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

Coverage Period: 01/01/2025-12/31/2025

University of Michigan Health Plan HMO Exclusive Silver Standard - CSR94 SNN09200-RX0HE030
University of Michigan Health Plan

Coverage for: Individual or Family | Plan Type: HMO

to request a copy.

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 healthcare services. NOTE: Information about the cost of this plan (called the premium) will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage visit us at
www.UofMHealthPlan.org or call 1-800-832-9186. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-832-9186

What is the overall

Important Questions m Why This Matters:

$0 individual / $0 family

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

deductible? must meet their own individual deductible until the total amount of deductible expenses paid
by all family members meets the overall family deductible.
: . This plan covers some items and services even if you haven't yet met the deductible
. Yes, Preventive care, services . : :
Are there services . amount. But a copayment or coinsurance may apply. For example, this plan covers certain
subject to copayments, and other , ; , : ; .
covered before you meet . preventive services without cost-sharing and before you meet your deductible. See a list of
: services as noted are covered ; . : .
your deductible? covered preventive services at https://www.healthcare.gov/coverage/preventive-care-

before you meet your deductible.

benefits/.

Are there other
deductibles for specific
services?

No

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

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

$2,000 individual / $4,000 family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

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

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

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

Will you pay less if you
use a network provider?

Yes. See www.UofMHealthPlan.org
or call 1-800-832-9186 for a list of
network providers.

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

Do you need a referral to
see a specialist?

No.

You can see the network specialist you choose without a referral.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies, unless stated otherwise.

Common Medical Event

Services You May Need

Network Provider
(You will pay the least)

What You Will Pay

Non-Network Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an

most)

Convenience care facilities are covered under

For more information about limitations and exceptions, see the certificate of coverage at www.UofMHealthPlan.org.

iniury or iliness $0 copay/visit Not covered this benefit. 25% coinsurance for associated
Y services.
If vou visit a healthcare Allergy services (not including injections) are
r¥>vi der’s office or Specialist visit $10 copay/visit Not covered covered at 50% coinsurance.
gliT 30% coinsurance for associated services.
You may have to pay for services that aren’t
Preventive care/screening/ No charae Not covered preventive. Ask your provider if the services
immunization g you need are preventive. Then check what
your plan will pay for.
\Iz?rk;loshc test (x-ray, blood 25% coinsurance Not covered
If you have a test None
:\r/lnsg)ng (BTFEN e 25% coinsurance Not covered
$0 copay/ prescription Covers up to a 31-day supply (retail)
Generic drugs (retail) Not covered Covers up to a 90-day supply (mail order)
(Tier 1) $0 copay/ prescription Drugs on the Maintenance Drug List are
(mail order) covered up a 90-day supply for 3 copays
$15 copay/ prescription (retail)
:frg:tu 2?“:(:"‘:;”3?;:’ Preferred brand drugs (retail) Not covered ACA-mandated preventive drugs such as
con di{i on (Tier 2) $30 copay/ prescription select contraceptives and tobacco cessation
More inf tion about (mail order) medications are covered with no member cost
ore In otr_ma (ljon abou share. Preferred Tobacco Cessation Products
zcr)(\e/se‘::pe“i)snav:ijlgble at are only available from retail network
coverage - pharmacies in up to 31-day supply.
https://lwww.express- $50 copay/ prescription ) .
scripts.com/rx Non-preferred brand drugs | (retail) .lf a braqd DS G110 28 ) (EE g et
(Tier 3) $100 copay/ prescrintion Not covered is chemically the same, you pay your
(mail o_p_Yr der) P P applicable copay or coinsurance amount plus

the difference between the brand-name and
generic price.
Some drugs require prior approval for
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What You Will Pay

Non-Network Provider | Limitations, Exceptions, & Other Important
(You will pay the Information
most)

Common Medical Event | Services You May Need Network Provider
(You will pay the least)

coverage. Call Customer Service for more
information.

Specialty Drugs:

All Specialty Drugs regardless of tier
placement are only available from Accredo, a
mail-order specialty pharmacy, in up to a 31-

Not available (retail) day supply.

- If a brand-name drug has a generic drug that is
ikt p_ow/ prescnptlon et Gt chemically the same, you pay your applicable
(specialty mail-order)

copay or coinsurance amount plus the
difference between the brand-name and

Specialty drugs
(Tier 4)

generic price.
Some drugs require prior approval for
coverage.
Facility fee (e.g . Female sterilization is covered at no member
If you have outpatient | ambulatory sﬁrg;ery center) 25% coinsurance Not covered cost share when using network providers.
suyr gery P Some surgeries are covered at 50%
Physician/surgeon fees 25% coinsurance Not covered coinsurance. Prior approval required for coverage
of certain surgeries.
Emergency department 5% coinsurance Samel as network | | |
care - benefit 25% coinsurance for associated services.
If you need immediate Emergency medical 5% CoNSUTANCe Same as network Prior approval is required for coverage, and
medical attention transportation L benefit the copay is waived if admitted from the
" Same as network Emergency Department for an inpatient stay.
Urgent care $5 copay/visit benefit
Facility fee (e.g., hospital P Some surgeries are covered at 50%
If you have a hospital room) 25% coinsurance Not covered coinsurance. Prior approval required for
stay . . coverage of inpatient stays. Transplants must
Physician/surgeon fees 25% coinsurance Not covered be at Designated Facilities.
If you need mental - - - 25% coinsurance for ABA services for autism
health, behavioral Outpatient services HUGE Not covered treatment. Prior approval required for coverage
health, or substance Inoatient . 95% co Not d of non-routine services, including ABA services
AR TR npatient services b coinsurance ot covere and inpatient stays.

For more information about limitations and exceptions, see the certificate of coverage at www.UofMHealthPlan.org. Page 3 of 8
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

most)
Office visits No charge Not covered Cost sharing does not apply for preventive
Childbirth/delivery 25% comnsUrance Not covered services. Depending on the type of services, a
professional services o LA TR coinsurance may apply. Maternity care may
If vou are preanant include tests and services described
y preg o . 3 elsewhere in the SBC (i.e., ultrasound). Prior
Childbirth/delivery facility | e/ oi0cirance - approval required for coverage if inpatient stay
services exceeds federally established minimum time
frames.
Home health care 25% coinsurance Not covered Prior approval required for coverage.
There are separate limits for rehabilitative and
o . o habilitative services: PT & OT = 30 visits per
year; and cardiac & pulmonary rehab = 30
If vou need hel visits per calendar year. Covered services for
re)c,:overin or hpave o . o treatment of autism are not included in above
needs P outpatient speech therapy.
Skilled nursing care 25% coinsurance Not covered L"?"“ of 45 days per calendar year.
Prior approval required for coverage.
Durable medical equipment | 50% coinsurance Not covered P rior approval required for coverage of certan
items of DME.
Hospice services 25% coinsurance Not covered L"?’“ of 45 days per calendar year.
Prior approval required for coverage.
Children’s eye exam No charge Not covered Th's. 's a preventive service. Limited to 1
if your child needs routine exam per calendar year.
dental or eye care Children’s glasses No charge Not covered L|m|teq tq 1 parr of glasses per calendar year.
Other limitations apply
Children’s dental check-up | Not covered Not covered This plan has no coverage for this service.

For more information about limitations and exceptions, see the certificate of coverage at www.UofMHealthPlan.org.
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Excluded Services & Other Covered Services:

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

e Acupuncture N . ¢ Non-emergency care when traveling outside the
e Cosmetic surgery e Hearing aids and services US
e Dental care * Lrg‘ﬁgtg;:[/)‘;t;ea:;nir:nacnd medications to e Private duty nursing
e Elective abortion as defined by the State of Long-term cr;reg y e Routine eye care (adult)
Michigan g e Routine foot care
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric surgery o Infertility treatment to treat the underlying . :
e Chiropractic care conditions that result in infertility only *  Weight loss services other than surgery

For more information about limitations and exceptions, see the certificate of coverage at www.UofMHealthPlan.org. Page 5 of 8
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the Michigan Department of Insurance & Financial Services (DIFS), the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-
444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options
may be available to you 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 on how 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: 1-800-832-9186. You may also contact the Michigan Department of Insurance & Financial Services (DIFS), the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage?
Not applicable.

Does this plan meet the Minimum Value Standards?
Not applicable.

Non-Discrimination:

University of Michigan Health Plan (UM Health Plan) complies with applicable Federal civil rights laws and does not exclude, deny benefits to, or otherwise
discriminate against any person on the basis of race, color, national origin, age, disability, sex, pregnancy, sexual orientation, gender identity, gender expression,
religion, height, weight or veteran status. UM Health Plan provides free aids and services to people with disabilities to communicate effectively with us, such as
qualified sign language interpreters; written information in other formats (large print, audio, accessible electronic formats, other formats); and provides free language
services to people whose primary language is not English, such as qualified interpreters; and information written in other languages. If you need these services,
contact Customer Service at 800-832-9186 (TTY 711). If you believe that UM Health Plan has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with our Civil Rights Coordinator, mailing address: PO Box 30377 Lansing MI
48909-7877, phone: 1-800-832-9186, (TTY 711), fax: 517-364-8406 email: Compliance@UofMHealthPlan.org. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and 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 or phone at:

U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TTD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Language Access Services: If you, or someone you are helping, has questions about UM Health Plan, you have the right to get help and information in your
language at no cost. To talk to an interpreter, call our Customer Service Department at 1-800-832-9186 (TTY: 711).

Spanish Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de UM Health Plan, tiene derecho a acceder a ayuda e informacién en su idioma sin
costo alguno. Para hablar con un intérprete, llame al Departamento de Atencién al Cliente al 1-800-832-9186 (TTY: 711).

Arabic

(TTY: 711) 1-800-832-9186-ucl an s paanll A () gacyaclialidy ) 5 jopall iaslaall yiaelusall e J semnl 8 gall i« UM Health Plandlisd saelus gadd o §f bl gl
Chinese INR 1%, HIBEEEBEMNER, BEMNRIEA UMHealth PanlBB ML TE FAEMOME CHEERBEESUGHESIREMERM
=R, G —MER, HIRER (LA ART1-800-832-9186 (TTY: 711).
For more information about limitations and exceptions, see the certificate of coverage at www.UofMHealthPlan.org. Page 6 of 8
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German Falls Sie oder jemand, dem Sie helfen, Fragen zum UM Health Plan haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu
erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-800-832-9186 (TTY: 711) an.

Italian Se Lei o0 qualcuno che sta aiutando aveste domande su UM Health Plan, avete il diritto di ricevere assistenza e informazioni nella vostra lingua gratuitamente. Per
parlare con un interprete, pud chiamare 1-800-832-9186 (TTY: 711).

Japanese CARANE, FHEAHEHOFORY DA TH, UMHeathPlanlZ DWW T ZERIASEWELES, BHTIHFLENDSETHR— 2%
(F1=Y., FEREAFLIEZYTHENTEZET, BIREBEINDIGS. 1-800-832-9186 (TTY: 711) ETHBIEL LY,

Korean 22 2|6t L= ot s 10 A= HE AFE 0l UM Health PlanOil 2toH A 2 201 JUCHH Hol= JHst S S U EE2EHIE 2E810] Aot
ANZLES U= INUSLICHLEEE HI| 2ol &S A2t T 3ok H41-800-832-9186 (TTY: 711) 2 & 2t ot & Al 2.

Polish Jesli Ty lub osoba, ktdrej pomagasz, macie pytania odnosnie UM Health Plan, masz prawo do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku.
Aby porozmawia¢ z ttumaczem, zadzwon pod numer 1-800-832-9186 (TTY :711).

Russian Ecnn y Bac unu nuua, KOTopoMy Bbl OMOraeTe, umetoTcs Bonpocel no nosogy UM Health Plan, Bbl umeeTe npaBo Ha 6ecnnaTtHoe nonyyeHne noMoLLm 1
WHbopMaLn Ha BaLLeM si3bike. [11s pa3roBopa ¢ nepeBoavMKkoM no3soHuTe no TenedoHy 1-800-832-9186 (TTY 711).
Syriac

A‘\..|<x§<7> \c\amﬂ: K}\m;u\:on K&'\Lm r.'\}\.A:.cn ~<Hoam c\acd e n}\_m< ¢ 30> K1ooo c\acd e ‘\r.\}\.. maicama t@nsm 1 o ;\c\}\_m< <
(TTY: 711) 1-800-832-9186 » itiomes sl A am o criin_ibhom i s opiusmcid

Tagalog Kung ikaw, 0 ang iyong tinutulungan ay may mga katanungan tungkol sa UM Health Plan, may karapatan ka na makakuha ng tulong at impormasyon na nasa
iyong wika nang walang bayad. Para makipag-usap sa isang tagapagsalin-wika, tumawag sa 1-800-832-9186 (TTY: 711).

Vietnamese Né&u quy vi, hay ngudi ma quy vi dang gilip d&, c6 cu hoi vé UM Health Plan, quy vi s& co quyén dugc gilip va ¢ thém thong tin bang ngon ngi cia
minh mién phi. D& ndi chuyén vé&i mét thdng dich vién, xin goi 1-800-832-9186 (TTY: 711).

Bengali I NI, 1 AN STRIY FACGN I FICIIS UM Health Plan STTE 21 AT, OIRCE fNUIET SUANF I SR 438
ST NS WGHTT NN HR | PG (o1 Y AT A0S, WNITHI AR AFICIRT [[O19CF 517.364.8500 T 1-800-832-9186
(TTY: 711) (] Fe] PP

Albanian Nése ju, ose dikush gé po e ndihmoni, keni pyetje pér UM Health Plan, keni té drejté t€ merrni ndihmé dhe informacione falas né gjuhén tuaj. Pér té folur me
njé pérkthyes, telefononi Departamentin e Shérbimeve pér Klienté né numrin 1-800-832-9186 (TTY: 711).

Serbo-Croatian Ukoliko Vi ili netko kome Vi pomazete ima pitanje 0 UM Health Plan -u, imate pravo da besplatno dobijete pomoc¢ i informacije na Vasem jeziku. Da
biste razgovarali sa prevodiocem, nazovite 1-800-832-9186 (TTY: 711).

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

For more information about limitations and exceptions, see the certificate of coverage at www.UofMHealthPlan.org. Page 7 of 8
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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 network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine network care of a well-
controlled condition)

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

B The plan’s overall deductible $0
B Specialist cost share $10
W Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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)

B The plan’s overall deductible $0
B Specialist cost share $10
M Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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)

care)
B The plan’s overall deductible $0
B Specialist cost share $10
M Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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

Deductibles $0
Copayments $0
Coinsurance $2,000

What isn’t covered
Limits or exclusions $50
The total Peg would pay is $2,050

Total Example Cost \ $5,600 Total Example Cost \ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0
Copayments $200 Copayments $20
Coinsurance $100 Coinsurance $600

What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0
The total Joe would pay is $300 The total Mia would pay is $620

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