Simply Blue®" PPO Pian LG $500
Medical Coverage

Benefits-at-a-Glance for Niles Community Schools
Effective December 1, 2015

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
excluslons may apply. Payment amounts are based on BCBSW's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete desoription of benefiis please see the applicable BCBSM certificates and riders, If your group s underwritten or any other plan documents
your group uses, If your group Is seff-funded. if there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control,

Preauthorization for Select Services - Sewvices listed in this BAAG are covared when provided in accordance with Ceriificate requirements and,
when required, are preauthorized or approved by BCBSM except in an energency.

Note: A list of services that require approval before they are provided Is available online at bebsm.comfimportantinfo. Select Approving covered
services.,

Pricing Information for varlous procedures by in-network providers can be obtained by calling the customer service number listed on the back of your
BCBSM ID card and providing the precedure code. Your provider can also provide this information upon request.

Preauthorization for Specialty Pharmaceuticals — BCBSM will pay for FDA-approved speclaly pharmaceuticals that meet BCBSM's medical
poticy criteria for freatment of the condition, The prescribing physician must contact BCBSM to request preauthorization of the drugs. If
preauthorization is not scught, BCBSM will deny the claim and all charges will be the member's responsibility,

Speclalty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related fo specialty disease categories or
other categorles. BCBSM detenmines which specific drugs are payable. This may Inclitde medications to treat asthma, rheurnatoid arthritis, multiple
sclerosls, and many other disease as wefl as chemotherapy drugs used in the treatment of cancer, but excludes infectable insulin.

In-network : QOut-of-network *

Member’s responsibility (deductibles, copays, colnsurance and dollar maximums)

Note: If anin-network provider refers you to an out-of-network provider, alf covered services abtained from that out-of-network provider will be
subject fo applicable out-of-network cost-sharing.

Deductibles 3500 for vne member, $1,000 for the family | $1,000 for one member, $2,000 for the family
(when two or more members are covered (when two or more members are covered
under your contract) each calendar year under your confract) each calendar year

Note: Qut-of-network deductible amounts also
Note: Out-of-network deductible amotnts
also count foward the in-network

deductible.

Flat-dollar copays * $20 copay for office visits and office

consultations with a non-speciallst provider
* $20 copay for office visits and office
consultations with a specialist provider $150 copay for emergency rcom visit
* $20 copay for urgent care visits
* $20 copay for chiropractic services and
osteopathic manipulative therapy
+ $150 copay for emergency room visils

Coinsurance amounts (percent copays) * 50% of approved amount for private duty | + 50% of approved amount for private duty

Note: Coinsurance amounts apply once the nursing care nursing care

deductible has been met. « 20% of approved amount for most other + 40% of approved amount for most other

covered services covered services

* Services from a provider for which there is no Michigan PPO network and services from an out-of-nefwork provider in a geographic area of Michigan deerned a Tow
access area” by BCBSM for that particular provider speclally are covered at the in-network benefit level. Cost-sharing may differ when you obtaln covered services
outside of Michigan. If you recaive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the
provider’s chasge.
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In-network

Out-of-network *

Member’s responsibility (deductibles, copays, coinsurance and dollar maximums), continued

Annual coinsurance maximums ~ applies fo
coinsurance amounis for all covered services — but
does not apply to deductibles, flat-dollar copays,
private dufy nursing care colnsurance amounts and
prescription drug cost-sharing amounts

$1,500 for one member, $3,000 for the family
{when fwo or more members are covered
under your contract) each calendar year

$3,000 for cne member, $6,000 for the
family (when fwo or more members are
covered under your contract) each
calendar year

Note: Out-of-network colnsurance
amounts also count toward the in-network
coinsurance maximum,

Annual out-of-pocket maximums — applies to
deductibles, flat-dollar copays and coinsurance
amounts for all covered services — including
cost-sharing amounts for prescription drugs, if
applicable

$6,350 for one member, $12,700 for wo or
more members each calendar year

$12,700 for one member, $25,400 for
wo or more members each calendar
year.

Note: Out-of-network cost-sharing
amounts also count toward the in-network
out-of-pocket maximum.

Lifetime doliar maximum

Nohe

Preventive care services

one per memger per calendar year

Note: Additlonal well-women visits may be
allowed hased on medical necessliy.

Health maintenance exam — includes chest x-ray, 100% (no deductible or copay/coinsurance), { Not covered
EKG, cholesterol screening and other select lab one per mamber per calendar year
procedures Note: Additicnal well-women visits may be
allowed based on medical necessity.
Gynecological exam 100% {no deductible or copay/coinsurance), | Not covered

Pap smear screening — laboratory and pathology
services

100% {no deductible or copay/coinsurance},
one per member per calendar year

Mot covered

Voluntary sterifizations for females

100% {no deductible or copay/coinsurance)

60% after out-of-network deductible

Prescription contraceptive devices — includes
insertion and removal of an infrauterine device by a
licensed physiclan

100% (no deductible or copay/coinsurance)

100% after out-of-network deductible

Contraceptive Injections

100% (no deduclible or copayfcoinstrance)

60% after out-of-network deductible

Well-baby and child care visits

100% (no deductible or copayfcoinsurance)

» 8 visits, birth through 12 months

« 6 visits, 13 months through 23 months

+ G visits, 24 months through 35 months

+ 2 visits, 36 months through 47 months

+ Visits beyond 47 months are limited {o
one per member per calendar year under
the heaith maintenance exam benefit

Mot covered

Adult and childhood preventive services and

one per member per calendar year

100% (no deductible or copayfeoinsurance) | Not covered

immunizations as recommended by the USPSTF,

ACIP, HRSA or other sources as recognized by

BCBSM that are in compliance with the provisions

of the Pattent Protection and Affordable Care Act

Fecal ocoult blood screening 100% (no deductible or copayfcolnsurance), | Not covered
one per member per calendar year

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

Prostate specific antigen {PSA) screening 100% (no deductible or copayfcoinsurance), | Not covered

* 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 particular provider specially are covered at the in-nefwork benefit level. Cost-sharing may differ when you obtain covered services
outside of Michigan. If you recelve care from a nonparticipating provider, even when referred, you may be billed for the difference between our appraved amount and the

provider's charge.
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Preventive care services, continued

In-network

QOut-of-network *

Routine mammogram and related reading

100% (ho deductible or copay/eoinsurance)

Note: Subsequent medlcally hecessary
mammograms performed during the same
calendar year are subject to your deductible
and colnsurance.

60% after put-of-network deductible

Note: Ouf-of-network readings and
Interpretations are payable onfy when
the screening mammaogram iself is
performed by an in-network provider.

One per member per calendar year

Colonoscopy — roufine or medically necessary

100% (no deductible or copay/coinsurance)
for the first biiled colonoscopy

Note: Subsequent colonoscoples
performed during the same calendar year
are subject to your deductible and
colnsurance.

80% after out-of-network deductible

One per member per calendar year

Physician office services

Office visits ~ must be medically necessary

* 520 copay per offlce visit with a
non-specialist

* $20 copay per office visit with a
specialist
Note: Simply Blue applies deductible and
colnsurance to office services. Services
include diagnestie (including complex),
therapeutic and surgery. An office visit
copay still applies to the exam.
Cost-sharing may not apply if preventive or
immunization services are performed
during the office visit,

60% after out-of-network deductible

Qutpatient and home medical care visits —
must be medically necessary

80% after In-network deductivle

80% after out-of-network deductible

Office consulfations — must be medically necessary

* $20 copay for each office
consultation with a non-speciatist

* %20 copay for each office

consultation with a spectallst
Note: Simply Blue applies deduclible and
ceinsurance fo office sarvices. Services
include diagnostic (including complex),
therapeutic and surgery, An office visit
copay still applies to the exam.

Cost-sharing may not apply if preventive or
immunization services are performed during
the office visit.

60% after out-of-network deductible

Urgent care visits

Urgent care visits — must be medically necessary

$20 copay per office vislt

Note: Simply Blue applies deductible and
colnsurance to office services. Services
include diagnestic (including complex),
therapeutic and surgery. An office visit
copay still appiies fo the exam.

Cost-sharing may not apply if preventive or
fmmunization services are performed during
the office visit,

60% after ouf-of-network deductible

* Services from a provider for which there Is no Michigan PPO network and services from an out-of-network provider In & geographic area of Michigan deemed a Tow
access area” by BCBSM for that partlcular provider specialty are covered at the In-network benefit level. Cost-sharing may differ when you oblain covered services
outside of Michigan. If you recelve 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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Emergency medical care

In-network

Qut-of-network *

Hospifal emergency room

$150 copay per visit
(copay waived if admitied)

$150 copay per visit
{copay waived if admitled)

Ambulance services — must be medically
necessary -

80% after in-network deductible

80% after in-network deducilble

Diagnostic services

Laboratory and pathology services

80% after In-network deductible

60% after out-of-network deductible

Dlagnostic tests and x-rays

80% afier In-network deductible

60% after out-of-network deductible

Therapeutic radiology

80% after In-network deductitle

60% afler out-of-network deductible

Maternity services provided by a physician or cerfified nurse midwife

Prenatal care visits

100% {no deductible or copay/coinsurance)

60% after cut-of-network deductible

Postnatal care

80% after in-network deductible

60% after out-of-network deductible

Delivery and nursery care

80% after in-network deductible

60% after out-of-network deductible

Hospital care

Semiprivate room, inpatient physician care, general
nursing care, hospital services and supplies

Note: Nonemergency services must be rendered in
a participating hospital.

80% after in-network deductible

60% after out-of-network deductible

Unlimited days

Inpatient consuliations

80% after in-network deductible

60% after out-of-network deductible

Chemotherapy

B0% after In-network deductible

60% after out-of-network deductible

Alternatives to hospital care

Skilled nursing care — must be in a participating
skilled nursing facility

B0% after In-nefwork deduciible

| 80% after In-network deductible

Limited fo & maximum of 120 days per member per calendar year

Hospice care

100% (no deductible or copay/coinsurance) ] 100% {no deductible or copayfcoinsurance)

Up to 28 pre-hospice counseling visits before electing hospice services;
when elected, four 90-day periods — provided through a participating
hospice program only; limited to dollar maximum that is reviewed and

adjusted periodically (afier reaching dollar maximum, member transitions
into Individual case management)

Home health care:
+ must be medicaily necessary
+ must be provided by a participating home
health care agency

80% after in-network deductible

80% after In-nefwork deductible

Infusion therapy:

+ must be medically necessary

» must be given by a participating Home
Infusion Therapy (HIT) provider orin a
participating freestanding Ambulatory nfusion
Center (AIG)

+ may use drugs that require preauthorzation -
consulf with your doctor

80% after in-network dedictible

80% after in-network deductibie

* Services from a provider for which there is no Michigan PPO network and servicas from an out-of-network provider in a geographic area of Michigan deemed a “low
aceess area” by BCBSM for that particular provider specially are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services
outside of Michigan. If you receive care from a nonpaiticipating provider, even when referred, you may be bitted for the difference between our approved amount and the

providei’s charge.
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Surgical services

In-network

Out-of-network *

Surgery — Includes related surgical services and
medfcally necessary facility services by a
particlpating ambulatory surgery facility

80% after in-netwark deductible

60% after out-of-netwerk deductible

Presurglcal consultations

100% (no deductible or copay/coinsurance)

60% after out-of-network deductible

Voluntary sterilization for males

Note: For voluntary sterilizations for females, see
“‘Preventive care services.”

80% after in-network deductible

60% after oul-of-network deductible

Elective aboriiohs

Not covered

Not covered

Human organ transplants

Specified human organ transplants ~ must ba In
a designated facillty and coordinated through
the BCBSM Human Organ Transplant Program
{1-800-242-3504)}

100% (ho deductible or copay/coinsurance)

100% (no deductible or copay/colnsurance)
—in designated facilities only

Bone marrow fransplants — must be coordinated
through the BCBSM Human Organ Transplant
Program (1-800-242-3504)

80% after In-nefwork deductible

60% after out-of-network deductible

Specified oncology clinleal trials

Note: BCBSM covers diinical irfals In compifance
with PPACA.

80% affer In-network deductible

60% after out-of-network deductible

Kldney, cornea and skin transplants

80% aiter in-network deductible

§0% after out-of-network deductible

Mental health care and substance abuse freatment

Inpatient menfal heaith care and
inpatient substance abuse treatment

80% after in-network deductible

| 60% after out-ofnetwork deduciible

Unlimited days

Residential psychiatric treatment facility:

+ covered mental health services must be
performed in a residentlal psychiatric freatment
facility

+ freaiment must be preauthorized

+ subject to medical criteria

80% afier in-network deductible

60% after out-of-network deductible

Qutpatient mentat health care;
+ Facility and clinic

+ Physiclan’s offlce

80% after in-netwark deductible

80% after in-network deducilble,
in parlicipating facllities only

80% after In-netwark deductible

60% after out-of-network deductible

Outpatient substance abuse freatment -
in approved facilities only

80% after In-network deductible

60% after out-of-network deductible
(in-network cost-sharing will apply if
there Is no PPO network)

* Bervices from a provider for which there Is no Michigan PPO netwerk and services from an out-of-netw
access area” by BCBSM for that padicular provider specially are covered at the in-
outside of Michigan, If you receive care from a nonparticipating provider, even whi

provider's charge,
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In-network

Autism spectrum disorders, diagnoses and treatment

Out-of-network *

Applled behavioral analysis (ABA) treaiment — when
rendered by an approved board-certified behavioral
analysl —is covered through age 18, subject to
preauthorization

Note: Diagnosis of an autism spectrum disorder and a
reatment recommendation for ABA services must be
obiained by 2a BCBSM approved autism evaluation
center {AAEC) prior to seeking ABA tfreatment.

80% after In-network deductible

80% after in-network deductible

Qutpatient physical therapy, speech therapy,
occupational therapy, nutritional counseling for autism
spectrum disorder

80% after in-network deductible

60% after out-of-networlk deductible

Physical, speech and occupational therapy with an autism dlagnosis is unlimited

Other covered services, including mentai healih
setvices, for autism spectrum disorder

80% after in-nefwork deductible

60% after ouf-of-network deductible

Other covered services

Qutpatient Diabetes Management Program (ODMP)

Note; Screening services required under the provisions
of PPACA are covered at 100% of approved amount
with no in-network cost-sharing when rendered by an
in-network provider.

Note: When you purchase your dlabetic supplies via
mail order you will lower your out-of-pocket costs.

+ 80% after in-network deductible for
diabetes medical supplies

+ 100% (no deductible or
copay/coinsurance) for diabetes
self-management training

50% after out-of-network deductible

Allergy testing and therapy

80% after in-network deductibie

60% after out-of-network deductible

Chiropractic spinal manipulation and
ostecpathic maniputative therapy

$20 copay per office vislt

Note: Simply Blue applies deductible and
colnsurance to office services. Services
include diagnostic (including complex),
therapeutic and surgery. An office visit
copay still applies to the exam.

80% after out-of-network deductible

Limited to a combined 12-visit maxim

um per member per calendar year

Outpatient physlieal, speech and occupational therapy —
when provided for rehabilitation

80% after in-network deductible

60% after out-of-network deductible

Note: Services at nonparticipating
outpatient physical therapy facilities are
not covered.

Limited to a combined 30-visit maximum par member per calendar year

Durable medical equipment

Note: DME items required under the provisions of
PPACA are covered at 100% of approved amount with
no in-network cost-sharing when rendered by an in-
network provider. For a list of covered DME items
required under PPACA, call BCBSM.

80% after in-natwork deductivle

BO% after in-network deductible

Prosthetic and orthotic appliances

B80% after in-network deductible

80% after in-network deductible

Private dufy nursing care

50% aiter in-network deductible

50% after in-nebwork deductible

Presctiption drugs

Not covered

Not covered

* 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 paricular provider specially are covered at the in-network benefit level. Cost-sharing may differ when you oblain covered senvices
autside of Michigan. If you recelve care from a nonparlicipating provider, even when referred, you may be billed for the difference between our approved amount and the

provider's charge.
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Blue Preferred® Rx LG Prescription Drug Coverage
3-Tier Copay/Coinsurance

Benefits-at-a-Glance for Niles Community Schools
Effective for groups on their plan year

This is intended as an easy-to-read summary and provides only a general overview of your benefits. [t is not a confract. Additional Himitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/colnsurance, For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group Is underwritien or zny other plan documents
your group uses, If your group Is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Specialty Pharmaceutical Drugs — The malf order pharmacy for specialty drugs is Walgreens Specfalty Pharmacy, LLC, an independent
company. Speclally prescription drugs (stich as Enbrel® and Humira®} are used to freat complex conditions stich as rheumatold arthritls, multiple
sclerosis and cancer. These drugs require special handling, administration ar monitoring. Walgreens Speciatty Pharmacy will handle mall order
prescriptions only for specielty drugs white many in-network retall pharmacies will confinue to dispense specialty drugs {check with your local
pharmacy for availability). Other malt arder prescription medications can continue fo be sent o Express Seripts. (Express Scripts Is an independent
company providing pharmacy bensfit services for Blues members.} A list of specialty drugs is available on our Web site at bebsm.comipharmacy. if
you have any questlons, please call Walgreens Specialty Pharmasy customer service at 1-866-515-1355.

We will not pay for more than a 30-day supply of a covered prescription driig that BCBSM defines as a “specialty pharmaceutical” whether or not the
drug Is oblained from a 80-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day
supply. BCBSM reserves the right to limit the quantity of select speclalty drugs to no more than a 15-day supply for each fill. Your copay/coinsurance
will be reduced by one-half for each {ill once applicable deductibles have been met.

Select Controlled Substance Drugs — BCBSM may limit the initial fill of select controlied substances to a 15-day supply. The member will be
responsible for only ene-half of their cost-sharing requirement typically imposed on a 30-day fill. Subsedquent fills of the same medication will be
eligible to be filled as prescribed, subject to the applicable cost-sharing requirement. Select confrolled substances aifected by this preseription drug
requirement are available enline at bechbsm.com/pharmacy.

Member's responsibility (copays and coinsurance amounts)

Note: Your prescription drug copays and ¢oinsurance amounts, including matl order copays and coinsurance amounts, are subjact to the same
annual cut-cf-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual
out-of-pocket maximum:

+ any difference between the Maximum Aflowable Cost and BCBSM’s approved amount for a covered brand name drug
+ the 25% member jiability for covered drugs cbtained from an out-of-network pharmacy

90-day retail * In-network In-network Out-of-network
hetwork mail order pharmacy pharmacy
pharmacy provider (not part of the 80-day
retail network)

Tier 1 — 1 to 30-day period You pay $i0 copay You pay $10 copay You pay $10 copay You pay $10 copay
Generic or plus an additional 25%
select of BCBSM approved
prescribed amount for the drug
over-the- 31 o B3-day period No coverage You pay $20 copay No coverage No coverage
counter drugs [ g4 15 o0jay perod | You pay $20 copay You pay $20 copay No soverage No coverage

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal faw, They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug fs required from the member’'s physician. In some cases, over-the-counter drugs may need
to be tred before BCBSM will approve use of other drugs,

* BCBSM will not pay for drugs obtained from out-of-network mail erder providers, including Internst providers.
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Member’s responsibility (copays and coinsurance amounts), continued

90-day retail * In-network In-network Cut-of-network
nefwork mail order pharmacy pharmacy
pharmacy provider {not part of the 90-day
retall network)
1 to 30-day period You pay $40 copay You pay $40 copay You pay $40 copay You pay $40 copay

Tier 2 — plus an additional 25%

Preferred of BCBSM approved

brand-name amount for the drug

drugs 31 fo 83-day period No coverage You pay $80 copay No coverage No coverage
84 1o 80-day period | You pay §80 copay You pay $80 copay No coverage No coverage
1 to 30-day period You pay $80 copay You pay $80 copay You pay $80 copay You pay $80 copay

Tier3— plus an additional 25%

Nonpreferred of BCBSM approved

brand-name amount for the drug

drugs 31 {o 83-day period Na coverage You pay $160 copay | No coverage No coverage
84 {o 90-day period You pay $160 copay You pay $160 copay No coverage No coverage
Covered services
90-day retail * In-network In-network Out-of-network
network mail order pharmacy pharmacy
pharmacy provider {not part of the 80-day
retail network)

FDA-approved drugs 100% of approved 100% of approved 100% of approved 75% of approved
amount less plan amount less plan amount less plan amount less plan
copay/coinsurance copay/coinsurance copay/coinsurance copay/coinsurance

Prescribed over-the-counter drugs — 100% of approved 100% of approved 100% of approved 75% of approved

when covered by BCBSM amount less plan amount less plan amount less plan amount less plan
copay/coinsurance copay/coinsurance copay/coinsurance copay/colnsurance

State-controlled drugs 100% of approved 100% of approved 100% of approved 75% of approved
amount less plan amount less plan amount less plan amount less plan
copay/coinsurance copay/colnsurance copay/coinsurance copay/coinsurance

FDA-approved generic and select 100% of approved 100% of approved 100% of approved 75% of approved

brand-name prescription preventive amount amount amount amount

drugs, supplements and vitamins as

required by PPACA {non-seif-

administered drugs are not covared)

Other FDA-approved brand-name 100% of approved 100% of approved 100% of approved 75% of approved

prescription preventive drugs, amount less plan amount less plan amount less plan amount Jess plan

supplements and vitamins as required by | copay/coinsurance copay/coinsurance copay/coinsurance copay/coinsurance

PPACA (non-self-administered drugs are
not covered)

covered)

FDA-approved generic and select 100% of approved 100% of approved 100% of approved 75% of approved
brand-name prescription contraceptive amount amount ameount amount
medication {non-self-administered drugs

are not covered)

Other FDA-approved brand-name 100% of approved 100% of approved 100% of approved 75% of approved
prescription contraceptive medication amount less plan amount less plan amotint less plan amount less plan
{non-self-administered drugs are not copaylcolnsurance copay/colnsurance copayfcolnsurance copay/coinsurance

* BCBSM will not pay for drugs obtained from out-of-network mali order providers, Including internet providers.
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Covered services, continued

90-day retail * In-network In-network Out-of-network
network mail order pharmacy pharmacy
pharmacy provider (not part of the 90-day
retail network)
Disposable needies and syringes — 100% of approved 100% of approved 100% of approved 75% of approved

when dispensed with insulln, or other
covered injectable legend drugs

Note: Needles and syringes have no
copayleoinsurance.

amount less plan
copay/coinsurance for
the insulin or other
covered injectable
legend drug

amount less plan
copay/coinsurance for
the insulin or other
covered injectable
legend drug

amount less plan
copay/coinsurance for
the insulin or other
covered infectabla
legend drug

amount less plan
copay/coinsurance for
the insulln or other
covered Injectable
tegend drug

Features of your prescription drug plan

Custom Drug List

A continually updated list of FDA-approved medications that represent each therapeutic class. The
drugs on the lst are chosen by the BCBSM Pharmacy and Therapeutics Commitiee for thelr
effectiveness, safety, uniquensss and cost efficiency. The goal of the drug list is to provide members
with the greatest therapeutic value at the lowest possible cost.

= Tier 1 {generic} ~ Tier 1 includes generic drugs made with the same active ingredients,
avallable in the same strengths and dosage forms, and administered In the sams way as
equivalent brand-name drugs. They algo require the lowest copay/coinsurance, making them the
most cost-effective aption for the treatment.

* Tier 2 {preferred brand) - Tier 2 includes brand-name drugs from the Custom Drug List.
Preferred brand-name drugs are also safe and effective, but require a higher copay/coinsurance.

* Tier 3 (nonpreferred brand) — Tier 3 contains brand-name drugs not included In Tier 2. These
drugs may not have & proven record for safely or as high of a clinfcal value as Tier 1 or Tier 2
drugs. Members pay the highest copay/coinsurance for these drugs.

Prior authorizationfstep therapy

A process that requires a physician to obtain approval from BCBSM before select prescription
drugs (drugs idenfified by BCBSM as requiring prior authorizatlon) will be covered. Step Therapy,
an initial step in the Prior Authorization process, applies criterla to select drugs to defermine if a less
costly preseription drug may be used for the same drug therapy. Some over-the-counter
medications may be covered under step therapy guidelines. This also applies to mall order drugs.
Claims that do not meet Step Therapy criteria require prior authorization. Details about which drugs
require Prior Authorization or Step Therapy are available anline at behsm.comipharmacy,

Mandatory maximum allowable cost
drugs

If your prescription is filled by an In-network pharmacy, and the pharmacist fills [t with a brand-name
drug for which a generlc equivalent Is available, you MUST pay the difference in cost between the
BCBSM approved amount for the brand-name drug dispensed and the maximum aliowable cost for
the generlc drug pius your applicable copay/coinsurance regardless of whsther you or your
physlclan requests the brand-name drug. Exception: If your physician requests and receives
authorizatfen for a nonpreferred brand-name drug with a generic equivalent from BGBSM and writes
“Dispense as Wiitten" or "DAW" on the prescription order, you pay only your appiicable
copay/coinsurance,

Note: This MAC difference will not be applied toward your arnual in-network dedustible, your annual
colnsurance maximum or your annual out-of-pocket maximum, if applicable.

Drug interchange and generic
copaylcoinsurance waiver

BCBSM’s drug Interchange and generlc copay/coinsurance walver pragrams encourage physicians
to prescribe a [ess-costly generlc equivalent,

If your physiclan rewrites your prescription for the recommended generic or OTC alternate drug, you
will only have to pay a generic copay/coihsurance. In select cases BCBSM may waive the initial
copay/coinsurance after your prescription has been rewritten. BCBSM will notify you i you are
eligible for a waiver,

Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity fimits,
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Simply Blue®™ PPO Plan LG $1000
Medical Coverage

Benefits-at-a-Glance for Niles Community Schools
Effective December 1, 2015

This Is Intended as an easy-fo-read summary and provides onl
exclusions may apply. Payment amounts are based on BCBS
complete description of benefits please see the applicable BC
your group Uses, If your group Is self-funded. |If there is a disc

document wilf control.

Preauthorization for Select Services — Services listed in this BAAG are cov

when required, are preauthorized or approved by BCBSM except in an emergency.

¥ & general overview of your benefits. It is not a contract. Additional limitations and
M's approved amount, fess any applicable deductible andfor copay/coinsurance. Fora
BSM cerlificates and riders, if your group Is underwritten or any other plan documents
repancy between this Benefits-at-a-Glance and any applicable plan document, the plan

ered when provided In accordance with Cerlificate requireménts and,

Note: A list of services fhat require approval before they are provided Is avaliable onlfine at behsm.comfimportantinfo. Select Approving covered

services.

Pricing informatton for various procedures by in-network providers ca
BCBSM ID card and providing the procedure code. Your provider cal

Preauthorization for Specialty Pharmaceuticals — BCBSM will pay for FDA-
policy criteria for treatment of the condition. The prescribing physician must ¢
preauthorization is not sought, BCBSM will deny the claim and all charg

Spectally pharmacauticals are biotech drugs Including high cost Infused, Inj
other categories. BCBSM determines which specific drugs are payable, Thi
sclerosls, and many other disease as well as chemotherapy drugs used in t

In-network

Member’s responsibility (deductibles, copays, coinsurance and dollar maximums)
Note: If an in-network provider refers you to an out-of-network provider, all covered services obtained from that out-of-network provider will be

subject o applicable ouf-of-network cost-sharing.

n be obtained by calling the customer service number listed o the back of your
1 also provide this information upon request.

approved specialty pharmaceuticals that meet BCBSM's medical
ontact BCBSM o request preauthorization of the drugs. if
es will be the member’s responsibility,

ectable, aral and other drugs refated fo specially disease categories or
s may include medieations to treat asthma, rheumatold arfhrits, multiple
he treatment of cancer, but excludes injectable insutin.

Out-of-network *

Deductibles

$1.000 for one member, $2,000 for the
family {when two or more members are
covered under your confract) each calendar
year

$2,000 for one member, $4,000 for the family
(when two or more members are covered
under your confract) each calendar year
Note: Out-of-network deductible amounts also

Note: Out-of-network deductibl;a amotints
also count toward the in-network
deductible,

Flat-dollar copays

* $30 copay for offlce visits and office
consultations with a non-specialist provider

* $30 copay for office visits and office
consultations with a specialist provider

* $30 copay for urgent care visits

* $30 copay for chiropractic services and
osteopathic manipulative therapy

*+ $150 copay for emergency room visits

$150 copay for emergency room visit

Coinsurance amounts (percent copays)

Note: Colnsurance amounts apply once the
deductible has been met,

» 50% of approved amount for private duty
nursing care

« 20% of approved amount for most other
covered services

* 50% of approved amount for private duty
nursing care

+ 40% of approved amount for most other
covered services

* Servicss from a provider for which there is no Michigan PPO network and services from an out-of-network
access area” by BCBSM for that particular provider speclally are covered at the in-retwork benefit level. Co
outside of Michigan. If you receive care from a nonparticipating p

provider's charge.

Simply Blue PPO Plan LG $1000, Rev Dafe 16 Q1 V1
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In-network

Out-of-network *

Member's responsibility {deductibles, copays, coinsurance and dellar maximums), continued

Annual coinsurance maximums — applies o
coinsurance amountis for all covered services — but
does not apply fo deductibles, flat-dollar copays,
private duty nursing care coinsurance amountis and
prescription drug cost-sharing amounts

$2,500 for one member, $5,000 for the family
(when two or more members are covered
under your contract) each ealendar year

$5,000 for one member, $10,000 for the
family (when two or more members are
covered under your coniract) each
calendar year

Note: Out-of-network coinsurance
amounts also count toward the in-network
coinsurance maximum.

Annual out-of-pocket maximums — applies to
deductibles, flat-dollar copays and coinsurance
amounts for all covered services — including
cost-sharing amounts for prescription drugs, if
applicable

$6,350 for one member, $12,700 for two or
more members each calendar year

$12,700 for one member, $25,400 for
two or more members gach calendar
year.

Note: OQut-of-network cost-sharing
amounts also count toward the in-network
out-of-pocket maxirum,

Lifetime dollar maximum

None

Preventive care services

services

one par member per calendar year

Health maintenance exam — includes chest x-ray, 100% (no deductible or copay/coinsurance), | Not covered
EKG@G, cholesterol screening and other select lab one per member per calendar year
procedures Note: Additional well-women visits may be
allowed based on medical necessily.
Gynecological exam 100% (no deductible or copay/coinsurance), | Not covered
one per member per calendar year
Note: Additional well-women visits may be
allowed based on medical necessity.
Pap smear screening — laboratory and pathology 100% (no deductible or copay/coinsurance), | Not covered

Voluntary sterilizations for females

100% (no deductible or copay/coinsurance)

80% after out-of-network deductible

Prescription coniraceptive devices — includes
insertion and removal of an intrauterine device by a
licensed physician

100% (no deductible or copay/coinsurance)

100% after out-of-network deduclible

Contraceptive injections

100% (no deductible or copay/coinsurance)

80% after out-of-nefwork deductible

Well-baby and child care visils

100% {no deductible or copay/coinstrance)
8 visits, birth through 12 months

6 visits, 13 months through 23 months

6 visits, 24 months through 35 months

2 visits, 36 months through 47 months
Visits beyond 47 months are limited to

one per member per calendar year under
the health maintenance exam benefit

Not covered

one per member per calendar year

Adult and childhood preventive services and 100% {no deductible or copay/coinsurance) | Not covered

immunizations as recommended by the USPSTF,

ACIP, HRSA or other sources as recognized by

BCBSM that are in compliance with the provisions

of the Patient Profection and Affordable Care Act

Fecal oceult blood screening 100% {no deductible or copay/coinsurance), | Not covered
one per member per calendar year

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

Prostate specific antigen {PSA) screening 100% (no deductible or copayfceinsurance), | Not covered

* Services from a provider for which there is no Michigan PPC network and services from an out-of-nstwork provider in a geographic area ef Michigan deemed a “ow
access area” by BCBSM for that parlicutar provider specially ase covered at the Innetwork benefit level. Cost-sharing may differ when you obtaln covered services
outside of Michigan, If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the

provider's charge.
Simply Biue PPO Plan LG $1000 Rev Date 16 Q1 V1




Preventive care services, continued

In-network

Out-of-network *

Routine mammogram and related reading

100% (no deductible or copay/coinsurance)

Note: Subsequent medically necessary
mammegrams performed during the same
calendar year are subject to your deductible
and colnsurance.

60% after out-of-natwork deductible

Note: Out-of-network readings and
interpretations are payable only when
the screening mammogram itself Is
performed by an In-network provider,

Cne per member per calendar year

Colonoscopy —rautine or medically necessary

100% {no deductible or copay/coinsurance)
for the first billed colonoscopy

Note: Subsequent colonoscoples
perfoermed during the same calendar year
are subject to your deductible and
coinsurance.

60% aiter out-of-netwark deductible

One per member per calendar year

Physician office services

Office Visits — must be medleally necessary

* $30 copay per office visit with a
non-specialist

* $30 copay per office visit with a
speclalist
Note: Simply Blue applies deductible and
coinsurance fo office services. Services
include diagnostic {including complex),
therapeutic and surgery. An office visit
copay still applies to the exam.
Cost-sharing may not apply if preventive or
immunization services are performed
during the office visit.

80% after out-of-network deductible

Outpeatient and home medical care visits —
must be medically necessary

80% after In-network deductible

60% after out-of-network deductible

Office consultations — must be medically necessary

" $30 copay for each office
consultation with a non-specialist

* $30 copay for each office

consuitation with a speclallst
Note: Simply Blue applies deductible and
coinsurance to office services. Servicas
include diagnostic (including complex),
therapeutic and surgery. An office visit
copay stilt applies to the exam.
Cost-sharing may not apply if preventive or
Immunization services are performed during
the office visit.

80% after out-of-network deductible

Urgent care visits

Urgent care visits — must be medically necessary

$30 copay per visit

Note: Simply Blue applles deductible and
coinstirance to office services. Services
include dlagnostic (including complex),
therapeutic and surgery. An office visit
copay slill applies to the exam.
Cost-sharing may not apply if preventive or
immunization services are performed during
the office visit.

60% after out-of-network deductible

* Services from a provider for which there Is no Michigan PPO nef
access ared” by BCBSM for that partfcular provider specizlty are
outside of Michigan. If you receive care from a nonparticipating provider,

provider's charge.
Simply Blus PPO Plan LG $100Q Rev Date 16 Q1 V1

twark and services from an out-of-nabwork
covered at the in-network bensfit level, Co

provider in & geographic area of Michigan deemed a “low
st-sharing may differ when you oblain covered services
even when referred, you may be billed for the difference between our approved amount and the




Emergency medical care

In-network

Out-of-network *

Hospital emergency room

$150 copay per visit
(copay walved Iif admitted)

$150 copay per visit
(copay waived if admitted)

Ambulance services — must be medically
necessary

809% after in-network deductible

B0% after in-network deductible

Diagnostic services

Laboratory and pathology services

80% after in-network deductible

60% after out-of-network deductible

Diagnostic tests and x-rays

80% after in-network deductible

60% after out-of-network deductible

Therapeutic radiology

80% after in-network deductible

60% after out-of-network deductible

Maternity services provided by a physician or certified nurse midwife

Prenatal care visits

100% (no deductible or copay/coinsurance)

60% after out-of-network deductible

Postnatal care

80% after in-network deductible

60% after out-of-network deductible

Delivery and nursery care

80% after in-network deductible

60% after out-of-network deduciible

Hospital care

Semiprivate room, inpatient physician care, general
nursing care, hospiial services and supplies

Note: Nonemergency services must be rendered in
a pariicipating hospital.

80% after in-network deductible

60% after out-of-network deductible

Unlimited days

Inpatient consultations

80% after in-network deductible

60% after out-of-network deductivle

Chemotherapy

BO% after in-network deductible

80% after out-of-network deductible

Alternatives to hospital care

Skilled nursing care — must be in a participating
skilled nursing facllity

80% after in-network deductible

| 80% after in-network deductible

Limited to a maximum of 120 days per member per calendar year

Hospice care

100% (no deductible or copay/coinsurance)

] 100% (no deductible or copay/coinsurance)

Up to 28 pre-hospice counseling visits before electing hospice services;
when elected, four 90-day periods — provided through a participating
hospice program only; limited to dollar maximum that is reviewed and

adjusted perlodically (after reaching dolfar maximum, member transitions
into individual case management)

Home health care:
+ must be medically necessary
+ must be provided by a participating home
health care agency

80% after in-network deductibte

80% after in-network deductible

Infusion therapy:

+ must be medically necessary

« must be given by a participating Home
infusion Therapy (HIT) provider orin a
participating freestanding Ambulatory nfusion
Center (AIC)

» may use drugs that require preauthorization —
consuit with your doctor

80% after In-network deductibte

80% after in-network deductible

* Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographie area of Michigan deemed a “low
access area” by BCBSM for that particular provider specialty are covered at the In-network benefit level. Cost-sharing may differ when you obtain covered services
oulside of Michigan. If you receive care frem a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the

provider's charge,
Simply Blue PPO Plan LG $1000 Rev Date 16 Q1 V1




Surgical services

In-network

Out-of-network *

Surgery — includes related surgleal services and
medically necessary facility services by a
participating ambulatory surgery facillty

80% after in-network deductible

60% after out-of-network deductible

Presurgical consultations

100% {no deductible or copay/coinsurance)

60% after out-of-network deductible

Voluntary sterilization for males

Note: For voluntary sterilizatlons for females, see
“Preventive care services.”

80% after in-network deductible

60% after out-of-network deductible

Elective aborflons

Not covered

Not covared

Human organ transplants

Specified human organ transplants — must be in
a designated facility and coordinated through
the BCBSM Human Organ Fransplant Program
{1-800-242-3504)

180% {no dedustible or copay/coinsurance)

100% (no deductible or copay/coinsurance)
- in designated facllities only

Bone marrow fransplants — must be coordinated
thraugh the BCBSM Human Organ Transplant
Program {1-800-242-3504)

80% after in-network deductible

60% after out-of-network deductible

Spedlfied oneclogy clinical trials

Note: BCBSM covers clinical frials in compliance
with PPACA,

B0% after In-network deductible

80% after out-of-network deductible

Kidney, cornea and skin fransplants

80% after in-network deductible

60% after out-of-network deductible

Mental health care and substance abuse treatment

Inpatient mental health care and
inpatient substance abuse freatment

80% after in-network deductible

| 60% after aut-of-network deductible

Unlimited days

Resldentlal psychiafric treatment facility:

+ covered mental health services must be
performed In a residential psychiatric treatment
facllity

+ treaiment must be preauihorized

+ subject to medical criferla

80% after in-network deductibie

60% after out-of-network deductible

Outpatient mental health care:
+ Facllity and clinic

+ Physielan's office

80% after in-network deductible

80% after in-network deductible,
in participating facilities only

80% after In-network deductible

60% after out-of-network deductible

Outpatient substance abuse freatment —
In approved facilities only

80% after in-network deductible

60% after out-of-network deductible
{In-network cost-sharing will apply If
there is no PPO network)

* Services from a provider for which there Is no Michigan PPO network and services from an out-of-netwol
access area” by BCBSM for that particular provider specialty are covered at the In-network benefit level.
outslde of Michigan. If yous receive care from a nonparticipating provider, even when referred, you may b

provider's charge.
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In-network

Autism spectrum disorders, diagnoses and treatment

Out-of-network *

Applied behavioral analysis {ABA) trealment — when
rendered by an approved board-ceriified behavioral
analyst — is covered through age 18, subject to
preauthorization

Note: Diagnhosls of an autism spectrum disorder and a
treatment recommendation for ABA services must be
obtained by a BCBSM approved autism evaluation
center (AAEC) prior to seeking ABA treatment.

80% afler in-network deductible

B0% after in-network deductible

Qutpatient physical therapy, speech therapy,
occupational therapy, nulritional counseling for autism
spectrum disorder

80% after in-network deductible

60% after out-of-network deductible

Physical, speech and occupational therapy with an autism diagnosis Is unlimited

Cther covered services, including mental health
services, for aufism spectrum disorder

80% after in-network deductible

60% after out-of-network daductible

Other covered services

Cutpatient Diabetes Management Program (ODMP)

Note: Screening services required under the provisions
of PPACA are covered at 100% of approved amount
with no in-network cost-sharing when rendered by an
in-network provider.

Note: When you purchase your diabetic supplies via
mall order you will lower your out-of-pocket costs.

« 80% after in-network deductible for
diabeies medical supplies

+ 100% {no deductibie of
copayfcoinsurance) for diabetes
self-management training

60% after out-of-network deductible

Allergy esting and therapy

80% after in-network deductible

60% after out-of-network deductible

Chiropractic spinal manipulation and
osteopathic manipulative therapy

$30 copay per office visit

Note: Simply Blue applies deductible and
coinsurance to office services, Services
include diagnostic (including complex),
therapeutlc and surgery. An office visit
copay silif applies to the exam.

60% after out-of-network deductible

Limited o a combined 12-visit maxim

um per member per calendar year

Qutpatlent physical, speech and occupational therapy —
when provided for rehabilitation

80% after in-network deductible

609% after out-of-network deductible
Note: Services at nonparticipating
oulpatient physical therapy facilities are
not covered.

Limited to a combined 30-visit maxim

um per member per calendar year

Durable medical equipment

Note: DME items required under the provisions of
PPACA are covered at 100% of approved amount with
no in-network cost-sharing when rendered by an in-
network provider. For a list of covered DME items
required under PPACA, call BCBSM.

80% after In-network deductible

80% after in-network deductible

Prosthetic and ortholic appliances

80% after in-network deductible

80% after in-network deductible

Private duty nursing care

50% after in-network deductible

50% afier in-network deductible

* 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 deamed a “low
access area” by BCBSM for that particular provider specially are covered at the in-network benefit level. Cost-sharing may differ when you obtaln covered services
cuiside of Michigan. If you recelve care fiom a nonparticipating provider, even when referred, you may be billed for the difference betwzen our approved amount and the

provider's charge.
Simply Blue PPQ Plan LG $1000, Rev Date 16 Q1 V1
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Blue Preferred® Rx LG Prescription Drug Coverage
3-Tier Copay/Coinsurance

Benefits-at-a-Glance for Niles Comminity Schools
Proposal effective December 1, 2015

This fs Intended as an easy-fo-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitatiens and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible andfor copay/fcoinsurance. Fora
complete description of benefits please see the applicable BCBSM cerificates and riders, if your group Is underwritten or any other plan documents
your group uses, If your group is self-funded. If there s a dlscrepancy betwsen this Benefits-at-a-Glance and any applicable plan document, the plan
document will contrel.

Specially Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent
company. Speclalty prescription drirgs (such as Enbref® and Humnlra®) are used fo treat complex condifions such as rheumatold arthritis, muitiple
sclerosis and cancer. These drugs require special handling, administration or monitoring, Walgreens Speclalty Pharmacy will handle mall order
prescriptions only for specialty drugs whils many in-network retail pharmacies will continue fo dispense speclalty drugs (check with your local
pharmacy for availabillty}. Other mail arder prescription medications can confinue to be sent to Express Scripts. (Express Scripts is an Independent
company providing pharmacy benefit services for Blues members.) A list of spectalty drugs Is available on our Web site at bebsm.com/pharmacy., If
you have any questions, pleass call Walgreens Specialy Pharmacy customer service at 1-866-515-1355.

We will not pay for more than a 30-day supply of a covered praseription drug that BCBSM defines as a “specialty pharmacautical” whether or not the
drug Is obtained from a 90-Day Retail Network provider or mall-order provider, We may make exceptions if & member requires more than a 30-day
supply. BCBSM reserves the right fo limit the quantity of select specially drugs to no more than a 15-day supply for each fill, Your copayfeoinsurance
will be reduced by one-half for each fill once applicable deductibles have been met.

Select Controlled Substance Drugs ~ BCBSM may limit the Initial fill of select controlled substances to a 15-day supply. The member will be
responsible for only one-half of their cost-sharing requirement lypieally Imposed on a 30-day fill Subsequent fills of the same medication will be
eflgible to be filled as preseribed, subject to the applicable cost-sharing requirement. Select controlled substances affasted by this prescription drug
requirement are available online at bchsm,comipharmacy.

Member’s responsibility (copays and coinsurance amounts)

Note: Your prescription drug sopays and colnsurancs amounts, including mall order copays and coinsurance amounts, are subject fo the same
annual out-of-pocket maximum requirad under your medical coverage. The following prescription drug expenses will not apply to your annual
out-of-pocket maximum:

* any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand name drug
+ the 25% member liability for covered drugs obtained from an out-of-network pharmacy

80-day retail * In-network In-network Out-of-network
network mail order pharmacy pharmacy
pharmacy provider (not part of the 80-day
retail network)
Tierd— 1 to 30-day peried You pay $10 copay You pay $10 copay You pay $10 copay You pay $10 copay
plus an additional 25%

Generic or
select of BCBSM approved
prescribed amount for the drug
over-the- 31 to 83-day pericd No coverage You pay $20 copay No coverage No coverage
counter dugs | g4't5 a0-day period | You pay $20 copay You pay $20 copay Mo coverage No coverage

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law, They are identified by BCBSM as select
presciiption drugs. A prescriplion for the select OTC drug is Tequired from the member’s physiclan. In some cases, over-the-counter drilgs may need
to be fried before BCBSM will approve use of other drugs.

* BCBSM will not pay for drugs obtained from out-of-network malf order providers, Including Internet providers.
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Member's responsibility (copays and coinsurance amounts), confinued

90-day retail * In-network In-network Out-of-network
network mait order pharmacy pharmacy
pharmacy provider (not part of the 9C-day
refall network}
1 to 30-day period Yaou pay $40 copay You pay $40 copay You pay $40 copay You pay $40 copay

Tier 2 - plus an additional 25%

Preferred of BCBSM approved

brand-name amount for the drug

drugs 31 to 83-day period No coverage You pay $80 copay Mo coverage No coverage
84 to 90-day perlod | You pay $80 copay You pay $80 copay No coverage No coverage
1 to 30-day period You pay $80 copay You pay $80 copay You pay $80 copay You pay $80 copay

Tier 3— plus an additional 25%

Nonpreferred of BCBSM approved

brend-name amount for the drug

drugs 31 to 83-day period No coverage You pay $160 copay No coverage No coverage
84 to 90-day period | You pay $160 copay | You pay $160 copay | No coverage No coverage
Covered services
90-day retail * In-network in-network Out-of-network
network maii order pharmacy pharmacy
pharmacy provider (not part of the 90-day
refail network)}

FDA-approved drugs 100% of approved 100% of approved 100% of approved 75% of approved
arnount less plan amount less plan amount less plan amount less plan
copayl/coinsurance copay/coinsurance copay/coinsurance copay/coinsurance

Prescribed over-the-counter drugs — 100% of approved 100% of approved 100% of approved 75% of approved

when covered by BCBSM amount less plan amount less plan amount less plan amount less plan
copaylcoinsurance copay/coinsurance copay/coinsurance copay/colnsurance

State-controlled drugs 100% of approved 100% of approved 100% of approved 75% of approved
amount less plan amount less plan amount less plan amount less plan
copay/coinsurance copay/coinsurance copay/coinsurance copayleolnsurance

FDA-approved generic and select 100% of approved 100% of approved 100% of approved 75% of approved

brand-name prescription preventive amount amount amount amount

drugs, supplements and vitamins as

required by PPACA (non-self-

administered drugs are not covered)

Other FDA-approved brand-name 100% of approved 100% of approved 100% of approved 75% of approved

presceiption preventive drugs, amount less plan amount less plan amount less plan amount less plan

supptements and vitamins as required by | copayfcoinsurance copay/coinsurance copay/colnsurance copaylcoinsurance

PPACA (nhon-seif-administered drugs are

not covered)

FDA-approved generic and select 100% of approved 100% of approved 100% of approved 75% of approved

brand-name prescription contraceplive amount amount amount amount

medication (non-seif-administered drugs

are nol covered)

COther FDA-approved brand-name 100% of approved 100% of approved 100% of approved 75% of approved

prescription confraceptive medication amount less plan amount fess plan amount less plan amount less plan

(non-seff-administered drugs are not copayl/coinsurance copayfcoinsurance copayfcoinsurance copay/eolnsurance

covered)

* BCBSM will not pay for drugs oblained from out-of-network mail order providers, including tnternet providers.
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Covered services, confinued

when dispensed with Insulin, or other
covered Injectable legend drugs

Note; Needles and syringes have no
copay/colnsurance.

amount less plan
copayfcoinsurance for
the insulin or other
covered injectable
legend drug

amount less plan
copayleoinsurance for
the insufin or other
covered Infectable
legend drug

amount less plan
copay/coinsurance fer
the insulin or other
eovered injectable
legend drug

90-day retail * In-network fn-network Out-of-network
network mail order pharmacy pharmacy
pharmacy provider {not part of the 90-day
retall network)
Disposable needles and syringes — 100% of approved 100% of approved 100% of approved 75% of approved

amount less plan
copayleoinsurance for
the instin or other
covered injectabte
tegend drug

Features of your prescription drug plan

Custom Drug List

A continually updated list
drugs on the list are chos

with the greatest therapeutic value at tha lo
* ‘Her 1 (generic) — Tier 1 includes generic drugs made with the same

available in the same s

* Tier 2 (preferred brand) ~ Tier 2 includes brand
Preferred brand-name drugs are also safe and e

* Tier 3 {nonpreferred brand) — Tier 3 contains bra

of FDA-approved medications that represent each therapeutic class. The
en by the BCBSM Pharmacy and Therapeutics Committee for thelr
effectiveness, safely, uniqueness and cost efficiency. The goal of the drug list s fo provide members

west possible cost,

active Ingredients,

trengths and dosage forms, and administered in the same way as
equivalent brand-name drugs. They also require the lowest copayfeolnsurance, making them the
most cost-effective option for the treatment.

-name drugs from the Custom Drug List.
fective, but require a higher copayfcolnsurance.

nd-name drugs not included in Tier 2. These

drugs may not have a proven record for safely or as high of a clinical value as Tler 1 or Tler 2
drugs. Members pay the highest copay/coinsurance for these drugs,

Prior authorization/step therapy

A process that requires a

drugs {drugs Identified by BCBSM as requiring

an Inltial step in the Prior

coslly prescription drug may be used for the sa
medications may be covered under step thera
Clalms that do not mest Step Therapy critetia
Tequire Prior Authorization or Step Therapy ar

physiclan to obtaln approval from BCBSM before select prescription

prior authorization) wilt be covered. Step Therapy,

Authorization process, applies criteria to select drugs to determing if a less

me drug therapy, Some over-the-counter

py guidelines. This also applies to mait order drugs.
require prior authorization. Details about which drugs
& available online at bebsm.com/pharmacy.

Mandatory maximum allowable cost
drugs

i your prescription Is filled by an in-network pharmacy,
drug for which a generic equivalent is available, you M
BCBSM approved amount for the brand-name drug di
the generic drug pfus your applicable copay/coinsura
physician requests the brand-name drug. Exception:
authorlzation for a nonpreferred brand-name drug wit
*Dispense as Written" or “DAW®

copay/colnsurance,

Note: This MAC diiference will not be applied toward your annual In

cofnsurance maximum or

and the pharmaclst fills it with a brand-name
UST pay the difference in cost between the
spensed and the maximum allowable cost for
nce regardless of whether you or your

If your physiclan requests and receives
h a generic equivalent from BGBSM and writes
on the prescription order, you pay only your applicable

-network deductible, your annual
your annual out-of-pocket maximum, if applicable,

Drug interchange and generic
copay/coinsurance waiver

BCBSM's drug interchange and generlo cop.

to prescribe a less-costly

It your physician rewrifes your prescription for the recommended
will only have to pay a generic copayfcoinsurance. In select case
copay/colnsurance after your prescription has been rewritien. B

eligible for a waiver.

generic aquivalent,

ayfcolnsurance waiver programs encourage physicians

generls or OTC alternate drug, you
s BCBSM may walve the initial
CB3SM will notify you if you are

Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits,
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Simply Blue®" PPO Plan LG $1500
Medical Coverage \

Benefits-at-a-Glance for Niles Community Schools
Effective December 1, 2015

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, lass any applicable deductible andfor copay/coinstrance, Fora
complete description of benefits please see the applicable BCBSM cerfificates and riders, if your group is underwritten or any other plan documents

your group uses, if your group Is self-funded. If there Is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Preauthorization for Select Services — Services listed In this BAAG are covered when provided in accordance with Certificate requirements and,
when required, are preauthorized or approved by BCBSM except in an emergency.

Note: A list of services that require approval before they are provided s available online at bebsm.comfimportantinfo. Select Approving covered
services,

Pricing information for varlous procedures by in-network providers can be obtained by ealling the customer service number fisted on the back of Yotur
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request,

Preauthorization for Speclalty Pharmaceuticals — BCBSM will pay for FDA-approved spectalty pharmaceuticals that meet BCBSM's medical
policy criteria for treatment of the condition. The prescribing physiclan must contact BCBSM to request preauthorization of the drugs. [
preauthorization Is not sought, BCEBSM will deny the claim and all charges will be the member’s responsibitity.

Speclalty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to speclalty disease categories or
other categories. BCBSM determines which specific drugs are payable. This may Include medications to treat asthma, rheumalold arthritis, multiple
sclerosis, and many other disease as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin,

In-network Out-of-network *

Member’s responsibility {(deductibles, copays, coinsurance and dollar maximums})

Note: If an In-network provider refers you to an out-of-network provider, all covered services obtained from that out-of-network provider will be
subject to applicable out-of-network cost-sharing.

Deductibles

$1,500 for one member, $3,000 for the $3,000 for one member, $6,000 for the family
farnily (when two or more members are {(when two or more members are covered
covered under your contract) each calendar |under your confract) each calendar year

year Note: Out-of-network deductible amounts also

Note: Out-of-'network deductible amounts
also count foward the in-network
deductible.

Flat-doliar copays * 330 copay for office visits and office

consuiltations with a non-spectalist provider

* $30 copay for offica visits and ofiice
consultations with a speclalist provider

* $30 copay for urgent care visits

* $30 copay for chiropractic services and
osteopathic manlpulative therapy

+ $150 copay for emergency room visits

$150 copay for emergency room visit

Colnsurance amounts (percent copays) + 50% of approved amount for private duty | « 50% of approved amount for private duty

Note: Colnsurance amounts apply once the nursing care nursing care

deductible has been met. = 20% of approved amount for most other + 40% of approved amount for most other
covered services covered services ‘

* Services from a provider for which there is ro Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a “low
acoess area” by BCBSM for that particular provider specially are covered at the In-nefwork benefit level., Cost-sharing may differ when you obtain covered services
outside of Michigan. If you receive care from a nonparticlpating provider, even when referred, you may be billed for the difference between our approved amount and the
provider's charge.
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In-network

Qut-of-network *

Member's responsibility (deductibles, copays, coinsurance and dollar maximums), confinued

Annual coeinsurance maximums — applies fo
coinsurance ameunts for all covered services — but
does not apply to deductibles, flat-dollar copays,
private duly nursing care coinsurance amounts and
prescription drug cost-sharlng amounts

$2,500 for one member, $5,000 for the family
{when two or more members are covered
under your contract) each calendar year

$5,000 for one member, $10,000 for the
family (when two or more members are
covered under your confract) each
calendar year

Nofe: Out-of-nebwork coinsurance
amounts also count foward the in-network
coinswance maximum,

Annual out-of-pocket maximums — applies to
deductibles, flat-dollar copays and coinsurance
amounts for all covered services ~ including
cost-sharing amounts for prescription drugs, if
applicable

$6,350 for one member, $12,700 for two or
more members each calendar year

$12,70C for one member, $25,400 for
two or more members each calendar
year.

Note: Out-of-network cost-sharing
amounts also count toward the in-network

services

one per member per calendar year

out-of-pocket maximum,

Lifetime dollar maximum None
Preventive care services
Health maintenance exam — Includes chest x-ray, 100% {no deductible or copay/colnsurance), | Not covered
EKG, cholesterol screening and other select Iab one per member per calendar year
procedures Note: Additional well-women vislis may be

allowed based on medical necessity.
Gynecologlcal exam 100% (no deductible or copay/colnsurance), | Not covered

one per member per calendar year

Note: Additional well-women visits may be

atiowed based on medical necessity,
Pap smear screening — kaboratory and pathology 100% (no deductible or copay/coinsurance), | Not covered

Voluntary sterillzations for females

100% {no deductible or copay/colnsurance)

60% after out-of-network deductible

Prescription contraceptive devices — includes
insertion and removal of an infrauterine device by a
licensed physician

100% (no deductible or copay/colnsutrance)

100% after out-of-network deductible

Contraceptive Injections

100% (no deductible or copay/coinsurance)

€0% after out-of-network deductible

Well-baby and child care visits

100% {no deductible or copay/coinsurance}

+ Bvisits, birth through 12 months

+ Gvislts, 13 months through 23 months

+ 8 vislts, 24 months through 35 months

+ 2 visits, 36 months through 47 months

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

Not covered

one per member per calendar year

Adult and childhood preventive services and 100% {no deduclible or copay/coinsurance) | Not covered

immunizations as recommended by the USPSTF,

ACIP, HRSA or other sources as recognized by

BCBSM that are In compliance with the provisions

of the Patient Protection and Affordable Care Act

Fecal occult biood screening 100% (no deductible or copayfeoinsurance), | Not covered
one per member per calendar year

Flexible sigmoidoscopy exam 100% (no deductible or copayfeoinsurance), | Not covered
one per member per calendar year

Prostate specific antigen (PSA) screening 100% (no deductible or copayfcoinsurance), | Noft covered

* 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 particular provider specialty are covered at tha in-nefwork benefit level. Cost-sharing may differ when you obtaln covered services
outside of Michigan. i you recsive care from a nonparticlpating provider, even when referred, you may be billed for the difference between our approved amount and the

provider's charge.
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Preventive care services, confinued

In-network

Qut-of-network *

Routine mammograin and refaied reading

100% (no deductible or copay/coinsurance)

Note: Subsequent medically necessary
mammograms performed during the same
calendar year are subject to your deductible
and coinsurance,

680% after out-of-network deductible

Note! Out-of-network readings and
interprefations are payable only when
the soreening mammogram itself is
performed by an in-network provider.

One per member per calendar year

Colonoscopy — routine or medically necessary

100% {no dedustible or copay/colnsurance)
for the first billed colonoscopy

Note: Subsequent colonoscoples
parformed durlng the same calendar year
are subject to your deductible and
coinsurance.

60% after out-of-nefwork deductible

One per member per calendar year

Physician office services

Office visits ~ must be medically necessary

* $30 copay per office visit with a
nen-speclalist

* $30 copay per office visit with a
specialist
Note: Simply Blue applies dedustible and
colnsurance fo office services. Services
include diagnostic {inciuding complex),
iherapeutic and surgery. An office visit
copay still applies to the exam.
Cost-sharing may not apply if preventive or
Immunization services are performed
during the office visit,

60% after out-of-network deductible

Outpatlent and home medical care visits —
must be medlcally necessary

80% after in-network deductible

60% after out-of-network deductible

Office consultations — must be medically necessary

* $30 copay for each office
consultation with a non-specialist

' $30 copay for each office

consultation with a spectalist
Note: Simply Blue applies dedustible and
coinsurance to office services. Services
include diagnostie (including complex),
therapeutic and surgery. An office visit
copay still applies to the exam.
Cost-sharing may not apply if preventive or
immunization services are performed durlng
the office visit.

60% after out-of-network deductible

Urgent care visifs

Urgent care vislts — must be medically necessary

$30 copay per visit

Note; Simply Blue applles deductible and
coinsurance to office services. Services
include diagnostic (including complex),
therapeutic and surgery. An office visit
copay still applies fo the exam.
Cost-sharing may not apply if preventive or
Immunizaiion services are performed during
the office visit.

60% after out-of-nefwork deductible

* Bervices from a provider for which there Is no Michigan PPO network and services from an aut-of-network provider in a geographic area of Michigan deemed a “low
access area’ by BCBSM for that particular provider speclalty are covered af the in-network bensfit level. Cost-sharing may differ when you obtaln covered services
oufside of Michigan, If you recelve care from & nonparticipaiing provider, even when referred, you may be billed for the difference between our appreved amount and the

provider's charge.
Simply Blue PPO Plan LG %1500 Rev Bale 16 Q1 Vi




In-network Out-of-network *

Emergency medical care

Hospital emergency room $150 copay per vislt $150 copay per visit

(copay waived if admitted) (copay walved if admitted)
Ambutance services — must be medically 80% after In-network deductible 80% after in-network deductible
necessary

Diagnostic services

Laboratory and pathology services 80% after in-network deductible 60% after out-of-network deductible
Diagnostic tesis and x-rays 80% after in-network deductible 60% afier out-of-network deductible
Therapeutic radiology 80% after in-network deductible 60% afler out-of-network deductibie
Maternity services provided by a physician or certified nurse midwife

Prenatzal care visifs 100% {no deductible or copay/coinsurance) | 60% after out-of-network deductibie
Postnatal care 80% after in-network deductible 60% after out-of-network deductible
Delivery and nursery care 80% after in-network deductible 60% after out-of-network deductible

Hospital care

Semiprivate room, inpalient physician care, general | 80% after in-network deductible 60% after out-of-network deductible
nursing care, hospltal services and supplies

Note: Nonemergency services must be rendered in

a participating hospital. Unlimited days

Inpatient consultations 80% after in-nefwork deductible 60% after out-of-network deductible
Chemotherapy 80% after in-network daductible 60% after out-of-network deductible
Alternatives to hospital care

Skilled nursing care — must be In a participating 80% after in-network deductible ] 80% after in-network deductible

skilled nursing facility Limited to a maximum of 120 days per member per calendar year

Hosplce care 100% (no deductible or copay/coinsurance) [ 100% (no deduclible or copay/coinsurance)

Up to 28 pre-hosplce counseling visits before electing hosplee services;
when elected, four 90-day periods - provided through a participating
hospice program only; limited to dollar maximum that is reviewed and

adjusted periodically {after reaching dollar maximum, member transitions
_ Into Individual case management)
Home health care: 80% after in-nebwork deductible 80% after in-network deductible
» must be medically necessary
« must be provided by a participating home
health care agency
Infusion therapy: 80% after in-network deductible 80% after in-network deductible
+ must be medically necessary
» must be given by a participating Home
Infusion Therapy (HIT) provider orin a
participating freestanding Ambulatory Infusion
Center (AlC)

+ may use drugs that require preauthorization —
consult with your doctor

* Services from a provider fos which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a ‘low
aceess area” by BCBSM for that particular provider specialty are covered al the in-network benefit level. Cost-sharing may differ when you obiain covered services
outside of Michigan. If you receive care froma nonparticipating provider, even when referted, you may be billed for the difference befween our approved amouat and the
provider's charge.
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Surgical services

In-network

Out-of-network *

Surgery —~ includes refated surgical services and
medically necessary facility services by a
patticipating ambutatory surgery facility

80% affer in-network deductivle

60% after out-of-network deductibie

Presurgical consultations

100% {no deductible or copay/coinsurance)

60% after out-of-network deductible

Voluniary sterillzation for males

Note: For voluntary sterilizations for females, see
“Praventive care services.”

80% after In-network deductibla

60% after out-of-network deductible

Elective abortions

Not covered

iNot covered

Human organ fransplanis

Specified human organ transplants — must be in
a designated facility and cocrdinated through
the BCBSM Human Crgan Transplant Program
{1-800-242-3594)

100% (no deductible or copay/colnsurance)

100% (no deductible or copayfeolnsuranee)
— in designated facilities only

Bone mairow ifransplants — must be coordinated
through the BCBSM Human Organ Transplant
Program (1-800-242-3504)

80% after In-network deductinle

60% after out-of-network deductible

Specified oncology clinfeal trials

Note: BCBSM covers clinical trials In compliance
with PPACA.

80% after in-neftwork deductible

60% after out-of-network deductible

Kidney, cornea and skin transplants

80% after in-network deductible

60% after out-of-network deductible

Mental health care and substance abuse treatment

Inpatient mental heaith care and
inpatient substance abuse treatment

80% after in-network deductible

| 60% after out-of-network deductible

Unfimited days

Resldentlal psychiatric treatment facility:

» covered mental health services must be
performed In a residential psychiatric treatment
facility

+ treatment must be preauthorized

+ subject to medical criterla

80% aiter In-network deductible

60% after out-of-network dedtictibie

Cutpatient mental health care;
+ Facility and clinic

+ Physiclan's office

80% after in-network deductible

80% aiter in-network deductible,
in particlpating faclliies only

80% after In-nefwork deductible

60% after out-of-network deductible

Outpatient substance abuse freatment -
in approved facilities only

80% after in-network deductible

60% after out-of-network deductible
(in-network cost-sharing will apply If
there is no PPO network)

* Services from a provider for which there is no Michigan PPQ network and services from an out-of-network provider in a geographic area of Michigan deemed a “low
access area” by BCBSM for that particular provider spedlalty are covered at the in-network benefit [evel. Cest-sharing may differ when you obtain covered services
outside of Michigan, If you receive eare from a nonparticipating provider, even when referred, you may be bilied for the difference between cur approved amount and tha

provider's charge.
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in-neftwork

Autism spectrum disorders, diagnoses and treatment

Out-of-network *

Apuplied behavioral analysis (ABA) trealment — when
rendered by an approved board-certified behavioral
analyst — Is covered through age 18, subject to
preauthorization

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

80% after in-network deductible

80% after in-network deductible

Outpatient physical therapy, speech therapy,
occupational therapy, nulritional counseling for autism
spectrum disorder

80% after in-network deductible

60% after out-of-network deductible

Physical, speech and occupational therapy with an autism diagnosis is unlimited

Other covered services, including mental health
services, for autism spectrum disorder

80% after in-network deductible

60% after out-of-network deductible

Other covered services

Ouipatient Diabetes Management Program (ODMP)

Note: Screening services required under the provisions
of PPACA are covered at 100% of approved amount
with no in-network cost-sharing when rendered by an
in-network provider.

Note: When you purchase your diabetic supplies via
mail order you will lower your ouf-of-pocket costs.

+ 80% after In-network deductible for
diabetes medical supplies

+ 100% {no deductible or
copay/coinsurance) for diabetes
self-management training

60% after out-of-network deductible

Allergy testing and therapy

80% after in-nefwork deductible

60% after out-of-network deductible

Chiropractic spinal manipulation and
osteopathic manipulative therapy

$30 copay per office visit

Note: Simply Blue applies deductible and
coinsurance fo office services. Services
Inciude diagnostic (including complex},
therapeutic and surgery, An office visit
copay stiil applies to the exam.

B80% after out-of-network deductible

Limited fo a combined 12-visit maximum per member per calendar year

OQutpatient physical, speech and cceupalional therapy —
when provided for rehabilitation

80% after In-network deductible

60% after out-of-network deductible
Note: Services at nonparticipating
outpatient physical therapy facilities are
not covered.

Limited to a combined 30-visit maximum per member per calendar year

Durable medical equipment

Note: DME items required under the provisions of
PPACA are covered at 100% of approved amount with
no in-nefwork cost-sharing when rendered by an in-
nefwork provider. For a list of covered DME items
required under PPACA, call BCBSM.

80% after in-network deductible

80% after in-network deduclible

Prosthetic and orthotic appllances

80% after in-network deductible

80% after in-network deductible

Private duly nursing care

50% after in-network deductible

50% after in-network deductible

* Serpvices from a provider for which there s no Michigan PPO network and services from an out-of-retwork provider in a geographic area of Michigan deemed a “fow
zccess area” by BCBSM for that particular provider specialty are covered at the In-network benefit level. Cost-sharing may differ when you obtain covered services
outside of Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the

provider's charge.
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Blue Preferred® Rx LG Prescription Drug Coverage
3-Tier Copay/Coinsurance

Benefits-at-a-Glance for Niles Community Schools
Proposal effective December 1, 2015

This Is Intended as an easy-te-read summary and provides only a general overview of your benefits, It s 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/coinsurance. Fora
complate description of benefits please see the applicable BCBSM ceriificates and riders, if your group is underwiitten or any other plan documents
your group uses, if your group Is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan decument, the pian
document will control,

Speclalty Pharmaceutical Drugs — The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent
campany, Specially prescription drugs (such as Enbrel® and Humira®) are used fo treat complex conditfons such as rheumatold arthritis, multiple
sclerosis and cancer. These drugs require speclal handling, administration or monitoring, Walgreens Specialty Pharmacy will handle mail order
prescriptions only for speclaity drugs while many in-network retait pharmacles wili continue to dispense specialty drugs {check with your local
pharmacy for availabllity). Other mail order prescription medications can confinue fo be sent to Express Scripts. (Express Scripts is an independent
company providing pharmacy benefit services for Blues members.) A list of specially drugs is available on our Web sile af bebstn,com/pharmacy. if
you have any questions, please call Walgreens Specialty Pharmacy customer service at 1-866-515-1355,

We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a “specialty pharmaceutical® whether or not the
drug Is obtained from a 80-Day Retail Network provider or mail-order provider. We may make exceptions If a member requires more than a 30-day
supply. BCBSM reserves the right to limit the quantify of select specialty drugs fo no more than a 15-day supply for each fill. Your copay/coinsurance
will be reduced by one-half for each filt ohoe applicable deductibles have been met.

Select Controlled Substance Drugs — BGBSM may limit the initial filt of select controlled substances to a 15-day supply. The member will be
responsible for only one-haif of their cost-sharing requirement fypically imposed on a 30-day fill. Subsequent fills of the same medication will be
eligible to be filled as prescribed, subject to the applicable cost-sharing requirement. Select controlled substances affected by this prescription drug
requirement are available online at bchbsm.com/pharmacy.

Member’s responsibility {copays and coinsurance amounts)

Note: Your prescription drug copays and colnsurance amounts, including mail order copays and coinsurance amounts, are subject 1o the same
annual out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual
out-of-pocket maximum:

+ any difference between the Maximum Allowable Cost and ECBSM's approved amount for a covered brand name drug
+ the 25% member liability for covered drugs obtained from an out-of-network pharmacy

90-day retail * In-neiwork In-network Out-of-network
network mail order pharmacy pharmacy
pharmacy provider (not part of the 80-day
retail network)

Tier 1 — 1 to 30-day perlod You pay $10 copay You pay $10 copay You pay $10 copay You pay $10 copay
Generic or plus an additional 25%
select of BCBSM approved
prescribed amount for the drug
over-the- 31 fo 83-day period No coverage You pay $20 copay No coverage No coverage
counter drugs | g4't5'90-day period | You pay $20 copay You pay $20 copay No coverage No coverage

Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law, They are ldentified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member’s physician. In some cases, over-{he-counter drugs may need
to be tried bafore BCBSM will approve use of other drugs.

* BCBSM wilt not pay for drugs obtained from out-of-nefwork mall order providers, including Internet providers.
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Member's responsibility (copays and coinsurance amounts), confinued

90-day retail * In-network In-network Out-of-network
network mail order pharmacy pharmacy
pharmacy provider {not part of the 90-day
retafl network)
1 to 30-day period You pay $40 copay You pay $40 copay You pay $40 copay You pay $40 copay

Tier 2 — plus an additional 25%

Preferred of BCBSM approved

brand-name amount for the drug

drugs 31 to 83-day period Mo coverage You pay $80 copay No coverage No coverage
84 to 90-day perlod | You pay $80 copay You pay $80 copay No coverage No coverage
1 to 30-day period You pay $80 copay You pay $80 copay You pay $80 copay You pay 80 copay

Tier 3 - plus an additional 25%

Nonpreferred of BCBSM approved

brand-name amount for the drug

drugs 31 o 83-day period No coverage You pay $160 copay No coverage No coverage
84 to 90-day period You pay $160 copay You pay $160 copay Mo coverage No coverage
Covered services
90-day retail * In-nefwork In-network Out-of-network
network mail order pharmacy pharmacy
pharmacy provider (not part of the 80-day
retall network)

FDA-approved drugs 100% of approved 100% of approved 100% of approved 75% of approved
amount less plan amount less plan amount less plan amount less plan
copaylcoinsurance copayfeoinstirance copay/colnsurance copay/coinsurance

Prescrived over-the-counter drugs — 100% of approved 100% of approved 100% of approved 75% of approved

when covered by BCBSM amount less plan amount less plan amount less plan amount less plan
copayfcoinsurance copaylcoinsurance copayicolnsurance copay/colnsurance

State-controlled drugs 100% of approved 100% of approved 100% of approved 75% of approved
amount less plan amount less ptan amount less plan amount less plan
copay/coinsurance copay/colnsurance copay/coinsurance copayfcoinsurance

FDA-approved generic and select 100% of approved 100% of approved 100% of approved 75% of approved

brand-name prescription preventive amount amount amount amount

drugs, supplements and vitamins as

required by PPACA (non-self-

administered drugs are not covered)

Other FDA-approved brand-name 100% of approved 100% of approved 100% of approved 75% of approved

prescription preventive drugs,

amount less plan

amount less plan

amount less pfan

amount less plan

covered)

prescription contraceptive medication
{non-self-administered drugs are not

amount less plan
copaylcoinsurance

amount less plan
copay/coinsurance

amount less plan
copaylcoinsurance

supplements and vitamins as required by | copayfcolnsurance copayfcoinsurance copay/coinsurance copay/colnsurance
PPACA, (non-self-administered drugs are

not covered}

FDA-approved generic and seleet 100% of approved 100% of approved 100% of approved 75% of approved
brand-name prescription contraceplive amount amount amount amount
medication {non-self-administered drugs

are not covered)

Other FDA-approved brand-name 100% of approved 100% of approved 100% of approved 75% of approved

amount less plan
copay/coinsurance

* BCBSM will not pay for drugs obtained from out-of-network mail order providers, including Internet providers.
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Covered services, confinued

when dispensed with Insulin, or ofher
covered injectable legend drugs

Note: Needles and syringes have no
copay/coinsurance.

ameunt fess plan
copaylcoinsurance for
the insulin or other
covered injectable
legend drug

amount less plan
copay/eolnsurance for
the insulin or other
covered injectable
legend drug

amount less plan
copayfcoinsurance for
the Instlin or other
covared injectabla
fegend drug

90-day retail * In-network In-network Out-of-network
nefwork mail order pharmacy pharmacy
pharmacy provider (not part of the 90-day
retall network)
Disposable needles and syringes — 100% of approved 100% of approved 100% of approved 75% of approved

amount less plan
copayfcoinsurance for
the insulin or other
covered injectable
legend drug

Features of your prescription drug ptan

Custom Drug List

A continually updated list of FDA-approved medications that represent each therapeutic cfass. The
drugs on the iist are chosen by the BCBSM Pharmacy and Therapeutics Committes for their
effecliveness, safety, unigueness and cost efficlency. The goal of the drug list is to provide members
with the greatest therapeutic value at the lowest possible cost.

» Tier 1 (generic) — Tier 1 includes generic drugs made with the same active Ingredients,
available in the same strengths and dosage ferms, and administered In the same way as
equivalent brand-name drugs. They also require the lowest copay/ceinsurance, making them the
most cost-effective option for the treatment.

* Tier 2 (preferred brand) - Tier 2 Includes brand-name drugs from the Custom Drug List.
Preferred brand-name drugs are also safe and effective, but require a higher copay/coinsurance.,

= Tier 3 {nonpreferred brand) - Tier 3 confzins brand-name drugs not inciuded In Tler 2. These
drugs may not have a proven record for safety or as high of a elinical value as Tier 1 or Tier 2
drugs. Members pay the highest copay/coinsurance for these drugs.

Prior authorization/step therapy

A process that requires a physician fo obtain approvat from BCBSM befare select prescription
diugs (drugs identified by BCBSM as requiring prior authorization) will be covered. Step Therapy,
an iniial step in the Prior Authorization process, applies criteria to select drugs to determine if a less
costly presciiption drug may be used for the same drug therapy. Some over-the-counter
medicallons may be covered under step therapy guidelines, This also applies to mall order drugs.
Clalms that do not meat Step Therapy criterla require prior authorization. Details about which drugs
require Prior Authorization cr Step Therapy are avaitable online at behsm.com/pharmacy.

Mandatory maximum allowable cost
drugs

i your prescription Is filled by an in-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 befween the
BCBSM approved amount for the brand-name drug dispensed and the maximum allowahle cost for
the generlc drug pius your appllcatle copayfeoinsurance regardiess of whether you or your
physician requests the brand-name drug. Exception: if your physician requests and receives
authorization for a nonpreferred brand-name drug with a generic equivalent from BCBSM and writes
“Dispense as Written” or "DAW" on the prescription order, you pay only your applicable
copay/coinsurance.

Note: This MAC difference will not be applied toward your annual In-network deductible, your annual
coinsurance maximum or your annuat out-of-pocket maximum, if applicable.

Drug interchange and generic
copay/coinsurance waiver

BCBSM's drug interchange and generic copay/coinstrance waiver programs encourage physicians
to prescribe a less-costly generic equivalent,

i your physiclan rewrites your prescription for the recommended generic or OTC alternate drug, you
will only have to pay a generic copay/coinsurance. In select cases BCBSM may waive the initial
copay/coinsurance after your prescription has bean rewritten. BCBSM wilf notify you if you are
eligible for a waiver.

Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limiis.
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