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This benefit guide provides an overview of Non-Union benefit options for full

time, eligible employees. Please review it carefully before making your benefit
selections.
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The details in this booklet are intended as an easy to read summary and provide only a general
overview of the plan. it is not intended to be a contract. Additional limitations and exclusions

may apply. If there is a discrepancy between this booklet and the applicable plan documents,
the plan documents will prevail.



ELIGIBLE EMPLOYEES

Non-Union employees, other than GSRP, working 6 hours per day five days per week shall be
eligible to enroll in district provided medical, vision, dental and life as determined by the
district. Employees must work 37.5 hours/week to receive the full district subsidy. If the
employee works less than 37.5 hours/week, they will be responsible for a prorated portion of
the district subsidy.

GSRP Teachers are eligible for single subscriber health benefits if the grant funds allow. If
coverage is waived, they are not eligible for cash in lieu or other applicable district paid
benefits.

NEW HIRE COVERAGE

As a new employee you have 30 days from your start date to make your benefit elections. It is
important you review the benefit information and enroll in benefits during your initial new hire
eligibility period. If you do not enroll by that deadline, you will not be eligible for coverage until
the following open enrollment period unless you experience a qualifying event.

Please complete the paper enrollment form and return to Human Resources as soon as
possible. If you have any questions, please contact Shelley Devers at sdevers@ioniaisd.org.

DISTRICT PAID COVERAGE - Al! eligible employees will be enrolled in the following

coverage at NO COST:
e Life & Accidental Death & Disbursement Insurance for $30,000

o ADMINISTRATORS ONLY: Long Term Disability (LTD) Insurance

WAIVING MEDICAL INSURANCE

e Full time employees waiving medical coverage will be eligible for Cash in Lieu of (CILO)
Insurance payments based on the equivalent of the single subscriber hard cap; currently
$321.59 payable on the 1st & 2nd payrolis of the month for 2025.

@ If the employee works less than 37.5 hours/week, the CILO will be prorated.

MEDICAL INSURANCE OPTIONS - insurance premiums are paid a month in advance and
may need to be double withheld until caught up. Premiums are withheld on the 1st & 2nd
payrolls of the month. Refer to page 3 for plan comparison and pricing.
e Enhanced 250 - A traditional lower deductible plan ($250/$500) with 10% coinsurance;
not eligible for HSA
® Enhanced 500 - A traditional lower deductible plan ($500/51000) with 10% coinsurance;
not eligible for HSA
e Enhanced Level - A high deductible plan ($1650/$3300) with optional Health Savings Account
{HSA)



DENTAL & VISION COVERAGE — Available at no cost to full time, eligible
employees IF enrolled in a medical plan only.

OTHER OPTIONAL INSURANCE - Variable options available at full cost to the
employee through American Fidelity annually during open enroliment.

MEDICAL PLAN COMPARISON AND PER PAYROLL PREMIUMS

Non-Union/GSRP Plans - Western | ﬂl_llgn_ﬂgilth insurance Pool
= Plan# 1 Plan# 2 a Plani3

B8CBS Enhanced 250001 | |BCBS Enhanced 500 0008 BCBS Enhanced Level |
Plan Highlights In-Network In-Network In-Network
Individual Deductible $25000 $500.00 $1,650.00
[Family Deductible - $500.00 $1,000.00 $3,300.00*
|Coinsurance [Employee Pays) 1 _10% 10% Ei 0%
Individual Coinsurance Max $1,000.00 $1,000.00 | N/A
Family Coinsurance Max $2,000.00 $2,000.00 N/A i
Individual Out of Pocket Max _ $2,500.00 | ~$3,000.00 ~ $2,650.00
Family Out of Pocket Max $5,000.00 $6,000.00 $5,300.00
\Covered Benefits o i
|Preventative Care 100% Ll 100% | 100%
Primary Care Physician Office Visit $10 Copay 1 $20 Copay I 100% after deductible |
Specialist Office Visit | 510Copay 520 Copay || 100% after deductible
Online Visit e __ $10Copay 520 Copay 100% after deductible
Urgent Care Visit 90% after deductible 90% after deductible 100% after deductible

$50 Copay, then 90% $50 Copay, then 90%

|Emergency Room after deductible after deductible | | 100% after deductible
Chiropractic 90% after deductible 90% after deductible | | 100% after deductible |
[PT/OT/ST Combined 90% after deductible 90% after deductible 100% after deductible
Massage Therapy 90% after deductible 90% after deductible N/A
]Prescrlption Drugs
;Generlcl Preferred Specialty Generic $10 Copay $10 Copay $10 Copay after deductible
!Preferred or Non-Preferred Brand/Specialty 8rand $40 Copay $40 Copay | 540 Copay after deductible
{Mail Order Prescriptions {90 Da 2x 2x 2x
Employee $77.90 $66.72 $46.21
12-Person $226.31 $201.16 $155.00
{Family $241.51 $210.20 $152.77




Western Michigan Health Insurance Pool
Group Number: 71565 Package Code(s): 001
Division Code(s): 1010, 1110

PPO - ENHANCED 250 001, Rx1, Hearing
Effective Date: 01/01/2025
Benefits-at-a-glance

This is intended as an easy-to-read summary and provides only a general overview of your benefts It ks not a conract, Additional limiations and
exciusions may apply Payment amounts are based on BCBSM's approved amount, less any applicable deductible andfor copay. If there is a
discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan document will control.

BCBSM provides adminisirative claims services only Your employer or plan sponsor s financially responsible for claims

Nota: A list of services that require approval before they are provided is available online at (hilps fvewe behiam comiimoodantinlg). Sefect Approving
covered Services.

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

Beanefits in-Network Out-of-Network
Deducttbles - per calendar year $250 per member $500 per member
$500 per family $1.000 per lamily
Copays $10 copay for : $50 copay for :
* Fixed Dollar Copays * Prolessional Urgent care services + Facllity medical emergency
« Office visits
$50 copay for
» Facility medical emergency
Colngsurance 10% up lo 8 maximum of. 30%
+ Percent Coinsurance $1.000 per member Mote: Services without a network
$2.000 per family are covered at ihe In-network
level.,
Annual out-of-pocket maximums $2.500 per member $2.500 per member
$5.000 per family $5,000 per family
Includes Deductible, Coinsurance and  Excludes Deductible and inc'udes
Copays Coinsurance
Lifetime dollar maximum Unlimited
Preventive Care Services
Benefits In-Network Out-of-Network
Health Maintenance Exam - one per calendar year Covered - 100% Not Covered
Routine Physical Related Test X-Rays, EKG and lab procedures Covered - 100% Not Covered
performed as pant of lhe health mainlenance exam
Annual Gynecological Exam - two per calendar year, in additon to health  Covered - 100% Noi Covered

maintenance axam

Blue Cross Blue Shisld of Michigan is a nonprofit corporation and independent licenses of the Blue Cross and Blue Shueld Assocation
Services from a provider for which there is no Michigan PPO network end sarvices from an out-of-network provider in a geographic area of Michigan desmed a "low access
area” by BCBSM for that particular provider speclalty ar covered at the in-natwork banefil level. Cosl-sharing may differ when you obtan covened services outsida of
Michigan If you receive can from a nonparticipating provider, even when referred. you may be billed for the diffarence between our approved amount and the providers
charge
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Pap Smear Screening - one per calendar year Covered - 100% Not Covered

Mammography Screening - oné per calendar year Covered - 100% Covered - 70% afier deduciible
includes 3D Mammography

Contraceplive Methods and Counseling Covered - 100% Not Covered

Prostste Specific Antigen (PSA) screening - one per calendar year Covared - 100% Not Covered

Endoscopic Exams - one per calender year Covered - 100% Covered - 70% after deductible
Well Child Care Covered - 100% Not Covered

+ 8 visits, birth through 12 months

* 6 visits, 13 months through 23 months
* 6 visils, 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

Immunizations - pediatric and adult Covered - 100% Mot Covered

Physician Office Services

Bonefits tn-Network Out-of-Network

Office Visits Covered - 100% afler $10 copay Covered - 70% after deductible
Telemedicine Visits Covered - 100% after $10 copay Covered - 70% after deductible
Virtual Care - Online Medical Visits Covered - 100% afler $10 copay Not Covered

Note: Online Medical visits by a non-BCBSM selected vendor are not

covered

Office Consultations Covered - 100% after $10 copay Covered - 70% after deduclibla
Pre-Surgical Consultations Covered - 100% Covered - 70% after deductible

Emergency Medical Care

Banefits In-Network Out-of -Network

Hospital Emergency Room Covered - $50 copay then 90% after Covered - $50 copay then 80%

Qualified medical emergency deductible; copay walved if admitted or  after daduclible; copay waived if
for an accidental injury admitted or for an accidental

injury

Non Emergency usa of the Emergency Room Covered - $50 copay then 90% afler Covered - $50 copay then 70%
deductible after deductible

Facility Urgent Care Services Covered - 90% afler deductible Covered - 70% after deduciible

Physician Urgent Care Services Covered - 100% after $10 copay Covered - 70% after deductible

Ambulance Services - Medically Necessary Transport Covered - 90% afier deductible Covered - 90% after deduciibie

Diagnostic Services

Banefits in-Natwork Out-of Network

MRI. MRA, PET and CAT Scans and Nuclear Medicine Covered - 90% afler deductible Covered - 70% after deduciible
Diagnostic Tests, X-rays, Laboratory & Pathology Covered - 90% afler deductibie Covered - 70% after deductible
Radialion Therapy and Chemotherapy Covered - 90% after deductible Covered - T0% after deductible

Blus Cross Blys Shield of Michigan i3 & nonprofit corporation and independent licensas of the Blue Cross snd Biue Shield Associstion
Secvices from a provider for which there Is no Michigan PPO network and services from an out-of-network provider in & geogmphic area of Michigan desmed a “low sccess
area” by BCBSM for that paricular provider specialty are covered at the in-network benefit favel Cost-sharing may diffar when you obtaln covered services outside of
Michigan. If you mcalve cem from a nonpariicipating provider, even when refemred, you may ba billed for the diftarence batween our approved amount and the provider's
change.
Pege 20l G10112024 000019721791



Maternity Services Provided by a Physician

Bonefits In-Network Out-of-Network
Pranalal and Postnatal Care Visits Covered - 100% Covered - 70% after deductible
Delivery and Nursery Care Covared - 30% afier deduclible Covered - 70% after deductible

Hospital Care

Benefits in-Natwork Out-of-Network
Semi-Private Room, Inpatient Physician Care, General Nursing Care Covered - 80% after deductible Covered - 70% after deductible
Hospital Services and Supplies

Inpatient Medical Care Covered - 90% afier deduclible Covered - 70% after deduclible

Alternatives to Hospital Care

Benefits In-Network Out-of-Network

Hospice Care Covered - 0% afier deductible Covered - 80% afler deduclible
Home Health Care Covered - 80% after deductible Covered - 90% after deductible
Skilled Nursing Covered - 90% after deduclible Covered - 90% after deductible

Limited to 120 days per calendar year

Surgical Services

Benefite In-Network Out-of-Network

Suwrgery (includes related surgical services) Covered - 90% after deductible Covered - T0% after deductible
Barlalric Surgery Covered 90% after deductible Covered - T0% aher deductible
Oral Surgery Covered - 90% after deductible Coverad - 90% after in-network
Wisdom leelh extractions deduclible

Sterilization - male reproduciive organs Covered - 80% afier deductible Covered - T0% after deductible
excludes reversal sterlization

Sterilization - female reproductive organs Covered - 100% Covered - 70% after deductible
excludes raversal sterilization

Expanded Abortion Services Nol Covered Nol Covered

Note: Abortions are not covered if rendered in a location where abortions
are not legal.

Human Organ Transplants

Benofits In-Network Out-of-Network

Specified Organ Trangplants Covered - 100% Nol covered excepl in designaled
In designated faciities only, when coordinaled through BCBSM Human facililies

Organ Trangplant Program (800-242-3504)

Kidney, Comea, Bone Marrow and Skin Covered - 90% after deductible Covered - 70% after deductible

Blue Cross Blus Shield of Michigan is a nonprofit corporation and independent licensee of the 8iye Cross and Blue Shield Association
Services from e provider for which there is no Michigan PPO network and sernces from an out-ol-natwork provider in & geographic area of Michigan deemed a “iow access
area” by BCABSM for that particular provider speciatty are covered at the in-network benefil lavel Cost-sharing may differ when you obtsin covered services outside of
Michigan If you recerne care from a nonparticipating provider. even when referred, you may be hillad for tha differenca batween our approved amount and the providers
charge.
Page3of8 311292023 000016721791



Behavioral Health Services (Mental Health and Substance Use Disorder)

Benofits

Inpatied Menta! Health Care

Inpatient Substance Use Disorder Treatment
Ouipatient Menlal Health Care

Telemedicine Mental Health Care

Virtual Care - Online Mentlal Health Visits
Note: Online Mental Health visits by a non-BCBSM selected vendor are
not covered.

Outpatient Substance Use Disorder Trealment

In-Network

Covered - 90% after deductible
Covared - 90% after deductible
Covered - 100% afler $10 copay
Covered - 100% after $10 copay
Covered - 100% after $10 copay

Covered - 100% after $10 copay

Autism Spectrum Disorders, Diagnoses and Treatment

Out-of-Network

Covered - T0% after deductible
Covered - 90% after deductible
Covered - 70% after deduclible
Covered - 70% after deductible
Nol Covered

Covered - 90% after deduclible

Benelits

Applied Behavior Analysis (ABA)
Pre-authorization required

Note: Prior 1o seek ng ABA lreatment, ihe member musl be evaluated by

an inferdisciplinary team including, but not limited to, a physiclan

behavioral health specialist, and a speech and language specialist for lhe

services to be authorized. This interdisciplinary evaluation can be
performed al an approved autism evalualion canter (AAEC)

Physica!, Occupational and Speech Therapy

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

Nutritional Counsehng

Other Covered Services

In-Network
Covered - 90% after deductible

Covered - 90% after deductibie

Covered - 80% after deductible

Out-of-Network
Covered - 70% afier deduclible

Covered - 70% after deductible

Covered - 70% after deductible

Benefits
Cardiac Rehabititation
Chiropraclic Spinal Manipulation Services

Limited to a maximum of 24 visils per member per calendar year
Durable Medical Equipment
Prosthetic and Orthotic Devices

Diabetic Supplies
Test Strips, L_aneels. Needles and Syrin_ge_s

Privale Duty Nursing Care
Allergy Testing and Therapy
Facility Clinfc Visil

Therapy Services

In-Network
Covered - 80% after deductible
Covered - 80% after deduclible

Covered - 90% after deduciivla
Covered - 80% after deduciidla
Covered - 90% after deductible

Covered - 90% after deduclible
Covered - 90% aRer deductible
Covered - 90% after deductible

Out-of-Network
Covered - 70% after deductible
Covered - 70% after deductible

Covered - 70% after deductible
Caovered - 70% after deductible
Covered - 70% after deductible

Covered - 80% after deductible
Covered - 70% after deductible
Covered - 70% after deductible

Bonefits

Physical, Occupational and Speech Therapy
Limited to @ combined maximum of 60 visits per calendar year

in-Network
Covered - 90% after deductible

Out-of -Network
Covered - 70% after deductible

Michigan. If you receive cene from & nonparticipating provider, even when referred you may be billed for the difference between our approved amount and the provider's

G11292023
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Massage Therapy Covered - 90% after deductible Covered - 70% after deductible
Limited to a maximum of 24 visits per calendar yaar

Blue Cross Blua Shield of Michigan is a nonpiafit corporation and independent lic of the Blue Cross and Blue Shisld Association.
Services (rom a provider for which thare is no Michigan PPO network and services from an out-of-network provider in a geographic ansa of Michigan deemed a “low accass
area® by BCBSM for that particular provider specialty are covered at tha n-network benafit ‘evet. Cost-sharing may differ when you obiain coverned services outside of
Michigan, If you receive care from 8 nonpadicipating providar, sven when referred, you may be billed for the difference betwesn our approved amount and the provider's
charge.
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Western Michigan Health Insurance Pool
Group Number: 71565 Package Code(s): 001
Division Code{s): 1010, 1110

Hearing Care Coverage

Effective Date: 01/01/2026
Benefits-at-a-glance

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

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

Member's responsibility {coinsurance)

Benefits Participating Providar Non-Particlpating Provider
Colnsurance No Colnsurance Not Covered

Covered services

To be payable, hearing care benefits must be recelved from a participating provider and In the order listed.

Benefits Particlpating Provider Non-Participating Provider
Frequency Limitation Once every 36 months

Audiometric Exam Covered - 100% Not Covered

Hearing Aid Evaluation Covered - 100% Not Covered

Hearing Aid Covered - 100% Not Covered

Member may be responsible for the difference in cost betwaen our
approved amount and the charge of the hearing ald.

Hearing Aid Conformity Test Covered - 100% Not Covered

Blue Croas Blue Shield of Michigan s a nonprofit corporation and independent licensse of the Blue Cross and Blue Shield Associatlon

Pegegol® G10112024 000019721791



Western Michigan Health Insurance Pool
Group Number: 71665 Package Code(s): 001
Division Code(s): 1010, 1110

Prescription Drugs

Effective Date: 01/01/2025
Benefits-at-a-glance

This is Intended as an easy-lo-fead summary and provides only a general overview of your beneflls H is not a conlract Addibonal limitabions and
exclusions may apply Payment amounts are based on BCBSM's approved amount. Jess any applicable deductible andfor copay If there is a
discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan document will control

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

Your prescription drug copays, including mail order copays, may be subject 1o the same annual cut-ol-pockel maxmum required under your med cal
coverage.

Member's responsibility (copays and coinsurance amounts)

Benefits Coverage

Retail - 30-day supply $10 copay - Generic drugs
$40 copay - Brand drugs

$0 copay - OTC drugs
(Only — Zyrlec, Zyrec D, Prilosec, Claritin, Children's Claritin, Claritin
RediTabs and Clarilin-D}

Prescnptions and refills abtained from a non-network pharmacy are
reimbursed st 75% of the approved amount, less the member's copay

Retail and Mail Order - 80-day supply $20 copay - Generic drugs
$80 copay - Brand drugs
Speciaity Drugs Retall 30-day

$10 copay - Generic drugs

Exclusive Specialty Network e only cover speoalty drugs when obtaned $40 copay - Brand drugs

from our exclusive specialty phammacy network Covered drugs will be subect

to the member's cost-share requirements if a member ebtains specialty drugs  Members are restncted to a 30-day supply and certain specialty drugs
from any other provider, they may be respons:ble for lhe tola' cost are limited lo only a 15-day supply for each fill.

High-Cost Drug Discount Opirmization Program Prescription drug manufaclurers provide coupon programs for cerlain
phammaceul-¢als. Your benefit plan requires you to enroll in BCBSM-
approved coupon programs when available for aelect medications. This
benefit may lower the cost sharing typically required for these drugs.
Your out-of-pocket expense for lhese drugs will be no more than your
cost sharing VWhen a coupon is used, only the amount you paid for the
prescriplon will apply towards your annual out-of-pockel maximum,
Note - Adjustments may be required 10 accurately reflect your annual
out-of-pocket maximum with your true oul-of-pocket cosls

Adult and childhood select preventive immun zal ons as recommended by the  Covered - 100%
USPSTF, ACIP. HRSA or olher sources as recognized by BCBSM thal are in
compliance with the provisions of the PPACA

Blus Cross Bhua Sheld of Michugan is & nonprofit corporation and ndapendant licansee of the Blue Cross and Blue Shisid Asscciation
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Oral and Injectable Contraceptives
Retail and Mall Order

Additional Services

Smoking Cessation Drugs Covered
Weight Loss Drugs Covered
Impotency Drugs Covered
Infertlity Drugs Covered

Dizhetlc Supplies

Cavered - 100% for Generic and Selact Brand name drugs; other
Brand name drugs are subject {o the applicable copay/coinsurance

Select diabetic supplies and devices are covened when prescibed by a

physician or other professional provider licensed to prescribe #. Select
diabetic supplies and devices include: Glucometers, Continuous
Glucose Moniiors and Sensors, Insulln Delivery Monitors, Test Strips

and Lancets and Insulin Delivery Reservoirs.

+ Diabetic supplies will be sublect to your prefermed brand - name drug
and/or nonprefared brand-name drugs cost-share requirement.

« "Preferved” devices will be covered at 100% of our approved amount
“Nonpreferred® devices will be subject to your nonpreferred brand-

name dnigs cost-share requirement.

« If you receive diabetic supplies and devices pald by your BCBSM
medical plan, your BCBSM prescription drug plan will not pay for the

same diabelic supplies.

Also see Other Covered Services for Test Slrips, Lancets, Needles and

Syringes

Features of your prescription drug plan

Prior authorization/slep therapy

Mandatory maximum allowable

cost drugs

PageBof s

A process that requires a physician to obtaln approval from BCBSM before salect prascription dnugs (dugs

Identified by BCBSM as requiring prior authorization) will be covered Step Therapy, an initial step in the Prior
Authorization process, applies criteria to selec! drugs to determine if a less costly prascrption drug may be used for
the same drug therapy. This also applies to mall order drugs Clalms thal do not meet Step Therapy criteria require
prior authorization. Details about which drugs require Prior Autharization or Step Therapy are avaitable online at

bebsm.comipharmacy.

if your prascriplion is flled by a network pharmacy, and the pharmacist fils it with a brand-name drug for which a

generic equivalent [s avaitable, you MUST pay the difference in cosl between the BCBSM approved amount for

the brand-name drug dispensed and lhe maximum allowable cost for the generic drug plus your applicable copay
regardiess of whether you or your physician requests the brand name drug Exception: If your physiclan requests
and receives authorization for & non-preferred brand-name drug with a genaric equivalent from BCBSM end wiites

“Dispense as Written® or “DAW" on the prescriplion order, you pay only your applicable copay.

Note: This MAC difference will not be applied toward your ennual in-network deductible, nor your annual

coinsurance/copay maximum.

Blue Croas Blue Shield of Michigan is & nonprofil corporstion and independent licanses of tha Blue Cross and Blue Shistd Association

G10112024
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Western Michigan Health Insurance Pool
Group Number: 71565 Package Code(s): 008
Division Code(s): 1010, 1110

PPO - ENHANCED 500 008, Rx25, Hearing
Effective Date: 01/01/2025
Benefits-at-a-glance

This is intended as an easy-to-read summary and provides only a general overview of your benefils. It is not a contract, Additional limitations and
excluslons may apply. Payment amounds are based on BCBSM's approved amount, less any applicable deductible andfor copay. If there is a
discrepancy between this Benefils-at-a-Glance and any applicable glan document, the plan document will control

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

Note: A list of services thal require approval betore they are prowided is available online al (nilps vy bobsm comfimportaninfy). Select Approving
covered Sarvices

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

Banefits In-Network Out-of -Network

Deductibles - per calendar year $500 per member $1.000 per member
$1.000 per family $2.000 per famity

Copays $20 copay for . $50 copay for

* Fixed Dollar Copays » Prolessional Urgent care services * Facility medical emergency
» Office visits
$50 copay for .
* Facility medical emergency

Colnsurance 10% up to a maximum of 0%

+ Percent Coinsurance $1.000 per member Note: Services wilhoul a network
$2,000 per family are covered af the in-network

lave).

Annual out-of-pocket maximums $3,000 per member $3.000 per member
$6,000 per family $6.000 per family
Includes Deduclible. Coinsurance and  Excludes Deductible and Includes
Copays Coinsurance

Lifetime dollar maximum Unlimited

Preventive Care Services

Benefits In-Natwork Qut-of-Network

Health Maintenance £xam - one per calendar year Covered - 100% Not Covered

Routine Physical Related Test X Rays, EKG and lab procedures Covered - 100% Not Covered

performed as pant of the health maintenance exam

Annual Gynecological Exam - two per calendar year, in addition to health  Covered - 100% Not Covered

maintenance exam

Blue Cross Blue Shield of Michigan is a nonprofit corporation end independent licensee of the Blue Cross and Blue Shield Asscciation
Sarvices from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic ares of Michigan desmed s “low access
area” by BCBSM for that particular provider spaciaity are coverad at the in-network benefit leval, Cost-sharing may differ whan you oblain covered services oulside of
Michigan. If you recaive care from a nonparticipating provider, even when referred, you may be billed for the differenca batween our approved amount and the providers
charge,
Page 1 0/8 Gi0112024 000019721814



Pap Smear Screening - one per calendar year Covered - 100% Nol Covered

Mammography Screening - one per calendar year Covered - 100% Covered - 70% after deduclible
includes 3D Mammography

Contraceptive Mathods and Counseling Covered - 100% Nol Covered

Prostate Specific Antigen (PSA) screening - one per calendar year Covered - 100% Nol Covered

Endoscopic Exams - one per calendar year Covered - 100% Covered - 70% after deductible
Weil Child Care Covered - 100% Not Covered

* 8 visits, birth through 12 monihs

+ § vislts, 13 menths through 23 months
« 6 visits, 24 months through 35 monihs
+ 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

Immunizations - pedialnic and adult Covered - 100% Not Covered

Physician Office Services

Benofits

Office Visits

Telemedicine Visits

Virtual Care - Online Medical Visits

Note: Online Medical visils by a non BCBSM selected vendor are not

covered
Office Consullations
Pre-Surgical Consultations

In-Network

Covered - 100% aRer $20 copay
Covered - 100% after $20 copay
Covered - 100% afer $20 copay

Covered - 100% after $20 copay
Covered - 100%

Out-of-Network

Covered - T0% aRer deductible
Covered - 70% after deductible
Not Covered

Covered - 70% after deductible
Covered - 70% after deductible

Emergency Medical Care

Benefits In-Neotwork Out-of-Network

Covered - $50 copay then 80% after Covered - $50 capay then 90%
deduclible; copay walved if admitied or  after deductible, copay waived if

Hospital Emergency Room
Qualified medical emergency

for an accidental injury admitied or for an accidental
injury
Non-Emergency use of the Emergancy Room Covered - $50 copay then 90% after Covered - $50 copay then 70%
deductible after deductible
Facility Urgent Care Services Covered - 90% after deductible Covered - 70% afler deductible
Physiclan Urgent Care Services Covered - 100% after $20 copay Covered - 70% after deductible
Ambulance Services - Medically Necessary Transport Covered - 80% after deductible Covered - 90% after deductible

Diagnostic Services

Benefits In-Network Out-of-Network

MRI, MRA, PET and CAT Scans and Nuciear Medicine Covered - 90% after deductible Covered - 70% after deductible
Diagnastic Tests, X-rays. Laboralory & Pathology Covered - 90% after deductible Covered - 70% after deductible
Radiation Therapy and Chemotherapy Covered - 90% after deductible Covered - T0% after deductible

Blue Cross Blue Shield of Michigan is @ nonprofit corporation and independent licensee of the Blue Croas and Bius Shisld Assoctation
Servicas from a provider for which thare is no Michigan PPO natwork and sarvices from an out-of-network provider in o gecgraphic srea of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty am covered at the in-network beneflt level. Cost-shearing may differ when you obtain covered services outside of
Michigan If you receive care from a nonparticipating provider, even when refered, you may be billed for the difierence botween our approved amount and the provider's
charge.
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Maternity Services Provided by a Physician

Banefits In-Network Out-of-Network
Prenatal and Posinatal Care Visits Covered - 100% Covered - 70% after deductible
Delivery and Nursery Care Coverad - 90% afier deductible Covered - 70% after deduclible

Hospital Care

Beanefits In-Natwork Out-of-Network
Semi-Private Room, Inpatient Physician Care, General Nursing Care Covered - 00% after deductible Covered - 70% after deductible
Hospital Services and Supplies

Inpatent Medical Care Covered - 80% after deduclible Covered - 70% after deductible

Alternatives to Hospital Care

Benefits In-Network Out-of-Network

Hospice Care Covered - 90% after deductible Covered - 80% after deductible
Home Health Care Covered - 90% after deductible Covered - 90% after deduclible
Skiled Nursing Covered - 90% after deductible Covered - 30% after deductible

Limited to 120 days per calendar year

Surgical Services

Benofita in-Network Out-of-Network

Surgery (includes related swrgical services) Covered - 90% after deductible Covered - 70% after deductible
Bariatric Surgery Covered - 90% after deduct ble Covered - 70% after deductible
Oral Surgery Covered - 90% after deductible Covered - 80% after in-network
Wisdom teelh extractions deductible

Stenlization - male reproductive organs Covered - 90% after deduclible Covered - 70% after deductible
excludes reversal sterifizalion

Sterilizabion - female reproductive organs Covered - 100% Covered - 70% afler deductible
excludes reversal sierilization

Expanded Abostion Services Not Covered Not Covered

Note: Aborions are nol covered if rendered in a locatlon where aborlions
are not legal.

Human QOrgan Transplants

Bonefits In-Network Out-of-Network

Specified Organ Transplants Covered - 100% Nal c_overed excepl in designated
In designated facililies only, when coordinated through BCBSM Human facliities

Organ Transpiant Program (800-242-3504)

Kidney, Cornea, Bone Marrow and Skin Covered - 90% after deductible Covered - 70% afier deduclible

Biue Cross Biue Shisld of Michigan is & nonprofit corparation and mdependent icensee of the Blue Cross and Blua Shisld Association
Sarvices from a provider for which there i3 o Michigan PPO network and services from an out-of -network provider in a geographic area of Mchigen deemed 8 low access
aran” by BCBSM for that particular provider spaciatty am coverad at tha in-network banafit level Cost-sharing may diffar when you cbialn covered services outsica of
Michigan If you receive care from a nonparticipating provider, sven when rafamad, you may be billad for the difference batween cur spproved amount and the provider's
charge
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Behavioral Health Services {Mental Health and Substance Use Disorder)

Benofits

Inpatient Mental Health Care

inpatient Subsiance Use Disorder Treatment
Outpatient Mentat Health Care
Tetemedicine Mental Health Care

Virlual Care - Online Mental Health Visits

Nole: Online Mental Health visits by a non-BCBSM selecled vendor are
not covered

Qutpatient Substance Use Bisorder Treatment

in-Network

Coveared - 90% after deductible
Covered - 00% after deductible
Covered - 100% after $20 copay
Covered - 100% after $20 copay
Covered - 100% after $20 copay

Covered - 100% after $20 copay

Autism Spectrum Disorders, Diagnoses and Treatment

Out-of-Network

Covered - 70% after deductible
Covered - 90% after deductible
Covered - 70% after deductible
Covered - 70% after deductible
Not Covered

Covered - 90% afler deductible

Benefits

Applied Behavior Analysis (ABA)
Pre-authorization required

Note: Prior to seeking ABA treatmant, the member must be evaluated by

an inferdisciplinary team includmg, but not limited 1o, a physician,

behavioral health specialisi, and a speech and language specialist for the

servicas fo be aulhorized. This interdisciplinary evatual ¢n can be
performed al an approved autism evaluation center (AAEC).

Phwsical, Occupalional and Speech Therapy

Physical, Occupalional and Speech therapy with an autism diagnosis is
uniimited

Nutritional Counseling

In-Network
Covered - 80% after deductible

Covered - 90% after deductible

Covered - 90% after deductible

Out-of-Network
Covered - 70% after deduclible

Covered - 70% after deductible

Covered - T0% after deductible

Other Covered Services

Benefits
Cardiac Rehabllitation
Chiropraclic Spinal Manipulation Services

Limited to a maximum of 24 visits per member per calendar year
Durable Medical Equipment

Prosihelic and Criholic Devices

Dial?etic Supp;li_es .

Test Stiips, Lancets, Needles and Syringes

Private Duty Nursing Care

Allergy Tesling and Therapy

Fachity Clinic Visit

Therapy Services

In-Notwork
Covered - 90% after deductible
Covered - 90% after deductible

Covered - 90% after deductible
Covered - 80% after deductible
Covered - 90% after deductible

Covered - 90% after deductible
Covered - 90% after deductible
Covered - 80% after deductible

Out-of-Network
Covered - 70% after deductible
Covered - 70% after deduclible

Covered - 70% after deduclible
Covered - 70% after deductible
Covered - 70% after deductible

Covered - 90% after deductible
Covered - 70% after deductible
Covered - 70% after deductible

Benefits

Physical, Occupational and Speech Therapy
Limited to a combined maximum of 80 visits per calendar year

In-Network
Covered - 90% after deductible

Out-of-Network
Covered - 70% after deductible

Blue Cross Biue Shield of Michigan is a nonprofit corporation and ndependent Iicenses of the Blue Cross and Slue Shisld Associstion
Services from a provider for which there Is no Michigan PPO network and services from an out-of-network provider in a geographic ares of Michigan deemed a "low access
area” by BCBSM for that par¥cular provider specialty ere covered at tha in-network bensfit level Cost-sharing may differ when you obtain covened services cutside of
Michigan. If you recaive care from a nonparticipating provider even when refermed, you may be billed for the difference belween our approved amount and the providsr's
charge.
000019721814
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Massage Therapy Covered - 80% after deductible Covered - 70% after deduclible
Limited lo & maximum of 24 visits per calendar year

Blue Cross Blue Shield of Michigan is a nonprofit corporation and ndependent ticensea of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-netwark provider In a geographic area of Michigan deemed a “low access
area” by BCBSM for thal particul ar providar speciatty are Covered st the in-netwark benelil level. Cost-sharing may differ when you obtain coverned canvices outside of
Michigan. I you receive care from a nonpariicipating provider, even whan refemed, you may be billed Jor the difference belween our approved amount and the provider's
chamge.
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Western Michigan Health Insurance Pool
Group Number: 71665 Package Code(s): 008
Division Code(s): 1010, 1110

Hearing Care Coverage

Effective Date: 01/01/2025
Benefits-at-a-glance

This is intended as an easy-lo-read summary and provides only a general overview of your benefits. i is nol a contract. Addilional limitalions and
exclusions may apply. Payment amounts are based on BCBSM's approved amoun, less any applicable deductible and/or copay. if there is a
discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan document will control.

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

Member's responsibility (coinsurance)

Beneofits Participating Provider Non-Participating Provider
Coinsurance No Coinsurance Not Covered

Covered services

To be payable, hearing care benefits must be racelved from a participating providar and in the arder listed.

Benefits Participating Provider Non-Participating Provider
Frequency Limitalion Once every 35 monlhs

Audiometric Exam Covared - 100% Not Covered

Hearing Ald Evaluation Covered - 100% Not Covered

Hearing Aid Covered - 100% Not Covered

Member may be responsible for the difference In cost between our
approved amount and the charge of the hearing ald.

Hearing Aid Conformity Test Covered - 100% Not Covered

Blue Croes Blue Shieid of Michigan is a nonprofit corporation and independent licenses of the Blue Cross and Blue Shield Associston
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Western Michigan Health Insurance Pool
Group Number: 716656 Package Code(s): 008
Division Code(s): 1010, 1110

Prescription Drugs

Effective Date: 01/01/2025
Benefits-at-a-glance

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

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

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

Member's responsibility (copays and coinsurance amounts)

Beonefits Coverage

Relail - 30-day supply :lg copay - gven';ﬁ:rﬂrgugs
copay - Brai [

$0 copay - OTC drugs
(Only - Zynec, Zynec D, Prilosec, Claritin, Children's Claritin, Claritin
RediTabs and Claritin-D}

Prescriptions and refills oblained from a non-network pharmacy are
reimbursed at 75% of the approved amounl, less the member’s copay.

Retail and Mail Order - 90-day supply $20 copay - Generic drugs
$80 copay - Brand drugs
Specialty Drugs Retail 30-day:

$10 copay - Generic drugs

Exclusive Specialty Network: We only cover specialty drugs when obtained $40 copay - Brand drugs

fram our exclusive spedialty pharmacy network. Covered drugs will be subject

to the member's cost-share requirements. If 8 member oblains specialty drugs  Members are restricted to a 30-day supply and certain specialty drugs
from any other prowder. Ihey may be responsible for the total cost, are limited to only a 15-day supply for each fill.

High-Cost Drug Discount Opt mization Program Prescnption drug manufacturers provide coupon programs for cerlain
pharmaceuticals. Your benefit ptan requires you to enroll in BCBSM-
approved coupon programs when available for select medications. This
benefit may lower the cost sharing typically required for these drugs.
Your out-of-pockel expense for these drugs will be no more than your
¢ost sharing. When a coupon is used, only the amount you paid for the
prescriplion will apply towards your annual gut-of-pocke! maximum.
Nole - Adjusimenis may be required to accuralely reflect your annual
oul-of-pocket maximum with your true out-of-pocket costs.

Aduit and childhood select prevent ve immunizalions as recommended by Ihe  Covered - 100%
USPSTF, ACIP. HRSA or other sources as recognized by BCBSM that are in
compliance with the prov sions of the PPACA

Elue Cross Blue Shield of Michigan is a nonprofit corporation and swiependeni iicensee of the Blue Cross and Blue Shield Association
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Orat and Injectable Conliracaptives
Retail and Mait Order

Additional Services
Smoking Cessation Drugs
Weighl Loss Drugs
Impetency Drugs

Infeility Drugs

Diabetic Supples

Covered - 100% for Generic and Select Brand name drugs: olher
Brand name drugs are subject to the applicable copay/coinswance

Covered
Covered
Covered
Covered

Select dlabetic supplies and devices are covered when prescribed by a
physician or other professiona provider licansed to prescribe k. Selecl
diabetic supplies and devices include: Glucometers, Continuous
Glucose Monitors and Sensors, Insulin Delivery Monitors, Test Strips
and Lancets and Insulfn Delivery Reservoirs.

« Diabetic suppHes will be subject to your preferred birand - name drug
andior nonprefermad brand-name drugs cosl-share requirement.

* “Preferred” devices wilt be covered at 100% of our approved amount
“Nonpraferred™ devices will be subject o your nonprefersed brand-
name drugs cost-shara requirement.

+ If you receive diabetic supplies and devices paid by your BCBSM
medical plan, your BCBSM prescription drug plan wilt not pay for the
same diabetic supplies.

Also see Other Covered Services for Test Strips, Lancets, Needles and
Syringes

Features of your prescription drug plan

Prior authorizatiorvstep Lherapy

Mandatory maximum altowable
cosl| drugs

Blue Cross Blus Shield

Page 8ol 8

A pracess thal requires a physiclan to obtain approval from BCBSM before select prescriplion drugs {drugs
identified by BCBSM as requiring prior authorization) will be covered. Step Therapy, an Initlal step in the Prior
Authorization process, applies criteria (o select drugs to determine if a less costly prescription drug may be used for
the same drug therapy. This also applies ta mail order drugs. Claims thal do not meel Step Therapy crilerla require
prior authorization Delails about which drugs require Prior Authorization or Step Therapy are avallable online at
becbsm.comipharmacy.

Il your prescription is filled by a network pharmacy, and the pharmacist fils it wilh @ brand-name drug for which a
generic equivalent is available. you MUST pay the difference in cost between the BCBSM approved amount for
the brand-name drug dispensed and the maximum allowable cost for lhe generic drug plus your applicable capay
regardiess of whether you or your physician requests the brand name drug  Exception: If your physician requests
and receives authorizalion for a non-preferred 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.

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

of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association
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Western Michigan Health insurance Pool

Group Number: 71665 Package Code(s): 036, 037
Division Code(s): 3000, 3100

PPO - ENHANCED LEVEL HSA 036, 037, RX6, HEARING
Effective Date: 01/01/2025

Benefits-at-a-glance

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

B8CBSM provides adminisirative claims services only. Your employer or plan sponsor is financially respensible for claims.

Note: A tist of services that require approval before they are provided is available ontine at {iips fwww bobsm comimpsdantinle) Select Approving
covered Services

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

Banefits In-Network Out-of-Network

Deductibles - per calendar year $1.650 per merpber $3,300 per member

The full famlly deductible must be mel under a two person or family $3,300 per family $6 600 per family

contract before benefits are paid for any person on the contracl

Copays No Copay No Copay

* Fixed Doflar Copays

Coinsurance 0% 20%

+ Percent Coinsurance Note: Services without a network
are covered al the in-network
leve

Annual out-of-pocket maximums $2.650 per member $5,300 per member

The full famiy out of pocket maximum must be met before 1t is considered  $5.300 per family $10,600 per family

salisfied Includes Deductible. Coinsurance and  Excludes Deductible and includes

Copays Coinsurance

Lifetime dollar maximum Unlimited

Preventive Care Services

Bonefits In-Network Out-of-Network

Health Maintenance Exam - one per calendar year Covered - 100% Not Covered

Routine Physical Related Test X-Rays, EKG and lab procedures Covered - 100% Not Covered

performed as part of the health malntenance exam

Annual Gynecological Exam - two per calendar year, in add'tion Lo health  Covared - 100% Not Covered

maintenance exam

Pap Smear Screening - ong per calendar year Covered - 100% Not Covered

Blue Cross Blue Shield of Michigan s a nonprofit corporation and independent licensea of tha Blue Cross and Blue Shield Association
Services from a provider for which there is no Michigen 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 speciaity ame covered at the in-network bensfi level Cost-sharing may differ whan you obtan covered services outside of
Michigan If you receive care from a nonparticipaling provider, even whan referred  you may ba biled for the diffarence betwean our approvad amount &nd the prowvider's
charge
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Mammeography Screening - one per calendar year Covered - 100% Covered - 80% after deductible

includes 3D Mammography

Contraceptive Methods and Counseling Covered - 100% Not Covered

Prostate Specific Antigen (PSA) screening - one per calendar year Covered - 100% Not Covered

Endoscopic Exams - one per calendar year Covered - 100% Covered - 80% after deductible
Well Child Care Covered - 100% Net Covered

* B 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 monihs are limiled lo one per member per calendar year
under the health maintenance exam benefil

Immunizations - pediatric and adult Covered - 100% Not Coveted

Physician Qffice Services

Benefits

Office Visits

Telemedicine Visits

Virlual Care - Online Medical Visils

Note: Online Madical visits by a non BCBSM selected vendor are not

covered
Office Consultations
Pre Surgical Consultations

Emergency Medical Care

In-Network

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

Covered - 100% afler deductible
Covered - 100% &fter deductible

Out-of-Network

Covered - 80% afler deductible
Covered - 80% after deduclible
Not Coverad

Covered - 80% afler deduciible
Covered - 80% after deduciible

Bonefits

Hospltal Emergency Room
Qualified medical emergency

Non-Emergency use of the Emergency Room

Facility Urgent Care Services
Physiclan Urgent Care Services

Ambulance Services - Medicaily Necessary Transport

In-Network
Covered - 100% after deductible

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

Out-of-Network
Covered - 100% after deduclible

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

Diagnostic Services
Bonefita

MR, MRA, PET and CAT Scans and Nuclear Medicine
Ciagnostic Tests, X-rays, Laboratory & Pathology
Radiation Therapy and Chemotherapy

In-Network

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

Out-of-Network

Covered - 80% afler deducible
Covered - 80% afler deduciible
Covered - 80% after deductible

Maternity Services Provided by a Physician

Benefits
Prenatal and Postnatal Care Visils
Delivery and Nursery Care

In-Network
Covered - 100%

Covered - 100% after deductible

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

Blue Cross Blue Shisld of Michigan is & nonprofit corporation and independent licansee of the Blue Cross and Blue Shield Association
Sarvices from a provider for which there Is no Michigan PPO network and servicas from an out-of-network provider m a gecgraphec area of Michigan deemed 8 “low access
ares” by BCBSM for that particular provider speciaity ane covered al the in-network benefil level, Cost-sharing may differ when you obiain covered services cuts de of
Michigan If you receive care from a nonparlicipating provider, éven when refermed, you may be billed for the difference betwesn our approved amount and the provider's

charge.
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Hospital Care

Bensfits

Semi-Privale Room, Inpatient Physician Care, General Nursing Care
Hospila! Services and Supplies

Inpatient Medica) Care

Alternatives to Hospital Care

Benefits
Hospice Care
Home Health Care

Skilled Nursing
Limited to a maximum of 90 days per calendar year

in-Network
Covered - 100% after deductible

Covered - 100% after deductible

in-Network

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

Out-of-Natwork
Covered - 80% afler deductible

Covered - 80% after deductible

Qut-of-Notwork

Covered - 100% ofier deductible
Covered - 100% afler deductible
Covered - 100% after deductible

Surgical Services

Banofits
Surgery (incfudes related surgical services)
Bariatric Surgery

Oral Surgery
Wisdom leeth extractions

Slerilization - male reproductive organs
excludes reversal sterilizalion

Slerilization - female reproductive organs
excludes reversal sterilization

Expanded Abortion Services

Note: Abortions are not covered if rendered in a location where abortions
are not legal

In-Network

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

Covered - 100% after deductible

Covered - 100%

Not Covered

Out-of-Network

Covered - 80% after deductible
Covered - 80% afler deductible
Covered - 100% after In-network

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

Nol Covered

Human Organ Transplants

Benefits

Specified Organ Transplants

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

Kidney, Cornea. Bone Marrow and Skin

In-Network
Covered - 100% after deduclible

Covered - 100% after deduclible

Out-of-Network

Nol covered excepl in designated
facilities

Covered - 80% after deductible

Behavioral Health Services (Mental Health and Substance Use Disorder)

Benefits
Inpatient Mental Heallh Care and Substance Use Disorder Treatmenl
Outpatient Mental Heallh Care and Substance Use Disorder Trealment

Telemedicine Mental Health Care
Virtual Care - Online Mental Health Care

tn-Network
Coveared - 100% after deductible
Covered - 100% after deductible

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

Qut-of-Network
Covered - B0% after deduclible
Covered - 80% afier deduclible

Covered - 80% after deduclible
Not Covered

Autism Spectrum Disorders, Diagnoses and Treatment

Benefite

In-Network

Out-of-Network

Blue Cross Blus Shield of Michigan is & nonprofit corgoraton and Independent licansee of the Blue Cross and Blue Shield Association
Services from a provider for which thare is no Michigan PPO network and servicss from an out-of-natwork pravidar in & geographic amea of Michigan deemed a low access
ares™ by BCBSM for that particutar provider specialty are covered at the in-nalwork benefi level Cost-sharing may differ when you oblain covered services oulside of
Michigan If you receive care from a nonparticipating provider, even when refered, you may be bilied for the difference batween our approved amount and the prowder’s

chargs
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Applied Behavior Anglysis (ABA)
Pre-authorization required

Covered - 100% after deductible

Note: Prior to seeking ABA Irealment, the member must be evaluated by
an interdiscipinary leam including. but not limited to, a physician,
behavicral health specialist, and & speech and language speciatisi for the
services to be authorized. Thig interdisciplinary evaluation can be
performed at an approved autism evaluation center (AAEC),

Physical, Occupational and Speech Therapy

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

Nutritional Counseling

Coverad - 100% afier deductible

Covered - 100% afier deductible

Other Covered Scrvices

Covered - 80% after deduciible

Covered - 80% after deductible

Covered - 80% after deductible

Benefite
Cardiac Rehabllitation
Chiropractic Spinal Manipulation Services

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

Lirnited to a maximum of 24 visits per member per calendar year
Durable Medical Equipment
Prosl!}qlit_:_ and Orthotic Devices

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

Diabetic Supplies Covared - 100% after deductible
Test Strips, Lancels, Needles and Syringes

Private Duly Nursing Care Covered - B0% afler deductible
Allergy Testing and Therapy Covered - 100% after deductible
Facility Clinic Visit Covered - 100% after deductible

Therapy Services

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

Covered - 80% after deduciible
Covered - 85% after deductible
Covered - 80% after deductible

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

Benefits

Physical, Occupational and Speech Therapy
Limited to 8 combined maximum of 60 visits per calendar year

In-Network
Covered - 100% after deductible

Out-of-Network
Covered - 80% after deductible

Blue Croas Blue Shield of Michigan is & nonprofit corporation and independent licensse of the Blue Cross and Blus Shield Association
Services from a provider for which there is no Michigan PPO netwark and services from an aut-cf-network provider in & geographic area of Michigan deemed a “Jow access
aren” by BCBSM for thal particular provider speciatty are covered at the in-network benefit lsvel. Cost-sharing may differ when you oblain covared sarvices oulside of
Michigan If you receive care from a nonparcipating provider, even when refarmed, you may be billed for the différence between our approved amount and the provider's
chal

nge.
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Western Michigan Health Insurance Pool

Group Number: 71565 Package Code(s): 036, 037
Division Code(s): 3000, 3100

Hearing Care Coverage

Effective Date: 01/01/2025

Benefits-at-a-glance

This is intended as an easy-to-read summary and provides only a general overview of your benefils It is not a contracl Additional limitations and
exclusions may apply Paymeni amounts are based on BCBSM's approved amount, less any applicable deduclible and/or copay If lhere is a
discrepancy between this Benefiis-al-a-Glance and any applicable plan document, the plan document will coniro!

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

Member's responsibility (coinsurance)
Benefits Participating Providar Non-Participating Provider
Coinsurance No Coinsurance Nol Covered

Covered services

To be payable, hearlng care benefits must be recslved from a participating provider and In the order listed.

Benefits Participating Provider Non-Particlpating Provider
Frequency Limitation Once every 36 months

Audiometric Exam Covered - 100% Not Covered

Hearing Aid Evaluation Covered - 100% Not Covered

Hearing Aid Govered - 100% Not Covered

Member may be responsible lor the difference in cost between our
approved amount and (he charge of the hearing aid

Hearing Aid Conlormity Test Covered - 100% Nol Covered

Blus Cross Blus Shield of Michigan is a nonprofit corporation and independent licansee of the Blus Cross end Blue Shietd Assaciation
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Western Michigan Health Insurance Pool

Group Number: 71565 Package Code(s): 036, 037
Division Code(s): 3000, 3100

Prescription Drugs

Effective Date: 01/01/2025

Benefits-at-a-glance

This is intended as an easy-lo-read summary and provides only a general overview of your benefits It Is not a contracl. Additional imitations and
exclusions may apply. Paymenl amounis are based on BCBSM's approved amount, less any applicable deductible and/or copay. If there is a
discrepancy between ihis Benefits-at-a-Glance and any applicable plan document, the plan document will control.

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

Your prescriplion drug copays, Including mail order copays, may be subjec! 1o the same annual out-of-pocket maximum required under your medical
coverage

Member's responsibility (copays and coinsurance amounts)

Benefita Coverage
Deductible $1,650 per member
$3,300 per family
Retail - 30-day supply $10 copay after deductible - Generic drugs

$40 copay after deductible - Brand drugs

$0 copay after deductible — OTC drugs
{Only — Zyrtec, Zyrtec D, Prilosec, Claritin, Chikiren's Claritin, Clarttin
RediTabs and Cladtin-D)

Prescriptions and refills obtained from a non-network phamacy are
reimbursed at 80% of the approved amount, less the member's copay.

Retall and Mail Order - 80-day supply $20 copay after deductible - Generic drugs
$80 copay after deductible - Brand drugs
Specialty Drugs Retail 30-day:

$10 copay alter deductible - Generic drugs

Exclusive Speclalty Network We only cover spedialty drugs when obtained $40 copay after deductible - Brand drugs

from our exclusive specialty pharmacy network. Covered drugs will be subject

lo the member's cost-share requirements. If a member oblains specialty drugs  Members are restricled 10 a 30-day supply and cerain specialty drugs
from any other provider, they may be responsible for the tolal cost. are limited to only a 15-day supply for each fll,

High Cast Drug Discount Optimization Program Prescriplion drug manufacturers provide coupon programs for certain
phammaceuticals. Your benefit plan requires you to enroll in BCBSM-
approved coupon programs when available for select medications. This
benefit may lower the cost sharing typically required for these drugs.
Your out-of-pocket expense for these drugs will ba no more than your
cost sharing. When a coupan s used, only the amount you pald for the
prescription will apply towards your annual out-of-pocket maximum.
Note - Adjustments may be required to accurately reflact your annual
out-of-pocket maximum wilh your true out-of-pocket costs.

Blue Cross Biue Shield of Michigan i & nonprofit corporation and independent licensas of the Blue Cross and Blue Shield Association
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Aduit and childhood selecl preventive immunizations as recommended by lhe  Covered - 100%
USPSTF, ACIP, HRSA or other sources as recognized by BCBSM that are in
compliance with the provisions of the PPACA

Oral and Injectable Contraceptives Covered - 100% for Generdc and Select Brand name drugs; other

Retail and Mail Order
Additional Services
Smoking Cessation Drugs
Weight Loss Drugs
impotency Drugs
Infertility Drugs

Diabetic Suppllos

Brand name drugs are subject to ihe applicable copay/coinsurance

Covered
Covered
Covered
Covered

Select diabetic supplies and devices are covered when prescribed by a
physician or other professional provider licensed lo prescribe it Select
dlabetic supplies and devices include: Glucometers, Conlinuous
Gilucose Monllors and Sensors, Insulin Delivery Monitors, Test Strips
and Lancets and Insulin Delivery Reservelrs,

+ Diabetic supplies will be subject to your preferred brand - name drug
andior nonpreferred brand-name drugs cost-share requirement.

* *Preferred” devices will be covered at 100% of our approved amount
“Nonpreferred” devices will be subject to your nonpreferred brand-
name drugs cost-share requirement.

* If you recaive diabelic supplies and devices paid by your BCBSM
medical plan, your BCBSM prescription drug plan will not pay for the
same diabetic supplies.

Also see Other Covened Services for Test Slrips. Lancels, Needles and
Syringes prescrplion drug plan wilt not pay for the same diabetic
supplles.

Features of your prescription drug plan

Prior autharization/step therapy

Mandatory maximum allowable
cosl drugs

A process that requires a physician to obtain approval from BCBSM before sefecl prescriplion drugs (drugs
identified by BCEBSM as requiring pricr authorization) will be covered. Step Therapy. an initial step in the Prior
Authorization process, applies criteria to se'ect drugs lo determine if a less coslly prescription drug may be used for
the same drug therapy. This also applies to mall order drugs Claims that do not meet Step Therapy criteria require
prior aulhorization Details about which drugs require Prior Authorization or Step Therapy are available online at
bebsm.com/pharmacy

If your prescription is filled by a network phammacy. and the pharmacis! fills it with a brand-name drug for which a
peneric equivalent is available, you MUST pay the difference in cost between the BCBSM approved amount for
the brand-name drug dispensed and the maxmum alowable cost for the generic drug plus your applicable copay
regardiess of whether you or your physician requests the brand name drug Exception: Il your physician requests
and receivas authonzation for a non-preferred brand-name drug with a genenc equivalenl from BCBSM and wriles
“Dispense a3 Writllen” or "DAW" on the prescriplion order, you pay ordy your applicable copay.

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

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

IONIA COUNTY ISD Dental Benefits Plan

The Plan-at-a-Glance

Group #9708

PO Box 610
Southfield, Ml 48037
248-901-3705

PPO Networks: ADN Dental Network, DenteMax

| Maximum Benefits

Annual Maximum

Plan year January 1 through December 31

RN

$1500 per elig.ble indwvidual for covered class |, Il and Il services

| Class | Preventive Services — 100%

Oral Examinations

Prophylaxis/Perio Maintenance (Cieaning)
Topical Application of Fiuoride

Space Maintainers

[ Class Il Restorative Services ~ 100%

Bitewing X Rays

Full-Mouth Series or Panoramic X-Rays
All Other X-Rays

Composite and Amalgam fillings**

Root Canal Therapy

Periodontal Root Planing

Periodontal Surgery®

Orat Surgery and Extractions*

General Anesthesia or IV Sedation

*Certain Oral and Periodontal Surgery covered on Medical Plan first

Twice per plan year

Twice per plan year

Once per plan year to age 18

Once per area per lifetime, up to age 19

Twice per plan year
Once per 36 months

Once per tooth surface per 12 months

Once per quadrant per 24 months
Once per quadrant per 36 months

Medically necessary and with covered oral surgery

| Class Ilf Major Services — 75%

Inlays, Onlays, Crowns**

Complete and Partial Removable Dentures**
Fixed Partial Dentures (Bridges)**

Denture Repair and Adjustment

Denture Reline or Rebase

Addition of Teeth to Partial Dentures
Occlusal Guards

| Not Covered

Once per pemanent tooth in 60 months
Once per arch par 80 months
Once per area per 60 months
Once per 36 months, per arch

Once per ifetme

Sealants

Implants

TMJTMD Treatment
Orthodontics

Deductible - None
Missing Tooth Clause — None
12 Month Billing Limitation

Waiting Penods - None **Composite, porcelain and ceramic nol covered for posterior teeth, alternate benefit applies
COB - Standard “*Prosthetics are considered on seat/delivery date

**Note — Quotes of benefits do not constitute a guarantee of payment. Covered benefits may have limitations or

exclusions affecting plan payment. Refer to plan booklet for additional coverage details and limitation. Predetermination
Is strongly encouraged for all non-emergency dental treatment exceeding $200.00 in charges. The treatment plan should
be submitted to ADN prior to beginning any treatment.
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National Vision Administrators, L.L.C.

Your NVA Vision Benefit Summary

lonia County ISD
Effective 03/01/2022
Group Number #51141

Schedule of Vision Benefits
How Your Vision Care Program Works

Eligible members and dopendents are entitled lo
recelve a vision examination and one pair of lenses and
a frame or contact lanses once avary plan year.

At the start of the program, if authorized by your
Examination . c%v':;::g ggv&opa ?.IIT b:._:‘:;; ::‘?ous; omployer you may m?olvo Identification cards with
Once Every Plan Year - L/ . u: 10 $38.50 (MD) particlpating providers In your zip code aroa listed on
= the back. At the time of your appointrient, you must
Lenses Standard Glsss or Plastic Indicate that your benafit is administered by NVA. The
Oneo Every Plan Year ¢ Covered 100% provider will contact NVA to verily oligibility.
= Single Vision Aftar $18 Copay * Upto$29
*  Bifocal * Up to $51 Be sure to inform the provider of your madical history
s Trifocal s Upto $63 and any prescription or over-the-counter (OTC)
«  Lenticular * Upto$75 medications you may be taking.
" SolldiGradiont Tint * Covered 100%
Single Vislon » Upto$s To verity your benaefit eliglbitity prior to calling or
Bifocal = Upto $10 vislling your eye care professional, please visit our
Trifocat s Upto$12 wabsite at www.o-nva com or download our mobile app
Lenticular = Upto $14 by searching NVA Vislon, or contact NVA's Customer
s  Standard Transitlon s Covered 100% " Upto$33 Service Department toll-free at 1.800.672,7723 (TOD line
»  Photogrey(Glass) * Covered 100% * Upto$s 1-888-820-2990) or NVA's Interactive Voice Response
*  Polarized = Covered 100% {IVR]. Customer Service is avallable 24 hours a day, 7
Single Vision =« Upto$t8 days a week, 365 days a year. Any question any time.
$::::;:’ : 3: :: :g: if you are not a rogistorad subscriber, you can still
Lenticular « Upto $44 search our providers onfine by selecting the “Find »
Pl 3 Provider” link on our home page. Enter group number
Frame Retall Allowance 51141000001 or the group number on the Identification
Once Every Plan Yoar = U&&‘gf o e Upto$44 card and enter in your search parameters. It's that
scount o easyl
halance)* 4
Contact Lenses In lieu of In lleu ¢f
Once Every Plan Year Lenses & Frama Lonses & Frame
Elective Contact Lensss * Up to $150 Retaild = Upto $150
{15% discount

{Conventional) or 10%
discount {Disposable) off
halance)*”

Medically Necassary*™* * Covered 100% = Upto $200

*Does not apply to Wal-Mart / Sam’s Club or LensCrafters locations or for certain proprietary brands. **Does not apply to Wal -Mart/Sam'’s Club,
LensCrafters, Contact Fill (NVA Mall Order) or certain locations at: Target, Sears, Pearle, & K-Mart and may be prohibited by some manufacturers
***pre-approval from NVA required.

D Additional professional services related to contact lenses (also known as fitting feos) would be included in the contact lens allowance shown
above.

Fixed pricasicourtesy discount do not apply &t Walmart/Sam’s Club and LenaCrafters locations.
Lens oplions purchased from a participaling NVA provider wili be provided to the member at the amounts listed in the fixed oplion pnecing list below

= $50 Progressive Lenses Standard $30 Polycarbonate (Multi-Focal}
. $100 Progressive Lenses Premium $25 Polycarbonate {Single Vision)
s $10 Standard Scratch Resntant Coaling $55 High Index

= $12 Utrawelet Coating $10 Blended Bifocal (Segment)

. $40 Standard Anti-Reftective
For lens options & services purchased from a participating NVA provider, NVA mambers will only pay the fixed maximum smount or the provider's Usual snd
Customary (USC) charge less 20%, whichever is less. Options nol listed will be priced by NVA providers at 20% off the Provider's Retall (UAC) price. Fixed prices are
avallable In-natwork only. Discounts are not Insured banefits. In certain states, members may be required to pay the full retali amount and not the negotisted
discount amount st certain participating providers. Some optometrist afilated with Opticsl Retall locations (l.e., LensCrafters, Waiman, Visionworks, etc.) are
independeant providers and may not participate in the NVA program.

Participating providers are not contractualiy obligated to cfler sale prices in addition lo out Ined coverage Regardiess of medical or oplical necessity, vision
benefits are not available more frequently than specified in your policy

-10851141



Get a Better View

Plan Specific Details Online: The NVA wabsite 15 easy to use and provides the most up to date information for program participants
-Locate a nearby participating provider by name, zip code, or Cily/State, Verify eligibility for you or a dependent

-View benefit program and specific detail, Review claims, Pant 1D cards (when applicable) Nominate a non-participating provider to jomn the
NVA nelwork

Examinations . The comprehensive exam includes case history, examination for pathology or anomaligs, visual acuity {(cleamass of
vision), refraction, tonometry (glaucoma test) and ditation (if professionally mndicated).

Lenses. NVA provides coverage In full for standard glass or plastic eyeglass lenses

Frames. Select any frame from the participating provider's inventory. Any amount in excess of your plan allowance is the member's
responsibility Frame choices vary from office to office. (Visit NVA's wabsite to view the Benefit maximizer Program)

Contact Lenses: The contact lens benefit includes all types of contact lenses such as hard, soft, gas permeable and disposable lenses
Medically necessary contact lenses includes fitting and follow up and may be covered w.th prior authorization

Non-Participating Providers: You will be responsible for one hundred percent (100%) of the cost at the time of service at a non
participating provider You can request a clam form from NVA wia the website www.e-nva com or you may submit receipts along with a
letter containing the member’s full name, patient's full name, address, ID# and sponsoring organization to NVA, P.O Box 2187 Clifton, NJ
07015.

Laser Eye Surgery: NVA has chosen The National LASIK Network to serve their members. This network was developed by LCA
Vision in 1999 and 1s one of the largest panels of LASIK surgeons in the U.S. Members are entitled to significant discounts and a free
initia! consultation with all in-network providers

Hearing Discount: You will receive up to 60% savings at participating provider locations through NatlonsHearmgto
Discounts: In addion to your funded Yelr NVA EvoEssentia® Plan DIRcollal = in Fte:

benefit you are eligible to access the Service Participating Provider Lens Dptlons
EyeEssential® Plan discount (in Wembw Cost i1
Network Only) on additional purchases  gyq Examination: Retait Less $10 $12 Solid Tin Gradient Tint
during the plan penod Please see table $50 Standard Progressive Lenses
for more detail regarding NVA's discount . ; $75 Potanzed Lenses
plan: Coatact Lens Fitting: Rots s $65 Transitions Single Vision Standard
. $70 Transitions Multi Focal Standard
*Discourd is not appl.cable to mail order, L_enses‘ Glass or Plastc $15 Standard Scratch Coating
however, you may get even better pricing on Single Vision $35.00 $12 UV Coatng
contact tenses through Contact Fill Bifocal $65.00 $35 Polycarbonate
Tnfocal or Lenlicular $7000 $45 Standard Anti-Refeclive
Frame: _Retail Less 35%
Contact Lenses*: Membsr Cost:
Conventional Retail Less 15%
Disposable Retail Less 10%

Lens opilons purchased from a participaling NVA provider will be provided to the member at the amounis listed in the fixed optuon puoe list above.

Options not listed will be priced by NVA providers al 20% off the Provider's Retail (U and C) price.

Wal-Mar / Sam’s Club and Lenscrafiers stores do not prowide addilional discounts

Some optometrist affiliated with Oplical Retall locations (i.e  LensCraflers Walman Visionworks, etc.} are independent providers and may nol participate in
the NVA program At NVA, We Work Only for Our Clients.

Tha proposed vislon insurance program is insured through Fidelity Security Lifa Insurance Company (FSL) Kansas City, MO. Fidelity Security
Life Insurance Company brings over 45 years of underwriting experience in the insurance industry since 1969,

Fidetity Security Li{e Insurance Company has boon rated A {Excellent}, based on an analysis of financial position and operating performance, by
A.M. Best Company, an independent analyst of the insurance industry, For the latest rating, access www.ambestcom.

Some provisions benefils, exclusions or imilations listed herein may vary depending on your slate of residence

Exclusions: The lollowing benefits are not payable under this Policy for senices of malenals connected with or charges arising from (unless otherwise indicated in
the Proposed Schedule of Benefits) Aniseikonic Lenses Subnormal visual ads, Orthoplics, vasion Irauing, and any associated supplementa’ testing; Broken, lost or
stolen [enses, contact lenses, or frames will not be replaced except n the next Benefit Frequency when Vision Malenals would next become available; Senices or
materials provide as a resutt of any Workers’ Compensation law, or similar legistation or requred by any governmental agency or program whather federal, state or
subdivisions thereof, Serces rendered after the date an insured Person ceases (o be covered under the policy. except when Vision Materials ordered before
coverage ended are delivered and the services rendered to the Insured Person are wilhin 31 days from the dale of such order, Correclive eyewear required by an
employer as a condition of employmaent, and safety eyewear unless specifically covered under plan; Medica! andlor surgical treaiment of the eye, eyes or supporing
struclures; Two pair of glasses in keu of bifoca s, Plano (non-prescripton) lenses: non-prescnplion sunglasses

Limitations: Fees charged by a Provider for services other than a covered benefil must be paid in full by the Insured Person to the Provider such fees or materials are
not covered under the Policy For Contact Lenses any remaining balance may be used within the same Benefil Frequency Where the Insured Person previously
ulilized an in-Network Provider the remaining balance must be used with the same or any other In-Network Provider Where the Insured Person previously utilzed an
Out-of-Network Provider, the remaining balance must be used wilh the same or any other Out-of-Natwork Provider

Nationa! Vislon Adminiatrators, L.L.C. = PO Box 2187 = Clifton, NJ 07016 This document is intended as a program overview
Web: www.g-nva.com = Toll-Free: 1.800.672.7723 only and is not a certified document of the

NVA® and EyoEssentlal® are registerad marks of National Vision Administrators, L.L.C. individual plan parameters.
by Mos. VC-108, VC-109, VC-110; Form NOS. M-9142, M-9143, M 9144, g
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Enrollment

Western Michigan

FO]‘m Health Insurance

Name of employer/plan sponsor: Group #: Plan choice:
WMHIP - |onia ISD 71565 _Enhanced 250 001 ____Enhanced HSA Level 036/37
Enhanced 500 008
Check one: D Initial O Change O Temnination O Renstatement
Reason for change {check all that apply): Date of hire:
O Inttal Ellglblllty Following Hire Qccupation:
O Open Enroliment
O Status Change: Hours worked weeakly:
Sleker Effective date of coverage or change:
Employee Name (last, first, middle initial): Gender: Date of Birth: Social Security Number;
£ Female
0 Male
Street Address: Telephone {including area code):
Email Address: Work Home
City: State: ZIP Code:
Dependent’s Name Relationship Birth Datpe Social Security Number Gender Termination
to Chuld Date
Spouse: O Female
0O Male
Chitd: ' O Natural D Female
QO Step D Male
Chitd: 0O Natural D Female
O Step O Male
Child: O Natural 0O Female
a Step 0O Male
Chilg: QO Natural O Female
O Step O Male

Employee certification and signattre:

= To the best of my knowledge and belief, the information | have provided on this form is correct. | hereby certify that the dependents
listed above are my dependents within the definiion contained in the group Plan of my employer. | agree to notify the Plan
Administrator if and when there is a change in any dependent’s status

¢ The current benefils have been explained to me thoroughly | hereby request coverage as oullined above under the Plan offered by my
employer for which | am or may become eligible, and | authorize my employer to deduct any required coninbution from my earnings.

= | understand that under IRS regulations, | cannot change or revoke this election during the plan year unless | experience a “change in
status® or other such events permitted by the Plan | understand that it is my responsibility to notify the Human Resource Department
of a Special Enroliment Event within 30 days of the Event taking p'ace.

« lunderstand that any person who knowingly and with Intent to defraud submits an application or files a clalm contalning any
materially false or misleading information commits a fraudulent act, which Is a crime.

¢ | understand that in the event of any discrepancy between this enrollment form and any policy in which | am enrolling, the terms of the
policy shall apply

¢ | understand my coverage begins on the effective date assigned by the Administrator, provided | have met all eligibility requirements

Employee signature: Date:



Ionia County
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Health Equity HSA Payroll Deduction Form

Plan Year - January 1, 2025 thru December 31, 2025

2025 Annual HSA Contribution Maximums

Coverage Type Total Annual Maximum Contribution*
_ Self-Only $4,300

2 Person or Full Family $8,550
*Catch-up contribution (age 55+): additional $1,000/year

Eligibility and contribution limits to your heaith savings account (HSA) are determined by the effective date of
your high deductible health plan. If you change from a qualifying high deductible plan to a non-qualifying low
deductible plan, your HSA deductions will terminate.

For further information, please contact Health Equity Member Services at 866.346.5800.

Below is an optional chart to help you calculate the amount you would like withheld.

Total Elected Divided Number of pay = | Amount to Withhold Per Pay
Amount by periods (write this amount below) |
/ = ‘

Please complete this section and return it to the Business Office:

Employee’s Name:

Please withhold $ from my bi-weekly payroll and apply the funds to my Health Equity HSA. |

understand this amount will continue unless | complete a new form or change to a non-qualifying low
deductible plan.

Employee's Signature: Date:
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|MPORTANT NOTIFICATIONS THAT APPLY TO ALL

14' u 'T

4BENEFIT EI.IGIBI.E EMPI.OYEES

Federal law requires that employers provide specific disclosures to employees about their benefit plans and enrollment
rights that may be available, Please review the information contained in this packet.

Newborn's and Mother's Health Protection Act

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any hospital
length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a normai
vaginal delivery, or less than 96 hours following a cesarean section. However, federal law generally does not prohibit
the mother's or newborn's attending physician, after consulting with the mother, from discharging the mother or her
newborn earlier than 48 hours (or 96 hours as applicable). In any case, health plan providers may not require that a
provider obtain authorization for prescribing a hospital length of stay of less than 48 hours {or 96 hours).

Women's Health & Cancer Rights Act

If you receive plan benefits in connection with a mastectomy, you are entitled to coverage for the following under the
plan:

* Reconstruction of the breast on which the mastectomy was performed

» Surgery and reconstruction of the other breast to produce a symmetrical appearance

» Prostheses; and

» treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductible and coinsurance applicable to her medical and surgical
benefits provided under this plan.

Special Enroliment Events/Changes in Family Status

If you decline coverage for yourself and/or your dependents {including your spouse) now because you are covered by
another health insurance plan, you may be able to enroll yourself or your dependents in this plan in the future. If you
acquire a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enoll
your dependents provided that you request enroliment within 30 days after the event. These events are referred to as
changes in “family status.” In addition, if you were to lose coverage, you must request enrollment within 30 days after
the coverage ends and if the event qualifies as a “family status” change. When you become enrolled as the result of a
Special Enrollment Event, coverage will be made effective on the date of the event.
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|MPORTANT NGTIFICATIONS THAT APPI.Y TO ALL
BENEFIT 1EIIIG|BI.E EMPLOYEES
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Premium Assistance under Medicaid and the Children’s Health insurance Program {CHIP).

If you or your children are eligible for Medicalg ar CHIP and you're eiigible for health coverage from your employer, your state may
have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs. If you or
your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you may be
able to buy individual insurance coverage through the Health Insurance Marketplace. For more information, wvisit
www. healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State Medicaid
or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enro'led in Medicaid or CHIP, and you think you or any of your dependents might be
eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you pay the
premiums for an employer-sponsored plan.

If you or your dependents are eligible for premiumn assistance under Medicaid or CHIP, as well as eligible under your employer plan,
your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is called a “special enrollment”
opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance. If you have

questions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA
(3272).

If you live In one of the following states, you may be eligible for assistance paying your employer health plan premiums. The
following list of states is current as of January 31, 2023. Contact your State for more information on eligibility -

ALABAMA ~ Medicald COLORADO - Haalth First Colorado (Colorado’s Medi-
cald Program) & Child Health Plan Plus (CHP+)
Website: hitp:/myalhipp.comn| Phone: 1 855-692-5447 Health First Colorado Website: htips:/fwww.healthfirstco orado.comn/

Health First Colorado Member Contact Center: 1-800

221-3943/ State Relay 711

CHP+: hitps.//www.colorado.gov/pacific/hepl/child. health-plan-
Dlus  CHP+ Customer Service: 1-800-359-1991/ State Relay 711

ALASKA - Medicald FLORIDA ~ Medicald

The AK Health insurance Premium Payment Program Website: Website: hitp:/filmedicaidtplracovery.com/hipp!
hitp://myakhipp.com/ Phone: 1-866-251-4861 Phone: 1-877-357-3268
Emall: CustomerService@MyAKHIPP.com Medicaid Eligibilty. hrip f;
d laska.gov/dpa/Pa icaid/defaul

ARKANSAS = Medicald GEORGIA - Medicald
Website: http:/{myarhipp.comf [Website: https-/imedicaid. gegre/a govhealth isu1ace premium.
Phone: 1-855-MyARHIPP {855-692-7447) payment-program hipp Phone: 678-564-1162 ext 2131

CALIFORNIA - Medicald INDIANA — Medicald

Website: hilp:f'www.dhts.ca.goviervices/Pape TPLRD CAL co Healthy Indiana Plan for low-income adults 19-64 Website: hrp:f/
nt.aspx .in.govffssafhipl Phone: 1-877-438-4479 All other Medicaid

Phone: 1-800-541-5555 ebsite: hitp ffwww.indisnamedicaid.com Phone 1-800-403-0864




|MPORTANT NOTIFICATIONS THAT APPI.Y TO ALI.
BENEFlT ELIGIBLE EMPI.OYEES

IOWA — Medicaid and CHIP (Hawki)

NEBRASKA - Medicaid

edicaid Website: hitps://dhis iowa.goviime/members Medicaid

Hawki Phone: 1-800-257-8563

Phone: 1-800-338-8366 Hawki Webs'le: hitp/idhs iowa.gov/Hawn

[website: htto:ffwww. ACCESSNebraska.ne.pov
Phone: 1-855-632-7633

Lincoln; 402-473-7000
Omaha: 402-595-1178

KANSAS = Medicald

NEVADA - Medicald

Website: http:ffwrww. kdheks.pov/hcffdelault htm
{Phone: 1-800-792-4884

I::edicaid Website: http:fidhcfp.nv.gov
edicaid Phone: 1-800-992-0900

KENTUCKY - Medicaid

NEW HAMPSHIRE — Medicald

Kentucky Integrated Health Insurance Premium Payment Pro-[Website: https:fwww.dhhs.nh.gov o « hipp.htm Phone: 603-271)

ram (KI-HIPP) Webslte https://chfs ky.gov/agencies/dms/

hone: 1-855-459-6328
mail: KIH|PP.PROGRAM @ky gov

KCHIP Website: hitps://kidshealth.ky.gov/Pages/index.aspx
hone; 1-877-524-4718

entucky Medicaid Website: https:ffchfs.ky.gov

-5218

Toll free number for the HIPP program: 1-800-852-3345,
ext 5218

LOUISIANA —~ Medicaid

NEW JERSEY — Medicaid and CHIP

Website: www.medicaid.la.gov or www.Idh.la.govilahipp
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618-

5488 (LaHIPP)

Medicaid Website: hitp:/iwww.state.nj.us/humanservices/
dmahs/dients/medicaid

Medicaid Phone: 609-631-2392

CHIP Website: http://www.nifamilycare.org/index html
CHIP Phone: 1-800-701-0710

MAINE - Medicald

NEW YORK - Medicald

Website: hitp:/fwww.maine. gov/dhhs/ofipublic- assistance/
ndex_html

hone: 1-800-442-6003
: Maine relay 711

[Website: https:{/www.health.ny.gov/health care/medicaid/
Phone: 1-800-541-2831

MASSACHUSETTS - Medicald and CHIP

NORTH CAROLINA — Medicaid

{Website: hitp.fiwww. mass.govfeohhsfgov/departments/
masshealth! Phone: 1-800-862-4840

[Website: https:fimedicaid.n¢dhhs.gov/ Phone: 919-855-4100

Fassistance. jsp [Under ELIGIBILITY tab, see “what if | have other
health insurance?”]

Phone: 1-800-657-3739

MINNESOTA - Medicaid NORTH DAKOTA — Medicald
Website: Website: http:/iwww_nd govfdhsfervices/medicalserv/medicaidf
hitps://mn_gov/dh e we- ildren-and- families/ Phone: 1-844-854-4825
ith-care/health-care-programs/programs-and- services/medical

MISSOURI — Medicaid

OKLAHOMA — Medicaid and CHIP

www.dss.mo

Website: hitp: .dss.mo.
|Jipp.htm Phone: 573-751-2005

Website: http:lwww insu-ep<ahoma.orp
IPhone: 1-888-365-3742
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MONTANA - Medicaid

OREGON — Medicald

Website: h hs.mt.goviMontanaH ealthcarePr
{HIPP Phone: 1-800-694-3084

Website: hip:/healthcare.oregon. gov/Pageshnde.asox hilg: |
prww.oregonhealihicare. govfindex es.hiin Phone: 1-800 699 8075

PENNSYLVANIA - Medicaid

RHODE ISLAND — Medicald and CHIP

Website: hitps://www.dhs.pa.gov/providers/Providers/Pages/
edical

fHIPP-Program.aspx Phone: 1-800-692-7462

Website: hitp://www.eghhs.ri.gov/

hone: 1-855-697-4347, or 401-462-0311 {Direct Rite
hare Line)

SOUTH CAROLINA — Medicaid

VIRGINIA — Medicaid and CHIP

\Website: https:lwww.scdhhs.pov Phone: 1-888-549-0820

\Website: hitps:/fwww.coverva.org/hipp/
|Medicaid Phone: 1-800-432-5924

ICHIP Phone: 1-855-242-8282

SOUTH DAKOTA - Medicald

WASHINGTON - Medicaid

[Website: http://dss.sd.gov Phone: 1-888-828-0059

Website: https.}/www.hca.wa go/ Phone: 1-800-562-3022

TEXAS - Medicaid

WEST VIRGINIA - Medicaid

rWebsite: hitp figethipptexas.com/Phone; 1-800-440-0493

Website: http://mywvhipp.com/

Toll-free phone: 1-855-MyWVHIPP (1-855-692 8447)

UTAH - Medicald and CHIP

WISCONSIN = Medicald and CHIP

|Medicaid Website: htips:ffmedicaid. utah.gov] CHIP Website:
http://health utah gov/chip Phone: 1-877-543-7669

Website: https: /www.dhs.wisconsin.govipublications/pif
pl00%5 pdf Phone: 1-800-362-3002

VERMONT~- Medicaid

WYOMING - Medicaid

ebsite: hitp:/fwww.greenmountaincare, org/
hone: 1-800-250-8427

(Website: hitps:{fwyequalitycare.acs-inc.com/
Phone: 307.777-7531

To see if any other states have added a premium assistance program since January 31, 2023, or for mare Information

on special enroliment rights, contact either:

U.S. Department of Labor
Employee Benefits Security Administration

www.dol.gov/agencles/shsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medica'd Servces
www.cms,hha.gov

1-877-267-2323, Menu Option 4, Ext. 61565




IMPORTANT NOTICE FROM IONIA COUNTY. ISD
YOUR CREDITABLE PRESCRIPTION DRUG COVERAGE AND MEDICARE

\
—————— e e i

Important Notice About Your Prescription Drug Coverage Under the Plan and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your current
prescription drug coverage under the Plan and about your options under Medicare’s prescription drug coverage. This
information can help you decide whether or not you want to join a Medicare drug plan. If you are considering joining,
you should compare your current coverage, including which drugs are covered at what cost, with the coverage and
costs of the plans offering Medicare prescription drug coverage in your area. Information about where you can get help
to make decisions about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s prescription drug
coverage:

1 Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this
coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or
PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard level of
coverage set by Medicare. Some plans may also offer more coverage for a higher monthly premium.

2. We have determined that the prescription drug coverage offered by the Plan is, on average for all plan
participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is
therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can
keep this coverage and not pay a higher premium {a penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan? You can join a Medicare drug plan when you first become eligible for
Medicare and each year from October 15th to December 7th. However, if you lose your current creditable prescription

drug coverage, through no fault of your own, you will also he eligible for a two {2) month Special Enrollment Period
{SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan? If you decide to join a
Medicare drug plan, your current coverage will not be affected. Here is a summary of options for Medicare Eligible
Employees (and/or Dependents):

- You can keep your existing medical and prescription drug Plan coverage and choase not to enroll in a Part D
plan. In this case, your claims continue to be paid by the Plan.

— You can keep your existing medical and prescription drug Plan coverage and enroll in a Part D plan. In this
case, as an active employee {or dependent of an active employee), your Plan coverage continues to pay
primary on your claims {pays before Medicare Part D).

o



IMPORTANT NOTICE FROM IONIA COUNTY ISD
YOUR CREDITABLE 'PRESCRIPTION DRUG COVERAGE AND MEDICARE

— You can drop this Plan’s coverage and enrcll in a Part D plan. In this case, Medicare is your primary
coverage. If you drop your current prescription drug coverage and enroll in Medicare prescription
drug coverage, you may enroll back into the Plan during an open enrcliment period under the Plan.

= Your current coverage pays for other health expenses in addition to prescription drug. If you enroll in a
Medicare prescription drug plan, you and your eligible dependents will still be eligible to receive all of
your current health and prescription drug benefits.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? You should also know that if you
drop or lose your current coverage with under this Plan and don’t join a Medicare drug plan within 63 continuous

days after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare drug plan
later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may
go up by at least 1% of the Medicare base beneficiary premium per month for every month that you did not have
that coverage. For example, if you go nineteen months without creditable coverage, your premium may
consistently be at least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher
premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you may have to wait
until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage... Contact your HR
Department at 248-822-8111 for further information. NOTE: You'll get this notice each year. You will also get it
before the next period you can join a Medicare drug plan, and if this coverage through your Employer changes.
You also may request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug Coverage.. More detailed
information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” handbook.
You'll get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by
Medicare drug plans. For more information about Medicare prescription drug coverage:

Visit www.medicare.gov

Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare &
You” handbook for their tetephone number) for personalized help.

Cali 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048,

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available.

For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-
800-772-1213 (TTY 1-800-325-0778),



