Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage Period: 01/01/2018 - 12/31/2018
m Health Alliance Plan Wayne State University Coverage for: Individual+Family | Plan Type: HMO

/A\ The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-422-4641 or visit www.hap.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see
the Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-422-4641 to request a copy.

Impotat Questons—— Answors Wy Tuslats

What is the overall $0 See the Common Medical Events chart below for your costs for
deductible? services this plan covers.
Are there services covered , :
before you meet your No. \S(é)rL\J/ i\(/:v(lallshave to meet the deductible before the plan pays for any
deductible? '

. You don't have to meet deductibles for specific services, but see
Are there other deductibles . ——— SN
for specific services? No. the chart starting on page 2 for other costs for services your plan

covers.

, vy The out of pocket limit is the most you could pay in a year for
mm‘:‘ tt;'iz O:gn?; oket $6,350 individual/ $12,700 family covered services. If you have other family members in this plan,
— pan the overall family out of pocket limit must be met.

What is not included in the |Premiums, Balance billing Charges, and Health Care this plan Even though you pay these expenses, they don't count toward the
out-of-pocket limit? does not cover. out of pocket limit.

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

This plan will pay some or all of the costs to see a specialist for

Will you pay less if you use ' Yes. See www.hap.org or call 1-800-422-4641 for a list of network
a network provider? providers.

Do you need a referral to

" Yes. covered services but only if you have a referral before you see the
? e
see a specialist? specialist.

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146

Released on April 6, 2016 AA001196 XR002320
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

Visits are face-to-face, telephonic, or through

injury or illness $20 copay per visit ot e secure electronic portal
Specialist visit $20 copay per visit Not Covered None
$20 PCP Other Practitioner
» . ... copay per visit/ $20 Specialist Chiropractic Care and Acupuncture Not
If you ws[t a health Other practitioner office visit Other Practitioner copay per Not Covered Covered
golgrg provider's office or visit
inie Coverage information available at
www.hap.org. You may have to pay for
Preventive care/ services that aren't preventive services. Ask
screening/immunization 1 e ot e your provider if the services needed are
preventive services. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood
e work) No Charge Not Covered Some services require preauthorization.
:\r/lnsg)ng (CTIRET scans, No Charge Not Covered Some services require preauthorization.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider

Limitations, Exceptions, & Other Important

Information

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available
at www.hap.org

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

Generic drugs

Preferred brand drugs
Non-preferred brand drugs

Specialty drugs

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

Physician/surgeon fees
Emergency room care

Emergency medical
transportation

Urgent care
Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Preferred $5
copay/prescription (retail)
Non-Preferred $5
copay/prescription (retail)

$20 copay/prescription (retail)
$45 copay/prescription (retail)

Preferred $45
copay/prescription (retail)

Non-Preferred $45
copay/prescription (retail)

No Charge

No Charge
$100 copay per visit

No Charge
$20 copay per visit
No Charge
No Charge

$20 copay per visit

No Charge

(You will pay the most)

Not Covered

Not Covered
Not Covered

Not Covered

Not Covered

Not Covered
$100 copay per visit

No Charge
$20 copay per visit
Not Covered

Not Covered

Not Covered

Not Covered

Members will pay the Brand Drug
Copayment when a physician requests a
Brand Drug as 'Dispense as Written' and a
Generic equivalent is available.

Retail: 30 day supply for non-maintenance
drugs at 1 copay; 90 day supply for eligible
maintenance drugs at 1 copay; Mail Order:
90 day supply for both eligible maintenance
and non-maintenance drugs at 1 copay.

Specialty drugs not available at 90 day or
mail order.

Some services require preauthorization.

None
Copay will be waived if admitted

Emergency medical transportation Only

None

Some services require preauthorization .

None

Some services require preauthorization.
Services can be accessed by calling 1-800-
444-5755

Services require preauthorization. Services
can be accessed by calling 1-800-444-5755
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider

Limitations, Exceptions, & Other Important

Information

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children's eye exam
Children's glasses
Children's dental check-up

$20 copay per visit
No Charge

No Charge
No Charge
No Charge

No Charge

No Charge

No Charge

No Charge

$20 copay per visit
Not Covered

Not Covered

(You will pay the most)
Not Covered

Not Covered

Not Covered
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered
Not Covered
Not Covered
Not Covered

No Charge for Prenatal care

None

**Some services require preauthorization.

None

Up to 60 combined visits per benefit period -
May be rendered at home

Limited to Applied Behavior Analysis (ABA)
and Physical, Speech and Occupational
Therapy services associated with the
treatment of Autism Spectrum Disorders
through age 18. Services require
preauthorization. *See outpatient Mental
Health for ABA cost sharing amount

Covered for authorized services- Up to 730
days, renewable after 60 days

Coverage provided for approved equipment
based on HAP's guidelines. Some services

require preauthorization.
Up to 210 days per lifetime

None
None
None
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Acupuncture Long-Term Care Routine Foot Care (Only when meets plan
guidelines)
Chiropractic Care Non-Emergency Care When Traveling Outside Vision Hardware (Unless additional rider
the U.S. purchased)
Cosmetic Surgery Private-Duty Nursing Habilitation services (Only when meets plan
guidelines)

Dental Care (Adult)

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
Bariatric Surgery Infertility Treatment Weight Loss Programs
Hearing Aids Routine Eye Care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue coverage after it ends. For more information on you rights to continue
coverage, contact the plan at 1-800-422-4641; you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.Healthcare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, MI 48909-7720, http://michigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0.Box 30220,
Lansing, MI 48909, phone 1-877-999-6442, website: http://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum essential coverage for a month, you'll have to pay when you file your tax return unless you qualify for an exemption from the requirement
that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn't meet the Minimum value standards, you may be eligible for premium tax credits to help you pay for a plan through the Marketplace.

Language Access Services:
Please see a full list of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

hospital delivery)

M The plan's overall deductible $0
B Specialist copayment $20
W Hospital (facility) coinsurance 0%
W Other coinsurance 0%
This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $400
Coinsurance $0
What isn't covered

Limits or exclusions $60
The total Peg would pay is $460

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

M The plan's overall deductible $0
M Specialist copayment $20
B Hospital (facility) coinsurance 0%
W Other coinsurance 0%
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:

Cost Sharing
Deductibles $0
Copayments $615
Coinsurance $0
What isn't covered

Limits or exclusions $55
The total Joe would pay is $670

Mia's Simple Fracture
(in-network emergency room visit and follow up
care)
B The plan's overall deductible $0
B Specialist copayment $20
B Hospital (facility) coinsurance 0%
W Other coinsurance 0%
This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)
Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $120
Coinsurance $0
What isn't covered

Limits or exclusions $0
The total Mia would pay is $120

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services
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HINWEIS: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos Sprachassistenzdienste zur Verfiigung.
Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso la lingua parlata sia I’italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

IREIE . AXREZEINSGGE. BHOSEXRESFIAVEEZITET . (800)422-4641 £ T,
BEFICTITERCESL, TTY 2—HF—(F 711 FTITEHKCESLY,

F9: T o] B ALG A E 4%, R 9o A9 Hu] 2T o] §314 S QI Th 800-422-4641 ¥ =
TTY: 711 H O 2 =3 Z’\]/\]_L

UWAGA: jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer
(800) 422-4641 lub TTY: 711.

BHUMAHMUE! Ecnu Bam poHO# S3bIK pyCCKHil, BAM MOTYT OBITh MPEAOCTaBICHBI OECIIIaTHBIE
nepeBoaueckue ycruyru. O6paraiitecs mo Homepy (800) 422-4641 (tenerann: 711).

NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrSka na VaSem jeziku.
Kontaktirajte (800) 422-4641 ili tekstualni telefon za osobe oStecena sluha: 711.

ATENCION: si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente
para usted. Llame al (800) 422-4641, los usuarios TTY deben llamar al 711.

Huinn iEls RN CRLo Codulnar Lok o (hiahR\idian wiEl ol (adummd W (e L iidon
JTTY: 711 AL o (800) 422- 4641 m A

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong
tulong sa wika na walang bayad. Tumawag sa (800) 422-4641 o TTY: 711.

CHU Y: Néu quy vi noi tiéng Viét, chiing t6i ¢ cac dich vu hd tro ngdn ngit mién phi danh cho quy vi. Hay goi
(800) 422-4641 hoac TTY: 711.





