10/$60 SF Rx $536 $1,287 $1,651 $1,375 $3,447,573 $166,990 $3,993,573 

BCBSM/EHIM SB HRA 1000 to First Dollar; $10/$20/$40 SF Rx $545 $1,308 $1,682 $1,399 $3,509,236 $105,327 $4,055,236 

BCBSM/EHIM SB HRA 1500 to First Dollar; $10/$20 SF Rx $534 $1,281 $1,649 $1,371 $3,438,475 $176,088 $4,140,475 

BCBSM/EHIM SB HRA 1500 to First Dollar; $10/$30 SF Rx $531 $1,274 $1,640 $1,364 $3,420,654 $193,910 $4,122,654 

BCBSM/EHIM SB HRA 1500 to First Dollar; $10/$40 SF Rx $529 $1,268 $1,631 $1,357 $3,403,096 $211,467 $4,105,096 

BCBSM/EHIM SB HRA 1500 to First Dollar; $10/$60 SF Rx $524 $1,257 $1,615 $1,343 $3,369,497 $245,066 $4,071,497 

BCBSM/EHIM SB HRA 1500 to First Dollar; $10/$20/$40 SF Rx $533 $1,278 $1,646 $1,368 $3,431,160 $183,403 $4,133,160 

BCBSM/EHIM SB HRA 2500 to First Dollar; $10/$20 SF Rx $511 $1,227 $1,586 $1,317 $3,302,654 $311,909 $4,277,654 

BCBSM/EHIM SB HRA 2500 to First Dollar; $10/$30 SF Rx $509 $1,221 $1,577 $1,310 $3,284,833 $329,731 $4,259,833 

BCBSM/EHIM SB HRA 2500 to First Dollar; $10/$40 SF Rx $506 $1,215 $1,568 $1,303 $3,267,275 $347,288 $4,242,275 

BCBSM/EHIM SB HRA 2500 to First Dollar; $10/$60 SF Rx $502 $1,204 $1,551 $1,289 $3,233,676 $380,887 $4,208,676 

BCBSM/EHIM SB HRA 2500 to First Dollar; $10/$20/$40 SF Rx $510 $1,225 $1,582 $1,314 $3,295,339 $319,224 $4,270,339 

BCBSM/EHIM SB HRA 2500 to First Dollar; $100/$200; $10/$20 SF Rx $508 $1,220 $1,577 $1,309 $3,283,154 $331,409 $4,238,654 

BCBSM/EHIM SB HRA 2500 to First Dollar; $200/$400; $10/$20 SF Rx $505 $1,213 $1,567 $1,301 $3,263,654 $350,909 $4,199,654 

BCBSM/EHIM SB HRA 4000 to First Dollar; $10/$20 SF Rx $475 $1,141 $1,481 $1,227 $3,078,266 $536,297 $4,599,266 

BCBSM/EHIM SB HRA 4000 to First Dollar; $10/$30 SF Rx $473 $1,135 $1,472 $1,220 $3,060,445 $554,119 $4,581,445 

BCBSM/EHIM SB HRA 4000 to First Dollar; $10/$40 SF Rx $470 $1,129 $1,463 $1,213 $3,042,887 $571,676 $4,563,887 

BCBSM/EHIM SB HRA 4000 to First Dollar; $10/$60 SF Rx $466 $1,117 $1,446 $1,200 $3,009,288 $605,275 $4,530,288 

BCBSM/EHIM SB HRA 4000 to First Dollar; $10/$20/$40 SF Rx $474 $1,138 $1,477 $1,224 $3,070,951 $543,612 $4,591,951 

BCBSM/EHIM SB HRA 4000 to First Dollar; $100/$200 Ded; $10/$20 SF Rx $473 $1,135 $1,473 $1,221 $3,062,666 $551,897 $4,560,266 

BCBSM/EHIM SB HRA 4000 to First Dollar; $100/$200 Ded; $10/$40 SF Rx $468 $1,123 $1,456 $1,207 $3,027,287 $587,276 $4,524,887 

BCBSM/EHIM SB HRA 4000 to First Dollar; $200/$400 Ded; $10/$20 SF Rx $471 $1,129 $1,466 $1,215 $3,047,066 $567,497 $4,521,266 

BCBSM HRA Simply Blue Plans to School Plan II; SF Rx 

BCBSM/EHIM SB HRA 1000 to School Plan II; $10/$20 SF Rx $552 $1,325 $1,704 $1,417 $3,554,172 $60,392 $4,100,172 

BCBSM/EHIM SB HRA 1000 to School Plan II; $10/$30 SF Rx $549 $1,319 $1,695 $1,410 $3,536,350 $78,213 $4,082,350 

BCBSM/EHIM SB HRA 1000 to School Plan II; $10/$40 SF Rx $547 $1,313 $1,686 $1,403 $3,518,793 $95,771 $4,064,793 

BCBSM/EHIM SB HRA 1000 to School Plan II; $10/$60 SF Rx $542 $1,301 $1,669 $1,390 $3,485,193 $129,370 $4,031,193 



Equivalent Rates 
(Including Deductible Funding and Fees as Applicable) Estimated Worst Case 

Product Name lP 2P FF Composite Total Cost Annual Savings Exposure 
BCBSM/EHIM SB HRA 1000 to School Plan II; $10/$20/$40 SF Rx $SS1 $1,322 $1,700 $1,414 $3,S46,8S6 $67,707 $4,092,8S6 
BCBSM/EHIM SB HRA 1SOO to School Plan II ; $10/$20 SF Rx $S39 $1,29S $1,667 $1,386 $3,476,09S $138,468 $4,178,09S 
BCBSM/EHIM SB HRA 1SOO to School Plan II ; $10/$30 SF Rx $S37 $1,288 $1,6S8 $1,379 $3,4S8,274 $1S6,290 $4,160,274 
BCBSM/EHIM SB HRA 1500 to School Plan II ; $10/$40 SF Rx $534 $1,282 $1,650 $1,372 $3,440,716 $173,847 $4,142,716 
BCBSM/EHIM SB HRA 1500 to School Plan II ; $10/$60 SF Rx $530 $1,271 $1,633 $1,3S8 $3,407,117 $207,446 $4,109,117 
BCBSM/EHIM SB HRA 1500 to School Plan II ; $10/$20/$40 SF Rx $538 $1,292 $1,664 $1,383 $3,468,780 $145,783 $4,170,780 
BCBSM/EHIM SB HRA 2500 to School Plan II; $10/$20 SF Rx $S17 $1,241 $1,604 $1,332 $3,340,274 $274,289 $4,31S,274 
BCBSM/EHIM SB HRA 2500 to School Plan II ; $10/$30 SF Rx $515 $1,235 $1,595 $1,325 $3,322,453 $292,111 $4,297,453 
BCBSM/EHIM SB HRA 2500 to School Plan II ; $10/$40 SF Rx $512 $1,229 $1,586 $1,318 $3,304,895 $309,668 $4,279,895 
BCBSM/EHIM SB HRA 2500 to School Plan II ; $10/$60 SF Rx $507 $1,218 $1,569 $1,304 $3,271,296 $343,267 $4,246,296 
BCBSM/EHIM SB HRA 2500 to School Plan II ; $10/$20/$40 SF Rx $516 $1,239 $1,601 $1,329 $3,332,959 $281,604 $4,307,959 
BCBSM/EHIM SB HRA 2500 to School Plan II ; $100/$200 Ded; $10/$20 SF Rx $514 $1,234 $1,595 $1,324 $3,320,774 $293,789 $4,276,274 
BCBSM/EHIM SB HRA 4000 to School Plan II ; $10/$20 SF Rx $481 $1,155 $1,499 $1,242 $3,11S,886 $498,677 $4,636,886 
BCBSM/EHIM SB HRA 4000 to School Plan II ; $10/$40 SF Rx $476 $1,143 $1,481 $1,228 $3,080,507 $534,056 $4,601,507 
BCBSM/EHIM SB HRA 4000 to School Plan II; $10/$60 SF Rx $471 $1,131 $1,464 $1,215 $3,046,908 $567,655 $4,567,908 
BCBSM/EHIM SB HRA 4000 to School Plan II ; $10/$20/$40 SF Rx $480 $1,152 $1,495 $1,239 $3,108,571 $505,992 $4,629,571 
BCBSM/EHIM SB HRA 4000 to School Plan II; $100/$200; $10/$20 SF Rx $479 $1,149 $1,492 $1,236 $3,100,286 $514,277 $4,597,886 
BCBSM/EHIM SB HRA 4000 to School Plan II ; $100/$200; $10/$40 SF Rx $474 $1,137 $1,474 $1,222 $3,064,907 $549,6S6 $4,562,507 
BCBSM HRA Simply Blue Plans to First Dollar 
BCBSM/EHIM SB HRA 1500 to First Dollar; $5/$25/$50 Rx $576 $1,382 $1,728 $1,453 $3,643,034 -$28,470 $4,345,034 
BCBSM/EHIM SB HRA 1500 to First Dollar; $100/$200 Ded; $5/$25/$50 Rx $572 $1,374 $1,717 $1,444 $3,621,S84 -$7,020 $4,306,034 
BCBSM/EHIM SB HRA 2500 to First Dollar; $5/$25/$50 Rx $554 $1,330 $1,663 $1,398 $3,507,204 $107,360 $4,482,204 
BCBSM/EHIM SB HRA 4000 to Fi rst Dollar; $5/$25/$50 Rx $519 $1,245 $1,557 $1,309 $3,282,837 $331,726 $4,803,837 
BCBSM/EHIM SB HRA 4000 to First Dollar; $100/$200 Ded; $5/$25/$50 Rx $516 $1,239 $1,549 $1,303 $3,267,237 $347, 326 $4,764,837 
BCBSM HRA Simply Blue Plans to School Plan II 
BCBSM/EHIM SB HRA 1000 to School Plan II ; $5/$25/$50 Rx $594 $1,426 $1,782 $1,499 $3,758,752 -$ 144,188 $4,304,7S2 
BCBSM/EHIM SB HRA 1500 to School Plan II ; $5/$2S/$SO Rx $S82 $1,396 $1,745 $1,468 $3,680,654 -$66,090 $4,382,654 
BCBSM/EHIM SB HRA 1500 to School Plan II ; $100/$200 Ded; $S/$25/$SO Rx $578 $1,388 $1,735 $1,4S9 $3,659,204 -$44,640 $4,343,654 
BCBSM/EHIM SB HRA 2500 to School Plan II ; $5/$25/$50 Rx $560 $1,345 $1,681 $1,413 $3,544,824 $69,740 $4,519,824 
BCBSM/EHIM SB HRA 4000 to School Plan II ; $S/$2S/$50 Rx $S25 $1,260 $1,57S $1,324 $3,320,457 $294,106 $4,841,457 
BCBSM/EHIM SB HRA 4000 to School Plan II; $100/$200 Ded; $5/$2S/$SO Rx $S22 $1,2S4 $1,567 $1,318 $3,304,857 $309,706 $4,802,4S7 
BCBSM HRA Simply Blue Plans to CB Plan 
BCBSM/EHIM SB HRA 1000 to CB 1; $S/$2S/$50 Rx $S94 $1,426 $1,782 $1,499 $3,7S8,752 -$144,188 $4,304,7S2 
BCBSM/EHIM SB HRA 1500 to CB 1; $5/$2S/$50 Rx $582 $1,396 $1,74S $1,468 $3,680,654 -$66,090 $4,382,6S4 
BCBSM/EHIM SB HRA 2500 to CB 1; $S/$2S/$SO Rx $560 $1,34S $1,681 $1,413 $3,544,824 $69,740 $4,S19,824 
BCBSM/EHIM SB HRA 4000 to CB 1; $5/$2S/$SO Rx $S2S $1,260 $1,S7S $1,324 $3,320,457 $294, 106 $4,841,457 
BCBSM/EHIM SB HRA 4000 to CB 2; $S/$2S/$SO Rx $S22 $1,2S4 $1,S67 $1,318 $3,304,8S7 $309,706 $4,802,4S7 
BCBSM HRA Simply Blue Plans (Partially Paid Deductible) 
BCBSM/EHIM SB HRA $1,000; $5/$25/$50 Rx (SO% Funded) $482 $1,1S6 $1,44S $1,21S $3,046,972 $567,592 $3,241,972 
BCBSM/EHIM SB HRA $1,SOO; $5/$25/$SO Rx (SO% Funded) $479 $1,148 $1,436 $1,207 $3,027,374 $587,190 $3,319,874 
BCBSM/EHIM SB HRA $2,SOO; $5/$2S/$50 Rx (SO% Funded) $469 $1,127 $1,408 $1,184 $2,969,S44 $645,020 $3,457,044 
BCBSM/EHIM SB HRA $4,000; $5/$2S/$50 Rx (SO% Funded) $474 $1,138 $1,422 $1,196 $2,998,677 $615,886 $3,778,677 
BCBSM Simply Blue HSA Plans 
BCBSM SB HSA 1250-0%; $5/$2S/$50 Rx $464 $1,113 $1,391 $1,170 $2,934,1SO $680,413 $2,934,1SO 
BCBSM SB HSA 12SO-O%; $100/$200 Ded; $S/$2S/$SO Rx $4S8 $1,098 $1,373 $1,1S4 $2,89S,1SO $719,413 $2,89S,1SO 
BCBSM SB HSA 12SO-O%; $200/$400 Ded; $S/$2S/$SO Rx $451 $1,084 $1,3S4 $1,139 $2,856,150 $758,413 $2,856,150 
BCBSM SB HSA 12S0-20%; $S/$2S/$SO Rx $423 $1,01S $1,269 $1,067 $2,676,1S3 $938,411 $2,676,1S3 
BCBSM SB HSA 2000-0%; $S/$25/$SO Rx $464 $1,114 $1,392 $1,170 $2,93S,282 $679,282 $2,93S,282 



Equivalent Rates 
{Including Deductible Funding and Fees as Applicable) Estimated Worst case 

Product Name lP 2P FF Composite Total Cost Annual Savings Exposure 
BCBSM SB HSA 3000-0%; $S/$2S/$SO Rx $46S $1,117 $1,396 $1,174 $2,943,170 $671,393 $2,943,170 
BCBSM SB HSA 3000-0%; $100/$200 Ded; $S/$2S/$SO Rx $4S9 $1,102 $1,377 $1,1S8 $2,904,170 $710,393 $2,904,170 
BCBSM SB HSA 3000-20%; $S/$2S/$SO Rx $440 $1,0SS $1,319 $1,109 $2,780,761 $833,802 $2,780,761 
BCBSM HSA Simply Blue Plans (Partially Paid Deductible) 
BCBSM SB HSA 12SO-O%; $S/$2S/$SO Rx (7S% Funded) $44S $1,067 $1,334 $1,121 $2,812,27S $802,288 $2,934,1SO 
BCBSM SB HSA 12SO-O%; $S/$2S/$SO Rx (SO% Funded) $42S $1,021 $1,276 $1,073 $2,690,400 $924,163 $2,934,1SO 
BCBSM SB HSA 12SO-O%; $S/$2S/$SO Rx (2S% Funded) $406 $974 $1,218 $1,024 $2,S68,S2S $1,046,038 $2,934,1SO 
BCBSM SB HSA 12SO-O%; $S/$2S/$SO Rx (0% Funded) $387 $928 $1,160 $976 $2,446,6SO $1,167,913 $2,934,1SO 
BCBSM SB HSA 3000-0%; $S/$2S/$SO Rx (7S% Funded) $419 $1,006 $1,2S7 $1,0S7 $2,6S0,670 $963,893 $2,943,170 
BCBSM SB HSA 3000-0%; $S/$2S/$SO Rx (SO% Funded) $373 $89S $1,118 $940 $2,3S8,170 $1,2S6,393 $2,943,170 
BCBSM SB HSA 3000-0%; $S/$2S/$SO Rx (2S% Funded) $327 $784 $980 $824 $2,06S,670 $1,S48,893 $2,943,170 
BCBSM SB HSA 3000-0%; $S/$2S/$SO Rx (0% Funded) $280 $673 $841 $707 $1,773,170 $1,841,393 $2,943,170 
Priority Health Conventional POS Plans 
Priority Health POS 3; $20 OV; $2SO/$SOO Ded; $10/$40/$80 Rx with specialty $449 $1,009 $1,121 $992 $2,486,738 $1,127,826 $2,S84,238 
Priority Health POS 3; $20 OV; $S00/$1,000 Ded; $10/$40/$80 Rx with specialty $436 $979 $1,088 $962 $2,413,861 $1,200,703 $2,608,861 
Priority Health Conventional PPO Plans 
Priority Health PPO 3; $20 OV; $S00/$1,000 Ded; $10/$40/$80 Rx with specialty $4SS $1,023 $1,137 $1,006 $2,S22,780 $1,091,783 $2,717,780 
Priority Health POS HSA Plans 
Priority Health POS HSA Mid Plan $10/$40 Rx $SS8 $1,2S4 $1,393 $1,232 $3,090,611 $S23,9S3 $3,090,611 
Priority Health POS HSA Min Plan $10/$40 Rx $S46 $1,228 $1,364 $1,207 $3,026,6S2 $S87,911 $3,026,6S2 
Priority Health PPO HSA Plans 
Priority Health PPO HSA Mid Plan $10/$40 Rx $S9S $1,336 $1,484 $1,313 $3,293,690 $320,873 $3,293,690 
Priority Health PPO HSA Mid Plan-90%; $10/$40 Rx $637 $1,432 $1,S90 $1,407 $3,S29,410 $8S,1S3 $3,S29,410 
BCN Plan 10 
BCN Plan 10; $20 OV; $10/$20 Rx $4S4 $1,043 $1,248 $1,070 $2,683,166 $931,397 $2,683,166 
*Stated utilization rates are estimates and will be revisited after program utilization analysis can be obtained under the new program offerings 
*If transitioning from another TPA, run-in claim administration will have a $5.00 pepm for first three months and $10.00 per claim thereafter 



OtSO,tlMER:Thi>documenti< • ......,...,.ofce<Uin pl• n ftatu<fi. tl oi>o<Jidnot 
be tntarpret~ a.s ~ comp&et• com.parifon ofthf prod\KU t-.:preserrtltd. } 

CUrler 

"-~· 

""'~·- ......... 
CoFnsurance 

~~~>~..~ 
DeduC1ibiP Family 

~~e~1!41!11e.·~i!r~~:-"!~al 
Post-Deductible Coin>Urance · family 
~"(lilt~ .. ,·· . 

RxCopay 

Pt~O~~ 
l'llr<tlaseG Han .... . ....... 
One l'erso~ (l P) 

T:~:~t~l' ',. ·,'.,:, ·:: .. ::·~~;::·~.~: ~·· 
family (FF) 

Rx~Equ!\!"'~'" wllc;a~) 
One Person ( IP) 

'1;~~-itl'l '·'·• .......... : ... ·· 
FamUy (Ffl 

T0411_...~, 

~~Pre......., 

Dec~~~Cti.lltc· .. -c;Dini J~. 
Exposure Basis· lndhlidual 

~lalis Farniy_:· 
Total Exposure 

Combined Total El<po•ure 

£&1~\lli!IJ~nM~~ 
A<lclldonal Ded, Coin> .. Rx Ex~nse 

11Q•• kl:raa l<.lndl~ 
El<P<!(ted Oaim:s l'w E.mp Per Month 

E.stlm;,ted Pl;on EJrtras Ex~nse 
~\Iori- . 
Admtnfn 

combined Total Administration 

~""ithla _PWI fe-. 
ped~(;tlblt IIK!Wid~ 

. ,. 

CIJRRtNT ?LA'-l 

T «!achers, Administl'lltors, 
and Support StaH with 

Chokes II 

MESSA Choloesll Sl0/ $20 
1/VJiru. · .. 6/JtJf'liJU 

Ill ...... 

CURR~.•.;-r Pl'IN 

Teachers, Administrators, 
and Support Staff with 

Supere<~re 

MESSA SUperco~ 

7/1120U • 6{11J{NJU . ........... 
10% ()% 

Sloo· 
$200 

:\..", .. ; . .. : $.SO 
$100 

: .... : ..... w · 

.. j·,·.;;::l::: .. :· 

. ·SO:· 
$0 

.$.1Q 
$10/SlO 

so 

.·.· . . 

. · ......... : 
so 

.. .:.:~:~~:.-::: .. :.; .. :. n/~ 
$10/$~0 

so 

. ,•' 

CURRCNT llt..Ai'l 

Steelworkers 

BC8SM Community BkJe 2 

$10/ SZO Rx 
.7(l(IIJU- foi)OilOU 

... : ........ 
()% 

•.••. ;· •... $'-® •. 
$200 

-$®Q··· 
$1.000 

. · ... :: $20 
$10/$20 

so 
c- ..... 

Priority Health POS 3; $20 
OV; $250/$500 Ded; 
$10/$4/l/$80 Jtx lW!th 

spe<ialty 

l'rlorily HI*> 
t/lnOU · 1(]1/.IOU 

·~()% 

-~ 

$500 

w.-
so 
uo<:: 

$101$40/SSO 0~ sO .. ... 
19 S6l8.S2 o $765.28 S61A.rs 1a S448.91 

n svn.lt 1 ,:i/>f.:< ;$W~;:r.; J~_;.L~s/.:;,;i•?;~;~;~;'. )3 ::; .;,.:;J;~·~~~j, 
n S1,S69.04 2 SJ,91o.94 29 S1,844.32 1os s1,120.60 

·. ·c.,_. .._,~:qu~v · Coi!.....S ~~ -~- ~W~ . >,~ Aeti4/£Qulv 
19 Included in M• d 0 Included 111 Med Included In Med 28 Included in Med 

J7 .· •. ~-~~~ ,_. :) J;~~~~i~•. JJ1d~.~-~- ::·;· ),~Jr",J<:.~: '~\n:Me!t, ,j::;;_,:;~j('j;j~';'•~ln ....s 
77 ln<luded in Med 2 Included in M•d 29 Included In Med lOS lnclu~ed in Med 

·::~ .-~~:-·:';~>:;~';: ~'~~.~::;:: .. ' -~--<~~f~~-{2~;:·· ... ::· .. ~- .. ~ 
$1,614,561 <"TCITALS <TOTAlS 

.Oeduat!*- . . Total" . . ~ Totl!l. · .. : : -~ · ::·.! Teat · 

so $0 so so $500 $4,500 

• •.:·.: ....... $Q ..• • ; \iO .: •. ;.. $.0 .••. :t: ·~·: ... : .$1,000 ;,:;·_~:~.~~--- .· 

$2$0 

ssoo 

. r~ 
$7,000 

$90,500 

' I ' ' ' ..... ,~. 

$0 $0 $68,500 

$0.00 

$63,500 

Oil 

$0 

PS'1II Tol!l( 

$0.00 

$0 

. . 

<TOTAlS 
·, .. :-::~ 

so.oo 
$0 

Pft'M· TDUII 
$0.00 

_In~ 

10% 

so 

... · •. :·.$50_ •,,; •• :. 
$100 

$0.00 

P£P.M. 
$0.00 

<TOTAlS 

· .. '~::.>·.;.::t·: 
$0 

·· ... J~I-·: 

$0 

To.tal. 

so 
_II)~ .. · .. 

0% 

'$100 
$200 

$0 

· .. PEPM .. 

$0.00 

$97,SOO 

0% 
. ... :t~>··;:.r~:.: . ... :, ~· 

$500 

Medical Plan Comparison 
West Brandi-Ro~ City Area Schools 

All Employees 

Priority Hulth POS 3; $20 
OV; $500/$1,000 Oed; 

$10/$A0/$1D Rx witt\ 
SP«Ialty 

Prif:lnty He11111! 
9/UloH -I(JVlOU . 

- in~ 
0% 

ssoo 
$1,000 

. : ... $0 . . :· 
so 

....... ; :··<·. $20 
Sl 0/$40/$80 OF 

SO ' 

··:.;.:. 

Priority Health Pf>O 3; $20 
ov; .$500/$1,000 Oed; 
$10/$40/$80 Jtx with 

~lty 

l'rl<lmy Hullh 

"1/10 U I/)1/20U 
~~~~ 

()% 

. :·.:-.. . ·=·· .. $SilO ... .. .;.: ·' 
$1,000 

>:, .. -i:r .:.;: ,$tl·· 
$0 

:.-: '.· .. $20 - . 

SJ0/$40/SSO Of 

so 
c- II*$ 

28 
,: ., $43S.81 28 5455.47 

S91't 10 ·;:·:;n < .. Slp23.27. 
108 $1,031.76 l08 $1,136.85 

(A-

2& 

7l 
108 

~~a,..;~ ~· -~ 
Included ;n Med 28 lncludoo.d ir. Med 

~to!~~ )~;:.;;:;~:·:~i .. '~!n..~ 
h><lud<ld in Med 108 l~clude<i on Mcd -\:~~\t~~i;· ~'~~:·,.-. ·::·: :.-.·.~~~,;; 

OM+~ · Totlltl. 
$500 $14,000 

SUIOO ~~h, ~1\~;(I!Xi< 

so 

~ 
$0.00 

$195,000 

so 
- T~ 

so 
TO!al 

- In~ 

0% 

-•-:i;·. $Seq, .. . 
$1,000 

. . o.c!• Cojlu. Toea! 

..... ssoo .. :. $14.000 
$,1.4<!Q!l t ., : .$~ •. 

$195,000 

·. ()10 . . 

so 

so 
Total 

$0 

PEPM" Total 

$0.00 

lnMetWOdr 
()% 

·.::-). s.silo . 

$0 

Oeduaible F•mlly .. . 

..,~~~~e~:ilii!M4ua~ .. 
Post -Deductible Coinsur anc• - family 
O!fice¥15!lCIIM'. -: .. ·:::.:; :: · .. ' 
RxCopay 

. i; .. 

l" Nftw.o<t . 
0% 

S1Q!:i; ';. 
$200 

,::;_,·:. w so SSOD : .. : .:.~~~:· ... ";~ . .: , .. ... ~·: .... .· : .· .. ·: · ..... ~~ ... ~;~~-~·:t:· .. : .: • # • ·~ 

·-- ·;:···,1, • 

$1,000 

SO- -. 
so so $1.000 

:ng:r.,:::.,;:.:. 
so so 

$tO 
$10/$20 

so 

.... nt• . ::~ ..... ;·~: . : ~: ,,:,_:;, •. ,_,.,;: .• ) . ..•. •.• . .$2P 
$10/$20 Sl0/$20 

so 
$10/$40/$80 Of $10/540/$80 OF 

~ ~ian.,.. .. o.ducl ... 
loli!ol~ 

so $0 so 

8est Case Annual Co.s.t 

'~~~-···· .. 
Worst Casa Annual Cost 

$3.614,563 

, . ~M14..~ 
$3,614.563 

.. . :• : ... 
<Totals <Totals $2,486,738 

<rPtai,t ·:: ·.· ·:· :!.: ... •. .•. :·~,.;;;,[.:;;;~:m 
<Totals <Totals. $2.486,738 

E<tim2t•<1 S~>linoJ.> • S $450 Sl , ll7 ,826 

Esti~mted Sa vln1< · " 31% 

Flnll~f'lllt.ltltes -,_,,. c.... ·. --~··,.·. .Ce.nM ~. :., Cen~. : ;:·_'~'· ·· ~ - .,. ::·~ ·- · 
OM Person (lP) 19 $62.8.52 0 $765.28 9 $614.78 28 $448.97 

r~~m·1 . .. -:. :,.-~·-.::,,: . ·;. >'; ,;; • ./;:.~.h:< ·,)~~ sa.•12.15 · 1 ., st:'11u' 35 . ~~~J;.;•j S1.47s;.4~ :j.:,.,.~.,i.;._, .,~,; .. ~::··;i-Stoo8~ . 
Family {FFI 77 $1,569.04 2 $1,910.94 29 $1,844.32 103 $1.120.60 

"If transltionlng from another TPA, run-in claim administration will have a $6.00 pepm for first three months and $10.00 per claim thereafter 

$2,413,861 

·· ..... · .. :: .. ::~. 
$2.413,861 
$1.200,703 

ll% 
$479 

··-- -~ 
28 

· .. J.t·':·"/!···:· 
103 

$435.81 

S~1't.10 
$1.087.76 

so 
$20 

$10/$40/$80 Of 

so 

$435 

· CI:IIM 
28 

7l 
108 

AII-I 
$2.522:/80 

SUll,710 
$1,522,78C 

~,(Jgl,783 

w ... -$455.47 

..... $~Qza.27 .... 
$1,136.85 



DISC1AJME1t: This doc'-.lm•nt is.,. &ummarv of una1n pJ.an ff'ature-s.lt should not 
be •nterpu~t•d as a compl-ete comp~tUQt"l ~;~f ttte products reprt:unt~d. 

carrier 

Am!~ 
~~FN1Uf11S 

Coinsuunce 

o.dll<tl~eltKjlvkju\)1 

::I!RI\1.N' i'\AN 

Teachers, Aclmini$trators, 
and Support Staff with 

Choices II 

MES$A Choices II $10/$%0 

7/ifw 11 • 6/34/lDU 
lniM«wMl 

0',0 

.. $1(10 

$200 

CURJilNT PlAN 

Teachers, Administrators, 
aocl Support Staff with 

Supercare 

·.·:·:. 

MESSA SUpercare 

111/2011 • 6/30120U . 

ln iM«wMl 

10% 
S,s.O. .:~ ·>· •:.-.::. "·. 
S100 

CIJI\RWTI'lAN 

Steelworilers 

8C8SM Community Blue 2 

$10/S20 R>t 

7/1/2011 • 6/34/lDU 
111.---

0% 

'$.1Qo;.; ~·~· l' .. 
$200 

.... 
IJ/1/2011 ·&/l0120U Ill,._. 

0% 
. ~usa 

$2,500 

Medical Plan Comparison 
West Branch-Rose City Area Schools 

All Employees 

IC8SM sa HSA uso..; 105M sa HSA ~; 

$10Qf$200 Oecl; $5/SZSI$54 $100/$200 Oecl; $51$151$54 
Rll 

IC8SIIII 

9/l/lOU • 61iD{1tlU 
101 • ...._.. 

0% 

:-... 

Rll 

.... 
9/1/2DU - 6/JQ{.I.OU Ill,._. 

0% 

. $1;0!QD' 

Oedu,tible Family 

~~~!'SoJr~ ;lndividu~ 
Post·Oeductible Coinsurance- family 

Off~ V:<~II CDp-v: 

so. 
$0 

· .. ·. ,,:· SO, $500" .. ;·,,,,-. c;, .. ... t•. • ' $lx ,: > ' ' '. 

z $1.~~ 
$2,500 

. ., $o 
$6,000 

SO•:: 
so 
SO . 

··,. . ... · 

RxCopov 

Ps,s~o~~·· 
""·~~~·Metikll 
One Person (1P} 

t~~;tiflb,;,,~;;;:,,~:kf';: ,; : ..... .•.•.. :• 
F•miiY (~r} 

. Ric llllm/fquiV fll~"' appllr.aJ>Ie) 
One Pemm (1~} 

Two "-1<<n (21') ;: 
fam•lv(tfl 

•.. · sio. 
S10/S20 

so 
c.- .... 

19 S628.S2 

. ·. ·.37' >'· ;'i}.~•iji~;;; 
77 $1.569.04 

c.enscis R.ates/~lllv 
19 

:37 

77 
TOc.i .-....,....,.;.. 
Combined Annu~l Preml~<m 

': .. ~' ·.·:,:::.:~~·~;:: .. : ·:. ·~ . ··~- .(.;·~·. 

~IM·'-.Coills klndilll 
[)(posurl' Basis • lndividu3f 

[qlosutit 8- .· f~)lly 
rotal Expo~u·~ 
Combined Total uposurt 
htl~.litilil!>Poll~to. 
Additional O..d, Coins., R>t fxpen"" 

~nfldtas~ 
Expected Claims Per Emp Per Month 

fstlmated Plan fx1ras b~t 

~tlotl 
Admin fee 

Combined Total Administration 
_,.,lllt1i PW> .,.acu,e. 
Coinsurance 

~..ctlble,indivld~at 
Deductible family 

I>0$1..DIIcluqlbi~.Q)Iris~~~~~~~ividllal . 
Po>t·Oeductible Cuinsuran~ ·Family 

~VIsit.~·. 
RxCopay 

Pt~i!ltiOII 01\c OediiCIII* 

Totltl Costa 
Bes.t Ce~se Annual Cost 

b~ A!lnual eon· 
Worst Case Ann~al Cost 

Estimated S•vina• · S 
E$tirnat~d Savings ·% 

Final.~ Plill R.ates 

$3,614,56] 

Oeclllcltble loqt 
so so 

.. $i>.' ;. ,$0 

$0.00 

PEPM 
so.oo 

$611,500 

~. 

In~ 

0% 
$100 
$200 

so 
so 

$10 

$10/SlO 

so 

so 

so 
fo~. 

so 

$3,614,563 

~.5Q .• ·. 
S3,614,S63 

~.. ·bta ... 

c.ntia. 
0 .. :.,..~· .. : ~. 
2 

CeltSUS 

0 

~ ..... 

so.oo 

PEPM 

sooo 

$0 

n/a 
S10/$20 

so 

$1,000 so 
. S20 ... , .:;··:._;"., ·•', . ····•·:< .... :~.: 

S10/$20 S5/$2S/$50 

so so 

$0 
·::•. ·. $(1 '.·.:c .. 

$5/$25/$50 

so 
$5/$25/SSO 

so 
Aati>S c- - c:- - c- .... Rales. 

$76$.28 9 $614.78 28 $386.73 28 $386.73 28 $180.28 

; ,;$\ii~i .3S• \(ij;~~~;;;: .. ~17.,,,· ·~;. ::. 'lfj.;·~~j~·:~t;~~~~(? 7l $612.68 
$1,910.94 29 $1,844.32 108 $1,160.21 108 S1.160.21 108 $840.84 

~~" CeNII$ . Ratesf(qulv .. ~ ·. ~ ~· •RaleHEqulv c.~ Rallef/Equ!v 
Include<! in Med 9 lnd~ded in Med 28 Included in Meod 28 Included in Med 28 lnduded in Med 

~;;.i~· >:~<~~;: !'~~iji~:: >J.;;;):;7$!},;i,~£.~ia:, ~~;.;;:,~.~;jjifi:~~lo'~· ' . 13 [~in-~ 
lnduded in Med 29 Included in Med 108 Included in Med 108 Included in Med 108 Included in M•d 

·•· ....•• __ $66;,5!!.1/,~·.• j·~~~;;.;j).~;:.:.·'···~~~:. ,,,;~,,·~·j,;~;.;;;~}i ;~j,~{~~'' :-,~.4.$,0· .. · :~ ....... ~i'.;Ji~ .. ~~:;. 

<TOTAlS 
0% .. 

: $!}' .. -,, ?t:: 

so 

$0 

· Total 

$0 
·Total. 

$0 

ssoo 

$0.00 

PEPM 

$0.00 

<TOTALS 

TQCIII 1led +Coin$ Total 
$4,500 S1.2SO $35,000 

. $64.0£10::/ ;;~~~~~)~-· ,.$4S.~.soo· 
S68,SOO $4H 1,500 

<TOTALS 

.0%· ' 
$0 

TaW 

$0 

Tot.l 

so 

·•'<; •. ;·,•::;·~"· 
$487,500 

Toql· 
$0 

.PUM .· 

$0.00 

$0 

· .· Totll 

$0 

.Ded+~. Totll Oed+.~ Total 
S1,1SO $32,200 $2,900 SS1,2oo 

;;;-;:nJiil!i:.::.~' ·. ~~~~» "' ·.;;;:;l#'~\-:::;, .. s1,o4!l.aoo 
$448,500 $1,B1.000 

.;~~
$448,500 

so 

fti'M 
$0.00 

'~ 
so 

ToQI 

so 

.1~' 

$1,131,000 

l'Giill 

$0 

I'£J'M ToaJ. 
so.oo 

$0 
lnNetwwlc InN~ 

0% 
$100, 
S200 

In~. 
0% 

··~tto~ 

016 
:;(·.$l,OII 

$200 

ln.~ 

(l'l\\ 10% 

. $5o, 

SlOO 

$0 
$0 

. .. ·tl/~· 
$10/$20 

:::·. so 

<Tot•ls 

. : <Toal,l 
<fotal; 

. . . . 
.·.<.:,.,·,;:·· 

~ ...... 
Sl,OOO 
.$2() ; .• 

S10/S20 

so 

<Totals 

.. ··· .. ,·. 

.,·' ;$0!,. 
so 

>, so 
so 

<:so 
so 

...... ......... ...... ;',$Q/ 
$5/S25/SSO 
..... so 

.. ............ ,, ............... ,.so.; 

· ........ . 
. ,·· 

$Z71 

·· .. ~ 

~ 
$2,934,150 

. $2,!'3:4,~50 .. 
$2,934,1~ 

$680,413 

19% 
S287 

$5/$25/$50 

so 
~ 

$2,895,150 

~1$0 
$2,895,150 
5719,413 

.. Cen$tla 
20% 

.~ 

$l~ 
$200 

~-
so 
$D . 

$5/SlS/$50 

so 
HP.M.. Aooowal 

$283 

$2,;104,170 

' .. :.; .. ,,~~· 

$2,90>1,170 
$111).393 

20% 

bta 
One Per!.<>n {11') 19 $618.52 0 $765.28 9 $614.78 18 $463.79 28 $457.61 28 $4.!.9.05 

rw~~tm:,;;. .. '· . . ,31., ,,1~·; ,.,. 1•-·· ~.1;~~-:'. ·jS. . ... ,$l.4J~.'> ... ,;;,l.a~·'<•"··(-~lil.u .. .;;. .. ,."; 1L· $l,o98.ii ;;; .;,:.· •. :.}3.:.;,, ,, .. ,,$J.lQU4 

family !ff) n $1,569.04 2 $1,910.94 29 $1,844.32 108 $1,391.38 108 $1,372.89 108 $1,3'17.16 

1f transltionlng from another TPA. run~n claim administration will have a $5.00 pepm for first three months and $10.00 per claim thereafter 



OtS<WMER: This do<u<Mntls • S<RnmafY of cett>lh plot\ fnture1 It slloold net 

be interprtted., • oomplett cornp.>rUon of the p<odu<U reprosonted. 

Carrie< 

~le "-rio4 

I'UrcNMd,.... ~ 
Coinsoran~ 

Of4u.~i~ l~'M.ujj 
Deductible Family 

~i~~l!ie~~fll.ll • l.ridlvlduf!,· '·· :;· 
Poit-Oe-ductlble C~n.suranc~ - h miey 
OfflWV!ii~~>:. :;:.:.:' .·· .. 
R~Copav 

"'-On.tt~ ,_._.,.,..,.. .......... 

CURRO<T PLAN 

Teacher>, Administr.ttors, 
and Support St;~ff with 

Choices II 

MESSA CIK>i<e>l! $10/$10 

7/1.12011 • 6/)1)/lDU · ... ..._.. 

...... 

0% 

·;, .. $1Dil,' . 
$200 

.··::jo 
$() 

$1.0 . 
$10/$20 

so 
c- ·. --· 19 S628.5~ 

C\IRRENT P!AN 

Teachers, Administrators, 
and Support Staff wit h 

Superc..re 

MESSA S..per<Me 

7/l/'llnJ 6nonou 
llo-...t 

10% 

: sso 
$100 

'J ·'.~SO 
so 

. '!!/~ ·. 
$10/$20 

so · 

C\li\Rffo'T ?tAN 

Steelworbn 

BCBSM Com munlry Slue 2 

$10/S:W Ill< 

7 /1/"IDU • 6/liVlOU , .. ~· 

0% 

.. Sloo .... :,·, ."·. 
$200 

. ssoo .. 
$1,000 

. ·'-'· $10 . 
$10/$20 

so 

IC8SM/EHfM Fl3 to Rrst 
Ooller, Sl.00/$100 6ed:; Sf 

. $J.O/$ZO ltll 

KaSM/l*" 
9/1/"lOU " f()IJ/)DU ............ 

0" 
~1,000 . 
$ 4,000 

.SQ .. ;.; 
$0 

: ~ ;~ 

Sf $10/SlO 
so · 

Medical Plan Comparison 
West Branch-Rose City Area Schoots 

All Employees 

ICISM/EHI(I4 .Fal to SdiOCII 
Pllln II; $100/$200 ded; SF 

$10/$ZOitll 

KaSM/l*" 
t/1l2ln 1 f()IJI)DU ... ..._.. 

0% 

WIOO. 
$4,000 

$0 
so 

'.·. so. 
Sf $10/ SlO .. . so 

........ .,.,; ...... 
___ _. 

J/Vl011 ~u 

"' "'atww!< 
0% 

.·: ·. :.$11 .. 
$0 

.'~1.000 
$2,000 

. .,: '$l0' 
$10/ $10 

so 

9 $614.78 28 S292.Jl 28 $292.72 -$453.64 One P""on (lP) 

~-~~il!.t .. :·· :;{1,,/,,}J)k i./ .. ;S:i.;.~ .• .: i>.~ . 
S765.28 

S1.71t t1 
$1.910.~ 

n s~n.•s ~~ ;73~jJtd~~Ji.~~l·'·•· · .. ':/J,t~~;:;t:.~.~~:~ .. 

c-
18 

:'·n 
108 

ee..s.a 
28 

7l 

Sl.Ool3 l6 
$1,24'/.SO 

~ ....... 
fam1IV(ff) 77 $1,569.04 

fb( """"'&~ulv Br.eak- ''" ~~ .· . teft>ul ~tb$/~ 

One Person \IP) 19 Included In M..U 

1~-~Qf.'J [;)~:;;*·~·.~:;,,i:.<~<:.v~;< ::;.;:.: ... :-.;.,f~.;jp . ~ ......... 
famUy (Fr) 77 Included in M<d 

~ 
Included in Me<l 

lncWIIII!'Med 

29 $1,844.32 108 $878.15 108 SB78.15 

~- ~ ·ee ..... ··· ~Equlv ~·. RMes/E~ 
9 Included In Med 28 $87.65 28 $87.65 

n~~~;:,;·~·~ .. i:'~::i~ -~·· •. ·.• >·~·;/J~.35. ·~:§::.<ii')?.J :.Jucus 
Included in Med 29 Included In Med 108 $297.99 lOS 5297.99 

Included i<> Med 

~~~ 
108 lnclu<lod in Med 

!"~.~;:?J.~2~l~:~·~:.~:;.;:~;,~ .. .:. ':·~}:-:·~ ~1~~\~:..R~.;:~.:~ ~~#. ~~ 
2 

I :.:~}\ ;~\~. -~.bi. : ·:.s"w?...-~· ·:;~·_,;.~~-;:~&:ii.? $i.A&&.141 • ~vu .- ~,»..'.:, · .. i:;E~W.i~ 
<.onoblnod Alln ll.J Pn"'~ 
Deolucll~ & (qilla ~ . 

Exposure llasls · lndtv!clu>l 

~<li..U•f>'!"~V · 
1 otat Exposure 

Combin~ Total Exposure 

e.~.lrti~Utlf~Ra~ 
Jl.cklltlonal Oed, Coll\s .. ll< El<peflse 
Plan £l«n£ fwld~ •' . ·. . 

Expected Oaims Pu Emp Per Month 

Estlm~ted Plan Eldras. b~noe 

Ad"'injotr:dion. 

Admin ft>• 
Combined Tobol Administration 

Re$!1ftjllJ Plu f.utwet 
Coinsurance 

Oeduaibl-e F~milv 

!')lst~-~!1<~'~;::; .. ,_: 
Post.oeduCTible Coinsurarw:e- hmily 

$) .614,553 
OedQc:llble T..W · 

··.··• 

$0 $0 

so so 

~.500 

···· ~ · 

$0 

so 
. To.lal 

$0 .00 

' !'S'M 
$0.00 

... ~ 
0% 

$0 

r.'· .•.• ~ • .:~:-·~ . ,:,:. :,·,: 

$200 

' ' .. .. -·:.',~ . -·· "'10,: 
so 

< TOTALS <TOlAU . . 
·~ T!IQI ~ Tot;al l;le<l t-Col!ls ·. ·TIIllal · 

$0 $0 $500 $4,500 $1,900 $53,200 

'.S617,ioo 
$741,000 

$0 .. ''·$.0.' :-..... ·· . s1,ooo . • ., ·.:, ~.oQ9 : •.• J.:~~~Piloo 

< TOTAI.S 
-~ 

so 

so 
:'foul 

$0.00 

-~ .· 
$() 00 

so 
l O,tM 

',, . : 

:_::.·: 

lr>N'I!\WC$ 
10% 

$0 

• .$5q .. ; ..... ,. 

$100 

.. ·;·~ : __ ·:.:>. 
so 

$68.500 
<TOTALS 

. ·,"._ ·.a.K· 

so 
· .. ro~M · 

$0.00 

PEPM 
$0.00 

.Ia~ 
0% 

. » !:!0::': :, 
SlOO 

S500 
$1.000 

$0 

$0 

.• 4~'1-i'_. 
$33),450 

' Total 

$() 

I'EI'M . Total 

SlS.SO 
$31,1174 

I!)~ 
0% 

$100'·· ... ·.:. 

$200 
_:: .... ··.sO:·:· . 

$0 

citl;~"'J,Sit·eo- : ·:. : .. ·:· .. :,: ,;::·" :. '-$10 ' 
$10/$20 

so 

. .. ·.:::.- ., -·:·-. . , . .... " :: ·nt;i:;,: .. : .. :.:;.;:,: · '; .. Slo '·· ... 
$10/$20 

so 

. • t : .. ·· ·:.:::$1) .. :- : ::. 

.SF $10/S20 

so 
Rx Copoy 

P•...._D!.\11~ 
ToQICosu 

Besl Ca\e Annual C.. It 

$10/ $20 

so 

<Tolal~ 

·.·~ .. Atwull 
$2,490,621 

. :.DIId .. Coins 

$1.900 

SJ,IOO 

Toc.l lllolt+ ~ 
S53.200 so 

.,.,,:: S687~:; ;,~:: : .~; 
$741,000 

$25 

$333,450 

~ 

~.700 
··PErM Total 
$15.50 

$38,874 

"'~ -
()% 

.,. . $1c.):.:: .•. 
$200 

.. .. . so. .... 
so 

"· .~ .. . . . so - ., : 
Sf $10/$20 

so 

·· .. .'·.~ . 

$0 

PfJ'flll 

so.oo 

II)~ 

0% 
· .. : . . '$0 

$0 

~1,000 
$2,000 

-·: . $.?D 
$10/520 

so 

l QQI 

$0 

$0 
so 

$0 

total 

$0 

"""-' ~- >\m>l.llll 
$2,683,166 

~~~ · 
Wo~t Case Annuiill Cost 

53,614,563_ 

~lA;SQ .... , .. ), .. : :.;~ . ·' 
$3,614.563 

·.: .•.-.<!~ ·:::; :,:/;~ ~:.- .. 1$ 
<Totc.ls 

<Total~ 

·.~.,:~7;, 
<Total.s · ~·-· ··· ' $3.231,621 

···· .. 
$2,490,621 . 

.. ~m ... •· 
$3,2~.32 1 

5727,192 

,.· • ' : $U.I3.U6 . 
$2.683,166 
$9l l.3~7 

16% 

1\alel 

htim•t ed Sa vin .. • S $315 
htimated S>vil!ci · % 

final l~rtan·..... . ·~naiJS Rims ~~ · : ~ . ~ : [.• ·::~·. . . (ensols 
One Person (IP) 19 $628.52 0 $765.28 9 $614.78 28 

llii'J:i;~~J'.f ·., ,: : .. : .··:: 37 ~1.4U ll .• $3,?,1.9,!!9 .. • ;' lS :. '<: .. ,;.$J..oi75,45 ... n , . 
family (ff) n $1,569.04 2 SU10.94 29 $1.844.32 108 
'1f tranaltloning from another TPA, run4n c laim administration will have a $5.00 pepm for flret thr&e months and $10.00 per claim tflereafter 

sno,49l 
22% 

- ~ 
54-46.40 

Sl,On.l& 
$1,339.19 

$2i0 

~-
28 

7J 

108 

ZO% .... 
$456.31 

:,.$l,O,S.:I.?;i. 
$1,368.92 

S371 

. Census 
28 $4S3.64 

'-~·· <· . . . ·~1,04~.36 
108 $1,247.>0 



( )SET 
SEG Medical Plan Disclaimers: 

Please take note of the following disclaimers if you are interested in a Priority Health plan 
shown within this proposal. 

• PriorityHealth" 

Priority Health HSA plans post-deductible co-insurance only applies to a small number of 
services not covered at 100%. These services include TMJ, Orthognathic surgeries, other certain 
surgeries, and treatment for morbid obesity. Please refer to plan summary for details. 

Final premium rates will vary slightly due to rounding. 

Rates and benefit summaries may be pending and subject to approval by the Michigan Office of 
Financial and Insurance Regulation 

All released quotes are based on enrollment provided by the group or agent (proposals) or 
extracted from the Priority Health system (renewals). Re-rating, including stop-loss premiums 
and attachment points, may be required if actual enrollment as of the effective date differs by 
10% or more. 

Priority Health's POS plans may not coexist with other carriers. 

If two Priority Health plan designs coexist, there must be two or more differences in preferred 
base coinsurance, deductible, office visit copay, and/or Rx copay. Five or more must enroll in 
each offered plan design. 

Other restrictions apply. Please contact your Priority Health Sales Representative for plan design 
approval and actual rates prior to finalizing the proposal or renewal. Priority Health is not liable 
for agent or employer group errors. 

Small Group Specific: 

1-10 Eligible Employees: 100% of eligible employees seeking coverage must participate. (One 
subscriber plans not available in East Region) 

11-25 Eligible Employees: 75% of eligible employees seeking coverage must participate. 

26-50 Eligible Employees: 50% of eligible employees seeking coverage must participate. 

All groups with 2-50 Eligible Employees: Groups with a COBRA class are eligible if the 
participants make up less than 10% of the employees seeking coverage with PH. Retirees are 



eligible if they make up less than 20% of employees seeking coverage with PH. Those eligible 
for Medicare must enroll in Medicare Parts A and B. 

PriorityPPO: No more than 10% of enrolled employees can reside and work out of the service 
area 

PriorityPPO: 
• At least 50% of the enrolled employees must reside in the Priority Health service area. 
• Groups may offer the PPO product for active out-of-area employees (retiree only class 

does not qualify) alongside another PH product for in-area employees. The in-area and 
out-of-area benefits should match as closely as possible. 

• Subscribers in the PH service area will be enrolled in the PriorityPPO Network. 
Subscribers residing outside the service area must elect one of the selected National 
Networks as their primary network at the time of enrollment. 

• If a member seeks services from a provider that participates with their primary network 
they will receive in network benefits. 

• PriorityPPO is a regional network. Therefore, if a member seeks services outside the 
PriorityPPO service area, they may access selected network providers to receive in 
network benefits. 

Guidelines for offering multiple plans: Groups with 11-25 Eligible Employees seeking coverage 
where PH is a total replacement may offer two benefit design options. Additionally, groups with 
26-50 Eligible Employees seeking coverage where Priority Health is a total replacement may 
offer up to three benefit design options. 

Any combination of plans EXCEPT HealthbyChoice Incentives may be offered. 
• Minimum requirement of 5 enrolled contracts in each benefit level unless one of the plans 

is an HSA. There is a minimum requirement of 2 enrolled contracts in an HSA. 
• Selected plans must either include or exclude Rx coverage. 
• There must be at least two differences between the benefit designs in base coinsurance, 

deductible, office visit copayment and/or Rx copayment. 
• If a "gatekeeper" versus a "non-gatekeeper" plan is offered, this will suffice for 2 of the 

plan differences. 
• Only one benefit design may be offered to out-of-area employees. Depending on group 

size, a group may offer up to three benefit designs in-area and one benefit design out-of
area, for a total of up to four benefit designs. 

• HRAs and HSAs will be allowed as a base product in any combination. 
• At renewal, segments may be terminated if participation requirements are not met. 



Medical Plan Disclaimers: 

Please take note of the following disclaimers if you are interested in a Blue Cross Blue 
Shield of Michigan plan shown within this proposal. 

.. 

" 

Blue Cross 
. · Blue Shield 

• • of Michigan 

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

BCBSM has the right to adjust rates if any of the assumptions or calculations used in the quoting 
process is incorrect. 

BCBSB no longer markets Master Medical 65 as part of its supplemental coverage. If you 
choose to make any change in your medical benefit plan, and MM65 is part of your coverage, 
Master Medical will no longer be a part of your Medicare supplemental coverage. 

Cost includes a 7% rate load for groups with less than 10 employees. 

ERS specific: 

BCBSM reserves the right to requote if enrollment or membership mix changes by greater than 
ten percent variance from the proposal assumptions. A final proposal may be completed once 
actual enrollment and benefit selections are known. 

The ERS rates represent a formula III fully insured arrangement. The rates may also be used for 
illustrative purposes for a self-funded program. 

ERS proposal may not be used to price the ERS 50-99 product. 



c ,sET 
SEG Medical Plan Disclaimers: 

Please take note of the following disclaimers if you are interested in a Blue Care Network of 
Michigan plan shown within this proposal . 

... 

BlueCare 
, Network 

* " of Michigan 

~======-=::=.-

BCN rates include the Family Continuation Rider for children ages 19-25. The additional cost 
per child in this age bracket is noted on the bottom of the Medical Rate Comparison page. 

Any abbreviated descriptions do not replace the language in the certificate or rider brochure. 

BCN of Michigan rates are guaranteed for the period stated in this proposal; however, BCN 
reserves the right to adjust rates if any of the assumptions or calculations used to calculate the 
rates are incorrect. Please remember that BCN is a prepaid health plan and payment is due on or 
before the date noted on your billing statement. 

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



Client: West Branch Rose City 

Simply Blue5
M PPO HSA- Plan 1250/0o/o Medical Coverage 

with Prescription Drug Coverage 
Benefits-at-a-Glance -w/CI, PCD, PDCM, XVA 

The information in this document is based on BCBSM's current interpretation of the Patient Protection and Affordable Care Act (PPACA). 
Interpretations of PPACA vary and the federal government continues to issue guidance on how PPACA should be interpreted and applied. Efforts 
will be made to update this document as more information about PPACA becomes available. This BAAG is only an educational tool and should not 
be relied upon as legal or compliance advice. Additionally, some PPACA requirements may differ for particular members enrolled in certain 
programs, and those members should consult \Nith their plan administrators for specific detaits. 

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additiona l limitations and 
exclusions may apply. Payment amounts are based on BCBSM's approved amount. less any applicable deductible, copay and/or 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 Benefi ts-at-a-Glance and any applicable plan 
document. the plan document will control. 

In-network Out-of-network • 

Member's responsibility (deductlbles, copays, coinsurance and dollar maximums) 
Note: If a PPQ provider refers you to a non-network provider. all c;overed servfc&s obtained from that non-network provider w lfl be 
subiect to aoollcable out of network cost sharina - - - • 
Deductibles $1 .250 for a one-person contract or $2.500 for a one-person contract or 

Note : Your deductible combines deductible amounts $2,500 for a family contract (2 or more $5.000 for a family contract (2 or more 

paid under your Simply Blue HSA medical coverage members) each calendar year members) each calendar year 

and your Simply Blue prescription drug coverage. (no 41
h quarter carry-over) (no 41

h quarter carry-over) 

Note: The full family deductible must be met under a -----·-·-------------------'------------ ·-·-----
Deduclibles are based on amounts defined annually by the federal government 

two-person or family contract before benefits are paid for Simply Blue HSA-related health plans. Please call your customer service 
for any person on the contract. center for an annual update. 

Fixed dollar copays Based on prescription drug copay rider Based on prescription drug copay rider 
selected selected 

Coinsurance amounts 
Note: Coinsurance amounts apply once the None 20% of approved amount 
deductible has been met. 

Annual coinsurance/copay dollar maximums 
$1 ,000 tor a one-person contract or 

Note: Your coinsurance/copay dollar maximum $2,000 for a famil y contract (2 or more $2,000 for a one-person contract or 
combines coinsurance/co pay amounts paid under members) each calendar year- $4,000 for a family contract (2 or more 
your Simply Blue HSA medical coverage and your applies to prescription drug co pays members) each calendar year 
Simply Blue prescription drug coverage. 

Lifetime dollar maximum None 

Preventive care services 
Health maintenance exam -includes chest x-ray, EKG, 100% (no deductible or copay/coinsurance), Not covered 
cholesterol screening and other select lab procedures one per member per calendar year 

Gynecological exam 100% (no deductible or copay/coinsurance), Not covered 
one per member per calendar year 

Pap smear screening - laboratory and pathology 100% (no deductible or copay/coinsurance). Not covered 
services 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 Associaijon. 

* Services from a provider for which there is no Michigan PPO network and services from a non-network provider in a geographic area of Michigan 
deemed a "low-access area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ 
when you obtain covered services outside of Michigan. If you receive care from a nonparticipating provider. even when referred, you may be billed 
for the difference between our approved amount and the provider's charge. 
Simply Blue PPO HSA ··· Plan 125010% with prescnption drugs. MAY 2011 



' 
In-network Out-of-network * 

Preventive care services, continued 
Well-baby and child care visits 100% (no deductible or copay/coinsurance) Not covered 

• 6 visits. birth through 12 months 
• 6 visits, 13 months through 23 months 
• 6 visits, 24 months through 35 months 
• 2 visits, 36 months through 47 months 
• Visits beyond 47 months are limited to one 

per member per calendar year under the 
health maintenance exam benefit 

Adult and childhood preventive services and 100% (no deductible or copay/coinsurance) Not covered 
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 100% (no deductible or copay/coinsurance}, Not covered 
one per member per calendar year 

Flexible sigmoidoscopy exam 100% (no deductible or copay/coinsurance}. Not covered 
one per member per calendar year 

Prostate specific antigen (PSA) screening 100% (no deductible or copay/coinsurance), Not covered 
one per member per calendar year 

Routine mammogram and related reading 1 00% (no deductible or copay/coinsurance) 80% after out-of-network deductible 
Note: Subsequent medically necessary Note: Non-network readings and 
mammograms performed during the same interpretations are payable only when 
calendar year are subject to your deductible the screening mammogram itself is 
and coinsurance. ..e_~ormed by a network_provider. __ i-------

One per member per calendar year 

Routine screening colonoscopy 100% (no deductible or copay/coinsurance) 80% after out-of-network deductible 
for routine colonoscopy 
Note: Medically necessary colonoscopies are 
subject to your deductible and coinsurance. 

t--=--'-'!----------·-·----------- --------·--·-·------·-·---------
One routine colonoscopy per member per calendar year 

Physician office services 
Office visits 100% after in-ne~rk deductible 80% after out-of-network deductible 

Outpatient and home medical care visits 100% after in-network deductible 80% after out-of-network deductible 

Office consultations 1 00% after in-network deductible 80% after out-of-network deductible 

Urgent care visits 100% after in-network deductible 80% after out-of-network deductible 

Emergency medical care 
Hospital emergency room 100% after in-network deductible 100% after in-network deductible 

Ambulance services- must be medically necessary 100% after in-network deductible 1 00% after in-network deductible 

Diagnostic services 
Laboratory and pathology services 100% after in-network deductible 80% after out-of-network deductible 

Diagnostic tests and x-rays 100% after in-network deductible 80% after out-of-network deductible 

Therapeutic radiology 1 00% after in-network deductible 80% after out-of-network deductible 

• Services from a provider for which there is no Michigan PPO network and services from a non.network provider in a geographic area of Michigan 
deemed a "low-access area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ 
when you obtain covered services outside of Michigan. If you receive care from a nonparticipating provider. even v.tlen referred. you may be billed 
for the difference between our approved amount and the provider's charge. 
Simply Blue PPO l-ISA - Plan 125010% with prescription drugs, MAY 2011 



' 
In-network Out-of-network ,. 

Maternity services provided by a physician 
Prenatal and postnatal care _10~_?.!_ter ~.:~~~~.E~~~-~~!!:... ___ L~E~.!I!t=! out-of-ne~r1< d~uc.!!_~e 

Includes covered services provided by a certified nurse midwife 

Delivery and nursery care 100% after in-network de~ucti~.l~E!'!..~!!.~.'?~~!:~~~~educt~!~--
Includes covered services provided by a cenified nurse midwife 

Hospital care 
Semiprivate room, inpatient physician care, general nursing 100% after in-network deductible 80% after out-of-network deductible 
care, hospital services and supplies 

Note: Nonemergency services must be rendered in a ,----. ------·-----------
participating hospital. Unlimited days 

Inpatient consultations 100% after in-networ1< deductible 80% after out-of-network deductible 

Chemotherapy 100% after in-network deductible 80% after out-of-networ1< deductible 

Alternatives to hospital care 
Skilled nursing care- must be in a participating 100% ~~r in-ne~_r1< d~-~£l.!.~_.l_!_1!_0% ~.!'.E.:!..!!!:!!~~rk deductible ___ 
skilled nursing facility Limited to a maximum of 90 days per member per calendar year 

Hospice care -must be provided through a participating 100o/'!..~.f!er i~:!letwor1< ded~C!ibi~ ___ ...L!_2p% -~-f!~!!:!:!!~~~-~~Y~.!~-
hospice program 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- must be medically necessary and 100% after in-networ1< deductible 100% after in-network deductible 
provided by a participating home health care agency 

Home infusion therapy- must be medically necessary and 1 00% after in-networ1< deductible 100% after in-networ1< deductible 
given by participating home infusion therapy providers 

Surgical services 
Surgery - includes related surgical services and medically 100% after in-network deductible 80% after out-of-network deductible 
necessary facility services by a participating ambulatory 
surgery facility 

Presurgical consultations 100% after in-network deductible 80% after out-of-networ1< deductible 

Voluntary sterilization 100% after in-network deductible 80% after out-of-networ1< deductible 

Human organ transplants 
Specified human organ transplants - in designated facilities 1 00% after in-networ1< deductible 100% after in-network deductible-
only. when coordinated through the BCBSM Human Organ in designated facilities only 
Transplant Program (1-800-242-3504) 

Bone marrow transplants - when coordinated through the 1 00% after in-networ1< deductible 80% after out-of-network deductible 
BCBSM Human Organ Transplant Program (1-800-242-3504) 

Specified oncology dinical trials 1 00% after in-networ1< deductible 80% after out-of-networ1< deductible 

Kidney, comea and skin transplants 1 00% after in-networ1< deductible 80% after out-of-networ1< deductible 

• Services from a provider for which there is no Michigan PPO network and services from a non-network provider in a geographic area of Michigan 
deemed a 'low-access area" by BCBSM for that panicular provider specialty are covered at the in-network benefit level. Cost-sharing may differ 
when you obtain covered services outside of Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed 
for the difference between our approved amount and the provider's charge. 
Simply Blue PPO HSA - Plan 1250/0% with prescription drugs. MAY 20 11 



' 
In-network Out-of-network * 

Mental health care and substance abuse treatment 
Note: If your employer has 51 or more employees (including seasonal and part-time) and is subject to the MHP law, covered mental health and 
substance abuse services are subject to the following coinsurance amounts. Mental health and substance abuse coinsurance amounts are 
included in the annual coinsurance maximums for all covered services. See "Annual coinsurance maximums" section for this amount. If you 
receive your health care benefits through a collectively bargained agreement, please contact your employer and/or union to determine when or if 
this benefit level applies to your plan. 

Inpatient mental health care and _!Q.O% -~~~~-n~~~~!:~~£~'!!~---.L~-~~~~~!!2~~~:!!!:~~~-~_:du9ible •• 
inpatient substance abuse treatment Unlimited days 

Outpatient mental health care: 

• Facility and dinic 100% after in-network deductible 100% after in-network deductible, 
in participating facilities only 

• Physician's office 100% after in-network deductible 80% after out-of-net\Mlrk deductible 

Outpatient substance abuse treatment - 100% after in-network deductible 80% after out-of-network deductible 
in approved facilities only (in-network cost-sharing will apply if 

there is no PPO network) 

Note: If your employer has 50 or fewer employees (all employees, not just eligible employees), covered mental health and substance abuse 
services are subject to the following coinsurance amounts. Mental health and substance abuse coinsurance amounts are not limited to a 
coinsurance maximum. 

Inpatient mental health care ~.QO%~ aft~ ln-ne~rk t!~-~tible ____ l.80~. afte!_~ut-o1~!'~~rk d~'!_~-~!~--
Limited to a maximum of 60 days per member per calendar year 

Inpatient substance abuse treatment _:!00% aft~~!:!~~~rk- deductible --~~fter out-of:!letwork deductible 
Limited to a maximum of 60 days per member per calendar year 

Outpatient mental health care: 

• Facility and clinic 100% after in-network deductible 100% after in-network deductible. 
in participating facilities only 

• Physician's office 100% after in-network deductible 80% after out-of-network deductible ······--·---·-----··----··· '---------·-····-·--------
Limited to a maximum of 120 visits per member per calendar year 

Outpatient substance abuse treatment- 100% after in-network deductible 80% after out-of-network deductible 
in approved facilities only (in-network cost-sharing will apply if 

there is no PPO network) 

Other covered services 
Outpatient Diabetes Management Program (OOMP) 1 00% after in-network deductible for 80% after out-of-network deductible 
Note: Effective July 1, 2011, when you purchase your diabetic diabetes medical supplies; 100% (no 
supplies via mail order you will lower your out-of-pocket costs. deductible or copay/coinsurance) for 

diabetes self-management training 

Allergy testing and therapy 100% after in-network deductible 80% after out-of-network deductible 

Chiropractic spinal manipulation and 1 00% after in-network deductible 80% after out-of-network deductible 
osteopathic manipulative therapy 

............. _ .... _______ . ____ ... ---------
Limited to a combined maximum of 12 visits per member per calendar year 

Outpatient physical, speech and occupational therapy - 100% after in-network deductible 80% after out-of-network deductible 
provided for rehabilitation Note: Services at nonparticipating 

outpatient physical therapy facilities 
are not covered. ···--·----·-·--··---------·----'-··-------··-·-·-----

Limited to a combined maximum of 30 visits per member per calendar year 

Durable medical equipment 1 00% after in-network deductible 100% after in-network deductible 

Prosthetic and orthotic appliances 100% after in-network deductible 100% after in-network deductible 

Private duty nursing 100% after in-network deductible 100% after in-network deductible 

• Services from a provider for which there is no Michigan PPO network and services from a non-network provider in a geographic area of Michigan 
deemed a "low-access area• by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ 
when you obtain covered services outside of Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed 
for the difference between our approved amount and the provider's charge. 
Simply Slue PPO HSA - Plan 125010% with prescription drugs, MAY 2011 



' 
Additional Riders Selected 
Rider Cl, contraceptive injections Adds coverage for contraceptive injections, physician-prescribed contraceptive 
Rider PCD, prescription contraceptive devices devices such as diaphragms and intrauterine devices, and FDA-approved oral, or 
Rider PD-CM, prescription oontraceptive medications self-injectable contracepti ve medications as identified by BCBSM 

(non-self-administered drugs and devices are not covered). 
Nota: These riders are only available as part of a prescription dru~ package. 
Riders Cl and PCD are part of your medical-surgical coverage, su ject to the 
same deductible and capay. if any, you pay for medical-surgical services. (Rider 
PCD waives the copay for services provided by a network provider.) 
Rider PD-CM Is part of your prescription drug coverage, subject to the same 
copay you pay for prescription drugs. 

Rider XVA, excludes voluntary abortions Excludes benefits for voluntary abortions. 

~Services from a provider for INhich there is no Michigan PPO network and services from a non.network provider in a geographic area of Michigan 
deemed a "low-access area• by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ 
when you obtain covered services outside of Michigan. If you receive care from a nonparticipating provider, even vvhen referred. you may be billed 
for the difference between our approved amount and the provider's charge. 
Simply Blue PPO HSA --Plan 125010% with prescription drugs. MAY 201 1 Produced: 7/26/2011 2:18PM 
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Client: West Branch Rose City 

Simply Blue5
M PPO HSA- Prescription Drug Coverage 

with $5 Generic I $25 Formulary (Preferred) Brand I $50 Nonformulary 
(Non preferred) Brand Triple-Tier Copay Open Formulary 
Benefits-at-a-Glance -wtPD-CM 

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, copay and/or coinsurance. For 
a complete description of benefits please see the applicable BCBSM certificates and riders, if your group is undeiWritten or any other plan 
docum ents 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. 

Specia lty 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. These drugs require special 
handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only for specialty drugs while many retai l 
phannacies will continue to dispense specialty drugs (check with your local pharmacy for availability). Other mall order prescription medications can 
continue to be sent to Medea. (Medco 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 . Log in under I am a Member. If you have any questions, please call Walgreens Specialty 
Pharmacy customer service at 1-866-515-1355. 

BCBSM reserves the right to limit the Initial quantity of select specialty drugs. Your copay w ill be reduced by one-half for this initial fi ll 
(15 days). 

Member's responsibility (copays) 
Your Simply Blue HSA prescription drug benefits, Including mail order drugs, are subject to the Hal.! deductible and~ annual 
colnsurarn:e/copay dollar maximum required under your Simply Blue HSA medical coverage. Benefits are not payable until after you 
have met the Simply Blue HSA annual deductible. After you have saUsfied the deductible you are required to pay applicable prescription drug 
fixed dollar copays which are subject to your annual coinsurance/capay dollar maximums. 
Note : Fixed dollar copays apply once the deductible has been met. 

90-day retail • Network Network pharmacy 
network mail order (not part o f the 90-day Non-network 

pharmacy provider retail network) pharmacy 

Tier 1 - 1 to 30-day period $5 copay $5 copay $5 copay $5 capay piU$ an additional 

Generic or 20% of BCBSM approved 

prescribed f--···-----·---···--·-· ... __ .,., ___ - --------·-·--· ---·----- ---- amo~!:!~!~?_r:_the drug ··--··-
over-the- 31 to 83-<.lay period No coverage _$_1_9 co~.L. No ~::_~_9~------·-··· -~~ coverage 
counter drugs f----·-- ·····--·- ~------------ -- ----

84 to 90-day period $10 copay $10 copay No coverage No coverage 

Tier 2 - 1 to 30-day period $25 copay $25 copay $25 copay $25 co pay plus an additional 

Fonnulary 20% of BCBSM approved 

(preferred) amount for lhe drug ----- --------- --------------- ··- --.. ···---·----- -- -------·--·-- -·- --···--·--- --·---··-···-·-·---
brand-name -~!9_~3-:J.~X.P.~~od No coverage $50 copay .~2.-~verage No coverage 
drugs 

_;..._. __ , __ , ________ 
···-··--·-·---- --·-··----·--

84 to 90-day period $50 copay $50 copay No coverage No coverage 

Tier 3 -
1 to 30-day period $50 copay $50 copay $50 copay $50 copay plu$ an additional 

20% of BCBSM approved 
Nonfonnulary amount for the drug 
(non preferred) ---------·-··------- -- ___ ... ___________ ._ -------------- ---······--------- -··------

-~~~~:9ay _e_eri~-- No coverage -~-~££_?_'?pay -·-·· No coverag~---------·-- --~~-~ver~ge -------- ----brand-name drugs ~-------------···· 
84 to 90-day period $100 copay $100 copay No coverage No coverage 

Note : Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. 

* BCBSM will not pay for drugs obtained from non-network mail order providers, including lntemet providers. 

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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Covered services 

90-day retai l Network pharmacy 
network " Network mall (not part of the 90-day Non-network 

pharmacy order provider retail network) pharmacy 

Subject to Simply Subject to Simply Subject to Simply Subject to Simply Blue 
Blue HSA medical Blue HSA medical Blue HSA medical HSA medical deductible 

FDA-approved drugs deductible and deductible and deductible and and prescription drug 
prescription drug prescription drug prescription drug copay plus an additional 
co pay co pay copay 20% prescription drug 

out-of-network copay •~ 

Subject to Simply Subject to Simply Subject to Simply Subject to Simply Blue 
Blue HSA medical Blue HSA medical Blue HSA medical HSA medical deductible 

Prescribed over-the-counter drugs- deductible and deductible and deductib le and and prescription drug 
When covered by BCBSM prescription drug prescription drug prescription drug copay plus an additional 

co pay copay copay 20% prescription drug 
out-of-network copay •• 

Subject to Simply Subject to Simply Subject to Simply Subject to Simply Blue 
Blue HSA medical Blue HSA medical Blue HSA medical HSA medical deductible 

State-controlled drugs 
deductible and deductible and deductible and and prescription drug 
prescription drug prescription drug prescription drug copay plus an additional 
copay capay co pay 20% prescription drug 

out-of-network copay •• 

Subject to Simply Subject to Simply Subject to Simply Subject to Simply Blue 
Blue HSA medical Blue HSA medical Blue HSA medical HSA medical deductible 

Disposable needles and syringes - deductible and deductible and deductible and and prescription drug 
wtlen dispensed with insu~n or other prescription drug prescription drug prescription dn.Jg copay for the insulin or 
covered injectable legend drugs co pay for the insulin co pay for the insulin co pay for the Insulin other covered injectable 
Note: Needles and syringes have no or other covered or other covered or other covered legend drug plus an 
copay. injectable legend drug injectable legend drug injectable legend drug additional 20% 

prescription dnug out-of-
network copay •• 

• BCBSM will not pay for drugs obtained from non-network mail order providers, including Internet providers. 

- The 20% prescription drug out-of-networi< copay will not be applied toward your Simply Blue HSA deducUble or annual coinsurance/copay dollar 
maximum. 

Simply Blue HSA- TIC $51 $25i$50 Prescription Orug Coverage. MAY 2011 
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Features of your prescription drug plan 
BCBSM Custom Fonnulary 

Prior authorization/step therapy 

Mandatory maximum allowable cost 
drugs 

Drug Interchange and 
generic copay waiver 

Quantity limits 

Additional Riders Selected 

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 formulary is to provide members 
with the greatest therapeutic value at the lowest possible cost. 

• 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. making them the most cost· 
effective option for the treatment. 

• Tier 2 (preferred brand)- Tier 2 includes brand-name drugs from the Custom Formulary. 
Preferred brand name drugs are also safe and effective. but require a higher copay. 

• 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 for these drugs. 

A process that requires a physician to obtain approval from BCBSM before select prescription 
drugs (drugs identified by BCBSM as requiring prior authorization) 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 prior authorization. Details about which drugs 
require Prior Authorization or Step Therapy are available online at bcbsm.com. Log in under I am a 
Member and click on Prescription Drugs. 

If your prescription is filled by a network pharmacy, and the pharmacist fills it with a brand-name drug 
for which a generic equivalent is available, you MUST pay the difference in cost between the 
BCBSM approved amount for the brand-name drug dispensed and the maximum allowable cost for 
the generic drug plus your applicable copay regardless of whether you or your physician requests 
the brand name drug. Exception: If your physician requests and receives authorization for a 
nonpreferred brand-name drug with a generic equivalent from BCBSM and writes "Dispense as 
Written• or "DAW" on the prescription order. you pay only your applicable copay. 
Note: This MAC difference will not be applied toward your annual in-network deductible, nor your 
annual coinsurance/capay maximum. 

BCBSM's drug interchange and generic copay 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. In select cases BCBSM may waive the initial copay 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. 
A list of these drugs is available at bcbsm.com. 

Rider PD·CM, prescription contraceptive medications Adds coverage for "RX only" FDA-approved oral. or self-injectable contraceptive 
medications as identified by BCBSM (non-self-administered drugs and devices 
are not covered). 

Simply Blue HSA-nc $5/$251$50 Prescriplion Drug Coverage. MAY 201 t Produced: 7/2612011 2:18PM 
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The P(lil\l-of-Service plan offers you a cho ic" of two benefit levels. The Pr~ferred Benefit level applies when y<JurPrimary Cure Prov1der (PCP) or other Parti~ipating Physician coordinaws all of yow· medical 
care. Yow uuH'If~potket COSIS arc low.."T when you use this option. The Alreruate fleDefit hwel apphes wh<:n you seek 1nedocal !<efViC\.-s \\tthotrt coordinatin~ with your PCP or other ParucipOlling Ph~·sician and 
when you use out-of-netWQrk serv1ces without rereiving prior approval from Priority Health. Services you r<.:<:eive that are exclude<.l from coverage are not paid at either ben.:frt k:vcl. 

The following information is provided as a surrunary of benefits available under your Point-of-Service plan. This sun• mal)' is not intended as a substitute lor your Ccrtilicate of CoverlljiC and Schedule of 
CCJpaymcnts and Deductihles It is not3 hinding contract. Limitations and exclusi.ms apply to benefits listed below Coverage tor services is based on Met.licaliClimcal Nec-essity as dctemuned by Priority Health'~ 
Medical Department. A compkt.: I istin11 of covered services. limitations and exdusivn~ is contamed in the CertifiC<~te of Covet age, Schedule of Co payments <Uld Oeduct1hle~ and any applicable riders issued to you 
You may request 3 copy oflh~ Certificate of Coverage from Priority Health's C<~stomer Service Department at616 942-122 1 or 800 446-5674 or on-line at priorityhealrh c,.,m. Contact Priority Health's Customer 
Service Department if you have questions ahout yo<~r bcnclits or coverage 

Copaymcot " Member pays 

% Coverage = Priority Heahh pays 

Deii11Ciillll ~ ..... -·~ .... .. ..... _,.,.,. .... 
A Deductible is the amount of covered expenses you mus t incur during Certain services subject to a Oat dollar Copayment, such The Deductible is applicable to all covered scrvi~es . 
tl1e Contract Year before benefits will b.: paid. Dedudible amowots Y<)U as services received in or billed from your PCP's office. 
pay ar< exduded from any out-of-pocket maximums. Speciali~l Provider's office or Urgent Care Center. 

However, ffi!Crgency room services. ambulance services 
Deductible amounts satisfh:d under the Preferred Bene fit Level do nor and advanced d1agnostic imaging services could be 
apply toward the Alternate Benefit Le\·cl deductible and vice versa. subject to the Dcductibi<: in addition to a Co payment as 

noted below. 
Ally Deductible amounts satisfied during tile ninety (90) days preceding 
the start of a new Contract Year will carry over into the new Contract Routine maternity car~ (the Deductible does apply to 
Year. facility cltargc.; lo r del ivery). 

Pr<:vcntivc: healltl services. 

~ore: Services applied to lndivJdual Deductible will be combined to satisfy the Family Deductible. The Family Deductible is nol to exceed the Individual Deductible p¢r p"son 

Individual Deductible per Contr'dct Year $250 $500 
Family Dcductibk per Contract Year $500 $1 ,000 
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Mil ill- , .. .... .. ~ .... ·---~ .... :\ote.: Out-oJ:ro,ket maximum is the amount of co1·cred expenses that Not applicable All services apply to out-Qf·p(lcket maximums except 
Y<)U and/or Y<lur covered dependents will pay. Durable Medical Equipment: Prosthetic & Ortht•ti<: Devu:es: 

Treatment oi'Temporomandibulllf Joint Syndrome; 
Only Coinsuran~e for inpatient and outpatient facility services applies Orthognathic Surgery Services: Family Plam:~ingilnfertilicy 
to out-<>t:.pocket maximum. Scrvict:s, Rehabilitative Medicine Visits. any flat dollar 

Copayments, such as Copayments for office visits, 
ambulance aod emergency ~rvices. Port Wine Stains, 
Certain Surgeries Profe>sional Fees and Penalty charges. 

Individual Out-ot:.Pocket Maximum per Contract Year Not applicable $2,500 
family Out-ot:.Pod::et Maximum per Contract Year Not applicable $5.000 
Maximum Individual Annual Benefit Not applicable $1.000,000 

:\ote: Priority Health Benefit Maximum: Coverage maximums up to a certain number of days/visits per Contr3ct Year are reached by combining either Pref()rred or Alternate Benefits up t~l the 
limit for on.: or the other, but not both. (Example: If Preferred Benefit is tor 60 visits and Alternate Bendit is for 60 visits, the maximum benefit is 60 vi.silS, not 120 1·isits). The Family Our-of-
Pocket is not to exceed the Individual Out-<lf-Pocket maximum per p<~rson. 
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......... 1..__,...,._ .... _71(Jt%,.. 
Phy~icin's s~n·ices Deductible applies to aU services except where indi~ed Deductible appl i~::s to aU service-~ 

beklw 

Preventive Care Services 100% Coverage of services that are considered 70% Coverage of services Lhat are considered 
prev¢mivc care under Priority Health 's preventive care und~::r Priority Health 's Preventive 
Preventive Hcalth<.:are Guidelines. Dedu<..'Tible llealdlcarc (iuidelines. Deductible appl ies 
and co pay do not apply. 

Primary Care Provider tPCP) Ollice Visit $20 Copayment per vi>it. 70o/o Coverage of reasonable and customary charges lor 
Deductible does not apply to PCP ,• isits. Lab or face-to-face visits unly. 

(face-to-face. telephonic or through secure ele~1rooic portal services X-ray services that are considered preventive 
pro••ided by your PCP and other Participating Physician for the care under Priority Hcahh'~ Preventive Lab or X-r~y services sent It\ another fucility lor 
diag.nosis and treatment of a covered illne.~s <>r injury) HeaJthcare Guidelines ar.: covered at I 00%. Non analysis cover~d at coiuswanc<: level. 

preventive Lab or X-ray services tbat are not 
billed by the physician's ofticc arc subject to Deductible applies. 
Deductible lind CoinsUJ11llce. 

Specialist O!Tice Visit $35 Copaynlbnt per visit.Dc<lu.:tible does not apply 70% Coverage of reasonable and custnmary charges. 
10 specialist visits. Lab or X-ray serv1ces that are 

(referral care providoo by a Participating Physician ol.hcr than your PCP considered preventive care under Priority Lab or X-ray services sent to another facility lor 
and prior approval from Priority llealth if necessary) I Jeahh 's Preventive Healthcare Guidelines are analysis covered at co insurance level. 

covered at I 00%. Non-preventive Lab or X-ray 
services that are not billed by the :;pecialist's Deductible applies 
oftice ar" subject to ~uctible. 

Routine Pre and Post-natal Care $20 Co payment per ~is it. Mallimwn of 4 co payments 70o/o Coverage of rcasonabl.- und customary chllfges 
per pregnancy. (Deductible does not apply to Deductible applies. 
routine maternity.) 

Allergy Care 100% Coverage for mjcction:; and serum. Applicable 70% Coverage of reasonable and customary charges 
office visit Cop;~yment may apply for testing. Deductible applier.. 
Dcdu<:tible does oot apply to office vist or teS\s. 

Outp:atieot Sen · ices 
Diagnostic Laboratory and X-Ray 100% Coverage. Deductible applies. 70% Coverage of reasonable and customary .::barges 

Chemotherapy IOO'Yo Coverage. Deductible applies. Deductible applies. 

Radianon Therapy 100% Coverage. Dedu~;ible applies. 
Hemodialysis 100% Coverage. Deductible applies. 
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......... , .... _._._ 
~ ..... -~f'llla 

Rehabililatin Mtdicine Services 
Physical and Occupational Thempy (including osteopathic and $20 Copllymcnt per visit up to" combined oon.:fit 50% Coverage ofreasonabk and customary charges up to the 

chiropractic mantpulation) ma.-.imum of40 vmts per Contr-<~er Year. Deductible combmed benefit maximum of 4(1 vtsits per Contract 
does not apply. Yeai. Deductible applies. 

Speech Therapy $20 Copayment l>¢r vi&it up to a coml>ined bene tit 50% Coverage of r¢3Sonnble and customary charg.:s up to the 
maximum of 40 visits p.;r Conuact Year. Deductible ~ombined benefit rnaximum of 40 •isits p.;r Conua~t 
does not apply. Year. Deductible applies. 

Cardiac Rchahili!ation and Pulmonary Rehabditatton $20 Copayment per visit up to a combined benefit 50% Coverage of reasonable and customary charges up to the 
maximum of 40 vosr!S per Contract Year. Deductiole c<ombined benefit ma.ximum of 40 visits per Contra~! 
does not apply. Y car Deductibk applits. 

~ote: If the abu•·e outpaticot ~ervicts ue performed aud pro~:essed in a ph,·siciao's offite, ooly tbe applicable office .. isil Cop~tymenl applies. 

Hospital Service~ 

Inpatient Services 100% Coverage. Deductible applies. 70% Coverage of reasonable and customary charges 
(semi-private room and intensive car~, ~urgery and all related surgical Pre-approval reo.toired or 20% penalty applies. 
services, ancillary services wh1le inpatieut} Penalty charges do not apply to out-of-(XI<:ket 
Note: Non-emergency inpatient hospital admissions, other than for maximums. 
normal labor and delivery, must be approved in advance by Priority Deductible applies 

Health. 

lnpali<!nt Jluspital Prolcssional Services 100% Coverage. Deductible applies. 70% Coverage of rca~onablc and customary charg~s 
Pre-approval required or 20% penalty applies. 
Penalty charges do not apply to out-of-pocket 

maximwns. 
Deductible applies. 

Outpattent Surgery at Hospital or Ambulatory Center 100% Coverage. D~ductible applies. 70% Coverage of reasonable and customary charges. 

Pre-approval required or 20% penalty applies. 
(surgery and all related surgical services! Prior approval is requued for certain radiology Penalty charges dtl not apply to out-of-pocket 

examinations. maximums. 
JJeductiblc applies. 
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0 PriorityHealth• ......... .... _.-. .... ..,. ~ ....... -~ .... 
Outpatient Hospital Profi:ssiMal Services 100% Coverage. Deductible applies. 70% Coverag.c of reasonablt: and customary charscs. 

Pn:-approval required or 20% penalty applies. 
Penalty charges do not apply to out-of-p<1cket 
maximums. 
Deductible applies. 

Certaio Surgeries u d Trcatmcats (PbysiciaD fets only) Phys ician f¢es are Coveted at 50% of the f~rst $2,000 00 Physician fees are Covered at 50% of the fin;t $3.000 for 
for each certain surgery or treatment:. I 00% the-reafter. l f each certain surgery or treatment, 100% thereafter. If 

Bariatric surgery• (limit one per lilet ime) applicable, any hospital services Co payment alSl.' applies. applicable, any hospital services Copayment also applies. 

Reconstructive surgery: blepharoplasty of upper lid~, brea~1 reduction, Deductible applies. Deductible applio:s. 
panniculectomy*, rhin<>plasly". :;ep~.nrhinoplasty• and surgical 
tn:atment of male gyneC~1masliH *Prior approval required for barintric surgery, *Prior approval required for banatric surgery. 

panniculecromy, rhinopla~ty, scptorhinoplasty and sleep panuiculectomy, rhinoplasty, scpwrhinopla~ty and sleep 
Skin Disorder Treatments: Scar revisions, keloid scar treatment. apnea trearment procedures. apnea treatment procedorcs. 
treatment of hyperhidrosis, excision of lipomas, excision of seborrheic 
ker.ltoses, e.x(;isioo of skin taj!S, trentn1ent of vitiligo and port wine stain 
and hemangioma treatment. Varicose veins treatments. Sleep apnea 
treatment procedures• 

Advanced Diagnttslic Imagine $150 Copayment per test. 70% Coverage of reasonable and customary charges 
lotludes, but is llfJt limited lu tht following: (CT, CTi\, J\1Rl, Annual maximum of 10 Copayments per Prior approval required. Failure to obtain prior 
MRA, ~uclear Cudiolog)· Studies ud PET sunning) indh·idu11l . approval will rcsollt in a $2 50 reduction in 

Prior approval is required. Failure to obtain prk1r benefits. 
approval \\-ill result in a $250 reductiou in Deductible applies. 
benefits. 
Deductible applies to advanced diagnostic 
imaging. 
Note: Advanced diagnostic ima.ging ttsts at 
inpatient hospital or obscrvatinn setting will not 
take a Copayment, but will be subject to 
apPiicablt deductible and/or coi.n.;;urance. 

F:mcrgency .:\fedica.J Care (iu or out uf tbe -"~"'·icc aru) 

llospi13l Emergency Room $150 Copayment per visit (waived if admined). $150 Copayment per visit (waived ifadmined) 
Deductible applie~. Deductible applies. 

Urgent Care Center $75 Copayment per vi$il. Deductible docs nor apply. 70% Covcmgc of reasonabl~ and customary chargi)'S. 
Deductible applies 

Physic ian's Office $20 Copaym<!nt per visit. Deductible does not apply. 70% Coverage of reasonable and custum11ry charges. 
Deductible applies. 

Ambulance (land or air) $150 Copay~nt. Deductible applies. $150 Copa}11ltH1L Deductible applies. 
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Family Pl• nning/ laft-rtility Servicu (Family Planning and Infertility Seo·ices are covered under the Preferred Benefit only.) 

Vasectomy 100% Coverage Vl~ten performed in a provider' s ollie<>. Not Covered 

100% Coverage when in connection \\ilh othef covered Not Covcn:d 
inpatient or outpatient surgery. Deducrible 
applies. 

Tubal Ligation 

Pwfcssional Fees 100% Coverage. Deductible applies. Not Coven:d (includmg physicians' fees and any 
other related charges) 

Outpatient 100% Coverage. DOOuctible applies. Not Covered (including physicians' fees and any 
otht~r related charges) 

Inpatient 100% Coverage when performed in connection with Not Covered ( includUJg physicians' tc.:s and any 
delivery or other covered inpatient surgery. other related charge,;} 
Dec.luctible up plies. 

Infertility services for dingno.c;tic, couns.:ling and planning seo·ice$ for 50% Coverage. Deductible applies. Prescription drugs Not Covered (including physicsans· tees and an~· 

treatment of the underlying cause of infertility for inferti lity treaonent covered only witlJ other r~latoo char~es) 
prescription drug rider. 

lkh11vioral Hultb ~rvices 

Note: Contacr l'rsority I Jealrh 's llebnioral Healrh Department at 616 464-8500 or 800 673-R043 if you have questions about your Mental Hea!Lh and Substance Abuse benefits or coverage. 

Inpatient Mental I Jealth and Substance Abuse Services (including 100% Cover.sge. Deductible applies. 70~. Co.-er.t~e of reasonable and customary chargt.s. 
rehabilitation and panial hospitalization} Deductrble applies. 

Non-emergency inpatient twspital admissions 
rnust b~:~ approved in advance by Priority Health Failure to obtain prior approval will result in a 

20% reduction oft>cndits. 

Outpatient Mental H~alth & Substance Abuse Services $20 Office visit copaymcnt. D.:dueLible docs not 70% Coverage of reasonable and customary charges per 
(including medication management visits) apply. ''isit. Deductible appli~s. 
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......... ~ ........... _._ .... ....._...,.. .... 
Otbtr Services 
Dietician S~rvices $35 Copaymcnt per visit. tJp to six visits per Contract Not Covered 

Yc:ar. 

Durable Medical F..quipment 100% Coverage Deductible applies . 50% Coverage of rea.sonabk! and customary chargc.s . 
Deductible applies. 

Prosthetics & Orthotics 100% Coverage. l.kdu~tible applies. 50% Coverngc of r<' asonable and customary charge.,. 
Deductible applies. 

Skilled Nursing. Subacute, Inpatient Rehabilitation and Hospice 100% Coverage. Deductible apphes Maximum 120 days 70% Coverage of reasonable and customary charges up to 
Facility per Contr.lcl Year. 45 days per Conrract Year Must be prior ap1noved 

or 20% penalty wtll apply. Deductoble applies. 

Home Health Care (induding: llospice Services, excluding 100% ('overage. Deductib~ applies. 70% Coverage of reasonable and customary charges. 
Rcbabilitati>'c Medicine) !).:ductible applies. 

Temporomandibular Joint Syndrome lTMJS) 50% Coverage. Deductible appHe~ 50% Coverage of reasonable and customary charges. 
Deductible applies. 

Ortbognathic Surgery 50% Coverage. ~ducttble applie&. 50% Coverage of reasonable and custoiTUJry cbarges . 
l).:ductible applies. 

Dependent Children Covered until dependent reaches age 26. 

Early Retiree Coverage May be A vailablc 

65+ Retiree Coverage May be Available 
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Additional Benefits or Copayments 
.............. -

Phannllty Servkt.s 

Prescription Drugs Tier l-Generic IHu~ 

Nolc: Pr<lsetiption drug coverage is based on the usage of a medication $10 
fonnulary. 

Copay p<.T proscriphoa or n:fill for a Generic ~ 

Drugs Req10ir'ing Administnlli<Jn by 11 H~alth Prof~•ional: 
Tier l·l'reftrred Braad-~amt l.lrug> 

I n.Jectable and mfusible drugs requiting adnunistration by a Health }'[Ofessional $40 
in a medical offu:c, home or outpatient facility. Step therapy may be required 

Copay per prescription or refoll for a Prefen·ed Brand-Nam~ Dru~ 

before drug "'111 be Covt·rt.:d 

Includes approved preventive medication 

Pre$c.ription Mail Ot·der 

Filled li1r up ttl 90 days 

$SO 

20% 

Tier J-i'ion-Prrierred Braod-Name Drugs 

Copay per prescription OT refill for a Non-Prderred Brond-l'iamc Drug Subje.:o to l'rim .\nthoti?ation andior Stejl Therapy 

Tier 4-Preferrcd Specialty IJrugs 

COpa)m<nt for a prefcrml Spe<;Jal!y Drug. '{he ma.umum Copa)m<nl peT pn:smpnon or rellll fi>r a prcf<m'd Specialty Drug is $100. 
Subject I~ l'rior Anthori?.atioo &lldior Step Therapy. 

Tier 5-N~>n-Prrlerrcd Specially Drugs 

20% CQpaymcnl for a non-pn1errcd Special~ Drug. The maximwn Co-payment per preS<:ription or refill for a liOn-preferred Specialty Drug is 
S2tJO. S11bjectto l'riot Autllori~arioo and! or Step Thel'ilpy. 

lofertility Trealmeot 

51l%Copay fo1 drug$ USed foru~ating i.u.fellilit}-llimitations apply} 

Cuotrac:epti\'t• 

Include$ pres<nptioo <onlraoc:p!ive drugslllld inlplantabk ccmDllccptivc drugs. 
Conlraceptive devices admini.rered or supplied iu the physiciau's offioe are ~overed at $t1% Does 1101 co•er condom>. f<HllllS, jeUi~. oontnlents .00 

otht..-r drull-s or dt·\i.tcs •\•a.dablc over tbe counter. 

SPl:C'IAL'n' DllCGS COPAYMENl' MAXIMUt PER <:ONTfL\CI YEAR 

tier I· Generic Dru~ 

$20 Copay per prescription or refill for a Getleric Drug 

Tier 2- Preferred Rrond-Nan1e Drugs 

$ RO Copay pt'f presc1-ip1ion or refill for a Pn:fcrrc:d Brand-Name Drug 

Tier 3- Non-Preferred Brand-~a- l.lrug• 

$160 Copay p<:r puscript1o11 or rdilllor a Noo-Pn:fc=d Brand-Name Drug 

Tier 4- I' referred Specially Drugs 

20% Specialty Drug> are limited 10 • mlOOIIlwn of a 31-da}' •upply per prescriprion or oefiU. 

Tier S- Son-Preferred Specialty Drues 

20% S~ially Drugs are limitc:d tu • maxomum ol a 31-dsy $Uppl)' per prescr-ipli.:.o o.- ref1U. 

Cootracevme 

lncludc3 pre~criplion conttacepnve drugs and in1planrable contraceptive drugs. (limitations apply) 
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I'IUOUI'1r' II&ALTII ...... ··-~ ...... -~...-JCI' 
JIOIG 

.......... a. .... 
t.a11·4-Ja.au 

The Point-of-Service plan offet·s you a choice of two bl!nefit levels. The Prcfrrred lknefir kvel applies wlten your 1'rimllly Care Provider (PCP} or other Participating Phys ician C()(ltdinatC$ all of your medical 
cone. Your out-of-pocket t(!Sts are lm"~er when you ""~this option. The Alreroak Benefit level applks when you seek medica.! sen ices without coordinating with your PC!' or other l'anicipatin(! Phys ician and 
when you usc ou t-o f~nctwork services l'o1thout rcccJving prior approval from l'riori ty Health. Services you receive that are exclud<d lrom covcr.lge ;are not paid at etther benefit lt.''Vcl 

The thllowmg mtbmtarion is provided a.s a summary <•f b.:nefits available Wlder your l'omt-of-Scrvi~e plan. Tit is summary is not intcntlo:J ~ a substitute ftu your Cenificate of Covcra~c Wld Schedule of 
Copaym¢nt.~ and Deductiblcs. It is not a bindmg contract. Limitatiom and exdu.<>ons apply to benefits listed bcloYw. Coverage for services ts based on MedicaliCiinical Necessiry a.s del'ennincd by Prioritr Health 's 
Medocul l..lcp<~rtmcnt. A complete listing of wvcred servrces, limi1arions and exclusion$ is Ct\ntlined in the Cenifi<:Utc ofCov~rage, Schedule ofCopa)ments and Dcducliblc~ and l)O)· applocable rider:; issued to you. 
Y u\i may request a cop)· of tite Ceotitkate of Covc'J'a~c from Priority Health's Customer Service Dcpuomenr ao 6 I 6 941·1221 or 800 446-5674 or on-line at pnorityhealth.com. Contuct Prioril> l-lculth ·s Cu~tomec 
Scrvic~ Department if you huvc questions about your b~nefits or cov~1age 

Copaymenl .. Member pays 

% Covera&e .. Priority HeRlth pay~ 

o ........ ............. _ .~,... ..... _ '7101%,.. 
A Dcd t!Ctiblc is the amount of co\-ercd expenses you must incur during Cerrnin services subject to a flat dollar Copayment. such The Deductible is applicable to all covered scn·ices. 
the Contract Year bt:fore t>cncfits will be paid. Deductible amounts you as services received in or bilk d from your PCP 's office, 
pay arc exduded from any out-<tf-pocket maximums. Sp.:cialist Provider's office or Urgent Care Center. 

However, emergency room sen·ices. ambulance services 
O.:dt!Ctible amounts sa tisfied under the Preferred Benefit Level do not and advanced diagnostic imaging sen·ice!l could be 
apply toward the Alte rnate .Benefit Le,·cl deductible and vice versa. subject to the Deductible in add ition to a Co payment as 

noted below. 
A.ny Dcdu.::tible amounts satisfied during the ninety ( 90) days preceding 
rhc stan of n new Contract Year wJll carry over into the new Contract Romine rrUJtemity care (the Deductible doe~ apply to 
Yo:ar. facility charges for delivery). 

Preventive health services. 

Note: S~rviccs applied to Individual Deductible will be combined to satisfy the Family Deductible. The Family Deductible is not to exceed the Individual Deductible JX:f p.:mm. 

Individual Deductible per ContJact Year $500 l$1 ,000 

Family Deductible per Contract Year $1 ,000 J$2,000 
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M•••- , ..... ,_ ~,... 
·----~ .... 

N~te: Out-oi~Pocl.:et maximwn is the amount of covered expenses that Not applicahlt: All services apply to out-of-pocket maximums except 

you and/or your covered dependents will pay. DW1lble Medical Equipment: Prosthetic & Onhotic Devices; 
Treatment <~fTcmporomandibula.r Joint Syndrome: 

Only Coin~urance for inpatient and outpatient facilily services applies Orthognathic Surgery Services: Family Planning/Infertility 

to out-of-pocket maximum. Services, Rehabilitative Medic me Visits. any flat dollar 
Copayments, such as Copayments for office visiLS, 
ambulance and emergency services. Port Wine Stains, 
Certain Surgeries Prokssional Fees and Penally charges. 

Individual Out-of-Pocket Maximum per Contract Year Not applicable $2,500 

Family Out-of-Pocket Maximum per Contra~l Y .::ar Nnt applicable $5.000 

Ma.ximum Individual Aruma! Benefit Not applicable $1,000,000 

Note: Priority llealth Renelit Maximum: Coverage maximums up to a certain number of days/visits per Contract Year are reached by combming either Preferred or Alternate Benefits up to the 
limit for one or the other" but not hoth (E;.;ample: If Preferred Benefit is tor 60 visil~ and Allcmate Bcnctlt is lor 60 visiL~, the ma~imum benefit is 60 visits. not 120 visits) The Family Out-of-
Pock.:! is not to exceed the htdividual Out-of-Pnckel maximum per pcr~m. 
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.......... r. ............. _ • ..,. .... ....._~ .... 
l' hyski~n's Servkt.s Deductible applies to all services except where indicated Dedudible appl ie!i to ull services 

below 

Preventive Care Services 100% Cov'erage of s..-rvices that are considered 70,. Coverage of sen 'ices that an: considered 
preventi~·e care uoder Priority Health's preventive care usoder Priority Health ·s PreYentivc 
Preventi\·e Healthcare Guidelines. DeduCtible Healthcarc (iiJidclines. Deductible applies 
and .:opay do not apply. 

Primacy Care Provtder (PC'Pl Office Visit $20 C{opayment per Yisit. 70o/o Coverage of reasonable and .:.u~tomary charges for 
Deductible does not apply to PCP visili. Labor face-to-face visits only. 

1 face-to-face. telephonic or through secure electronic portal service~ X-ray services that arc considered preventive 
provided by your PCP and other Participating Physician for the care lUldcr Priority Health's Pnl,•entire Lab or X-ray services sent to another facility lor 
diagnosis and treatment of a covered illness ur injury) llealthcare Guidelines are covered at I 00%. Non analysis covered at coinsura.nco:: k vel. 

preventive Lab or X-my s~:rvices 1hat are not 
billed by tbc physician'> office are subject to Deductible applies. 
Deductible and Coinsurance. 

Specialist Office Vis it $35 Co payment per visit. Deductible does not apply 70o/o Cover.tge of reasonable and customary· charges. 
to specialist vis its. Lab or X-ray services that arc 

(referra l care provided by a Participating Phy~ician other than your PCP considered prcventi~·e care under Pnority l.ab ~)r X-ray services scm to ano rhcr facility for 
and prio r approval from Priority Health if necessary! Health 's Preventive llealthcarc Guidelines arc analysis covered at coinsurance l ~vel. 

covered ar IOO'Yo. Non-preventive Lab or X-ray 
services that are not hill.:<! by the specialist's Deduclible upplies 
oftice nrc subject to D.!<luctible. 

Rouline Pre and Post-natal Care S20 Copayment per \'ish. Maximum of 4 copaymems 70% Cm·erage of reasonable.: and customary charges 
per pregJ~.aney. (Deductible do"s nor apply to Deductible applies. 
routine maternity.) 

:\llergy Cnre 100% Coverage for injections and serum. Applicable 70% Coverage ofreasonable ll!ld customary <:harges 
omce vi~it Co payment may apply for testing.. Deductible applies. 
Deductible does not apply to ot1ice vist <.>r tests. 

Oulp11tieol SerYircs 

Diagnostic Laboratory and X-Ray 100% Covorage. Deductible applies. 70o/o Coverage of reasonable and custon\31)' .:barges 

Chemotherapy 100% Coverage. Deductible applies. Deductible applit-s. 

Radiation Therapy 100% Coverage. Deduct iblt: applies. 
Hemodialysi~ 100% Coverage. Deductible applies. 
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........ 1 ..... _ ,.,.,... 
[ ...... -~ .... 

Rehabil ita tive M edidnt Serviee~ 

Physical and Occupational Therapy <.including osteopathic and $20 Copaymen! per visit up to a comhul<d benefit 50!-'o Coverage of r~asonable and customary cha.r~o:s up to the 

chiropracfic manipulation} maximum of 40 vi~its per ConlJ'SCI Ye~~r. Deductible combine<.! tx:ncfh maxintUnt of 40 visit~ per Contract 
does not arrl y Year. Deductible appli~s. 

Speech Therapy $20 Copayment per visit up to a combined b~ndit 50% Covcrng~ of reasonable and customary ch~U¥cs up to the 
mal(imum of 40 v1sits per Contr•ct Yt:ar. Deductible combined beuefit maximum of 40 visit~ per Contract 
does not apply·. Year. Deductible arptic•. 

Cardiac Rehabilillltion and Pulmonary Rehabilitation .$20 Copa)'lll<:OI per visit up to a C(lmbined benefit 50% Cov~nge of reasonable and c-ustomary charges up to the 
ma~imum of40 VISitS per Contract Year (kJucnble combtned benefit maximwu of 40 visits per Comract 
does 1101 ar pty. Year. T>eductible applies 

Note: If the a bon outpatint ~rvicu are pe rformed and processed in a pllysidao's office. only the applicable office \' is it Cop.1ymcot applies. 

Hospital Sen>ircs 

Inpatient Services 100% Coverag~. Deductible applies. 70% Cover~ge ofrea.o;onablo;: and customary ..:h~rges . 

(scmi-priliate mom and intensive care. surgery and all related surg.ical Pre-appmval required ur 20% penalty applies. 
services. an<:illary services while inpatient) Penalty charges do not apply to out-of-pocket 
Note: Non-emergency inpaucnt hospital admissions. other than for maximums. 
normal labor and delivery. must b<: approved in ad;·ancc by Priority Deductible applies 
Henlth . 

lnpati~m Hosp1tal Profe~sional Services 100% Coverage. Dedu.:.tible applies. 70% Coverage of reasonable and customnry .:harges 
Pre-approval required or 20% penalty applies. 

Penalty c harges do not apply to out-ot:.p<t<:ket 
maximums. 
Deductible applies. 

Outpatient Surgery at Hospital or Ambulatory Center 100% Coverage. Deductible appl ies. 70% Coverage of reasonable and customary charges. 
Pre-approval rcqoircd or 20% penalty applies. 

tsurgery and all related ~urgical service.<) Prior approval is required for certain radiology Penalty charges do not apply to out-of-pocket 
examinations . ma >Limums. 

Deductible applies. 
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Outpatient Hospital Professional Strvices 100% C'-0verage. Deductible applies. 70% Covcrasc of reasonable and customary charges. 
Pre-approval required or 20% penally applies. 
Penalty charges do not apply to out-{•f·p<.•,ket 
maximums. 
Deductible applies. 

Certaio Surgeries aud 'rreatwfuts (Pbysic:ian fees only) Physician fees are Covered at 50% of the first $2,000.00 Physician fees are Covered at 50% of the tl rst $.l.(}(JO fo r 
for each certain surgay or treatment. 100% thereafter. If each certain ~urge!')' or treannent, 100% thereafter. If 

Rariatric surgery• (limit one per lifetime) applicable, any hospillll services Copayrneut also appli.->s. applicable. any hospital services Copayment also applies. 

Rcctln~tructive ~urgcry : blc:pharuplasty of upper lids, breast reduction, Deductible applies. Deductible applies. 
pannieult:ctomy•, rhinoplasty• . septorhinoplasty• and surgical 
treatmt:nt of rrwle gynecomastia •Prior approval required for bariauic ~urgcry, • Prior approval r~quired f(lr bariatri,· surgery. 

panniculectomy, rhinoplasty. s~pturhinuplasty and sleep pa.uniculccromy, rhinoplasty, sepwrhinoplasty and sleep 
S~ in Di$order T reatmems: Scar revisions. keloid s..-:ar treatment. apnea treatment procedures. apnea treatment procedures. 
treatment of hyperhidrosis, excision of lipoma.~, excision or seborrheic 
keratoses. excision of skin tags. treatment of vitiligo and p{•rt wine stain 
and hemangioma treatment. Varico.'ie veins treatments, Sleep apnea 
treatment procedures • 

Adnnetd Oiagno~tic lrn•ginc $150 Co payment per test. 70% Coyerage of reasonable and cu~tornal)' charges 
lndude!t, bot is nl}t limittd to the following: (Cl', C'l'A, MRI, Annual max.imum of 10 Copaymenl~ per Prior approval required. Failure to obtain prior 
MRA, Nudur Cardi<•I<Jgy Studies aod PET scanning) individual. upproval will result in a $250 reduction in 

Prior approval is required. Failure to obtain prior be11eflts. 
approval will result in a $250 reduction in Deductible applies. 
benefits. 
Deductible applies to advanced diagnostic 
imaging. 
Note: Advan~oo diagnostic imaging rests at 
inpatient hospital or observarion setting \\ill not 
rake a Co payment, but \o\oi ll be subject to 
applicable deductible and/or coinsurance. 

[rutrgenty .\1e-diul Care (in or nut of tht .~trvic:t area) 

Hospital Emergency Room $150 Copaymcnt per vi~it (waived if admitted) $150 Copaymcm per visit (waived ir admit1c-d) 
Deductible applies. Deductible applies. 

Urgent Care Center S75 Co payment per visit. Deductible does not apply. 70o/o Coverage of reasonable and customary charge~ . 

Deductible applies. 

Physi.:ian 's Office $20 Copayment per ,·is it. Dec.lu,tibt.: does not apply. 70% Coverage of reasonable and cuslomal')· charges. 
Deductible applies. 

Ambulance (land or air) $150 Copaym:nt. Deductible applies. $150 Copaymcnt. Deduetib!t applies. 
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hmily Planuing/lnfertility Services (Family Planning and lntertility Services are covered un(.kr the Preferred Benefit only.) 

Va:;c;:Ch)my 100% Coverage when perfonned in a provider" s oft1ce. N~•l Covered 

100% Covemtte when in connect ion with other COI."efed Not Covered 
inpatien t or outpatient surgery. Deductible 
applies. 

Tubal I ,igati,1u 

Professional Fees 100% Coverage. Deductible applies. Not Covered (including physicians· tees and any 
other related charge~ 1 

Outpaticm 100% Coverage. Deductible applies. No t Covered (includ UJg physician!>' fees and any 
other related charges) 

Inpatient 100% Coverag.: when performed in conn.:clilm with Not Covered (including physicians' fees and any 
delivery or other covered inpatient surgery. other related charges) 
Deductible <~pplies. 

In fertility services for diagnostic, counseling and planning services for 50% Coverage. l>eductiblt: appli~s. Prescription drugs Not Covered (including phys idans· kcs and any 
treatment of tl1e underlying cause of inte rtility lor intertility treatment cMered only witb other related charges 1 

prescription drug rider. 

Behavioral Hulth Sen ·ices 
N()tt: Contact Priority H.:allh ·s llehav·ioral H~lth !Xpanmcnt at 616 464-8500 or 800 673-8043 if you ha\'C questions about your Mental Health and Substanec: Abuse benelil~ ur coverage. 

Inpatient Mental Health and Substance Abuse Services (including 100% Cove rag.:. Deductible applies. 70% Coverage of reasonab le and customary charges . 
rehabilitation and pan1al hospitaliT.ation) Deductible appli~s. 

Non-emergency inpali.:nt hospital admis~ions 
must be approved in advance by Priority Health Failure to obmin prior approval will result in a 

20% reduction of benefits. 

Outpatient Menta l Health & Substance Abuse Services $20 Office visit co payment. Deductible does not 70o/o Coverage of rea.~onablc and customary charges p~r 
(including m~dication management vis its ) apply. visit. Deductible appli~s . 
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........ ............ _.~ .... ·-..... -~ .... 
Oth~r Services 
Dietician Services $35 Copaymcnt per vtsit. Up 10 six vi~ its p.:r Contract Not Covered 

Year. 

Durable Medical F.quipmcnt 100% Coverage Deductible applies. 50% Coverage of reasonable and t'ustomaJy charges 
Deductible applies. 

Prosthetics &. Orthotics 100% Ctwc:rage. Deductible applies . 50"!. Coverage. of f(;3.50ilablc: and customary charges. 
L>eductible applies. 

Skilled Nursing. Subacute, Inpatient Rehabilitation and I lospic~:: 100% Coverage. l leductible applies. Ma.'<.imum 120 days 70% Coverage of r~asonablc and .;ustoma.ry charges up to 

facility per Contract Y car. 45 days per Contract Year. Must be prior approved 
or 20% penalty will apply. {Jeducttbk applies. 

Home l leahh Care ( includ ing Hospice Services. excluding 100% Covernge. Dedu<:tiblc applies. 70% Cowrngc: or r~sonablc and customary charges. 
Rc:habilirative Medicine) Dc:ductibl~ applies. 

Temporomandibular Juitlt Syndrome (TMJS) 50% Coverage. Deductible applies. 50% Coverage of reasonabl~ and ~.;uslomary charges. 
Deductible applies. 

Ortho~;:nathic Surgery 50"/o Co,•emg~. Dcdu.:tible applies 50"/• Coverage of tcasonable and customary {·hargcs. 
Deductoble applies . 

... Ill 
Depend en I Children Covered until dependent reaches age 26. 

Early Retiree Ct>vcrag.c May be A vail~blo 

65.,. Ret iree Coverage May be Available 
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Additional Benefits or Copayments .. 
Pharwacy Servicu 

Pre~<:ription Drugs 

~ole: PrescriptiM drug coverage is based on the usage ofa medication $10 

tb rmulary. 

Includes approved preventive medication 

f>rucriptioo Mall Order 

F illcd tor up to 90 days 

1ier l-Prefernd Btamd-Nome Drull' 

$40 Copoy per prcscripuon or tefdl for • Pre!ened S l3IId-Namc Drug 

Ti~r .3-:>o>t-.Preferred Br•nd-Nome Drugs 

$80 Copay per pre•criprion or rctiU tor • Non-l'rdotred Brand·"Same Dmg. Subject to Prior Authoriz.auon lilldiOf Step Therapy. 

Tier 4-Preferred Spe.:ially Drugs 

$80 C'opay•nent lor a prctcm;d SpL-.:ralty Urug. SubJect to Prior Autbori7ation andior S«p Therapy 

'ri•r >!'oR· Preferred Specialty Drug• 

$80 C'opa)1liOnttbr a non-l'rcf(.m;d Spcoi><lly Drug. Su~ject to l'tior Autborizatiou andior Stop Thonpy. 

Infertility Trntmeat 

SO% (:opn)· for dt\1&$ used ltv lrut.ing in!Crti.tity. t limlt•tions appl)·i 

CootnJUJI(\•e 

Includes prtscriptiun <ootra<:cp~ive drut,s ill1ll inrplan~bk conrraccprivc dlu~'S . 
C'ontrltccpti<e de• i ces ad&lu.o.ist.:red or suwtiod in the pll}-si<:ian's office arc covered at .so%. Do<s not cu""r <:oodtlm>. f011111•. jcUi~> • ..Mtmett~ a.nd 

other drugs or devices avaibb~ over the counter 

$2(1 

.SPECIAL 1Y DII UGS COPA \'Ml!:.'\'r MAXIMUM PER CO:"o"Tll"'CT \'tAR 

·ner I· Gen•ric 1l rug;, 

Copay per prts~Tiption or t-elill for a <XI!etic Dt11g 

'l'ier l· Pref•rr..d ilnloti-Nome Drug.< 

$80 Cop•y per prescription or refill tor a Prcf,..,.cd Rranti-Name I~ 

Tier J.. Non-Prdtrrtd Brand-Name Drugs 

$160 Copay per pr.s<ripuoo <>r rcOU for • Non-!'refrttt:d Brand-t\ arne llru~ 

Tier 4- Preferred Specialty DrugJ 

$RO Spcdolty Orug> arc timtted too maximum of a 31-<lay •upplr per pr.scription or rcftH. 

TierS- Non-Preferred Spedolty Dl'\lp 

$80 Spc:c.•otty Drug> arc limited loa mMimwn of a 31-day supptr per prc:;cription or n:Gil. 

Contraeepri•·c 

loeludes prescription c<llltraoeptive drug$ and •mplantablc contr&ccpti>·e drug.~. {Limillltions lpJ)Iyl 
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Benefit Summary 

PriorityPPOsM Premier 

PPO PREMIER #3 
West Branch Rose City Schools 
September 1, 2011 - August 31, 2012 

100o/o Network Benefit -70% Non-Network Benefit 

The PPO plan offers you a choice of two benefit levels. The Network Benefits level applies when you use a Network provider. Your out-of-pocket costs are lower when 
you use this option. The Non-Network level applies when you seek medical services from a Non-Network provider. 

The following information is provided as a summary of benefits available under your PPO plan. This summary is not intended as a substitute tor your Policy and Schedule 
of Benefits. It is not a binding contract. Limitations and exclusions apply to benefits listed below. A complete listing of covered services, limitations and exclusions is 
contained in the Policy, Schedule of Benefits and any applicable Addenda issued to you. You may request a copy of the Policy from Priority Health's Customer Service 
Department at 616 464-8830 or 888 389-6645 or on our web site priorityhealth.com. Contact Priority Health's Customer Service Department if you have questions about 
your benefits or Coverage. 

Prior Approval 
Prior approval is required before you may obtain certain services. If you seek services that require prior approval, without receiving prior approval from us, you will 
receive a reduction in benefit coverage for those services. You will also be responsible for those services that are beyond those approved, beyond the benefit maximums or 
excluded from Coverage. 

You or your physician must call 800 269-1260 to obtain prior approval for services. Emergency admissions must be notified to us as soon as reasonably possible after 
admission. 

DEDUCTIBLE AND OUT-OF-POCKET MAXIMUMS 

A. Deductibles: 
The Deductible is the amount of Covered Services you must incur during the Contract Year before benefits will be paid. The Network Benefits Deductible is applicable to 
all Covered Services except: 

Certain services subject to a flat dollar Copayment, such as services received in or billed from your PCP's office, Specialist Provider's ot1ice or Urgent Care 
Center. However, emergency room services, ambulance services and advanced diagnostic imaging services could be subject to the Deductible in addition to a Copayment 
as noted below. 

Routine maternity care (the Deductible does apply to facility charges for delivery). 
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Preventive health services, serv ices designated to maintain an individual in optimum health and to prevent unnecessary injury, illness or disability. 

The Non-Network Renefit Deductible is applicable to all Covered Services, except for flat dollar copayments. received under the Non-Network Benefit leve l or received 

from Non-Network providers. 

The amounts calculated towards the Non-Network benefits Deductible also apply to the Network Beneiits Dcductiblcs. The Network Benefits Dcductibles do not apply to 

Lhe Non-Network Benefits Deductibles. Deductible amounts you pay, whether onder the Network Benetits or Non-Network Benefits, are excluded from any Network or 

No n-Network Out-<Jt:.Pocket Maximums. 

T he Deductible renews each Contract Year. Any Deductible amount paid under the Network Rcn<.'tlts dur ing the ninety (90) days preceding the start of a new Contract Year 

will carry over into the new Contrlict Y car. Deductible amow1IS paid under the Non-Nctv·•ork Benefits do not carry over into a new Contract Y car. T he Family Dl!ductiblc is 
not to exceed the Individual Deductiblt! pt!r person. 

............. .. ... ~tCWerlll• II 
Individual Contract $500 $1,000 

l~amil) Contract $ 1.000 $2.000 

B. Out-of-Pocket Maximums: 

The Out-of-Pocket Maximum applies to certain services. The Out-<Jt:.Pocket maximum limits \he total amount of covered expenses that you and/or you.r covered dependents 

\'<ill pay during a Contract Year, except as described below. 

011&4-PeclletM••I t I 

Indiv idual Not applicable $2,500 

Family Not applicable $5.000 

The amounts calculated towards the Non-Network Benefits Deductible also apply to the Network Rencfits Dcductibles. 

The Network Rene fits Deductiblcs do not apply to the Non-Nctv.;ork Benefits Deductibles. Deductible amounts you pay. 
whether under the Network Benefits or Non-Network Benefits , are excluded from any Network or Non-Network Out-of~ 

Pocket Maximums. 

Amounts paid for any of the foiiO\.\>ing will not apply toward the Out-<Jf-Pocket Maximum : 

Any flat dollar Coins unmc.; such as Coinsurant·c fur office visit<>~ ambulance and emergency servi~.:es. 

Penalties 
Dcductihles 

Durable medical equipment 

Prosthetic and orthotic/support devices 

Orthognathic surgery 

Temporomandibular joint dysfunction or syndrome 

Port wine stains 

Certain surgeries 

After meeting the Out-Qf-Pocket Maximums, the Coinsurance for these services still apply. 
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Note: 
Coinsurance made for any Covered Service:~ obtainc<.l under a supplemental benefit Addendum may not be applied toward the above Out-of-Pock.ct Maximum. If your 

plan has a Deductible, the Deductible amounts you pay will not apply toward the Out-<lr-Pocket Maximum. 

If the Network or Non~Network Rene11ts Individual Out-of-Pocket Maximum is reached during a Contract Year, Priority Health will pay 100% of the Reasonable and 
Customary Charges for Covered Services that apply toward out-of-pocket ma.ximurns as incurred by that person for the rest of the Contract Y car. If the Network or Non
Network Benefits .Em.:n.fu: Out-of-Pocket Maximum is reached during a Contra<.-1 Year, Priority Health will pay 100% of the Reasonable and Customary Charges for Covered 
Sen· ices incurred by you and all your covered dependents tor the rest of the Contract Year. 

If the non-notification penalty applies, the amount Priority llcalth pays will be reduced even if the Out-of-Pocket Ma.ximum ha:; been reached. 

C. M:nimum Individual Annual Benefit: 

$5,000,000 is the combined benefit per insured tor all Netv<ork and Non-Network covered services. (Any reduction in bcnd1tslpenalty will apply to the maximum 
individual benefit.} 

Covered Benefits 
••I'll• "~·-·· 

~ ....... 
Preveotin Healtb Services 100% Coverage of services that are considered 70% Coverage of Reasonable and Customary 

preventive care under Priority Health's Charges 
Preventive Healthcarc Guidelines. Deductible applies 
Deductible and copay do not apply. Amounts paid after deductible do apply 

toward out-1.)f-pocket maximums 
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......... N.....-kB• Ill N..-NIIWork B•eftla 

PHYSICIAN SERVIC ES 

Office and Home Visits $20 Copayment. Deductible docs not apply. 70% Coverage ofReasonablc and Customary 
Charges tor face-to-face visits on ly 

(evaluation and management services only} Deductible applies 

$35 Copayment per Specialty Care visit. Amounts paid after deductible do apply 

Deductible do.:s not apply. toward out-of-pocket maximums 

Inpatient Hospital V isits 100% Coverage 70% Coverage of Reasonable and Customary 
Deductible applic:; Charges 

Deductible applies 
Amounts paid after deductible do apply 
toward out-of-pocket maximums 

Sur&ery 100% Coverage 70% Coverage of Reasonable and Customary 
Deductible applies Charges 

l>eductible applies 
:\mtlUnts paid after deductible do apply 
toward out-of-pocket maximums 

Ambulatory Surgery Center Services JOOGfo Coverage for physician surgical charges. 70% Coverage of Reasonable and Customary 
Deductible applies. Charges 

Deductible applies 
Amounts paid after deductible do apply 
toward out-of-pocket maximums 

Appropriate Copayme.nt (Primary Care or 
Specialty Carel per visit for physician office 
servic~ 

Obstetrical Services $20 Copayment per visit up lOa maximum of 4 70% Coverage of Reasonable and Customary 
(Routine prenatal delivery and postnatal evaluation and copayments per pregnancy tor routine Charges 
management services only) prenatal and postnatal services only. Deductible applies 

Deductible does not apply. Amounts paid after deductible do apply 
toward out-ot~pockct maximums 
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....... .I l .... . .... 
Physician Services (continued) 

Vasectomy 100% Coverage for Physician services wncn 70% Coverage for Physician services when 
perfhnne~ in a physician ·s oftice or wnen in perfom1ed in a physician's office or when in 
connection with other Covered inpatient or connection with other Covered inpatient or 
outpatient surgery. outpatient surgery 

Deductible applies Dedu<.:tiblc applies r 
Amount~ paid after deductible do apply 
toward out-<>f-pockct maximums 

100% CtlVeragc for outpatient and inpatient facility 70% Coverage for outpatient and inpatient fuci lity 
charges only when in c-onnection with other charges only when in connection with <.1ther 
Covered inpatient and outpatient surgery. Covered inpatient and outpatient surge1y 
Deductible applies. 

Deductible applies 
Amounts paid after deductible do apply 
toward out-Qf-pocket maximums 

Tubal Ligation 100% Coverage for Physician services 70% Coverage for inpatient facility charges only 
Coverage for outpatient taci lity charges when in connection with delivery or other 
Coverage for inpatient facility charges only Covered inpatient surgc-l) 
when in connection with delivery or other 
Covered inpatient surgery Deductible applies 
Deductible applies Amounts paid after deductible do apply 
Amounts paid aller deductible do apply toward out-of-pocket maximums 
toward out-of*pocket maximums 

Consultations, pre-operative and post-operative visits $20 Copayment may apply 70% Co\'crage of Reasonable and Cusll.lmary 
(Evaluation and management services only) Charges 

Deductible applies 
Amounts paid after deduc~iblc do apply 
toward out-of:.pocket maximums 

Allergy Testing 100% Coverage 70% Coverage of Reasonable and Customary 
Deductible applies. Charges 

Dcductibk applies 
Amount<; paid after deductible do apply 
toward OUH.)f:.pocket maximums 
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....... I Ne&nrtL ·- ,.. J "--~·-''I Physician Services (continued) 

Allergy Injections 100% Coverage 70% Cover.tgc of Reasonable and Customary 
Dedu~;tiblc applies. Charges 

Deductible applies 
Amounts paid after deductible do apply 
toward out-of-pocket maximums 

Family Planning 100% Coverage 70% Coverage of Reasonable and Customary 
Deductible applies. Charges 

Deductible applies 
Amounts paid after deductibk do apply 
toward out-of-pocket maximums 

Infertility Services 100% Coverage 70% Coverage of Reasonable and Customary 
(Covered for diagnosis and treatment of underlying cause only) Deductible applies. Charges 

Deductible applies 
Amounts paid after deductible do appl)' 
toward out-ol'-pockct maximums 

Infert ility Services 50% Coverage ( including physicians' fees and any 50% Coverage (including physicians· fees and any 
(Covered li:1r diagnosis and treatment <Jf underlying cause only) other related charges) other related charges) 

rrior approval required. Failure to obtain Prior appro\·al required. Failure to obtain 
prior approval will result in a $250 reduction prior approval will result in a $250 reduction 
in bene·ftts . in benefits. 
Deductible applies Deductible applies 

T~mporomandibular Joint Dysfunction or Syndrome 50% Coverage (including physic ians' fees and any 50% Coverage ( including physicians' recs and any 
other related charges) other related charges) 
Prior approval required. Failure to obtain rrior approval required. Failure to obtain 
prior approval will resul t in a $250 reduction prior approval will result in a $250 rcducrion 
in benefits. in benefits. 
Deductible applies Deductible applies 

O rtbognathic Surgery 50% Coverage (including physicians ' fees and any 50% Coverage (induding physicia.nl'' fees and any 
other related charges) other related charges) 
Prio r approval required. Failure to obtain Prior approval required. Failure to obtain 
prior approval \Viii result in a $250 reduction prior approval wil l result in a $250 reduction 
in benetits. in benefits. 
Deductible appli1.-s Deductible applies 
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....... 
Physician Services (continut>d) 
Certain Surgeries and Treatments (Physician fees only) 

Reconstructive surgery: blepharoplast;' uf uppc::r lids, breast 
reduction. panniculectomy*. rhinoplasty*, septorhinnplasty• 
and surgical treatment of male gynecomastia 

Skin Disorder Treatments: Scar revision. keloid scar treatment, 

treatment of hyperhidrosis, excision of lipomas, excision of 
seborrheic keratoses, excis ion of skin tags, treatment of vitiligo 
and port wine stain and hemangioma treatment 
Varicose veins treatments 
Sleep apnea treatment 
procedures• 

Treatment of Morbid Obesity 

Weight loss programs 

Bari:ltr ic surgery - limit one per lifetime 

7/5/2011 

·~--' ..... 
Physician fees arc Covered at 50% of the 
first $2,000 for each certain surgery o r 
treatment, 100% thereafter. 
Prior approval requi red for blepharoplast)', 
breast reduction, prumiculectom)', 
rhinoplasty, scptorhinoplasty and sleep apnea 
treatment. Failure to obtain prior approval 
will result in a $250 reduction in benefits. 
Deductible applies. 

Physician fees are Covered at 50% of the 
first $2,000 for each certa in surgery or 
treatment, I 00% thcrcattcr. 
Prior approval required fo r blepharoplasty, 
breast reduction, panniculectomy, 
rhino plasty, septorhinoplasty and s leep apnea 
treatment. Failure to obtain pr ior approval 
will result in a $250 reduction in bcnetits. 
Deductible applies . 

(G PriorityHealth• 

~ ............ . 
Ph)•sician Ices are Covered at 50% of the 
first $2,000 for each certain surgery or 
treatment, 100% thereafter. 
Prior approval required for blcpharoplasty. 
brt=ast reduction, prumiculectomy, 
rhinoplasty, scptorhinoplasly and sleep apnea 
treatment. Failure to obtain prior approval 
will result in a $250 reduction in bene fits. 
Deductible applies. 

Physician tees are Covered at 50% of the 
first $2,000 1\x each ~,;erlain surgery or 
treatment, 100% thereafter. 

Prior approval required for blepharoplast}' , 
breaSt reduction, panniculcctomy, 
rhinoplasty, septorhinoplasty and sleep apnea 
treatment. Failure to obtain prio r approval 
will result in a $250 reduction in hcne1its. 
Deductible applies. 
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..... ~ I "--~8• I' 
HOSPITAL SERVICES 

(fncluding radiology examinations and laboratory ser>ices) 

Inpatient Hospital Services 100% Coverage 70% Coverage ofReawnable and Customary 
Prior approval required. Failure to obtain Charges 

(Including observation care, transplants and maternity stays for prior approval will result in a $250 reduction Prior approval required. Failure to obtain 

a mother and her Newborn of up to 48 hours following a in benefits. prior approval will result in a $250 r<.:duction 
vaginal delivery and 96 hours following a cesarean section) Notitication required for admissions in bcndils. 

following emergency room care Notification required fl>r admissions 
Deductible applies following emergency room care 

Deductible applies 
AmoW1ts paid after deductible do apply 
tO\·vard out-of-pocket maximums 

Outpatient Hospital Services 100% Coverage 70% Coverage of Reasonable and ClL'ttomary 
Some services may require prior approval Charges 

(Including ambulatory surgery center facility charges) Deductible applies Some services may require prior approval 
Deductible applies 
Amount<> paid after deductible do apply 
towMd out-of,pocket ma.x.imwns 

Advanced Diagnostic Imaging $150 Copayment per test. 70% Coverage of Reasonable and Customary 

Includes, but is not limited to the followi.ug: ( CT, CT A, Annual maximum of 10 Copayments per Charges 

MRJ. MRA, Nucleu Cardiology Studies and PET individual. Prim approval required. fai lure to obtain 

scan ning) Prior approval is required. Failure to obtain prior approval \-\·ill result in a $250 reduction 
prior approval will result in a $250 reduction in benefit<;. 
in benefits. Deductible applies 
Deductible applies to advanced diagnostic Amount::; paid after deductible do apply 
imaging. to\..,·ard our-of-pocket max imums 
Note: Advanced diagnost ic imaging tests at 
inpatient hospit.al or observation setting will 
not take a Copayrncnt, but will be subject to 
applicable deductible andior coinsurance. 

7/5/2011 8 



CD PriorityHealth" 

...... ~-.rtLB• Ill j Ne.N ........... 
MediellJ Emergency and Urgent Cue Services 

Emergency Room Services $150 Copaymcnt per visit. (Copayment waived $1 50 Copaymcnt per visit. (Copayment waived 
only if you become confined as an inpatient only if you become con!incd as an inpatient 
in a Hospital.) Deductible applies. in a Hospital.) Deductible applies. 

Urgent C:.&re Facility Services $75 Copayment per visi t (Cop::~yment applies to 70% Coverage of Reasonable and Customary 
all Urgent Care visit:>) Deductible does not Charges 
apply. Deductible applies 

Amounts paid after deductible do apply 
toward out-ol~pocket maximums 

AmbuJance Services $150 Cvpayment. Deductible applies. $150 Copayment. Deductible applies. 

BEHA VlORAL HEALTH 
Prior approval by our Behavioral Health Department is required as noted. Call 616 464-8500 or 800 673-8043 

Mental Health and Substance Abuse Inpatient 100% Coverage 70% Coverage of Rcusonable and Customary 
(including partial hospitalization) Prior approval required. Failure t.o obtain Charges Prior approval required. 

prior approval will result in a $250 reduction Failure to obtain prior approval will result in 
in benefits. a $250 reduction in benefits. 
Deductible applies Deductible appl ies 

Mental Health and Substance Abuse Outpatient $20 Copayment per visit, including med 70% Coverage of Reasonable and Customary 
management. Deductible does not apply. Charges per visit 

Deductible applies 
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B•eftb I N..._.B•"'' I N .... "' B••lla 
OTHER SE RVICES 

Dietician Services $35 Copayment per visit. Up to six visits per Not Covered (including Physicians' fee!'. and 
Contract Year. any other related charges) 

Durable Medical Equipment 100% Coverage 50% Coverage of Reasonable and Cusklrnary 
(R.tmt, purchase or repair) Prior approval required tor J cvic.::s over Charges 

$1,000 Prior approval required tor devices over 
Deductible applies $1 ,000 

Prosthetic and Orthotics/Support Devices 100% Coverage 50% Covcrage of Reasonable and Customary 
Prior approval requi red tor devices over Charges 
$ 1,000 Prior approval required tor devices over 
Deductible applies $1.000 

Facility Services 100% Coverage up to the benefit maximum of 120 70% Coverage nf Reasonable and Customary 

(Non-hospital) days per Contract Year* Charges up to the benefit maximum of 45 
Prior approval required. Failure to obtain days per Contract Year* 

Skilled N ursing prior approval will result in a $250 reduction Prior approval required. f ai lure to obtain 
Subacute in benefits. prior approval \Vi ii result in a $250 reduction 
Inpatient Rehabilitation Deductible appl ies in benefi ts. 
llospicc Deductible applies 

Amounts paid after deductible Jo apply 
toward out-ot:.poc.kel 

Honte ltealth Care 100% Coverage of Reasonable and Customary Charges 70% Coverage of Reasonable and Customary Charges 
Prior approval required. Failure to obtain prior Prior approval required. Fil.ilurc to obtain prior 

(including Hospice Services, excluding Rehabilitative approval will result in a $250 reduction in approval will result in a $2:'i0 reduction in 

Medicine) benefits. benefits . 
Deductible applies DeduL'tible applies 

Note: Rehabil itative services provided in the home are subject 
Amounts paid after deductible do apply toward AmOWJts paid atlcr deductible do apply tO'n"dfd 

to the limitations of the Rehabilitative Medicine Sen·iccs 
out-ot~pocket ma..ximums out-of~pockct maximtuus 

benefit~ described be low. 
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..... I .. ... 
R~HABILITATIVE MEOICINI!: SERVICES 

Physical and Occupational Therapy (including osteopathic and 
chiropractic manipulation) 

Speech Therapy 

Cardiac Rehabilitation and Pulmonary Rehabilitation 

Dependent Children 

Early Retiree Coverage 

65 t Retiree Coverage 

MAXIMUM LIMITATIONS 
A. Benefit Maximums: 

$20 Copayment per \' isit up to a combined benefit 
maximum of 40 visits pt:r Contract Year. 
Deductible does not apply. 

$20 Copayment per visit up tO a combined bend\t 
maximum of40 vis its per Contract Year. 
Deductible docs not apply. 

$20 Copayment per visit up to a combined benefit 
maximwn of 40 visits per Contract Year. 
Deductible does not apply. 

~·jep 
Covered until dependent reaches age 26. 

May be A vailab!e 

May be Available 

- Nttw • • ••••• 

50% Coverage of reasonable and customary 
charges up to the combined benefit ma'( imum 
o [' 40 visits per Contract Y car. Deductible 
applies. 

50% Coverage of re-asonable and customary 
charges up !A) the combined benefit ma.ximum 
of 40 visits per Contract Year. Deductible 
applies. 

50% Coverage of reasonable and customary 
charges up to the combined beneti t maximum 
of 40 visits per Contra<;t Y car. Deductibk 
applies. 

Benefit Maximums: Benefit maximums up to a certain number of days/visits/dollar amounts per Contract Year are reached by combining either Network or Non-Network 
Dencfits up tO the limit for one or the other, but not both. (Example: l f Nerwork Benefits is for 60 visits and Non-Network Bene fits is for 60 visits, the maximum benefit is 
60 visits, not 120.) The Fami ly Out-of-Pocket is not to exceed the Individual Out-of-Pocket maximum per person. Benefit maximums apply even when continued care is 
Medically/Clinically Necessary beyond the benefit maximum. The Family Out-ot:..Pocket is not to exceed the Individual Out-of-Pocket maximum per person. 
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Additional Benefits or Copayments 

• .wdidouiU..Ibl 
Preferred Network Pharmacy Services 

Prescription Drugs Tier J..(;cnerie Dru&~ 

Note: Prescription drug coverage is bast:d on the usage $10 Copay per pr~..:riptooo or relill lor a Generic Drug 

of a medication formulary. 

Tier 2-Preferred Bnmd-l'ian~ Orugs 

$40 Copay per prescription or refi ll for a Preferred Brand-Name Drug 

T ier 3-llion-Preferred Brud-Naunc Orugs 

$&0 Cupay per pre.,cription or refill for 3 Non-Prcferr~ lirand-Name Drug. Subject to Prior Authori:Gatiun and/Qr $tep Therapy. 

Tier 4-Prcferrcd Spedalty Orug~ 

Includes approved preventive medication $80 Copayment fur a preteued Specialty Drug. Suhje(:t to Pnor Author ization and/or Step Th~rapy. 

Tier 5-l'i<>o-Prcferrcd Spetilllty Orugs 

$&0 Copa}mc:nt for a 1lon-prelerrcd Sp.::cially Drug. Subject to Pr ior Authori:Lation and/or Stc:p Therapy. 

lnfertillty T reatJDw.t 

50!fi. Copay for drug~ used for treating inicrtility. (Limitations apply) 

Cootraceptin 

Includes pre$cript1on contraceptive drugs and implantable contraceptive drugs. 
Conuaceptive devices ad111imstcrcd or supplied in the physician's ollice arc covorcd at 50%. Du.z not cover condom.~. roams. jellies. 

t)intment~ and other drugs or dcvk~s available over th" counter. 

S1't:CIAI.TY DR{1GS COPAYME!'tT MAXlMUI\1 P}:R CO~RA<-1 YEAR 

No l'opay Ma>."inwm 

Prescriptjou Mail Order Tier 1- Geoeric D11.1p 

Fil!ed for up t~) 90 days $20 Copay per prescnption or retiU for a Generic Drug 

Tiu 2- Prdened .Braod-~a.m Onogs 

$80 Cnpay per prescriptio1l or refill for a !'referred Ara1ld-Namc Drug 

Tiu 3- ~uo-Prderred Braud-Na.mt Orug• 

$160 Copay per prescripuon or rclill for a Non-Preferred Brand-Name Drug 

Tier 4- Preferred Specialty Dru~ 

$80 Sp.::cialty Drugs are limited to a·max.imwn of a 31-day supply per prescription or refill. 

Tier 5- !\on-Preferred Spedalty Drugs 

$80 Specially Drugs <1re lim1ted ro a maximum of a 3 I -day supply per prescciption or refilL 

Cootl"'lceptive 

Includes prescription C<IOtr.u;.:ptive drugs and implantable contraceptive drugs. (limitations apply) 
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