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The Blue Cross difference

There should be more to your health care coverage than deductibles, copays
and out-of-pocket costs. The experience, reputation and resources behind
that coverage should make you feel confident every time you use your
plan’s ID card.

As the largest and one of the most reputable and reliable health care
companies in the state of Michigan, Blue Cross Blue Shield of Michigan and
our HMO partner, Blue Care Network, are confident that we can help you
get the most from your health care plan. Throughout our more than 75-year
history, we've worked to maintain this promise by building a hard-earned
reputation, in-depth experience, and quality selection of health care plans.
That's why we're the right choice for your health plan needs.

What other health care company in Michigan can give you first-class
coverage that's universally recognized around the country? Only Blue Cross
Blue Shield of Michigan. This reputation is one of the many reasons that
people in this state choose us more than any other health care company.




We're here to help

Because you'll always have questions about your plan, we want to answer
them as quickly and simply as possible. We offer a variety of resources you
can use to get answers, find information and talk to experts:

e Our website, bcbsm.com, a comprehensive online resource.

e Blue Cross health plan advisors can help you narrow down your plan
choices. Don't forget, we're here to help. Just call 1-877-4MY-BLUE
(469-2583).

More than 2,000 agents throughout Michigan are trained and
certified to help you enroll in an Affordable Care Act-compliant
health plan.

Meet face-to-face with a Blue Cross or Blue Care Network agent at
any one of our 12 convenient welcome centers around the state.

Your Blue Cross or Blue Care Network ID card, where you can find
'”\ our toll-free Customer Service number right on the back.

e ™




What's new for 2017

New for 2017 are the Blue Cross® Extra plans, which offer services before
deductible, and standardized copayments and coinsurances for a key set of
benefits to make your health care plan shopping and enrollment experience
easier.

The Gold and Silver Extra plans offer all office visits, including specialist,
mental health and substance abuse, urgent care visits and all prescription
drugs with a copay before deductible. The Bronze Extra plan offers three
primary care office visits, unlimited mental health and substance abuse
visits, and generic prescription drugs before deductible.

The Blue Cross® Metro Detroit EPO Silver Well-Being plan will appeal to
individuals interested in alternative medicine. The plan features are $20 copays
for all office visits before deductible including primary care, specialist, mental
health and substance abuse. Chiropractic visits including medical massage
have a $20 copay before deductible with a 30 visit limit and acupuncture visits
are $20 copay before deductible. Online visits have no copay and generic
drugs are covered before deductible with up to a $15 copay.

Also new for 2017 — Blue Cross® Vision for Adults. This is our first individual
stand-alone vision plan for adults, ages 19 and over, including the
Medicare-eligible population, available for sale directly from us.

All plans offer coverage for online and retail health center visits. Plus, they
offer nationwide discounts available through Member Discounts Blue365°.




2017 plan offerings in Michigan by county

In 2016, Blue Cross was the only health care company to offer affordable plan choices that met ACA standards
in all 83 Michigan counties.

PPO Options

Blue Cross® Premier

Gold

Silver/Silver Extra/Silver Saver
Bronze/Bronze Extra/Bronze Saver
Value

Blue Cross® Multi-State Plan
Gold Extra with Dental and Vision
Silver Extra with Dental and Vision

HMO Options

Blue Cross® Preferred

Gold

Silver/Silver Extra/Silver Saver
Bronze

PO Options
Blue Cross® Premier
Gold
Silver/Silver Extra/Silver Saver
Bronze/Bronze Extra/Bronze Saver
Value
Blue Cross® Multi-State Plan
Gold Extra with Dental and Vision
Silver Extra with Dental and Vision

HMO Options

Blue Cross® Preferred
Silver/Silver Extra
Bronze

Blue Cross® Select

Gold

Silver/Silver Extra/Silver Saver
Bronze/Bronze Extra/Bronze Saver
Value

PPO Options

Blue Cross® Premier

Gold

Silver/Silver Extra/Silver Saver
Bronze/Bronze Extra/Bronze Saver
Value

Blue Cross® Multi-State Plan
Gold Extra with Dental and Vision
Silver Extra with Dental and Vision

HMO Options

Blue Cross® Preferred
Silver/Silver Extra
Bronze

Blue Cross® Partnered

Gold

Silver/Silver Extra/Silver Saver
Bronze/Bronze Saver

Gold

Silver/Silver Extra/Silver Saver
Bronze/Bronze Extra/Bronze Saver
Value

Gold Extra with Dental and Vision
Silver Extra with Dental and Vision

Silver Well-Being
Bronze

Silver/Silver Extra
Bronze

Gold

Silver/Silver Extra/Silver Saver
Bronze Extra/Bronze Saver
Value

PO Options

Blue Cross® Premier

Gold

Silver/Silver Extra/Silver Saver
Bronze/Bronze Extra/Bronze Saver
Value

Blue Cross® Multi-State Plan

Gold Extra with Dental and Vision
Silver Extra with Dental and Vision

PO Options

Blue Cross® Metro Detroit EPO
Silver Well-Being
Bronze

HMO Options

Blue Cross® Preferred
Silver/Silver Extra
Bronze

Blue Cross® Select

Gold

Silver/Silver Extra/Silver Saver
Bronze/Bronze Extra/Bronze Saver
Value

Blue Cross® Metro Detroit HMO
Silver/Silver Extra/Silver Saver
Bronze/Bronze Extra/Bronze Saver



Product offering map

This map shows which products are available in your county.
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**Metro Detroit EPO network — St. Clair County will only have partial coverage for 2017.



Network comparison chart

Network type PPO

A PPO, or preferred provider organization, has a broad
network of doctors and hospitals. You can choose any
doctor you want, both in and out of network, and you
don't need referrals from a primary care physician to see
a specialist. With a PPO, you'll pay less out-of- pocket
when you use an in-network provider.

Network Premier and Multi-State PPO Metro Detroit EPO

Network description You will have a broad choice of doctors and hospitals
within Blue Cross’ statewide PPO network including
nationwide coverage. You may receive services from
hospitals or doctors outside the network, but you will
pay less if you use providers within the network.

Plan offered by Blue Cross Blue Shield of Michigan

Out-of-network coverage Yes
Care you receive from an
out-of-network hospital or doctor
while traveling within Michigan

Coverage outside of Michigan BlueCard — When you leave Michigan, your benefits
Including travel abroad travel with you. Your Blue Cross ID card gives you
access to more than 90 percent of the doctors and
96 percent of the hospitals in the United States. The
BlueCard Worldwide program gives you access to

a network of over 900 hospitals in more than 130
countries when you're living or traveling abroad.

Participating primary care physicians | 32,032
Numbers are estimates and subject to
change.

Participating hospitals and systems | All 152 Michigan hospitals.
Numbers are estimates and subject to
change.




You will have a broad choice

of doctors and hospitals

from BCN's entire network,

the largest HMO network in
Michigan. Your primary care
physician will coordinate your
care and refer you to specialists
when necessary. Other than
emergency services and
accidental injuries, care outside
the network is not covered.

You may choose from a select
network of quality, primary care
physicians and have complete
access to specialists and hospitals
within BCN's network, the largest
HMO network in Michigan.

Your primary care physician will
coordinate your care and refer

you to specialists when necessary.
Other than emergency services and
accidental injuries, care outside the
network is not covered.

Select HMO Metro Detroit HMO

You will receive care within a
select network of quality doctors
and hospitals located in Wayne,
Oakland and Macomb counties.
Your primary care physician will
coordinate your care. Care within
BCN'’s entire HMO network, but
outside the Metro Detroit HMO
network, will require primary care
physician and plan authorization.
Other than emergency services and
accidental injuries, care outside
BCN'’s network is not covered.

With an HMO, or health maintenance organization, you choose a primary care physician who coordinates your care and provides referrals to
specialists. You'll need to pick a Blue Care Network primary care physician in the HMO network and only use hospitals that participate in your
plan’s network. Other than emergency services and accidental injuries, health care services provided outside the network aren’t covered.

You will receive care from doctors
and hospitals affiliated with
Mercy Health located in Kent,
Muskegon and Oceana counties.
Your primary care physician will
coordinate your care. Care within
BCN'’s entire HMO network, but
outside the Partnered HMO
network will require primary care
physician and plan authorization.
Other than emergency services
and accidental injuries, care
outside BCN's network is not
covered.

Blue Care Network

Blue Care Network

Blue Care Network

Blue Care Network

Emergencies and accidental
injuries only

Emergencies and accidental
injuries only

Emergencies and accidental
injuries only

Emergencies and accidental
injuries only

Emergencies and accidental
injuries only

Emergencies and accidental
injuries only

Emergencies and accidental
injuries only

Emergencies and accidental
injuries only

5,732

3,783

865

254

141

141

22 participating hospitals, including:
e St Joseph Mercy Hospital
e St. Mary Mercy Hospital
e St John Hospital
¢ Botsford Hospital
e  Children's Hospital of
Michigan
e DMC
e  Providence Hospital
e  Oakwood Hospital

8 participating hospitals, including:
*  Mercy Health-St. Mary’s
Campus

®  Mercy Health-Southwest
Campus

e Mercy Health-General
Campus

*  Mercy Health-Hackley
Campus

*  Mercy Health-Mercy
Campus

e Mercy Health-Johnson

e Family Cancer Center

®  Mercy Health-Lakes Village
e  Mercy Health-Lakeshore




Gold plan comparison

Plan name Blue Cross® PPO Gold Extra with Dental and Vision, a Multi-State Plan

Annual deductible $1,250 per individual plan

Medical and drug expenses are combined to meet the 2 500 per family ol

integrated deductible $2,500 per family plan

Coinsurance 20% after deductible for most services
Out-of-pocket maximum $4,750 per individual plan

The integrated deductible, coinsurance and copays for all $9,500 per family plan

medical and drug expenses accumulate to the
out-of—pocket maximum

HSA qualified No
Preventive medical, prescription drugs and immunizations | Covered 100% with no deductible
Physician office visits $20 copay per primary care office visit with no deductible and $50 copay per

specialist office visit with no deductible

Diagnostic and laboratory services are subject to the plan’s deductible and
coinsurance

Retail health center visit $20 copay with no deductible

Ex: Going to the clinic at a major pharmacy or retail store for basic | Diagnostic and laboratory services are subject to the plan’s deductible and
health care services on a walk-in basis coinsurance

Online visits $10 copay with no deductible

Including 24/7 online health care through American Well®

Laboratory tests and pathology Covered 80% after deductible

Diagnostic tests, X-rays, imaging services, CT scans, MRIs | Covered 80% after deductible
Approval required for imaging services

Inpatient hospital care - semi-private room Covered 80% after deductible
Surgical care Covered 80% after deductible
Emergency room $250 copay after in—network deductible
Copay waived if admitted
Transportation by ambulance Covered 80% after deductible
Urgent care visits at urgent care center or outpatient $65 copay with no deductible
location
Maternity benefit Covered 80% after deductible
Pediatric vision Covered 100%, one vision exam per pediatric member per calendar year

Covered 100%, standard lenses and frames or contact lenses
Frequency limits apply

Adult vision Multi-State plan only:

See plan details page for coverage information at bcbsm.com
Pediatric dental Multi-State plan only:

See plan details page for coverage information at bcbsm.com
Adult dental Multi-State plan only:

See plan details page for coverage information at bcbsm.com
Prescription drugs 1-30 days Tier 1 — Generic: $10 copay with no deductible
Retail network pharmacy and mail-order provider Tier 2 — Preferred brand: $30 copay with no deductible

Tier 3 - Nonpreferred brand: $75 copay with no deductible
Tier 4 — Preferred/Nonpreferred specialty: 30% coinsurance with no

deductible




Blue Cross® Premier PPO Gold

$250 per individual plan
$500 per family plan

Blue Cross® Preferred HMO Gold
Blue Cross® Select HMO Gold
Blue Cross® Partnered HMO Gold

$250 per individual plan
$500 per family plan

20% after deductible for most services

20% after deductible for most services

$5,100 per individual plan
$10,200 per family plan

$5,100 per individual plan
$10,200 per family plan

No

No

Covered 100% with no deductible

Covered 100% with no deductible

$30 copay per primary care office visit after deductible and $50
copay per specialist office visit after deductible

Diagnostic and laboratory services are subject to plan’s deductible
and coinsurance

$30 copay per primary care office visit with no deductible
$50 copay per specialist office visit after deductible

Radiology services are subject to the plan’s deductible and coinsurance

$30 copay after deductible

Diagnostic and laboratory services are subject to the plan’s deductible
and coinsurance

$40 copay with no deductible

Diagnostic and laboratory services are subject to the plan’s deductible and
coinsurance

$10 copay with no deductible

$30 copay with no deductible

Covered 80% after deductible

Covered 100% with no deductible

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after in—network deductible, then $250 copay
Copay waived if admitted

$250 copay after deductible, then covered 80%
Copay waived if admitted

Covered 80% after in-network deductible

Covered 80% after deductible

Covered 80% after deductible, then $75 copay

$40 copay with no deductible
Radiology services are subject to the plan’s deductible and coinsurance

Covered 80% after deductible

Covered 80% after deductible

Covered 100%, one vision exam per pediatric member per calendar year
Covered 100%, standard lenses and frames or contact lenses
Frequency limits apply

Covered 100%, one vision exam per pediatric member per calendar year
Covered 100%, standard lenses and frames or contact lenses
Frequency limits apply

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Tier 1 — Generic: $15 copay after in-network integrated deductible

Tier 2 — Preferred brand: 25% coinsurance after in-network integrated
deductible, $40 minimum and $100 maximum copay

Tier 3 — Nonpreferred brand: 50% coinsurance after in-network
integrated deductible, $80 minimum and $100 maximum copay

Tier 4 — Preferred specialty: 20% coinsurance after in-network
integrated deductible

Tier 5 — Nonpreferred specialty: 25% coinsurance after in-network
integrated deductible

Tier 1a — Generic: $4 copay after integrated deductible
Tier 1b — Generic: $20 copay after integrated deductible

Tier 2 — Preferred brand: 25% coinsurance after integrated deductible, $40
minimum and $100 maximum copay

Tier 3 — Nonpreferred brand: 50% coinsurance after integrated deductible,
$80 minimum and $100 maximum copay

Tier 4 — Preferred specialty: 20% coinsurance after integrated deductible
Tier 5 — Nonpreferred specialty: 25% coinsurance after integrated deductible




Silver plan comparison

Plan name

Annual deductible

Medical and drug expenses are
combined to meet the integrated
deductible

Blue Cross® Premier Silver Extra

Blue Cross® Silver Extra
with Dental and Vision,
a Multi-State Plan

$3,500 per individual plan
$7,000 per family plan

Blue Cross® Premier
PPO Silver

$1,800 per individual plan
$3,600 per family plan

Blue Cross® Premier
PPO Silver Saver HSA

$4,000 per individual plan
$8,000 per family plan

Coinsurance

20% after deductible for most
services

20% after deductible for most
services

20% after deductible for most
services

Out-of-pocket maximum

The integrated deductible,
coinsurance and copays for all
medical and drug expenses
accumulate to the out-of-pocket
maximum

$7,150 per individual plan
$14,300 per family plan

$7,150 per individual plan
$14,300 per family plan

$4,500 per individual plan
$9,000 per family plan

HSA qualified

No

No

Yes

Preventive medical, prescription
drugs and immunizations

Covered 100% with no deductible

Covered 100% with no deductible

Covered 100% with no deductible,
copay

Physician office visits

$30 copay per primary care office
visit with no deductible and a $65
copay per specialist office visit with
no deductible

Diagnostic and laboratory services
are subject to the plan’s deductible
and coinsurance

$30 copay per primary care office
visit after deductible and $50
copay per specialist office visit
after deductible

Diagnostic and laboratory
services are subject to the plan's
deductible and coinsurance

$30 copay per primary care office
visit after deductible and $50
copay per specialist office visit after
deductible

Diagnostic and laboratory services
are subject to the plan’s deductible
and coinsurance

Retail health center visit

Ex: Going to the clinic at a major
pharmacy or retail store for basic
health care services on a walk-in basis

$30 copay with no deductible

Diagnostic and laboratory services
are subject to the plan’s deductible
and coinsurance

$30 copay after deductible

Diagnostic and laboratory
services are subject to the plan’s
deductible and coinsurance

$30 copay after deductible

Diagnostic and laboratory services
are subject to the plan’s deductible
and coinsurance

Online visits

Including 24/7 online health care
through American Well®

$10 copay with no deductible

$10 copay with no deductible

$10 copay after deductible

Laboratory tests and pathology

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Diagnostic tests and X-rays
including EKG, Chest X-ray

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Inpatient hospital care -
semi-private room

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Surgical care

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Emergency room

$400 copay after deductible
Copay waived if admitted

Covered 80% after in-network
deductible, then $250 copay

Copay waived if admitted

$250 copay after in-network
deductible, then covered 80%

Copay waived if admitted

Transportation by ambulance

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible




Blue Cross® Metro Detroit
EPO Silver Well-Being

$3,500 per individual plan
$7,000 per family plan

Blue Cross® Preferred
HMO Silver Extra

Blue Cross® Select
HMO Silver Extra

Blue Cross® Metro Detroit
HMO Silver Extra

Blue Cross® Partnered
HMO Silver Extra

$3,500 per individual plan
$7,000 per family plan

Blue Cross® Preferred
HMO Silver

Blue Cross® Select
HMO Silver

Blue Cross® Metro Detroit
HMO Silver

Blue Cross® Partnered
HMO Silver

$1,650 per individual plan
$3,300 per family plan

Blue Cross® Preferred
HMO Silver Saver

Blue Cross® Partnered
HMO Silver Saver

Blue Cross® Metro Detroit
HMO Silver Saver

Blue Cross® Select
HMO Silver Saver

$4,500 per individual plan
$9,000 per family plan

20% after deductible for most services

20% after deductible for most
services

30% after deductible for most
services

30% after deductible for most
services

$6,000 per individual plan
$12,000 per family plan

$7,150 per individual plan
$14,300 per family plan

$6,350 per individual plan
$12,700 per family plan

$5,500 per individual plan
$11,000 per family plan

EPO network hospitals and professional providers only

No No No No
Covered 100% with no deductible Covered 100% with no Covered 100% with no Covered 100% with no
deductible deductible deductible, copay, or

coinsurance

$20 copay per primary care office visit or specialist
office visit with no deductible

Diagnostic and laboratory services are subject to
the plan’s deductible and coinsurance
EPO network professional providers only

Chiropractic visits: $20 copay with no deductible
Limited to a maximum of 30 visits, including
physical and occupational therapy, osteopathic
manipulative therapy with medical massage, per
member per calendar year

Acupuncture: $20 copay with no deductible
Limited to a maximum of 30 visits per member per
calendar year

$30 copay per primary care

office visit with no deductible
and a $65 copay per specialist
office visit with no deductible

Radiology services are subject
to the plan’s deductible and
coinsurance

Diagnostic and laboratory
services are subject to the
plan’s deductible and
coinsurance

$30 copay per primary care
office visit with no deductible

$50 copay per specialist office
visit after deductible

Radiology services are subject
to the plan’s deductible and
coinsurance

Diagnostic services are subject

to the plan’s deductible and
coinsurance

$30 copay per primary care
office visit with no deductible

$50 copay per specialist office
visit after deductible

Radiology services are subject
to the plan’s deductible and
coinsurance

Diagnostic services are subject

to the plan’s deductible and
coinsurance

$20 copay with no deductible

Diagnostic and laboratory services are subject to
the plan’s deductible and coinsurance

$75 copay with no deductible

Diagnostic and laboratory
services are subject to the plan’s
deductible and coinsurance

$40 copay with no deductible

Diagnostic services are subject
to the plan’s deductible and
coinsurance

$40 copay with no deductible
Diagnostic services are
subject to the plan’s
deductible and coinsurance

No charge with unlimited visits

$30 copay with no deductible

$30 copay with no deductible

$30 copay with no deductible

Covered 80% after deductible
EPO network hospitals and professional providers only

Covered 80% after deductible

Covered 100% with no deductible

Covered 100% with no
deductible

Covered 80% after deductible

EPO network hospitals and professional providers
only

Covered 80% after deductible

Covered 70% after deductible

Covered 70% after deductible

Covered 80% after deductible
EPO network hospitals only

Covered 80% after deductible

Covered 70% after deductible

Covered 70% after deductible

Covered 80% after deductible
EPO network hospitals only

Covered 80% after deductible

Covered 70% after deductible

Covered 70% after deductible

$250 copay after deductible, then covered 80%
Copay waived if admitted

Only medical emergencies or accidental injuries
are covered out-of-network

$400 copay after deductible
Copay waived if admitted

$250 copay after deductible, then
covered 70%

Copay waived if admitted

$250 copay after deductible,
then covered 70%

Copay waived if admitted

Covered 80% after deductible

Covered 80% after deductible

Covered 70% after deductible

Covered 70% after deductible




Silver plan comparison (continued)

Plan name

Urgent care visits at
urgent care center or
outpatient location

Blue Cross® Premier
PPO Silver Extra

Blue Cross® PPO Silver
Extra with Dental and Vision,
a Multi-State Plan

$75 copay with no deductible

Diagnostic and laboratory
services are subject to the plan’s
deductible and coinsurance

Blue Cross® Premier PPO Silver

Covered 80% after deductible, then $75
copay

Blue Cross® Premier
PPO Silver Saver HSA

$75 copay after deductible, then
covered 80%

Maternity benefit

Covered 80% after deductible

Covered 80% after deductible

Covered 80% after deductible

Pediatric vision

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Pediatric dental

Multi-State plan only: See plan details
page for coverage information at
bcbsm.com

The Blue Cross Premier PPO Silver
Extra has stand-alone plan available for
purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Adult dental

Multi-State plan only: See plan details
page for coverage information at
bcbsm.com

The Blue Cross Premier PPO Silver
Extra has stand-alone plan available for
purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Adult vision

Multi-State plan only: See plan details
page for coverage information at
bcbsm.com

The Blue Cross Premier PPO Silver
Extra has stand-alone plan available for
purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Prescription drugs
1-30 days

Retail network
pharmacy and mail-
order provider

Tier 1 — Generic: $15 copay, with no
deductible

Tier 2 — Preferred brand: $50 copay with
no deductible

Tier 3 — Nonpreferred brand: $100 copay
with no deductible
Tier 4 — Preferred /Nonpreferred

specialty: 40% coinsurance with no
deductible

Tier 1 - Generic: $15 copay after in-network
integrated deductible

Tier 2 - Preferred Brand: 25% coinsurance
after in-network integrated deductible,
$40 minimum and $100 maximum copay
Tier 3 - Nonpreferred brand: 50%
coinsurance after in-network integrated
deductible, $80 minimum and $100
maximum copay

Tier 4 - Preferred Specialty: 20%
coinsurance after in-network integrated

deductible

Tier 5 - Nonpreferred Specialty: 25%
coinsurance after in-network integrated

deductible

Tier 1 - Generic: $15 copay after in-network
integrated deductible

Tier 2 - Preferred Brand: 25% coinsurance
after in-network integrated deductible,
$40 minimum and $100 maximum copay
Tier 3 - Nonpreferred Brand: 50%
coinsurance after in-network integrated

deductible, $80 minimum and $100
maximum copay

Tier 4 - Preferred Specialty: 20%
coinsurance after in-network integrated
deductible

Tier 5 - Nonpreferred Specialty: 25%
coinsurance after in-network integrated

deductible




Blue Cross® Metro Detroit
EPO Silver Well-Being

$20 copay with no deductible

Diagnostic and laboratory services are
subject to the plan’s deductible and
coinsurance

Only medical emergencies or
accidental injuries are covered out of
network

Blue Cross® Preferred
HMO Silver Extra

Blue Cross® Select
HMO Silver Extra

Blue Cross® Metro Detroit
HMO Silver Extra

Blue Cross® Partnered
HMO Silver Extra

$75 copay with no deductible

Radiology services are subject
to the plan’s deductible and
coinsurance

Diagnostic services are subject
to the plan’s deductible and
coinsurance

Blue Cross® Preferred
HMO Silver

Blue Cross® Select HMO Silver

Blue Cross® Metro Detroit
HMO Silver

Blue Cross® Partnered
HMO Silver

$40 copay with no deductible

Radiology services subject to the
plan’s deductible and coinsurance

Diagnostic services are subject to the
plan’s deductible and coinsurance

Blue Cross® Preferred
HMO Silver Saver

Blue Cross® Partnered
HMO Silver Saver

Blue Cross® Metro Detroit
HMO Silver Saver

Blue Cross® Select
HMO Silver Saver

$40 copay with no deductible

Radiology services are subject to the
plan’s deductible and coinsurance

Diagnostic services are subject to the
plan’s deductible and coinsurance

Covered 80% after deductible

EPO Network hospitals and
professional providers only

Covered 80% after deductible

Covered 70% after deductible

Covered 70% after deductible

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Covered 100%, one vision exam
per pediatric member per
calendar year

Covered 100%, standard lenses
and frames or contact lenses

Frequency limits apply

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Stand-alone plan available for
purchase

Tier 1 — Generic: $15 copay, no
deductible

Tier 2 — Preferred brand: 25%
coinsurance after in—network
integrated deductible, $40 minimum
and $100 maximum copay

Tier 3 — Nonpreferred brand: 50%
coinsurance after in—network
integrated deductible, $80 minimum
and $100 maximum copay

Tier 4 — Preferred specialty: 20%
coinsurance after in—network
integrated deductible

Tier 5 — Nonpreferred specialty:
25% coinsurance after in—network
integrated deductible

Tier 1 — Generic: $15 copay with
no deductible

Tier 2 — Preferred brand: $50
copay with no deductible

Tier 3 — Nonpreferred brand:
$100 with no deductible

Tier 4 — Preferred/Nonpreferred
specialty: 40% coinsurance with
no deductible

Tier 1a - Generic: $4 copay after
integrated deductible

Tier 1b — Generic: $20 copay after
integrated deductible

Tier 2 — Preferred brand: 25%
coinsurance after integrated deductible,
$40 minimum and $100 maximum copay
Tier 3 — Nonpreferred brand: 50%
coinsurance after integrated deductible,
$80 minimum and $100 maximum copay
Tier 4 — Preferred specialty: 20%
coinsurance after integrated deductible
Tier 5 — Nonpreferred specialty: 25%
coinsurance after integrated deductible

Tier 1a - Generic: $4 copay after
integrated deductible

Tier 1b - Generic: $20 copay after
integrated deductible

Tier 2 - Preferred Brand: 25%
coinsurance after integrated deductible,
$40 minimum and $100 maximum copay
Tier 3 - Nonpreferred Brand: 50%
coinsurance after integrated deductible,
$80 minimum and $100 maximum copay
Tier 4 - Preferred Specialty: 20%
coinsurance after integrated deductible

Tier 5 - Nonpreferred Specialty: 25%
coinsurance after integrated deductible




Bronze plan comparison

Annual deductible

Medical and drug expenses
are combined to meet the
integrated deductible

$6,650 per individual plan
$13,300 per family plan

$6,550 per individual plan
$13,100 per family plan

$7,150 per individual plan
$14,300 per family plan

Coinsurance

50% after deductible for most services

None

None

Out-of-pocket maximum

The integrated deductible,
coinsurance and copays

for all medical and drug
expenses accumulate to the
out-of-pocket maximum

$7,150 per individual plan
$14,300 per family plan

$6,550 per individual plan
$13,100 per family plan

$7,150 per individual plan
$14,300 per family plan

HSA qualified No Yes No
Prever]ti\(e medical, Covered 100% with no deductible Covered 100% with no Covered 100% with no
prescription drugs and deductible deductible

immunizations

Physician office visits

$45 copay with no deductible applies to

the first 3 visits, including primary care and

postnatal visits, per member per calendar
ear. The 3-visit limit does not apply to mental
ealth and substance abuse. Adpcii)tional

primary care office visits will be subject to

the deductible and coinsurance. Specialist

office visits are subject to the deductible

and coinsurance. Diagnostic and laboratory

services are subject to the plan’s deductible

Primary care and specialist
office visits are subject to the

deductible

Diagnostic and laboratory
services are subject to the

deductible

After the deductible is met,
office visits are covered at 100%

Primary care and specialist
office visits are subject to the

deductible

Diagnostic and laboratory
services are sublject to the
plan’s deductible

After the deductible is met,
office visits are covered at 100%

Retail health center visit
Ex: Going to the clinic at

a major pharmacy or retail
store for basic health care
services on a walk-in basis

$45 copay with no deductible applies to the
first 3 visits, including retail health center,
primary care and postnatal visits, per member
per calendar year

Additional retail health center visits and

dia%nostic and laboratory services are subject
to the plan’s deductible and coinsurance

Deductible only

Diagnostic and laboratory
services are subject to the
plan’s deductible

Deductible only

Diagnostic and laboratory
services are subject to the
plan’s deductible

Online visits

Including 24/7 online health
care through American Well®

$10 copay with no deductible

Covered 100% after deductible

Covered 100% after deductible

Laboratory tests and
pathology

Covered 50% after deductible

Covered 100% after deductible

Covered 100% after deductible

Diagnostic tests, X-rays,
imaging services, CT scans,
MRIs Approval required for
imaging services

Covered 50% after deductible

Covered 100% after deductible

Covered 100% after deductible

Inpatient hospital care -
semi-private room

Covered 50% after deductible

Covered 100% after deductible

Covered 100% after deductible

Surgical care

Covered 50% after deductible

Covered 100% after deductible

Covered 100% after deductible




Blue Cross® Metro Detroit
EPO Bronze HSA

$6,550 per individual plan
$13,100 per family plan

Blue Cross® Select HMO Bronze Extra
Blue Cross® Metro Detroit HMO Bronze Extra
Blue Cross® Partnered HMO Bronze Extra

$6,650 per individual plan
$13,300 per family plan

Blue Cross® Preferred
HMO Bronze HSA

Blue Cross® Select
HMO Bronze HSA

Blue Cross® Metro Detroit
HMO Bronze HSA

Blue Cross® Partnered
HMO Bronze HSA

$5,950 per individual plan
$11,900 per family plan

Blue Cross® Select
HMO Bronze Saver HSA

Blue Cross® Metro Detroit
HMO Bronze Saver HSA

Blue Cross® Partnered
HMO Bronze Saver HSA

$6,550 per individual plan
$13,100 per family plan

None

50% after deductible for most services

40% after deductible for
most services

None

$6,550 per individual plan
$13,100 per family plan

$7,150 per individual plan
$14,300 per family plan

$6,350 per individual plan
$12,700 per family plan

$6,550 per individual plan
$13,100 per family plan

Yes

No

Yes

Yes

Covered 100% with no deductible

EPO network hospitals and
professional providers only

Covered 100% with no deductible

Covered 100% with no
deductible

Covered 100% with no
deductible

Covered 100% after deductible

EPO network professional
providers only

$45 copay with no deductible applies to the first 3
visits, combined with online, and postnatal visits,
per calendar year. The 3-visit limit does not apply
to mental health and substance abuse visits.
Additional primary care office visits will be subject
to the deductible and 50% coinsurance. Specialist
office visits are subject to the deductible and 50%
coinsurance. Diagnostic and laboratory services are
subject to the deductible and coinsurance

$30 copay per primary
care visit and $50 copay
per specialist office visit
after deductible

Diagnostic and laboratory
services are subject to
plan’s deductiblje and
coinsurance

Primary care and specialist
office visits are subject to

the deductible

Diagnostic and laboratory
services are sublject to the
plan’s deductible

After the deductible is met,
office visits are covered at
100%

Deductible only

Diagnostic and laboratory
services are subject to the
plan’s deductible

Covered 50% after deductible

Diagnostic and laboratory services are subject
to the plan’s deductible and coinsurance

$40 copay after deductible

Diagnostic services
are subject to the
plan’s deductible and
coinsurance

Covered 100% after
deductible

Diagnostic services are
subject to the plan’s
deductible and coinsurance

Covered 100% after deductible

$45 copay with no deductible for the first 3 visits

Combined with primary care, and postnatal
visits, per calendar year

Additional primary care office visits, diagnostic
and laboratory services are subject to the plan’s
deductible and coinsurance

$30 copay after deductible

Covered 100% after
deductible

providers only

Covered 100% after deductible | Covered 50% after deductible Covered 60% after Covered 100% after
EPO network hospitals and deductible deductible
professional providers only

Covered 100% after deductible | Covered 50% after deductible Covered 60% after Covered 100% after
EPO network hospitals and deductible deductible
professional providers only

Covered 100% aftgr deductible | Covered 50% after deductible Covered 60% after Covered 100% after
EPO network hospitals only deductible deductible

Covered 100% after deductible | Covered 50% after deductible Covered 60% after Covered 100% after
EPO network professional deductible deductible




Bronze plan comparison

Emergency room

Covered 50% after in-network
deductible

Covered 100% after in-network
deductible

(continued)

Covered 100% after in-network
deductible

Transportation by
ambulance

Covered 50% after in-network

deductible

Covered 100% after in-network deductible

Covered 100% after in-network deductible

Urgent care visits at
Urgent care center
or outpatient
location

Covered 50% after in-network
deductible

Covered 100% after deductible

Covered 100% after deductible

Maternity benefit

Covered 50% after in-network

deductible

Covered 100% after deductible

Covered 100% after deductible

Pediatric vision

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Covered 100%, one vision exam per
pediatric member per calendar year

Covered 100%, standard lenses and
frames or contact lenses

Frequency limits apply

Adult vision

Stand-alone plan available for
purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Pediatric dental

Stand-alone plan available for
purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Adult dental

Stand-alone plan available for
purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Prescription drugs
1-30 days

Retail network
pharmacy and mail-
order provider

Tier 1 — Generic: $35 copay with no
deductible

Tier 2 — Preferred brand: 35% after in-
network integrated deductible

Tier 3 — Nonpreferred brand:

40% after in-network integrated
deductible

Tier 4 — Preferred/Nonpreferred
specialty: 45% after in-network
integrated deductible

Tier 1 — Generic: Covered 100% after in-
network integrated deductible

Tier 2 — Preferred brand: Covered 100%
after in-network integrated deductible

Tier 3 — Nonpreferred brand: Covered
100% after in-network integrated
deductible

Tier 4 — Preferred specialty: Covered
100% after in-network integrated
deductible

Tier 5 — Nonpreferred specialty: Covered

100% after in-network integrated
deductible

Tier 1 — Generic: Covered 100% after
in-network integrated deductible

Tier 2 — Preferred brand: Covered 100%
after in-network integrated deductible
Tier 3 — Nonpreferred brand: Covered
100% after in-network integrated
deductible

Tier 4 — Preferred specialty: Covered

100% after in-network integrated
deductible

Tier 5 — Nonpreferred specialty:
Covered 100% after in-network
integrated deductible




Blue Cross® Metro Detroit Blue Cross® Select HMO | Blue Cross® Preferred Blue Cross® Select

EPO Bronze HSA Bronze Extra HMO Bronze HSA HMO Bronze Saver HSA
Blue Cross® Metro Detroit | Blue Cross® Select Blue Cross® Metro Detroit
HMO Bronze Extra HMO Bronze HSA HMO Bronze Saver HSA
Blue Cross® Partnered Blue Cross® Metro Detroit Blue Cross® Partnered
HMO Bronze Extra HMO Bronze HSA HMO Bronze Saver HSA

Blue Cross® Partnered
HMO Bronze HSA

Covered 100% after deductible Covered 50% after deductible | $250 copay after deductible, then Covered 100% after deductible
covered 60% Copay waived if admitted

Only medical emergencies or
accidental injuries are covered out

of network

Covered 100% after in-network Covered 100% after in-network | Covered 60% after deductible Covered 100% after deductible
deductible deductible

Covered 100% after deductible Covered 50% after deductible | $40 copay after deductible Covered 100% after deductible
On!y mediga'I emergencies or Diagnostic and laboratory services are | Diagnostic and laboratory
accidental injuries are covered out of subject to the plan’s deductible and services are subject to the plan’s
network coinsurance deductible

Covered 100% after deductible Covered 50% after deductible | Covered 60% after deductible Covered 100% after deductible

EPO network hospitals and
professional providers

Covered 100%, one vision exam per | Covered 100%, one vision Covered 100%, one vision exam per Covered 100%, one vision exam per
pediatric member per calendar year | exam per pediatric member pediatric member per calendar year pediatric member per calendar year

Covered 100%, standard lenses per calendar year Covered 100%, standard lenses and Covered 100%, standard lenses
and frames or contact lenses Covered 100%, standard lenses frames or contact lenses and frames or contact lenses

Frequency limits apply and frames or contact lenses o Frequency limits apply
Frequency limits apply Frequency limits apply
Stand-alone plan available for Stand-alone plan available for | Stand-alone plan available for purchase | Stand-alone plan available for
purchase purchase purchase
Stand-alone plan available for Stand-alone plan available for | Stand-alone plan available for purchase | Stand-alone plan available for
purchase purchase purchase
Stand-alone plan available for Stand-alone plan available for | Stand-alone plan available for purchase | Stand-alone plan available for
purchase purchase purchase
Tier 1 — Generic: Covered 100% Tier 1-Generic: $35 copay with | Tier 1a — Generic: $4 copay after Tier 1a — Generic: Covered 100%
after in-network integrated no deductible integrated deductible after integrated deductible
deductible Tier 2-Preferred brand: 35% Tier 1b — Generic: $20 copay after Tier 1b — Generic: Covered 100%
Tier 2 — Preferred brand: Covered | after integrated deductible integrated deductible after integrated deductible
100% after in-network integrated Tier 3-Nonpreferred Tier 2 — Preferred brand: 25% coinsurance | Tier 2 — Preferred brand: Covered
deductible brand: 40% after integrated after integrated deductible, $40 minimum | 100% after integrated deductible
Tier 3 — Nonpreferred brand: deductible and $100 maximum copay Tier 3 — Nonpreferred brand:
Covered 100% aftgr in-network Tier 4-Preferred/Nonpreferred Tier 3 — Nonpreferred brand: 50% Covered 100% after integrated
integrated deductible specialty: 45% after integrated | coinsurance after integrated deductible, | deductible
Tier 4 — Preferred specialty: deductible $80 minimum and $100 maximum copay | Tier 4 — Preferred specialty: Covered
Covered 100% aftgr in-network Tier 4 — Preferred specialty: 20% 100% after integrated deductible
integrated deductible _ coinsurance after integrated deductible | Tier 5 — Nonpreferred specialty:
Tier 5 - Nonpreferrgd specialty: Tier 5 — Nonpreferred specialty: 25% Covered 100% after integrated
Covered 100% after in-network coinsurance after integrated deductible | deductible

integrated deductible




Value plan comparison

Plan name

Annual deductible
Medical and drug expenses are combined to
meet the integrated deductible

Blue Cross® Premier PPO Value

$7,150 per individual plan
$14,300 per family plan

Coinsurance

None

Out-of-pocket maximum

The integrated deductible, coinsurance and
copays for all medical and drug expenses
accumulate to the out-of-pocket maximum

$7,150 per individual plan
$14,300 per family plan

HSA qualified

No

Preventive medical, prescription drugs
and immunizations

Covered 100% with no deductible

Physician office visits

$30 copay per primary care visit applies to the first 3 primary care visits per member per calendar year

Additional primary care visits will be subject to the in-network integrated deductible
Specialist office visits are subject to in-network integrated deductible

Diagnostic and laboratory services are subject to the plan’s deductible

After deductible is met office visits are covered at 100%

Retail health center visit

Ex: Going to the clinic at a major pharmacy
or retail store for basic health care services
on a walk-in basis

$30 copay with no deductible for the first 3 visits, including primary care and retail health
center visits, per member per calendar year

Additional retail health center visits and diagnostic and laboratory services are subject to
plan’s deductible

Online visits

Including 24/7 online health care through
American Well®

Covered 100% after deductible

Laboratory tests and pathology

Covered 100% after deductible

Diagnostic tests, X-rays, imaging services,
CT scans, MRIs Approval required for
imaging services

Covered 100% after deductible

Urgent care visits at urgent care center or
outpatient location

Covered 100% after deductible

Inpatient and surgical care

Covered 100% after deductible

Transportation by ambulance and
Emergency room

Covered 100% after deductible

Maternity benefit

Covered 100% after deductible

Pediatric vision

Covered 100%, one vision exam per pediatric member per calendar year
Covered 100%, standard lenses and frames or contact lenses
Frequency limits apply

Adult vision

Stand-alone plan available for purchase

Pediatric dental

Stand-alone plan available for purchase

Adult dental

Stand-alone plan available for purchase

Prescription drugs 1-30 days
Retail network pharmacy and mail-order
provider

Tier 1 — Generic: Covered 100% after in-network integrated deductible

Tier 2 — Preferred brand: Covered 100% after in-network integrated deductible

Tier 3 — Nonpreferred brand: Covered 100% after in-network integrated deductible
Tier 4 — Preferred specialty: Covered 100% after in-network integrated deductible
Tier 5 — Nonpreferred specialty: Covered 100% after in-network integrated deductible




Blue Cross® Select HMO Value

$7,150 per individual plan
$14,300 per family plan

None

$7,150 per individual plan
$14,300 per family plan

No
Covered 100% with no deductible

$30 copay with no deductible per primary care visit with no deductible
Specialist office visits are subject to deductible

Radiology services are subject to the plan’s deductible

After deductible is met office visits are covered at 100%

$40 copay with no deductible
Diagnostic services are subject to plan’s deducible and coinsurance

$30 copay with no deductible

Covered 100% after deductible

Covered 100% after deductible

$40 copay with no deductible
Radiology services are subject to the plan’s deductible
Covered 100% after deductible

Covered 100% after deductible

Covered 100% after deductible

Covered 100%, one vision exam per pediatric member per calendar year
Covered 100%, standard lenses and frames or contact lenses
Frequency limits apply

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Stand-alone plan available for purchase

Tier 1a - Generic: Covered 100% after integrated deductible

Tier 1b — Generic: Covered 100% after integrated deductible

Tier 2 — Preferred brand: Covered 100% after integrated deductible

Tier 3 — Nonpreferred brand: Covered 100% after integrated deductible
Tier 4 — Preferred specialty: Covered 100% after integrated deductible
Tier 5 — Nonpreferred specialty: Covered 100% after integrated deductible




BlueDental*™ and Blue Cross
Vision plans

Quality dental and vision care from Blue Cross

Blue Dental offers you and your family nine individual dental plans.
And some plans have dental and vision coverage combined, which you
can buy directly from us rather than the Health Insurance Marketplace.
These dental and vision plans are comprehensive and include
everything from routine cleanings and oral exams to fillings and crowns
for dental, and eye exams and glasses for vision. Best of all, these plans
are backed by the value, experience and confidence that you can rely
on from Blue Cross Blue Shield of Michigan.




Choosing your dentist or eye doctor

Choosing the right dentist or eye doctor for your dental needs or vision is important. That's why our dental and dental
with vision plans give you a variety of options that make finding the right dentist or eye doctor easy.

Blue Dental’™ EPO Standard

Blue Dental*™ PPO Standard
Blue Dental*™ PPO Plus
Blue Dental*™ PPO Pediatric
Blue Dental*™ PPO Extra

Blue Dental*™ PPO Standard with Vision
Blue Dental* PPO Plus with Vision

Blue Dental*¥ EPO Standard with Vision
Blue Dental*¥ PPO Extra with Vision

For this plan, you need to receive dental
care from a dentist in a PPO network.*
Blue Cross negotiates with network
dentists so that our members can get
quality dental services at discount rates.
And this even includes discounts on
noncovered services.

If you go to an out-of-network dentist,
you are not covered by this plan.

These plans give you the freedom to choose

any dentist. So whether you pick a network
dentist or not — we've got you covered.

You have the following options when
selecting a dentist:

PPO network dentists

These dentists will always accept your
coverage. We negotiate with network
dentists to offer services at discount rates for
our members, including discounts on non-
covered services.

Blue Par Select’™ dentists

Any licensed dentist who is not part of our
PPO network can participate with us on a
per-claim basis through Blue Par Select.
These dentists offer Blue Cross members a
discount on their usual charge and accept
our approved amount as full payment for
covered services, minus your deductible
and coinsurance. If you go to a non-network
dentist, make sure you ask if he or she
participates with Blue Par Select.

Nonparticipating dentists

If you choose a dentist who does not
participate with us, you are responsible
for any difference between our approved
amount** and the dentist’s charge, plus
any deductible or coinsurance required by
your plan. We do not pay nonparticipating
dentists directly. You pay your dentist

in full for services. We then pay you for
covered services based on our approved
amount. You may also be responsible for
filing you own claim.

Adult vision coverage can be added to the Blue Dental
PPO Standard, Blue Dental PPO Plus Standard, Blue
Dental EPO Standard or Blue Dental PPO Extra plans.

VSP Choice providers

In-network eye doctors are located in retail,
neighborhood, medical and professional settings, with
92 percent of them offering early morning, evening and
weekend appointments. Blue Cross members who go
to a VSP provider will have no paperwork to complete.
All you need to do is show your Blue Cross or Blue Care
Network ID card.

Finding a doctor who participates in the VSP Choice
network is easy. Visit bcbsm.com, click “Find a
doctor” and then click on VSP. Or, you can call VSP
Member Services at 1-800-877-7195 or visit vsp.com.

Note: VSP doctors verify member eligibility and
submit all claims directly to VSP.

Nonparticipating providers

If you choose a provider that does not participate
with VSP, you are responsible for any difference
between our approved amounts and the doctor’s
charge plus any copays required by your plan. You
are responsible for paying at the time of service and
submitting a claim for reimbursement directly to VSP.
The reimbursement will be sent directly to you.

*Blue Cross Blue Shield of Michigan uses the Dental Network of America Preferred Network for its dental plan.
**The Blue Cross maximum payment for a covered service.

Looking for a dentist?

To find a PPO network or Blue Par Select dentist in your area, go to mibluedentist.com, or call us at 1-888-826-8152.

DNoA is an independent company that provides dental benefit services for Blue Cross Blue Shield of Michigan and Blue Care Network.
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Individual dental plan comparison

All of our Blue Dental plans offer the same quality benefits, but with different premiums and cost-sharing amounts,
allowing you to choose the plan that best fits your needs and budget.

Plan name

Blue DentalsV

EPO Standard

Blue Dentals™
PPO Standard

Out-of-network and

Out-of-network and

Orthodontic services

Plan deductible

1 person/2 person/3 person

Not covered

Blue Dental*™ EPO

In-network

Not covered

Standard Deductible

Out-of-network

Not covered

Blue Dental*™ PPO

In-network

In-network Blue Par Select In-network Blue Par Select

Coinsurance
Class | - 5 5 o

) . 20% Not covered 20% 50%
Preventive services
Classil- . 50% Not Covered 50% 50%
Minor restorative services
Classlll - . 50% Not covered 50% 50%
Major restorative services
Class IV -

Not covered

Standard Deductible

Out-of-network

$25/$50/$75

Not applicable

$25/$50/$75

$50/$100/$150

Blue Dental members have
access to nearly 410,000
dental locations
around the country.
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Blue DentalsV

PPO Extra

Blue DentalV
PPO Plus Standard

Blue DentalsV
PPO Pediatric

Out-of-network and

Out-of-network and

Out-of-network and

[ Blue Par Select It Blue Par Select =i Blue Par Select
Coinsurance
Covered in full 20% 20% 20% 20% 50%
30% 40% 40% 40% 50% 50%
50% 50% 50% 50% 50% 50%

Not covered

Not covered

Blue Dental™

Not covered

Blue

Not covered

DentalsV

Not covered

Not covered

Blue Dental™

PPO Extra Deductible

In-network

Out-of-network

PPO Plus Standard Deductible

In-network

Out-of-network

PPO Pediatric Deductible

In-network

Out-of-network

$0/$0/$0

$50/$100/$150

$75/$150/$225

$75/$150/$225

$25/$50/$75

$50/$100/$150




Product

Blue DentalsV

EPO Standard

Blue DentalM
PPO Standard

Class | - Preventive and diagnostic services

Dental check-up for
children

Prophylaxis (Cleaning) - 3x per calendar year

Exams - 2x per calendar year

Bitewing X-rays - One set (up to 4) per calendar year
Fluoride - 2x per calendar year

Pediatric members are defined as members age 18 or
younger when their coverage begins

Prophylaxis (Cleaning) - 3x per calendar year
Exams - 2x per calendar year
Bitewing X-rays - One set (up to 4) per calendar year

Fluoride - 2x per calendar year

Pediatric members are defined as members age 18 or
younger when their coverage begins

Routine dental
services (adult)

Prophylaxis (Cleaning) - 2x per calendar year (3rd is
covered for members with adverse medical condition)

Exams - 2x per calendar year
Bitewing X-rays - One set (up to 4) per calendar year
Fluoride - Not covered

Members age 19 or older when their coverage begins are
considered non-pediatric

Prophylaxis (Cleaning) - 2x per calendar year (3rd is
covered for members with adverse medical condition)

Exams - 2x per calendar year
Bitewing X-rays - One set (up to 4) per calendar year
Fluoride - Not covered

Members age 19 or older when their coverage begins are
considered non-pediatric

Class Il - Minor restorative services*

Basic dental care-
child

Sealants - 1x per permanent molars, every 3 years

Fillings - 1x per 24 months for primary teeth, 1x per 48
months for permanent teeth

Periodontal maintenance - 3x per calendar year in
combination with routine prophylaxis (cleaning)

Simple extractions - 1x per lifetime per tooth
Root canals - 1x per lifetime per tooth

Pediatric members are defined as members age 18 or
younger when their coverage begins

Sealants - 1x per permanent molars, every 3 years

Fillings - 1x per 24 months for primary teeth, 1x per 48
months for permanent teeth

Periodontal maintenance - 3x per calendar year in
combination with routine prophylaxis (cleaning)

Simple extractions - 1x per lifetime per tooth
Root canals - 1x per lifetime per tooth

Pediatric members are defined as members age 18 or
younger when their coverage begins

Basic dental care-
adult

Periodontal maintenance - 2x per calendar year in
combination with routine cleaning (3rd is covered for
members with adverse medical condition)

Sealants - not covered

Fillings - 1x per 24 months for primary teeth, 1x per 48
months for permanent teeth

Simple extractions - 1x per lifetime per tooth

Root canals - 1x per lifetime per tooth

Members age 19 or older when their coverage begins are
considered non-pediatric

6-month waiting period on Class Il services for non-
pediatric members except for sealants and emergency
palliative treatments

Periodontal maintenance - 2x per calendar year in
combination with routine cleaning (3rd is covered for
members with adverse medical condition)

Sealants - not covered

Fillings - 1x per 24 months for primary teeth, 1x per 48
months for permanent teeth

Simple extractions - 1x per lifetime per tooth

Root canals - 1x per lifetime per tooth

Members age 19 or older when their coverage begins are
considered non-pediatric

6-month waiting period on Class Il services for non-
pediatric members except for sealants and emergency
palliative treatments

*These services are subject to a waiting period.
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Blue DentalV

PPO Extra

Blue DentalsV
PPO Plus Standard

Blue DentalsV
PPO Pediatric

Class | - Preventive and diagnostic services

Prophylaxis (Cleaning) - 3x per calendar year
Exams - 2x per calendar year

Bitewing X-rays - One set (up to 4) per calendar year
Fluoride - 2x per calendar year

Pediatric members are defined as members age
18 or younger when their coverage begins

Prophylaxis (Cleaning) - 3x per calendar year
Exams - 2x per calendar year

Bitewing X-rays - One set (up to 4) per calendar
year

Fluoride - 2x per calendar year

Pediatric members are defined as members
age 18 or younger when their coverage begins

Prophylaxis (Cleaning) - 3x per calendar
year

Exams - 2x per calendar year

Bitewing X-rays - One set (up to 4) per
calendar year

Fluoride - 2x per calendar year
Pediatric members are defined as
members age 18 or younger when their
coverage begins

Prophylaxis (Cleaning) - 2x per calendar year (3rd
is covered for members with adverse medical
condition)

Exams - 2x per calendar year
Bitewing X-rays - One set (up to 4) per calendar year
Fluoride - Not covered

Members age 19 or older when their coverage
begins are considered non-pediatric

Prophylaxis (Cleaning) - 2x per calendar year
(3rd is covered for members with adverse
medical condition)

Exams - 2x per calendar year

Bitewing X-rays - One set (up to 4) per
calendar year

Fluoride - Not covered

Members age 19 or older when their coverage
begins are considered non-pediatric

Not covered

Class Il = Minor restorative services*

Sealants - 1x per permanent molars, every 3 years

Fillings - 1x per 24 months for primary teeth, 1x
per 48 months for permanent teeth

Periodontal maintenance - 3x per calendar year in
combination with routine prophylaxis (cleaning)

Simple extractions - 1x per lifetime per tooth
Root canals - 1x per lifetime per tooth

Pediatric members are defined as members age
18 or younger when their coverage begins

Sealants - 1x per permanent molars, every 3
years

Fillings - 1x per 24 months for primary teeth,
1x per 48 months for permanent teeth

Periodontal maintenance - 3x per calendar
year in combination with routine prophylaxis
(cleaning)

Simple extractions - 1x per lifetime per tooth
Root canals - 1x per lifetime per tooth

Pediatric members are defined as members
age 18 or younger when their coverage begins

Sealants - 1x per permanent molars, every
3years

Fillings - 1x per 24 months for primary
teeth, 1x per 48 months for permanent
teeth

Periodontal maintenance - 3x per
calendar year in combination with
routine prophylaxis (cleaning)

Simple extractions - 1x per lifetime per
tooth
Root canals - 1x per lifetime per tooth

Pediatric members are defined as
members age 18 or younger when their
coverage begins

Periodontal maintenance - 2x per calendar year in
combination with routine cleaning (3rd is covered for
members with adverse medical condition)

Sealants - not covered

Fillings - 1x per 24 months for primary teeth, 1x
per 48 months for permanent teeth

Simple extractions - 1x per lifetime per tooth
Root canals - 1x per lifetime per tooth
Members age 19 or older when their coverage
begins are considered non-pediatric

6-month waiting period on Class Il services for
non-pediatric members except for sealants and
emergency palliative treatments

Periodontal maintenance - 2x per calendar
year in combination with routine cleaning (3rd
is covered for members with adverse medical
condition)

Sealants - not covered

Fillings - 1x per 24 months for primary teeth,
1x per 48 months for permanent teeth

Simple extractions - 1x per lifetime per tooth
Root canals - 1x per lifetime per tooth

Members age 19 or older when their coverage
begins are considered non-pediatric

6-month waiting period on Class Il services for
non-pediatric members except for sealants
and emergency palliative treatments

Not covered
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Blue DentalsM

EPO Standard

Blue DentalsM
PPO Standard

Class lll - Major restorative services*

Major dental care-
child

Scaling and root planing - 1x per quadrant, per 24 months
Onlays, crowns, veneers - 1x every 84 months

Bridges and dentures - 1x every 84 months

Implants - not covered

Pediatric members are defined as members age 18 or
younger when their coverage begins

Scaling and root planing - 1x per quadrant, per 24
months

Onlays, crowns, veneers - 1x every 84 months
Bridges and dentures - 1x every 84 months
Implants - not covered

Pediatric members are defined as members age 18 or
younger when their coverage begins

Major dental care-
adult

2017 Dental with Vision plan details

Scaling and root planing - 1x per quadrant, per 36 months
Onlays, crowns, veneers - 1x every 84 months

Bridges and dentures - 1x every 84 months

Implants - not covered

Members age 19 or older when their coverage begins are
considered non-pediatric

12-month waiting period on Class Il services for non-
pediatric members

Description

Scaling and root planing - 1x per quadrant, per 36
months

Onlays, crowns, veneers - 1x every 84 months
Bridges and dentures - 1x every 84 months
Implants - not covered

Members age 19 or older when their coverage begins are
considered non-pediatric

12-month waiting period on Class Il services for non-
pediatric members

Blue Dental* PPO Standard with Vision

adult vision benefits

Offers same dental benefits of the Blue Dental* PPO Standard dental plan as well as the

Blue Dental*™ PPO Plus Standard with Vision

the adult vision benefits

Offers same dental benefits of the Blue Dental*™ PPO Plus Standard dental plan as well as

Blue Dental*™ EPO Standard with Vision

adult vision benefits

Offers same dental benefits of the Blue Dental*™ EPO Standard dental plan as well as the

Blue Dental*™ PPO Extra with Vision

adult vision benefits

Offers same dental benefits of the Blue Dental®™ PPO Extra dental plan as well as the

Non-pediatric members (members age 19 or older on the plan effective date are

Eligibility considered non-pediatric)

Benefits Exam every 12 months, lenses every 12 months and frames every 24 months
Allowance $130

Copays $10 exam and $25 materials

Network VSP Choice

*These services are subject to a waiting period.
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Blue DentalM

PPO Extra

Blue DentalM
PPO Plus Standard

Blue DentalsV
PPO Pediatric

Class Ill - Major restorative services*

Scaling and root planing - 1x per quadrant, per 24
months

Onlays, crowns, veneers - 1x every 84 months
Bridges and dentures - 1x every 84 months
Implants - not covered

Pediatric members are defined as members age
18 or younger when their coverage begins

Scaling and root planing - 1x per quadrant, per
24 months

Onlays, crowns, veneers - 1x every 84 months
Bridges and dentures - 1x every 84 months
Implants - not covered

Pediatric members are defined as members
age 18 or younger when their coverage begins

Scaling and root planing - 1x per
quadrant, per 24 months

Onlays, crowns, veneers - 1x every 84
months

Bridges and dentures - 1x every 84
months

Implants - not covered

Pediatric members are defined as
members age 18 or younger when their
coverage begins

Scaling and root planing - 1x per quadrant, per 36
months

Onlays, crowns, veneers - 1x every 84 months
Bridges and dentures - 1x every 84 months
Implants - not covered

Members age 19 or older when their coverage
begins are considered non-pediatric

12-month waiting period on Class Il services for
non-pediatric members

Scaling and root planing - 1x per quadrant,
per 36 months

Onlays, crowns, veneers - 1x every 84 months
Bridges and dentures - 1x every 84 months
Implants - not covered

Members age 19 or older when their coverage
begins are considered non-pediatric

12-month waiting period on Class Il services
non-pediatric members

New Blue Cross Vision - Adults only plan

Not Covered

Eligibility Members age 19 or older as of plan effective date are eligible

Benefits Eye exam every 12 months, lenses every 12 months and frames every
12 months

Allowance $150

Copays $15 exam and $25 materials

Network VSP Choice

Enrollment Available year round

VSP is an independent company that provides vision benefit services for Blue Cross Blue Shield of Michigan and Blue Care Network customers. VSP is a registered

trademark of Vision Service Plan
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Helpful links

Enroll in a Blue Cross or Blue Care Network plan
bcbsm.com/myblue ¢ 1-877-4MY-BLUE (469-2583)

Eligible for savings?
bcbsm.com/subsidy

Find a doctor or hospital
bcbsm.com/find-a-doctor

Summary of benefits and coverage
Visit bcbsm.com/sbc

Billing, claims and benefits
Customer service number on the back of ID card

Pay my bill
bcbsm.com/payhbill
bcbsm.com/payments

How to select a primary care physician (for HMO plans):
bcbsm.com/selectpcp



We speak your language

If you, or someone you’re helping, needs assistance, you have the
right to get help and information in your language at no cost. To
talk to an interpreter, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién en su
idioma sin costo alguno. Para hablar con un intérprete, llame al
numero telefénico de Servicio al cliente, que aparece en la parte
trasera de su tarjeta, o 877-469-2583, TTY: 711 si usted todavia no
es un miembro.
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Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy, masz
prawo do uzyskania bezptatnej informacji i pomocy we wiasnym
jezyku. Aby porozmawiaé z ttumaczem, zadzwor pod numer
dziatu obstugi klienta, wskazanym na odwrocie Twojej karty lub
pod numer 877-469-2583, TTY: 711, jezeli jeszcze nie masz
cztonkostwa.

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

Se tu o qualcuno che stai aiutando avete bisogno di assistenza, hai
il diritto di ottenere aiuto e informazioni nella tua lingua
gratuitamente. Per parlare con un interprete, rivolgiti al Servizio
Assistenza al numero indicato sul retro della tua scheda o chiama
il 877-469-2583, TTY: 711 se non sei ancora membro.
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Ecnu BaM WM JIMILY, KOTOPOMY BBI [IOMOTAETe, HY’KHA MOMOIIIb, TO
BBl UMEETE MPaBo Ha OeCIIaTHOE MOTyYSHUE TOMOIIH U
uH(OpMaIMY Ha BallieM s3bike. J[JIsl pa3roBopa ¢ MepeBOIUNKOM
TMO3BOHMTE TI0 HOMEPY TeliehOoHA OT/eNIa 0OCITY)KUBAHUS
KJIMCHTOB, YKa3aHHOMY Ha 0OpaTHOI CTOPOHE BalleH KapThl, X
1o Homepy 877-469-2583, TTY: 711, ecnu y Bac HET WIECHCTBA.

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

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan ng
tulong, may karapatan ka na makakuha ng tulong at impormasyon
sa iyong wika ng walang gastos. Upang makausap ang isang
tagasalin, tumawag sa numero ng Customer Service sa likod ng
iyong tarheta, o0 877-469-2583, TTY: 711 kung ikaw ay hindi pa
isang miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network comply
with Federal civil rights laws and do not discriminate on the basis
of race, color, national origin, age, disability, or sex. Blue Cross
Blue Shield of Michigan and Blue Care Network provide free
auxiliary aids and services to people with disabilities to
communicate effectively with us, such as qualified sign language
interpreters and information in other formats. If you need these
services, call the Customer Service number on the back of your
card, or 877-469-2583, TTY: 711 if you are not already a member.
If you believe that Blue Cross Blue Shield of Michigan or Blue Care
Network has failed to provide services or discriminated in another
way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance in person, by mail, fax, or email with:
Office of Civil Rights Coordinator, 600 E. Lafayette Blvd., MC 1302,
Detroit, M1 48226, phone: 888-605-6461, TTY: 711,

fax: 866-559-0578, email: CivilRights@bcbsm.com. If you need
help filing a grievance, the Office of Civil Rights Coordinator is
available to help you.

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

200 Independence Ave, S.W., Washington, D.C. 20201,

phone: 800-368-1019, TTD: 800-537-7697,

email: OCRComplaint@hhs.gov. Complaint forms are

available at http://www.hhs.qgov/ocr/office/file/index.html.
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For cost information and to purchase your MyBlue health
care plan for 2017, go to bcbsm.com/myblue.

Call a health plan advisor at 1-877-4MY-BLUE (469-2583),
or contact your Blue Cross or Blue Care Network agent.

Blue Cross
2D Blue Shield
VAV Blue Care Network
® ®  of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

Find us online:
bcbsm.com
bcbsm.com/news
facebook.com/bcbsm

ahealthiermichigan.org

You

This brochure only displays in-network coverage and an overview of covered
services. For detailed benefit information and out-of network coverage, please
see your Summary of Benefits and Coverage at bcbsm.com/sbc.
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