CATA (Capital Area Transportation Authority)
Group(Nurl:lber: 71468 Package Code(s): 040, 041
Section Code(s): 1000, 1005, 1100, 1105

PPO - HDHP PPO Plan, Dental, Vision, RX2
Effective Date: 03/01/2019

Benefits-at-a-glance

This is intended as an easy-lo-read summary and provides only a general overview of your beneiits. It is not a contl

ract. Additional limitations and
exclusions may apply. Payment amounts are pased on BCBSM's approved amount, less any applicable_ﬁedut:ﬂbl!e andlor copay. i thereis a
discrepancy between this Deneflts-at-a-Glance and any applicable plan docurnent, the plan document will conirol.

BCBSM provides adminisirative claims services only. Your emplayer of plan sponsor is financially responsible for claims.

Nate: A fist of services that require approval before they are provided is available oniine at (hm:ﬁwww.bebsm.gommnggﬁamﬂ' fo). Select Approving
covered Services.

copays, coinsurance and dollar maximums)

Member's responsibility (deductibles,

Benefits In-Network Qut-of-Network
i - iod $1,350 per member $2,700 per member
S P $2.700 per family $5,400 per family

The full family deductible must be mat under a two person or family
contract before benefiis are paid for any person on the contract.

Copays No Copay No Copay

« Fixed Dollar Copays

Coinsurance 0% - 20%

«» Percent Coinsurance Note: Services without a network
are covered at the in-network
level,

Annual out-of-pocket maximums $1,350 per mer_nber $5.400 per member

The full family out of pocket maximum must be met before it is considered $2,700 per family $10,800 per family

satisfied, includes Deductible. Coinsurance and  Includes Deductible and

Copays Coinsurance

Lifetime dollar maximum Unlimited

Benefits et

Qut-of-Nefwork
Heallh Maintenance Exam - one per benefit period Coversd - 100% Covered - 80% after deductible
Routine Physical Related Test X-Rays, EKG and lab procedures Covered - 100% Covered - 80% after deductible
performed as part of the health maintenance exam
Annual Gynacological Exam - two per benefit period, in addition to heaith  Covered - 100% Covered - 80% after deductible
maintenance exam
Pap Smear Screening - one per henefil period Covered - 100% Covered - 80% after deductible

) B_lus Cross Blus Shield of Michigan is 2 nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Sarvices from 8 provider for which there is no Michigan PPO network and sarvicas from an oul-of-nelwork provider in @ geographic area of Michigan deemed a "low access
area” by BCBSM for 'lhat particular provider specialty are covered at the in-network benefit level. Cost-shering may differ when you obtain coverad services cutside of
:;l:chg:%an. If you recsive care from a nonparlicipating provider, even when referred, you may be billed for the difference belween our approvad amount and the providers
arge.
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Benefits In-N y
n-Networ

Covered - 100%

Out-of-Netwark

Mammography Screening - one per benefi period CoNEiet « 805 5l
overed - after deductible

includes 3D Mammography

Contraceptive Methods and Counseling

Prostate Specific Antigen {PSA) screening - one per benefit period
Endoscopic Exams - one per benefit period

Well Child Care

* 8 visits, birth through 12 monihs

= 6 visits, 13 months through 35 months
* 2 visits, 36 manths through 47 months

Covered - 100%
Covered - 100%
Covered - 100%
Covered - 100%

Not Covered
Govered - 80% alter deductible

Covered - 8094 aftor deductible

Covered - 80% after deductible

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

Immunizations - pediatric and aduft

Covered - 100% Covered - 80% after deductible

 Physician Office Services

Benefits In-Network
Office Visits Covered - 100% after deductibie
Office Consultations Covered - 100% after deductible
Pre-Surgical Consultations Covered - 100% after deductible

Out-of-Network

Covered - 80% after deductible
Covered - 80% after deductible
Covered - 80% afier deductible

Emergency Medical Care
Benefits in-Network Out-of-Network
Covered - 100% after deductible; copay Covered - 100% after deductible;

Hospital Emergency Room

Qualified medical emergency
Nen-Emergency use of the Emergency Room

Urgent Care Services

waived if admitied
Covered - 100% after deductible
Covered - 100% after deductible

copay waived if admitted
Covered - 100% after deductible
Covered - 80% after deductible

Covered - 100% after deductible Coverad - 80% after deductible

Ambulance Services - Medically Necessary Transport

Diagnostic Services ..
Benefits
MRI. MRA. PET and CAT Scans and Nuclear Medlicine
Diagnostic Tests, X-rays, Laboratory & Pathology
Radiation Therapy and Chemotherapy

QOut-of-Network

Covered - 80% after deductible
Covered - 80% afler deductible
Covered - B0% after deductible

In-Metwork

Covered - 100% after deductible
Covered - 100% after deductible
Covered - 100% after deductible

Maternity Services Provided by a Physician

Out-of-Network

Covered - 80% after deduciible
Covered - B0% afler deduclible
Covered - 80% after deductible

In-Network

Covered - 100%
Covered - 100% after deductible

Covered - 100% after deductible

Beneflts

Pranatal Care Visits
Postnatai Care Visils
Delivery and Nursery Care

i i i i i Shield Association.
Biue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of t'he B}ue Cross anq Blue
Services from a provider for which there is no Michigan PPO network and services from an oul-of-nelwork provider in a geographic area of Michigan deemed a; Lcw t:ncess
area” by BCBSM for that parlicular provider specially are covered al the in-network benefil level. Cost-sharing may differ when you oblain covered services 2u & algers
Mighigan. If you receive care from & nonparticipating provider, even when referred, you may be billed for the difference belween our approved amount and lhe prov
gt;zrgg. I ©0i282019 000006896299
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Haospital Care
Benefits in-Network Out-of-Network

Semi-Private Room, inpatient Physiclan Care, General Nursing Care, Covered - 100% after deductible Covered - 80% after deductible
Hospital Services and Supplies
Inpatient Medical Care Covered - 100% after deductible Covered - 80% after deductible

Alternatives to Hospital Care
Benefits In-Network Qut-of-Network

Hospice Care Covered - 100% after deduclible Covered - 80% after deduclible
Home Health Care Coverad - 100% after daductible Covered - 80% after deductible
Skilled Nursing Covered - 100% after deductible Covered - 80% after deductible

Limited 1o a maximum of 100 days per benefit period

Surgical Services

Benefits In-Network Qut-of-Network

Surgery (includes related suigical services) Covered - 100% after deductible Covered - 80% after deductible
Bariatric Surgery Covered - 100% after dedugtible Covered - 80% after deductible
Sterilization - males only Covered - 100% after deductible Covered - 80% after deductible
excludes reversal sterilization

Sterilization - females only Covered - 100% Covered - 80% after deductible

excludes reversal sterilization

'Human Organ Transplants S o e
Benefits In-Network Dut-of-Network
Specified Organ Transplants Covered - 100% after deductible Not coverad except in designated
In designated facilities only, when coordinated through BCBSM Human facilities
Organ Transplant Program (800-242-3604)
Kidney, Cornea, Bone Marrow and Skin Covered - 100% after deductible Covered - 80% after deductible

‘Benavioral/Mental Health Gare and Substance Abuse Treatment Services

Benefits in-Network Out-of-Network

Inpatient Behavioral/Mental Health Care and Substance Abuse Treatment Covered - 100% afler deductible Covered - 80% after deductible
Qutpatient Behavioral/Mental Health Care and Substance Abuse Covered - 100% after deductible Covered - 80% after deductible
Treatment t

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-nelwork pravider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefil level. Cost-sharing may differ when you obtain covered services oulside of
Michigan. If you receive care from a nonparlicipating provider, even when referred, you may be bilied for the difference between our approved amount and the provider's

charge.
Page 3 of &quot G01282019 000006896299
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CATA (Capital Area Transportation Authority)
Group Number: 71468 Package Code(s): 010
Section Code(s): 1000, 1005, 1100, 1105

PPO - PPO Plan A, RX1, Dental, Vision
Effective Date: 03/01/2019
Benefits-at-a-glance

This is Intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and

exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. If there is a
discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan document will control.

BCBSM provides administrative claims services only. Your employer or plan sponsor is financially responsible for claims.

Note: A list of services that require approval before they are provided is available online at (hilps:/www.bcbsm.com/imgortantinfo). Select Approving
covered Services.

TR s resp'dhsibmgy @ﬁudtib!é-, coys, cdi'n's'rac':e Aad dolfar ﬁ;axmus

Benefits In-Network Out-of-Network
Deductibles - per benefit period $200 per member $400 per member
$400 two person %800 two person
$600 per family §1,200 per family
Copays $20 copay for : $40 copay for :
= Fixed Dollar Copays = Chiropractic spinal manipulations » Chiropractic spinal
* Primary Care Physician (PCP) office  manipulations ) .
visits = Primary Care Physician {PCP}
$30 copay for : office visits
« Specialist office visits $60 copay for :
$45 copay for : » Spedcialist office visits
+ Urgent care services $80 copay for :
$100 copay for : » Urgent care services
« Facility medical emergency $100 copay for :
« Facility medical emergency
Coinsurance 0% 20%
» Percent Coinsurance Note: Services without a network
are covered at the in-network
level.
Annual out-of-pocket maximums $6,600 per member $2,400 per mamber
$13,200 two person $4,800 two person
$13,200 per family §7,200 per family
Includes Deductible, Coinsurance and  Includes Deductible and
Copays Colnsurance

Lifetime dollar maximum Unlimited

Blue Cross Blue Shield of Michigan s a nonprofit corporalion and independent licensee of the Biue Cross and Blue Shield Assoclation.
Services fram a provider for which there is no Michigan PPO network and services from an out-of-network provider in a gaographic area of Michigan desmed a “low accass
area" by BCBSM for that particular provider speclalty are covered =t ihe In-network benefit level. Cost-sharing may differ when you oblain covered services autside of
Michigan. if you receive care from a nonparticipating provider, even when referred, you may be billed for ihe difference betwesen our approved amount and the provider's

charge.
Page 1 of &quet G01282019 000006806332
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Preventive Care Services
Benefits

Health Maintenance Exam - one per benefit period

Routine Physical Related Test X-Rays, EKG and lab procedures
performed as part of the health mainlenance exam

Annual Gynecological Exam - Iwo per benefit period, in addition to heaith
maintenance exam

Pap Smear Screening - one par benefit period

Mammography Screening - one per benefit period
includes 3D Mammography

Contraceptive Methods and Counseling
Prostate Specific Antigen (PSA} screening - one per benefit period
Endoscopic Exams - one per benefit period

Well Child Care

* 8 visits, birth through 12 months
« 6 visits, 13 months through 35 menths
« 2 visits, 36 months through 47 months

Visits beyond 47 months are limited to one per member per benefil period
under the health maintenance exam benefit

immunizations ~ pediatric and adult

‘Physician Office Services

in-Network
Covered - 100%
Covered - 100%

Covered - 100%

Covered - 100%
Covered - 100%

Covared - 100%
Covered - 100%
Covered - .100%
Covered - 100%

Covered - 100%

Cut-of-Network

Covered - 80% after deductible
Covered - 80% after dedustible

Covered - 80% after deductible

Covered - 80% after deductible
Covered - 80% after deductible

Nat Covered

Covered - 80% after deductible
Covered - 80% after deductible
Covered - B0% after deduclible

Covered - 80% after deductible

Benefits
Office Visits

Office Consultations
Pre-Surglcal Consultations

e_rgénc' Médiéal C“aire

in-Network

Covered - 100% after $20 pcp copay;

$30 specialist copay
Covered - 100% after deductible
Covered - 100% after deductible

Cut-of-Network

Covered - 80% after $40 pcp
copay: 360 specialist copay

Covered - 80% after deductible
Covered - 80% after deductible

Benefits

Hospital Emergency Room
Qualified medical emergency

Nan-Emergency use of the Emergency Room
Urgent Care Services

Ambulance Services - Madically Necessary Transport

Diagnostic Services

Benefits

MRI, MRA, PET and CAT Scans and Nuclear Medicine
Diagnostic Tests, X-rays, Laboratory & Pathology

Radiation Therapy
Chemotherapy

In-Network

Out-of-Network

Covared - 100% after $100 copay; copay Covered - 100% after $100

waived if admitted

Covered - 100% after $100 copay

Covered - 100% after $45 copay
Covered - 100% after deduclible

In-Network
Covered - 100% after deductible
Covered - 100% after deductible

Govered - 100% after dedustible
Covered - 100% after geductible

copay: copay waived if admitted
Covered - 100% after $100 copay
Covered - 80% after $80 copay
Covered - 80% aftar deductible

Out-of-Network
Caovered - 80% after deductible
Covered - 80% aiter deductible
Covered - 80% afler deductible
Covered - 80%

Rlue Cross Blue Shield of Michigan is a nonprofit corporation and independent licenses of the Blue Cross and Blue Shield Association.
Services from a pravider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a *ow access
area” by BCBSM for that parlicular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you ahtain covered services outside of
Michigan, If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's

charge.
Page 2 of &quot
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aternity Services Provided by a Physician

Benefits In-Network Qut-of-Network
Prenatal and Posinatal Care Visits Govered - 100% Covered - 80% after deductible
Delivery and Nursery Care Covered - 100% after deductible Covered - 80% after deductible

Hospital Care

Benefils In-Network Out-of-Network
Semi-Private Room, inpatient Physician Care, General Nursing Care. Covered - 100% after deduclible Covered - 80% after deductible
Hospilal Services and Supplies

Inpatient Medical Care Covered - 100% after deductible Covered - 80% after deductible

Alternatives to Hospital Care ‘
Benefits In-Nefwork Out-of-Network

Hospice Care Covered - 100% after deductible Covered - 80% after deductible
Home Health Care Covered - 100% after deductible Covered - 80% after deductible
Skilled Nursing Covered - 100% after deductible Covered - 80% after deductible

Limited to a maximum of 100 days per benefit period

| Surgical Services

Benefits In-Network Out-of-Network

Surgery (includes related surgical services) Covered - 100% sfter deductible Caovered - 80% after deductibie
Bariatric Surgery Covered - 100% after deductible Covered - 80% after deductible
Sterilizalion - males only Covered - 100% after deductible Covered - 80% after deductible
excludes reversal sterilization

Sterilization - females only Covered - 100% Covered - 80% after deductible

excludes reversal sterilization

'Human bfgan Trénsplants

Benefits In-Nefwork Out-of-Network
Specified Organ Transplants Covered - 100% Nol coverad except in designated
facilities

In designated facilities only, when coordinated through BCBSM Human
Organ Transplant Program (800-242-3504)

Kidney, Cornea, Bone Marrow and Skin Covered - 100% after deductible Covered - 80% after deductible

havioraliMental Health Gare and Substance Abuse Treatment Services

Benaefits In-Network Out-of-Network

Inpatient Behavioral/Mental Health Care and Subsiance Abuse Treatment Covered - 100% after deductible Covered - 80% after deductible
Quitpatient Behavioral/Mental Health Care and Subsiance Abuse Covered - 100% after $20 copay Covered - B0% after deductible
Treatment

Blua Cross Blue Shield of Michigan Is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association,
Servicas from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that pariicular provider specially are covered al the in-network benelit level. Cost-sharing may differ when you obtain covered services oulside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's

charge.
Page 3 of &quot G01282019 000006896332



CATA (Capital Area Transportation Authority)
Group Number: 71468 Package Code(s): 040, 041
Section Code(s): 1000, 1005, 1100, 1105

Dental Coverage - Blue Dental PPO Plus

Effective Date: 03/01/2019

Benefits-at-a-glance

This is intended as an easy-to-read summary and provides only a general overview of your benefits. (t is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. If there is a
discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan document will control.

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

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

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

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

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

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

‘Member's responsibility (deductible, coinsurance and dollar maximums)

Benefits Coverage

Benafit Period Benefit Period

Deductible None

Class | services 0%

Class |l services 0%

Class {ll services 0%

Class |V services 50%

Dollar Maximums - Annual Maximum $1000 per member Class |, Il & Ill services
Lifetime Orthodontic Maximum $1200 per member

Benefits Coverage

Periodic Oral Exams Coverad - 100%, lwice per benefit period
Prophylaxis (Teeth Clzaning) Covered - 100%, twice per benefit period

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

Bitewing X-Rays

Full-mouth or Panoramic X-Rays
Fluoride Treatment

Space Maintziners

Palliative Emargency Treatment

Sealants

Coverage

Covered - 100%, twice per bensfit period

Covered - 100%, once per 36 months

Covered - 100%, once every 36 months

Covered - 100%, once per quadrant per lifetime, up to and including age 18
Covered - 100%

Caovered - 100%., once per tooth every 36 months, up to and including age 13

Class It services

Benefits

Fillings - permanent teeth

Fillings - primary teeth

Root Canal Therapy

Periodontal Scaling and Root Planing

General Anaesthasia or IV Sedation with oral surgery
Oral Surgery including exiractions
Consultations/Evaluations

| Class Iil services

Coverage

Covered - 100%, once per tooth per surface every 24 months

Covered - 100%, once per tooth per surface every 12 months

Covered - 100%, once per tooth, once every 12 months for teeth with one or more canal
Covered - 100%, once every 24 months

Covered - 100%

Covered - 100%

Covered - 100%, three per benefit period

Benefits

Removable Dentures - Complete and Partials

Fixed Bridges

Implants

Inlays, Onlays and Crowns - permanent taeth

Recementing of Inlays, Onlays, Crowns and Bridges
~ Occlusal Adjustment

Relining or Rebasing of Partials or Dentures

Tissue Condltioning

Repair to Existing Partials or Dentures

Benefits

Orthodontic Services

Cephalometric Films and Oral Facial Photos
Habit Breaking Appliances

Full-Banding Treatment

Minor Tooth Guidance Appliances

Coverage

Coverage

Coverad - 100%, once per arch every 60 months

Covered - 100%, once per tooth every 60 months age 16 and older
Covered - 100%, once per toolh per lifetime age 16 and older
Covered - 100%, once every 60 months

Covered - 100%, three per benefif period

Covered - 100%, up to five times in a 60 month period

Covered - 100%, once per arch every 36 months

Covered - 100%

Covered - 100%

Covered - 50%
Covered - 50%
Covered - 50%
Covered - 50%
Covered - 50%

Blue Cross Blue Shield of Michigan is 8 nonprofit corporalion and independent licensee of the Blue Cross and Blue Shield Association.
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CATA (Capital Area Transportation Authority)
Group Number: 71468 Package Code(s): 040, 041

Section Code(s): 1000, 1005, 1100, 1105

Vision Coverage - Blue Signature VSP

Effective Date: 03/01/2019

Benefits-at-a-glance

Thie is intended as an easy-to.read summary and provides only a general overview of your benefits. It is not a contract. Additional fimitations and

exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. Ifthereis a
discrepancy betwesn this Benefils-at-a-Glance and any applicable plan document, the plan document will control,

BCRSM provides administralive claims services only. Your employer of plan sponsor is financially responsible for claims.

Biue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. There are more than 3,000 VSP
provider locations in Michigan and 53,000 locations nationwide. To find a VSP provider, call 1-800-877-7185 or visit V5P's Web site at
WWWL.VED.COM.

‘Member's responsibility (copayments)

Benefits VSP Provider . Out-of-Network Provider
Eye Exam No Copay Reimbursement up lo $50
Lenses and/or frames No Copay Member responsible for

difference between approved
amount and provider's charge

Medically necessary contacl lenses No Copay Member responsible for
difference between approved
amount and provider's charge

Benefits VSP Provider Cut-of-Network Provider

Covers a complete aye exam by an ophthalmologist or optometiist. The Covered - no copay Covered - reimbursement up to
exam includes refraction, glaucoma testing and other tests necessary to 860

determine the overall visual health of the patient.

One per calendar year

Benefits VSP Provider Out-of-Network Provider

Single vision, bifocal, trifocal or lenticular lenses in glass or plastic. Covered - no copay Covared - reimbursament up 1o
Note: Additional pairs of prescriplion glasses and non-covered lens $50 for single vision lens; $75 for
optiens are discounted when purchased from a V8P provider. bifocal lens: $100 for trifocal lens;
$125 for lenticular lens
Once every 24 months
Covers standard eyeglass frames. A wide selection of quality frames Is Covered - no copay Covered - reimbursement up {0
fully covered by VSP up to the frame allowance. Members should ask their $70

doctor which frames are covered in full. Members may select a more

expensive frame and pay a cost controlled price difference. Qnee-evary 12 monins

Biue Cross Blue Shield of Michigan is a nonprafit corporation and independent licensee of the Blue Cross and Blue Shield Associalion.
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Contact Lenses: Members may obiaih either eyegiésses or contact lens

es, but not both :
V'SP Provider Out-of-Network Provider

Benefits

Elective contact lenses (prescribed, but not medically necessary) may be  Covered - $130 allowance that is applied Covered - $105 allowance thal is

chosen instead of spectacle lenses and a frame. toward contact lens exam (fitting and applied toward contact lens exam
materials) and the contact lenses (fitting and materials) and the
(member respansibie for any cost contact lenses (member
exceeding the allowance) responsible for any cost

exceeding the allowance)
Once every 24 months

Therapeutic contact lenses {medically necessary) Covered - no copay Covered - reimbursement up lo

Page 10 of &quot

$210
Once every 24 months

Blue Cross Biue Shield of Michigan is a nonprofii corporation and independent licensee of the Blue Cross and Biue Shield Association.
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Benefits
Diabetic Supplies

Preferréd

Mandatory maximum allowable
cost drugs

Coverage

Inciudes:
Needles/Syringes - Covered at 100% if an injectable prescription drug
was filled within the last 120 days under the BCBSM Rx benefit

Retail Test Strips and Lancets:
0% after deductible

Mail Order Test Strips and Lancels:
0% after deductible

madications before prescribing a more expensive brand-name drug. It appiies only to prescriptions being filled for
the first time of a targeted medication. Before filling your initial prescription for select, high-cost, brand-name drugs,
the pharmacy will contact your physician to suggest a generic aliernative. A list of select brand-name drugs
targeted for the preferred therapy program is available at bcbsm.com/pharmacy, along with the preferred
medications.

If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we
have no record of you trying the preferred medicalion(s), you may be liable for the entire cost of the brand-name
drug unless you first try the preferred medication{s) or your physician obtains prior authorization from BCBSM.
These provisions affecl all targeted brand- name drugs, whether they are dispensed by a retail pharmacy or
through a mail order provider.

If your prescription is filled by a network pharmacy, and the pharmacist fills it with a brand-name drug for which a
generic equivalent is available, you MUST pay the difference in cost between the BCBSM approved amount for
the brand-name drug dispensed and the maximum allowable cost for the generie drug plus your applicable copay
regardless of whether you or your physician requests the brand name drug. Exception: If your physician reguests
and recelves authorization for a non-preferred brand-name drug with a generic equivalent from BCBSM and writes
"Dispense as Written" or "DAW" on the prascription order, you pay only your applicable copay.

Note: This MAC difference will not be applied toward your annual in-network deductible, nor your annual
coinsurance/copay maximum.

Bluo Cross Blue Shield of Michigan Is s nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.

Page 6 of &quot
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CATA (Capital Area Tra
Group Number: 71468 Package Code(s): 040, 041

Section Code(s): 1000, 1005, 1100, 1105

Prescription Drugs

Effective Date: 03/01/2019

Benefits-at-a-glance

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and

exclusions may apply. Payment amounis are based on BCBSM's approved amount, less any applicable deduclible andior copay. ifthereis a
discrepancy hetwean this Benefits-at-a-Glance and any applicable plan document, the plan document will control.

BCBSM provides administrative claims services only. Your employer or plan sponsor is financially responsible for claims.

Your prescription drug copays, including mail order copays, may be subject to the same annual out-of-pocket maximum required under your medical
coverage.

Wamber'srosponsibiiy (copays and consrance amounts)

Benefits Coverage
Deductible $1.350 per indivigual
$2,700 per family
Retail - 30 day supply 0% coinsurance after deductible - Generic and Brand drugs

Prescriptions and refills obtained from a non-network pharmacy are
reimbursed at 75% of the approved amount, less the member's copay.

Retail and Mail Order - 90 day supply 0% coinsurance after deductible - Generic and Brand drugs
Specialty Drugs — 30 day supply 0% after deductible
Retail and Mail Order

Members are restricted to a 30 day supply at both retail and mail order
and certain specialty drugs are limited to only a 15 day supply for each
fill.

Aduit and childhood select preventive immunizations as recommended by the  Covered - 100%
USPSTF, ACIP, HRSA or other sources as recognized by BCBSM that are in
compliance with the provisions of the PPACA

Qral and Injectable Contraceptives Covered - 100% for Generic and Select Brand name drugs; other
Retait and Mail Order Brand name drugs are subject to the applicable copay/coinsurance

Additional Services

Smoking Cessation Drugs Covered

Weight Loss Drugs Not Coverad
Impotency Drugs Not Covered
Infertility Drugs Not Covered

Blue Cross PBlue Shield of Michigan is a nonprofit corporation and independant licensee of the Blue Cross and 8iue Shisld Association.
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In-Network
Coverad - 100% after deductible

Benefits

Applied Behavioral Analysis (ABA)
Pre-authorization required

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

Physical, Occupational and Spesch Therapy Covered - 100% alter deductible

Physical, Occupational and Speech therapy with an aulism diagnosis is
unlimited

Nutritional Counseling

Covered - 100% after deductible

Other Covered Services
Benefits
Cardiac Rehabilitation

Chiropractic Spinal Manipulation
Limited to a maximum of 38 visits per benefit period

In-Network
Covered - 100% after deductible
Covered - 100% after deductible

Durable Medical Equipment
Prosthetic and Orihotic Devices
Private Duty Nursing Care

Covered - 100% after deductible
Covered - 100% after deduclible
Covered - 100% after deductible

Allergy Tesling and Therapy Covered - 100% after deductible

Therapy Services

Benefits ln-Natwbrk

Physical, Occupational and Speech Therapy Govered - 100% after deductible

Physical therapy is limited to 60 visits

'Au‘iism Spectrdfn ’Disardérs; Diagnoses arid Treatment - Up to énd iﬁctuding age 18

Out-of-Network
Covered - 80% afier deductible

Coverad - 80% afler deductible

Covered - 80% afler deductible

Out-of-Network
Caovered - 80% after deductible
Covered - 80% after deductible

Caovered - 80% after deductible
Coverad - 80% after deductible
Covered - 80% after deductible
Covered - 80% after deductible

Dut-of-Network
Covered - 80% after deductible

Biue Cross Blue Shield of Michigan is a nonprofit corporation and independent licansee of the Blus Cross and Blue Shield Association.
Services from a provider for which there Is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that parlicular provider specially are coverad at the in-netwark benefit lavel. Cosl-sharing may differ when you obtain covered services ouiside of
Michigan. If you recalve care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's

charge.
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