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This contract is between you and Blue Cross Blue Shield of Michigan. Because we are an independent
corporation licensed by the Blue Cross and Blue Shield Association - an association of independent
Blue Cross and Blue Shield plans - we are allowed to use the Blue Cross and Blue Shield names and
service marks in the state of Michigan. However, we are not an agent of BCBSA and, by accepting this
contract, you agree that you made this contract based only on what you were told by BCBSM or its
agents. Only BCBSM has an obligation to provide benefits under this certificate and no other
obligations are created or implied by this language.
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Dear Subscriber:

We are pleased you have selected Blue Cross Blue Shield of Michigan for your health care coverage.
Your coverage provides many benefits for you and your eligible dependents. These benefits are
described in this book, which is your certificate.

Your certificate, your signed application and your BCBSM identification card are your contract with us.

You may also have riders. Riders make changes to your certificate and are an important part of your
coverage. When you receive riders, keep them with this book.

This certificate will help you understand your benefits and each of our responsibilities before you
require services. Please read it carefully. If you have any questions about your coverage, call us at one
of the BCBSM Customer Service telephone numbers listed in the "How to Reach Us" section of this
book.

Thank you for choosing Blue Cross Blue Shield of Michigan. We are dedicated to giving you the finest
service and look forward to serving you for many years.

Sincerely,

A0 e

Daniel J. Loepp
President and Chief Executive Officer
Blue Cross Blue Shield of Michigan
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About Your Certificate

This certificate is arranged to help you locate information easily. You will find:

A Table of Contents — for quick reference

Information About Your Contract

What You Must Pay

What BCBSM Pays For

How Providers Are Paid

General Services That Are Not Payable

General Conditions of Your Contract

Definitions — explanations of the terms used in your certificate
Additional Information You Need to Know

How to Reach Us

Index

This certificate provides you with the information you need to get the most from your BCBSM health
care coverage. Please call us if you have any questions.
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Section 1: Information About Your Contract

This section provides answers to general guestions you may have about your contract. Topics
include:

ELIGIBILITY

— Who Is Eligible to Receive Benefits
o CHANGING YOUR COVERAGE
e TERMINATION
— How to Terminate Your Coverage
— How We Terminate Your Coverage
— Rescission
o CONTINUATION OF BENEFITS
— Consolidated Omnibus Budget Reconciliation Act (COBRA)
— Individual Coverage

¢ REWARDS PROGRAM

SECTION 1: INFORMATION ABOUT YOUR CONTRACT
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ELIGIBILITY

You will need to fill out an application for coverage.

We will review your application to determine if you and the people you list on it are eligible. Our
decision will be based on the eligibility rules in this certificate and our underwriting policies.

If you or anyone applying for coverage on your behalf commits fraud or intentionally lies
about a material fact in your application, your coverage may be rescinded. See
“Rescission” on Page 6.

NOTE

Who Is Eligible to Receive Benefits
e You
e Dependents listed on your contract:

— Your spouse
— Your children
i\

e If you are the subscriber with surviving spouse coverage, you cannot add a spouse

under this certificate.

Children are covered through the end of the calendar year when they become age 26 as long as the
subscriber is covered under this certificate. The children must be related to you by:

e Birth

e Marriage

e Legal adoption

e Legal guardianship

¢ Becoming a dependent due to a child support order or other court order
o Foster child placement by an agency or court order

*

NoTe Your child’s spouse is not eligible for coverage under this certificate. Your grandchildren
may be covered in limited circumstances.

Newborn children, including your grandchildren, may qualify for limited benefits immediately following
their birth even if they are not listed on your contract. If the member who gave birth to the newborn is
covered under this contract, see Section 3 in this certificate for Maternity Care.

Your children will be removed from your contract at the end of the year in which they turn 26. They may
be eligible for their own contract through the Consolidated Omnibus Budget Reconciliation Act
(COBRA) or a BCBSM individual plan. To learn more about COBRA, see the Continuation of Benefits
subsection.

2 SECTION 1: INFORMATION ABOUT YOUR CONTRACT
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Eligibility (continued)
Who Is Eligible to Receive Benefits (continued)

Disabled Unmarried Children

Disabled unmarried children may remain covered after they turn age 26 if all of the following apply:
e They cannot support themselves due to a diagnosis of:

— A physical disability or
— A developmental disability

e They depend on you for support and maintenance.
- Your employer must send us a physician’s certification proving the child’s disability. We
NoTe must receive it by 31 days after the end of the year of the child’s 26™ birthday. We will
decide if the child meets the requirements.
You may also be eligible for group coverage if:

¢ You lose your Medicaid coverage (you must apply for BCBSM coverage within 60 days).

e Your dependents lose their CHIP (Children’s Health Insurance Program) coverage (you must apply
for BCBSM coverage within 60 days).

e You or your dependent become eligible for a premium assistance subsidy from the state you live in
for employer group health care coverage. Michigan does not provide state premium assistance
subsidies at this time. For additional information regarding eligibility for a state premium assistance
subsidy, please contact Customer Service.

SECTION 1: INFORMATION ABOUT YOUR CONTRACT 3
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CHANGING YOUR COVERAGE

If there is a change in your family, you must notify your group. The changes include:
e Birth

o Adoption

¢ Gaining a dependent due to:

- A child support order or other court order
- Foster child placement by agency or court order

e Marriage
e Divorce

e Death of a member

e Start or end of military service
Your change takes effect as of the date it happens. Your group must notify us directly of any changes:

e 30 days of when a dependent is removed

e 31 days of when a dependent is added.

If a dependent cannot be covered by your contract anymore, they may be eligible for their own contract
through COBRA or a BCBSM individual plan.

4 SECTION 1: INFORMATION ABOUT YOUR CONTRACT
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TERMINATION

How to Terminate Your Coverage

Send your written request to terminate coverage to your employer. We must receive it from your
employer within 30 days of the requested termination date. Your coverage will then be terminated and
all benefits under this certificate will end. However, if you are an inpatient at a hospital or facility on the

date your coverage ends, please see “Services Before Coverage Begins or After Coverage Ends” in
Section 6.

How We Terminate Your Coverage
We may terminate your coverage if:

e Your group does not qualify for coverage under this certificate
e Your group does not pay its bill on time
% If you are responsible for paying all or a portion of the bill, you must pay it on time
NOTE or your coverage will be terminated. For example, if you are a retiree or enrolled

under COBRA and you pay all or part of your bill directly to BCBSM, we must
receive your payment on time.

e You are serving a criminal sentence for defrauding BCBSM

e You no longer qualify to be a member of your group

e Your group changes to a non-BCBSM health plan

e We no longer offer this coverage

e You misuse your coverage

Misuse includes illegal or improper use of your coverage such as:

— Allowing an ineligible person to use your coverage
— Requesting payment for services you did not receive

¢ You fail to repay BCBSM for payments we made for services that were not a benefit under this
certificate, subject to your rights under the appeal process.

e You are satisfying a civil judgment in a case involving BCBSM

e You are repaying BCBSM funds you received illegally

e You no longer qualify as a dependent

Your coverage ends on the last day covered by the last premium payment we receive. However, if you

are an inpatient at a hospital or facility on the date your coverage ends, please see “Services Before
Coverage Begins or After Coverage Ends" in Section 6.

SECTION 1: INFORMATION ABOUT YOUR CONTRACT 5
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Rescission
We will rescind your coverage if you, your group or someone seeking coverage on your behalf has:

o Performed an act, practice, or omission that constitutes fraud, or
¢ Made an intentional misrepresentation of material fact to BCBSM or another party, which results in
you or a dependent obtaining or retaining coverage with BCBSM or the payment of claims under
this or another BCBSM certificate.
A We may rescind your coverage back to the effective date of your contract. If we do, we
NOTE will provide you with a 30-day notice. Once we notify you that we are rescinding your

coverage, we may hold or reject claims during this 30-day period. You will have to repay
BCBSM for its payment for any services you received.

CONTINUATION OF BENEFITS

Consolidated Omnibus Budget Reconciliation Act (COBRA)

COBRA is a federal law that applies to most employers with 20 or more employees. It allows you to
continue your employer group coverage if you lose it due to a qualifying event; e.g., you are laid off or
fired. (“Qualifying Events” are listed in Section 7.) Your employer must send you a COBRA notice. You
have 60 days to choose to continue your coverage. The deadline is 60 days after you lose coverage or
60 days after your employer sends you the notice, whichever is later. If you choose to keep the group
coverage, you must pay for it. The periods of time you may keep it are:

e 18 months of coverage for an employee who is terminated, other than for gross misconduct, or
whose hours are reduced

o 29 months of coverage for all qualified beneficiaries if the Social Security Administration determined
that one member was disabled at the time of the qualifying event or at some time during the first 60
days of the COBRA coverage

e 36 months of coverage for qualified beneficiaries in case of the death of the employee, divorce,
legal separation, loss of dependency status, or employee entitlement to Medicare

COBRA coverage can be terminated because:

e The 18, 29 or 36 months of COBRA coverage ends

e The required premium is not paid on time

e The employer terminates its group health plan

¢ The qualified beneficiary becomes entitled to Medicare coverage

e The qualified beneficiary obtains coverage under a group health plan

Please contact your employer for more details about COBRA.

6 SECTION 1: INFORMATION ABOUT YOUR CONTRACT
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Individual Coverage

If you choose not to enroll in COBRA, or if your COBRA coverage period ends, coverage may be
available through a BCBSM individual plan. Contact BCBSM Customer Service for information about
what plan best meets your needs.

REWARDS PROGRAM

Covered members under this certificate can participate in the Rewards Program.

Whenever you obtain services included in our Rewardable Services List from providers recognized
under the Rewards Program, you may earn rewards ranging from $25 to $500. You may earn unlimited
rewards per member per calendar year. When redeeming your rewards, you have a choice of receiving a
check, an electronic gift card (e-gift card) or other options available to you at the time of redemption.

If you receive rewards totaling $600 or more in a calendar year, a 1099 tax form will be issued.
How to Earn Your Reward

To earn a reward for a service on the Rewardable Services List, you must complete all the following
steps:

e Log in to your account on BCBSM'’s secured member portal and select Rewards
e Search a covered service to find local providers and their prices

— Rewardable services will identify eligible providers with a “green trophy”
— When prompted, select “yes” for Rewards and provide the requested contact information

e This step is required for each rewardable service
o Elect to have the rewardable service performed by an eligible provider
— After BCBSM has received and processed your claim, you may redeem your reward

Please note that the services, reward amounts, and providers recognized under this program are
subject to change.

Some services are listed below. For help identifying rewardable services or eligible providers, you may
contact Customer Service (See Section 9) or locate them at
https://member.bcbsm.com/mpa/responsive/#/Providers/Rewards.

Services | Rewards
Imaging Services (including but not limited to) - members can earn ($25-$50)
Chest X-rays $25
Most CT Scans $50
Most MRIs $50
Ultrasounds $50
Echocardiograms $50
Mammograms $50
Pet Scans $50

SECTION 1: INFORMATION ABOUT YOUR CONTRACT 7
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Rewards Program (continued)

Rewardable Services List (continued)

Outpatient Procedures (including but not limited to) — members can earn ($75)
ACL Repairs $75
Breast Biopsies and Lumpectomy $75
Carpal Tunnel $75
Endoscopy $75
Cataract Surgery $75
Colonoscopy $75
Hammertoe Correction $75
Hysteroscopy $75
Knee Arthroscopy $75
Shoulder Arthroscopy $75
Skin Lesion Biopsy $75
Sleep Studies $75
Tonsillectomy (under age 12) $75
Upper Gl Endoscopy $75

Services Rewards

MSK Spine and Joint Care Surgical Procedures — member can earn ($500)

Knee Replacement $500
Hip Replacement $500
Spinal Lumbar Fusion $500
Spinal Cervical Fusion $500
Spinal Decompression $500

Exclusions
The following covered services are not eligible for a reward under the Rewards Program:

e Services notincluded in the Rewardable Services List
e Services that are received during a medical emergency
e Services eligible for payment by other coverage
e Services performed by non-designated providers
2 If your BCBSM coverage is secondary to other coverage under the Coordination of Benefits

NOTe  provisions in this certificate, the Rewards Program will not apply to you, even when the
services are included in the Rewardable Services List.
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Section 2: What You Must Pay

You have PPO coverage under this certificate. PPO coverage uses a “Preferred Provider Organization”
provider network. What you must pay depends on the type of provider you choose. If you choose an
“in-network” provider, you most often pay less money than if you choose an “out-of-network” provider.

The types of providers you may get services from are in the chart below.

Choosing Your Provider

Out-of-Network
Nonparticipating Provider
Highest Cost

Out-of-Network
Participating Provider
Higher Cost

In-Network
Lower Cost

BCBSM'’s approved amount
accepted as payment in full*.

BCBSM'’s approved amount
accepted as payment in full*.

BCBSM'’s approved amount
may not be accepted as
payment in full.

Lower out-of-pocket costs: Higher out-of-pocket costs:

Highest out-of-pocket costs:

e No deductible, copayment
or coinsurance for certain
preventive care benefits

No claim forms to file

No deductible, copayment or
coinsurance for certain
preventive care benefits

No claim forms to file

e Lower deductible, e Higher deductible, copayment
copayment and and coinsurance (unless e You may be responsible
coinsurance noted). for your out-of-network

cost share and the
difference between what
the provider charges and
what we pay (unless
otherwise noted).

You may need to file claim
forms.

* The provider accepts BCBSM'’s approved amount minus your cost share as payment in full for the

covered services.

A provider can either be participating or nonparticipating. Participating providers cannot bill you for
more than our payment plus what you pay in cost sharing.

Some nonparticipating providers may agree to accept our payment for certain services as payment in
full. When this occurs, you only have to pay your applicable cost share. Other nonpatrticipating
providers may not accept our payment as payment in full. You may be required to pay your out-of-
network cost share and the difference between what the provider charges and what we pay.

]
NOTE

This may not apply in situations where you were unable to select a participating provider
or no participating provider was available. (See Surprise Billing in the General

Conditions of Your Contract section for more information).

Section 4 on Page 127 explains more about providers: professional providers, hospitals and others. We
also explain how we pay providers.

What you must pay for covered services is described in the following pages.

SECTION 2: WHAT YOU MUST PAY
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The deductibles, copayments and coinsurances you must pay each calendar year are illustrated
in the chart below and explained in more detail in the pages that follow. These are standard
amounts associated with this certificate. The amounts you have to pay may differ depending on
what riders your particular plan has.

Cost—Sharing Chart

Deductibles $500 for one member
$1,000 for the family (when two or more members are covered under your
contract)

Copayments $150 per emergency room visit

$20 per office visit and office consultation with a primary care physician,
online visit, virtual primary care visit or a visit in a retail health clinic

$40 per office visit and office consultation with a specialist

$30 per chiropractic and osteopathic manipulative treatment, when
services are given in a physician’s office

$60 per urgent care visit

Coinsurance

20% of approved amount for most covered services

50% of approved amount for bariatric surgery

Annual out-of-pocket
maximums

$3,500 for one member

$7,000 for the family (when two or more members are covered under your

contract
Out-of-Network

Deductibles $1,000 for one member
$2,000 for the family (when two or more members are covered under your
contract)

Copayment $150 per emergency room visit

Coinsurance

40% of approved amount for most covered services

50% of approved amount for bariatric surgery

Annual out-of-pocket
maximums

$7,000 for one member

$14,000 for the family (when two or more members are covered under
your contract)

Lifetime dollar maximum

None

For a list of in-network primary care physicians and specialists, visit our website at www.bcbsm.com or
call our Customer Service department. The phone numbers are listed in Section 9.

Some services have different cost sharing requirements. These are listed starting on Page 17.
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In-Network Providers

Deductible Requirements

Each calendar year, you must pay a deductible for in-network covered services:
e $500 for one member
e $1,000 for the family (when two or more members are covered under your contract)
- Two or more members must meet the family deductible.
- If the one-member deductible has been met, but not the family deductible, we will pay covered
services only for that member who has met the deductible.
- Covered services for the remaining family members will be paid when the full family deductible
has been met.
2 The approved amount that is applied to your in-network deductible for covered services
NoTe  received in the last three months of a calendar year will be applied toward your in-
network deductible requirement for the next calendar year.
You are not required to pay a deductible for the following:
e Services subject to a copayment requirement

e Presurgical consultations

e Professional services for the initial exam and treatment of a medical emergency or an accidental
injury in the outpatient department of a hospital, urgent care center or physician’s office

e Hospice care benefits
e Prenatal care
e Postnatal care

e Select preventive care services

SECTION 2: WHAT YOU MUST PAY 11
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In-Network Providers (continued)

Copayment and Coinsurance Requirements

You must pay the following copayment for covered services by in-network providers:
e $150 per visit for facility services in a hospital emergency room (waived if the member is admitted)

e $20 per office visit and office consultation with a primary care physician, online visit, virtual primary
care visit or visit in a retail health clinic

e $40 per office visit and office consultation with a specialist
‘

NOTE For a list of “specialists”, visit our website at www.bcbsm.com or contact Customer

Service (see Section 9).

e $30 per chiropractic and osteopathic manipulative treatment, when services are given in a
physician’s office

: When an office visit and manipulative treatment are billed on the same day, by the same
NOTE in-network physician, you must pay only the copayment for the office visit.

$60 per urgent care visit

In addition to your deductible, you must pay the following coinsurance for covered services by in-
network providers:

o 20% of the approved amount for most covered services except:

— Services subject to a copayment requirement

— Presurgical consultations

— Professional services for the initial exam and treatment of a medical emergency or an accidental
injury in the outpatient department of a hospital, urgent care center or physician’s office

— Hospice care benefits

— Prenatal care

— Postnatal care

— Select preventive care services

e 50% of the approved amount for bariatric surgery
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In-Network Providers (continued)

Annual Out-of-Pocket Maximums

Your annual out-of-pocket maximum for covered in-network services is:
e $3,500 for one member

e $7,000 for the family (when two or more members are covered under your contract)

— Two or more members must meet the family out-of-pocket maximum.

— If the one-member maximum is met even if the family maximum is not, that member does not
pay any more cost share for the rest of the calendar year.

— Cost share for the remaining family members must still be paid until the annual family maximum
is met.

The in-network deductible, copayments and coinsurance that you pay are combined to meet the
annual in-network out-of-pocket maximum. This also includes what you pay for prescription drugs
covered within your BCBSM prescription drug certificate. Any coupon, rebate, or other credits received
directly or indirectly from the drug manufacturer may not be applied to your annual out-of-pocket
maximum. The following prescription drug expenses will NOT apply towards the annual out-of-pocket
maximum:

e Payment for noncovered drugs or services

¢ Any difference between the Maximum Allowable Cost and BCBSM'’s approved amount for a
covered brand-name drug

e The 25% member liability for covered drugs obtained from a nonparticipating pharmacy
* Only payments toward your cost share are applied toward your out-of-pocket
NoTe maximum. If you receive services from a nonparticipating provider and you are required
to pay that provider for the difference between the charge for the services and our
approved amount, your payment will not apply to your out-of-pocket maximum.

Once you meet the maximums for the year, we pay for all covered benefits at 100% of our approved
amount for the rest of the calendar year.
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Out-of-Network Providers

Deductible Requirements

Each calendar year, you must pay a deductible for out-of-network covered services:

e $1,000 for one member

e $2,000 for the family (when two or more members are covered under your contract):

— Two or more members must meet the family deductible.

— If the one-member deductible has been met, but not the family deductible, we will pay covered
services only for that member who has met the deductible.

— Covered services for the remaining family members will be paid when the full family deductible
has been met.
* The approved amount that is applied to your out-of-network deductible also counts

NoTe  toward your in-network deductible. However, the approved amount that is applied to your
in-network deductible does not count toward your out-of-network deductible.

You do not have to pay an out-of-network deductible for certain covered services:

e Covered services in emergency and certain non-emergency situations as specified by state and
federal law (See Surprise Billing in the General Conditions of Your Contract section for more
information)

e Air ambulance

e Services from a provider for which there is no PPO network

e Services from an out-of-network provider in a geographic area of Michigan deemed a “low-access
area” by BCBSM for that particular provider specialty

In limited instances, you may not have to pay an out-of-network deductible for:

o Select professional services performed by out-of-network providers in an in-network hospital,
participating freestanding ambulatory surgery facility or any other location identified by BCBSM, or

e The reading and interpretation of select routine or screening services when an in-network provider
performs the services, but an out-of-network provider does the analysis and interprets the results.
-‘
Jo1e |fone of the above applies and you do not have to pay the out-of-network deductible, you
may still need to pay the in-network deductible.

You may contact BCBSM Customer Service for more information about these services.
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Out-of-Network Providers (continued)

Copayment and Coinsurance Requirements

You must pay the following copayment for covered services by out-of-network providers:

e $150 per visit for facility services in a hospital emergency room (waived if the member is admitted).
For your requirements on services in a Michigan nonpatrticipating hospital, see Page 111.

In addition to your deductible, you must pay the following coinsurance for covered services by out-of-
network providers:

o 40% of the approved amount for most covered services

e Online visits by an out-of-network professional provider will be subject to applicable out-
NOTE of-network cost-share requirements. Online visits and virtual primary care visits by a
vendor that was not selected by BCBSM will not be covered.

You do not have to pay the out-of-network coinsurance for certain covered services:

— Covered services in emergency and certain non-emergency situations as specified by state and
federal law (See Surprise Billing in the General Conditions of Your Contract section for more
information)

— Air ambulance

— A prescription for a contraceptive device obtained from an out-of-network provider

— Services from a provider for which there is no PPO network

— Services from an out-of-network provider in a geographic area of Michigan deemed a “low-
access area” by BCBSM for that particular provider specialty.

In limited instances, you may not have to pay out-of-network coinsurance for:

— Select professional services performed by out-of-network providers in an in-network hospital,
participating freestanding ambulatory surgery facility or any other location identified by BCBSM,
or

— The reading and interpretation of select routine or screening services when an in-network
provider performs the services, but an out-of-network provider does the analysis and interprets
the results.

*
NOTE If one of the above applies and you do not have to pay the out-of-network coinsurance,
you may still need to pay the in-network coinsurance.

e 50% of the approved amount for bariatric surgery

You may contact BCBSM Customer Service for more information about these services.
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Out-of-Network Providers (continued)

Annual Out-of-Pocket Maximums

Your annual out-of-pocket maximum for covered out-of-network services is:
e $7,000 for one member
e $14,000 for the family (when two or more members are covered under your contract)

- Two or more members must meet the family out-of-pocket maximum.

— If the one-member maximum is met even if the family maximum is not, that member does not
pay any more cost share for the rest of the calendar year.

— Cost share for the remaining family members must still be paid until the annual family maximum
is met.

The out-of-network deductible, copayments and coinsurance that you pay are combined to meet the
annual out-of-network maximum. This also includes what you pay for prescription drugs covered within
your BCBSM prescription drug certificate. Any coupon, rebate, or other credits received directly or
indirectly from the drug manufacturer may not be applied to your annual out-of-pocket maximum. The
following prescription drug expenses will NOT apply towards the annual out-of-pocket maximum:

¢ Payment for noncovered drugs or services

¢ Any difference between the Maximum Allowable Cost and BCBSM'’s approved amount for a
covered brand-name drug

e The 25% member liability for covered drugs obtained from a nonparticipating pharmacy

A Only payments toward your cost share are applied toward your out-of-pocket
NOTE maximum. If you receive services from a nonparticipating provider and you are required
to pay that provider for the difference between the charge for the services and our
approved amount, your payment will not apply to your out-of-pocket maximum.

Once you meet the maximums for the year, we pay for all covered benefits at 100% of our approved
amount for the rest of the calendar year.

* What you pay in out-of-network cost sharing counts toward your in-network out-of-pocket

NOTE  maximum. However, what you pay in in-network cost sharing does not count toward your
out-of-network out-of-pocket maximum.
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Benefit-Specific Cost-Sharing Requirements
The benefits below differ in what you pay for them:
Collaborative Care Management

When services are received in-network, you do not pay any cost sharing for specific collaborative care
behavioral health care.

When services are received out-of-network, you pay your out-of-network cost sharing.

Colonoscopy
Hospital and physician benefits for your first colonoscopy of the calendar year:

o When services are received in-network, you pay no cost share
¢ When services are received out-of-network, you must pay your out-of-network cost sharing

If you have another colonoscopy done in the same calendar year, you must pay your in-network or out-
of-network cost share.

Contraceptive Devices
When services are received in-network, you do not pay any cost sharing.

When services are received out-of-network, you must pay your out-of-network deductible, but no other
cost sharing.

Contraceptive Injections
When services are received in-network, you do not pay any cost sharing.

When services are received out-of-network, you must pay your out-of-network cost sharing.

Contraceptive Mobile App

When you purchase a yearly subscription for an FDA-approved contraceptive mobile app, log into your
BCBSM member portal to find and fill out a reimbursement form. Submit the form along with your
receipt for reimbursement.

BCBSM will reimburse you up to charge for your yearly subscription.
Hospice Services

You do not pay any cost sharing for hospice services from approved physicians, facilities and other
approved providers.
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Benefit-Specific Cost-Sharing Requirements (continued)

Maternity Preventative Care Services
Under maternity care, we pay the following:

e Prenatal care

— When services are received in-network, you do not pay any cost sharing
— When services are received out-of-network, you pay your out-of-network cost sharing

e Postnatal care

— When services are received in-network, you do not pay any cost sharing
— When services are received out-of-network, you pay your out-of-network cost sharing

Mental Health and Substance Use Disorder Services
You pay the same cost sharing for mental health and substance use disorder services that you would
for many covered services, in-network or out-of-network.
-‘
NoTe Your deductible and coinsurance apply for these services, no matter the location. Your
office visit or online visit copay does not apply.

Outpatient Diabetes Management Program (ODMP)
Under the ODMP, we pay to train you to manage your diabetes, when needed:

¢ When services are received in-network, you pay no cost sharing.
o When services are received out-of-network, you must pay your out-of-network cost sharing.

For all other services and supplies you get under the ODMP, you do pay cost sharing. You pay either
in-network or out-of-network cost sharing, depending on the provider you choose. See Page 9.

Presurgical Consultations
When services are received in-network, you do not pay any cost sharing for presurgical consultations.

Specified Organ Transplants

If you need an organ transplant that we cover, you pay no cost share during the benefit period for the
transplant and transplant related services. The benefit period begins five days before the transplant and
ends one year after the transplant.
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Benefit-Specific Cost-Sharing Requirements (continued)

Value Based Programs
When services are received in-network, you do not pay a deductible, copayment, or coinsurance for
“care management” services (see Section 7 for the definition). These services include:

e Provider-delivered care management
— Services obtained only in Michigan from providers designated by BCBSM
e Total care
— Services obtained outside of Michigan from providers designated by the local Blue Cross Blue
Shield plan in that state.
— When services are received out-of-network, you are responsible for the provider’s full charge.
Voluntary Sterilization of Female Reproductive Organs

We pay for voluntary sterilization of female reproductive organs. We cover services for a physician in a
participating hospital.

¢ When services are received in-network, you pay no cost sharing.

o When services are received out-of-network, you must pay your out-of-network cost sharing.

Maximums for Days of Care or Visits

You might have other maximums for things like days or visits. If so, they are described elsewhere in this
book.
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Section 3: What BCBSM Pays For

This section describes the services we pay for and the extent to which they are covered.

o We pay for admissions and services when they are provided according to this certificate. Some
admissions and services must be approved before they occur. Emergency services do not need to
be preapproved.

You should call BCBSM Customer Service for a list of admissions and services requiring
preapproval. Payment will be denied if preapproval is not obtained.

o We pay only for “medically necessary” services (see Section 7 for the definition). This includes
services that may not be covered under this certificate but are part of a treatment plan approved by
us. There are exceptions to this rule. Here are some examples:

— Voluntary sterilization

— Screening mammography
— Preventive care services
— Contraceptive services

i‘
vore e will not pay for medically necessary services in an inpatient setting if they can be
safely given in an outpatient location or office setting.

e We pay our approved amount (see Section 7 for the definition) for the services you receive that are
covered in this certificate and any riders you may have. Riders change your certificate and are an
important part of your coverage.

You must pay your cost share for many of the benefits listed, see Section 2.

We pay for services received from:

e Hospitals and Other Facilities

We pay for covered services you receive in hospitals and other BCBSM-approved facilities. A
physician must prescribe the services before we will cover them.

e Physicians and Other Professional Providers

Covered services must be provided by BCBSM-approved providers who are legally qualified or
licensed to provide them.

= Some physicians and other providers do not participate with BCBSM. Instead of billing
NoTe BCBSM for certain services, they may bill you. The provider may bill you more than what
we will pay for their services. We will pay our approved amount, but you may have to
pay your cost share and the difference between what the provider charges and what we
pay. (See Surprise Billing in the General Conditions of Your Contract section and
“Nonparticipating Physicians and Other Providers” in Section 4 for more information).
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Allergy Testing and Therapy

See Section 2 beginning on Page 9 for what you may be required to pay for these services.

For other diagnostic services, see Page 47.
Locations: We pay for allergy testing and therapy in:
e A participating hospital
e A participating ambulatory surgery facility
e An office
We pay for:
e Allergy Testing
— Survey, including history, physical exam, and diagnostic laboratory studies
— Intradermal, scratch and puncture tests
— Patch and photo tests
— Double-blind food challenge test and bronchial challenge test

e Allergy Therapy

— Allergy immunotherapy by injection (allergy shots)
— Injections of antiallergen, antihistamine, bronchodilator or antispasmodic agents

We do not pay for:

o Fungal or bacterial skin tests (such as those given for tuberculosis or diphtheria)
e Self-administered, over-the-counter drugs

e Psychological testing, evaluation, or therapy for allergies

e Environmental studies, evaluation, or control

SECTION 3: WHAT BCBSM PAYS FOR
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Ambulance Services
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
For emergency treatment services, see Page 54.

Locations: We pay for ground ambulance to take a member to a covered destination. A destination may
include:

e A hospital
e Other facilities
e A member’'s home

Locations: We pay for air ambulance to take a member to a covered destination. A destination may
include:

e A hospital
¢ Another covered facility, with BCBSM'’s preapproval
In every case the following conditions must be met:

e The service must be medically necessary. Any other means of transport would endanger the
member’s health. Ambulance services are medically necessary for:

— Transporting a member to a hospital

— Transferring a member from a hospital to another treatment location such as another hospital,
other facilities, a medical clinic or the patient's home. (The attending physician must order the
transfer.)

— Ambulance providers to respond and treat the patient without transport

- . .
wore Nonemergency ambulance services are covered when medically necessary and
authorized by the patient’s physician.

e We only pay for the transportation of the member and whatever care is required during transport.
We do not pay for other services that might be billed with it.

e The service must be provided in a vehicle licensed as a ground or air ambulance, which is part of a
licensed ambulance operation.
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Ambulance Services (continued)
We pay for:

o A member to be taken to the nearest approved destination capable of providing the level of care
necessary to treat the member’s condition.

*
vore  Iransfer of the member between covered destinations must be prescribed by the

attending physician.
We also pay for ground and air ambulance services when:

— The ambulance arrives at the scene but transport is not needed or is refused.
— The ambulance arrives at the scene but the member has expired.

Air Ambulance
We Pay for:
e Non-emergent air ambulance services between covered destinations
These services must meet the following criteria:
— The transfer must be preapproved and prescribed by the attending physician, and
— The member will be taken to the nearest preapproved location capable of providing the level of
care necessary to treat the member’s condition
- The services must be preapproved before they occur. If they are not preapproved, they
No1e  will be considered a noncovered benefit and you may have to pay their entire cost. It is
important to make sure that your provider gets approval before you receive services.
Air ambulance services must also meet these requirements:
¢ No other means of transportation are available
e The member’s condition requires transportation by air ambulance rather than ground ambulance
e The provider is not a commercial airline
¢ The member is taken to the nearest facility capable of treating the member's condition.
q If your air ambulance transportation does not meet the above requirements, the services
JoTe May be eligible for review under case management. They may approve the services for

transportation that positively impacts clinical outcomes, but not for a member’s or
family’s convenience.
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Ambulance Services (continued)
We do not pay for:

e Services provided by fire departments, rescue squads or other emergency transport providers
whose fees are in the form of donations.

¢ Air ambulance services when the member’s condition does not require air ambulance transport.

o Air ambulance services when a hospital or air ambulance provider is required to pay for the
transport under the law.
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Anesthesiology Services
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for anesthesiology services in:
e A participating hospital
e A participating ambulatory surgery facility
e An office
We pay for:
e Anesthesiology during surgery
Anesthesia services given to members undergoing covered surgery are payable to:
- A:‘physician other than the operating physician

NoTE If the operating physician gives the anesthetics, the service is included in our payment
for the surgery.

— A physician who orders and supervises anesthesiology services
— A certified registered nurse anesthetist (CRNA)

CRNA services must be:
e Directly supervised by the physician performing the surgery or procedure or

¢ Under the indirect supervision of the physician responsible for anesthesiology services
\‘

No7e |If a CRNA is an employee of a hospital or facility, we pay the facility directly for the
anesthesia services.
e Anesthesia during infusion therapy
We pay for local anesthesia only when needed as part of infusion therapy done in an office.

e Other Services

Anesthesia services may also be covered as part of electroconvulsive therapy (see Page 30) and
for covered dental services (see Page 45).

SECTION 3: WHAT BCBSM PAYS FOR 25



© 2023 Blue Cross Blue Shield of Michigan

Audiologist Services

See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for audiology services performed by an audiologist in:

e An office

e Other outpatient locations.

We pay for:

e Services performed by an audiologist, if they are prescribed by a provider who is legally authorized
to prescribe the services.
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Autism Spectrum Disorders

See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for treatment of identified autism spectrum disorders in the following locations:
e An office

e A member’s home

e Other approved outpatient locations

Covered Autism Spectrum Disorders

We pay for the diagnosis and outpatient treatment of autism spectrum disorders.

Covered Services

We pay for:
o Diagnostic services provided by a qualified provider.
These services include:

— Assessments
— Evaluations or tests, including the Autism Diagnostic Observation Schedule

o Treatment prescribed by a physician or licensed psychologist:
These services include:
— Applied Behavior Analysis (ABA) treatment

e Autism spectrum disorder services including applied behavior analysis (ABA) is covered
subject to the following requirements:

— Interdisciplinary Evaluation — An interdisciplinary evaluation must occur before a
member will be approved for ABA treatment. The interdisciplinary team must include, but
is not limited to, a physician, behavioral health specialist, and a speech language
specialist. A BCBSM-approved autism evaluation center can perform this evaluation and
ABA treatment must be recommended for it to be covered. If BCBSM requests treatment
review, BCBSM will pay for it.

— Prior Authorization— Autism spectrum disorder services must be authorized by BCBSM
before treatment is given. If not, you will have to pay for it. See Section 7 for the
definition of autism spectrum disorder services which includes a list of service types that
require prior authorization.
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Autism Spectrum Disorders (continued)
We pay for: (continued)
Applied Behavior Analysis (ABA) treatment (continued)
o Treatment must be provided or supervised by one of the following:
— Alicensed behavior analyst (LBA)

¢ We do not cover any other services provided by a licensed behavior analyst
< including, but not limited to, treatment of traumatic brain injuries.

NOTE  ot-of-state behavior analysts may be board-certified or licensed.
— Alicensed psychologist

e The psychologist must have adequate formal university training and supervised
experience in ABA.

— Behavioral Health Treatment (BHT) — Evidence-based counseling is part of BHT. A licensed
psychologist must perform or supervise this treatment. The psychologist must have adequate
formal university training and supervised experience in BHT.

— Psychiatric care — It includes a psychiatrist’s direct or consulting services. The psychiatrist
must be licensed in the state where they practice

— Psychological care — It includes a psychologist’s direct or consulting services. The
psychologist must be licensed in the state where they practice.

— Therapeutic care — Evidence-based services from licensed providers. It includes:

Physical therapy

Occupational therapy

Speech language therapy

Autism spectrum disorder services (including ABA) when performed by a participating LBA
or other provider acting within their scope of practice.

Outpatient mental health therapy

Nutritional therapy

¢ Genetic testing

Benefits for autism spectrum disorder treatment are in addition to any other mental

e health or medical benefits you have under this certificate.
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Autism Spectrum Disorders (continued)

Coverage Requirements

All autism services and treatment must be:
¢ Medically necessary and appropriate

e Comprehensive and focused on managing and improving the symptoms directly related to a
member’s Autism Spectrum Disorder

e Deemed safe and effective by BCBSM

Limitations and Exclusions

In addition to those listed in your certificate and riders, the following limitations and exclusions apply:

¢ We do not pay for treatments that are not covered under the Autism Spectrum Disorders section

e We do not pay for treatment of conditions not listed within the BCBSM medical policy

¢ When a member receives physical therapy, occupational therapy or speech language therapy for
treatment of a covered autism spectrum disorder, those services do not apply to the benefit

maximums listed in this certificate.

o We only pay for autism services performed in Michigan from participating or nonparticipating
providers who are registered with BCBSM.

e We only pay for autism services performed outside Michigan from providers who participate with
their local Blue Cross/Blue Shield plan.
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Behavioral Health Services (Mental Health and Substance Use Disorder)
See Section 2 on Page 9 for what you may be required to pay for these services.

For autism spectrum disorders, please see Page 27.
For emergency services to treat behavioral health conditions, please see Page 54.

Coverage Requirements
BCBSM covers medically necessary and medically appropriate services to evaluate, diagnose, and
treat behavioral health conditions in accordance with generally accepted standards of practice.
BCBSM does not cover treatment or services that:
e Are not medically necessary or appropriate
e Are mainly for the convenience of the member or health care provider
o Are csnsidered experimental or investigational

NOTE  See Section 7 for a definition of “medically necessary” and “experimental treatment.”
When a member receives behavioral health services under a case management agreement that they,

their provider and a BCBSM case manager have signed, the member will pay their in-network cost
share even if the provider is out-of-network and/or does not participate with BCBSM.

\l\

Jotre See subsections on Collaborative Care Management and Value Based Programs for

more information on Care Management.
Mental Health
Locations: We pay for mental health services in:
e A participating hospital
e A participating psychiatric residential treatment facility (PRTF)
e A participating outpatient psychiatric care (OPC) facility
e An office
We pay for:
e Electroconvulsive Therapy (ECT)
— Only covered in an inpatient or outpatient hospital location
— When administered by, or under the supervision, of a physician

— Anesthetics for ECT when administered by, or under the supervision of, a physician other than
the physician giving the ECT
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Behavioral Health Services (Mental Health and Substance Use Disorder) (continued)

Mental Health (continued)

We pay for: (continued)

Transcranial Magnetic Stimulation (TMS)

- M“ust be provided by a board-certified psychiatrist in an outpatient setting.
NOTE TMS services are payable as professional services only.

Inpatient Hospital Mental Health Services

The following services may be included:

— Individual psychotherapeutic treatment

— Family counseling

— Group psychotherapeutic treatment

— Psychological testing

— Inpatient consultations. If a physician needs help diagnosing or treating a member’s condition,
we pay for inpatient consultations.

We do not pay for:

— Consultations required by a facility’s or program’s rules
— Marital counseling
— Services provided by a nonparticipating hospital

Psychiatric Residential Treatment

The following services are payable when provided by a facility that participates with BCBSM (if
located in Michigan) or with its local Blue Cross/Blue Shield plan (if located outside of Michigan):

— Psychiatric residential treatment when it has been prior authorized by BCBSM or its
representative

e If prior authorization is not obtained:

— A participating BCBSM facility that provided the care cannot bill the member for the cost
of the admission or services.

— A nonparticipating facility that provided the care may require the member to pay for the
admission and services.

— Services provided by facility staff

— Individual psychotherapeutic treatment
— Family counseling

— Group psychotherapeutic treatment

— Prescribed drugs given by the facility
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Behavioral Health Services (Mental Health and Substance Use Disorder) (continued)

Mental Health (continued)

Psychiatric Residential Treatment (continued)

32

We do not pay for:

— Consultations required by a facility’s or program’s rules

— Marital counseling

— Care provided by a non-participating psychiatric residential facility

— Services that are not focused on improving the member’s functioning

— Services that are primarily for maintaining long-term gains made by the member while in
another treatment program

— Avresidential program that is a long-term substitute for a member’s lack of available supportive
living environment within the community

— Aresidential program that serves to protect family members and other individuals in the
member’s living environment

— Services or treatment that are cognitive in nature or supplies related to such services or
treatment

— Treatment or supplies that do not meet BCBSM requirements

— Transitional living centers such as half-way and three-quarter way houses

— Therapeutic boarding schools

— Milieu therapies, such as wilderness program, supportive houses or group homes

— Domiciliary foster care

— Custodial care

— Services to hold or confine a member under chemical influence when the member does not
require medical treatment

— A private room or an apartment

— Non-medical services including, but not limited to: enrichment programs, dance therapy, art
therapy, music therapy, equine therapy, yoga and other movement therapies, ropes courses,
guided imagery, consciousness raising, socialization therapy, social outings or preparatory
courses or classes. These services may be paid as part of a treatment program but they are not
payable separately.

Psychiatric Partial Hospitalization Program (PHP)

The following services are payable when hospitals and outpatient psychiatric care facilities have a
PHP and patrticipate with BCBSM (if located in Michigan) or with its local Blue Cross/Blue Shield
plan (if located outside of Michigan):

— Services provided by the hospital’s or facility’s staff

— Ancillary services

— Prescribed drugs given by the hospital or facility during the member’s treatment
— Individual psychotherapeutic treatment

— Group psychotherapeutic treatment

— Psychological testing

— Family counseling
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Behavioral Health Services (Mental Health and Substance Use Disorder) (continued)

Mental Health (continued)

Psychiatric Intensive Outpatient Program (IOP)

The following services are payable when hospitals and outpatient psychiatric care facilities have a
IOP and participate with BCBSM (if located in Michigan) or with its local Blue Cross/Blue Shield
plan (if located outside of Michigan):

— Services provided by the hospital’s or facility’s staff
— Ancillary services

— Individual psychotherapeutic treatment

— Group psychotherapeutic treatment

— Family counseling

We do not pay for:

— Prescribed drugs given by the hospital or facility during the member’s treatment
— Psychological testing

Outpatient Psychiatric Care Facility and Office Setting

The following services are payable in a participating outpatient psychiatric care facility that
participates with BCBSM (if located in Michigan) or with its local Blue Cross Blue Shield plan (if
located outside of Michigan) or in an office setting for mental health services. (See 27 for special
rules that apply to autism spectrum disorders.):

— Services provided by the facility's staff

— Services provided by a qualified provider, including but not limited to a physician, fully licensed
psychologist, certified nurse practitioner, clinical nurse specialist-certified, clinical licensed
master’s social worker, licensed professional counselor, limited licensed psychologists, or
licensed marriage and family therapist, or other professional provider as determined by BCBSM
in a participating outpatient psychiatric care facility or an office setting:

Individual psychotherapeutic treatment
Family counseling

Group psychotherapeutic treatment
Psychological testing

— Prescribed drugs given by the facility in connection with treatment
— A partial hospitalization program described in the PHP section of this document

We do not pay for:

— Services provided in a skilled nursing facility or through a residential or outpatient substance
abuse treatment program

— Marital counseling

— Consultations required by a facility or program’s rules

— Services provided by a nonparticipating outpatient psychiatric care facility
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Behavioral Health Services (Mental Health and Substance Use Disorder) (continued)

Substance Use Disorder Services

Locations: We pay for substance use disorder treatment services in:

A patrticipating hospital
A patrticipating residential or outpatient substance abuse treatment facility
A patrticipating outpatient psychiatric care (OPC) facility

An office

We pay for:

34

Inpatient Hospital

— Acute detoxification when provided in a participating hospital
v\

NoTe Acute detoxification is covered and paid as a medical service
Residential and Outpatient Substance Abuse Treatment Facility

— Services must be medically necessary to treat the member’s condition.
— Services in a residential substance abuse treatment facility must be preapproved by BCBSM.
— Services must be provided by a participating substance abuse treatment facility.

We pay for the following services provided and billed by an approved facility:

— Laboratory services

— Diagnostic services

— Supplies and equipment used for subacute detoxification or rehabilitation

— Professional and trained staff and program services necessary for care and treatment of the
member

— Individual and group therapy or counseling

— Therapy and counseling for family members

— Psychological testing

We also pay for the following services in a residential substance abuse treatment facility:
— Room and board

— General nursing services

— Drugs, biologicals and solutions used in the facility

We also pay for the following services in an outpatient substance abuse treatment facility:

— Outpatient substance use disorder services for the treatment of tobacco dependence
— Drugs, biologicals and solutions, including drugs taken home
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Behavioral Health Services (Mental Health and Substance Use Disorder) (continued)
Substance Use Disorder (continued)

Residential and Outpatient Substance Abuse Treatment Facility (continued)
We do not pay for:

— Dispensing methadone or testing of urine specimens unless the member is receiving therapy,
counseling or psychological testing

— Diversional therapy

— Services provided beyond the period necessary for the member’s care and treatment

— Treatment, or supplies that do not meet BCBSM requirements

e Substance Use Disorder Partial Hospitalization Program (PHP)

The following services are payable when hospitals and outpatient psychiatric care facilities have a
PHP and patrticipate with BCBSM (if located in Michigan) or with its local Blue Cross/Blue Shield
plan (if located outside of Michigan):

— Services provided by the hospital’s or facility’s staff

— Ancillary services

— Prescribed drugs given by the hospital or facility during the member’s treatment
— Individual psychotherapeutic treatment

— Group psychotherapeutic treatment

— Psychological testing

— Family counseling

e Substance Use Disorder Intensive Outpatient Program (IOP)

The following services are payable when hospitals and outpatient psychiatric care facilities have a
IOP and participate with BCBSM (if located in Michigan) or with its local Blue Cross/Blue Shield
plan (if located outside of Michigan):

— Services provided by the hospital’s or facility’s staff
— Ancillary services

— Individual psychotherapeutic treatment

— Group psychotherapeutic treatment

— Family counseling

We do not pay for:

— Prescribed drugs given by the hospital or facility during the member’s treatment
— Psychological testing

SECTION 3: WHAT BCBSM PAYS FOR
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Behavioral Health Services (Mental Health and Substance Use Disorder) (continued)
Substance Use Disorder (continued)
e Outpatient Psychiatric Care Facility and Office Setting

We pay for the following services in a participating outpatient psychiatric care (OPC) facility and
office setting:

— Services provided by the facility's staff

— Services provided by a qualified provider, including but not limited to a physician, fully licensed
psychologist, certified nurse practitioner, clinical nurse specialist-certified, clinical licensed
master’s social worker, licensed professional counselor, limited licensed psychologists, or
licensed marriage and family therapist, or other professional provider as determined by BCBSM

— Prescribed drugs given by the facility in connection with treatment

We do not pay for:

Services provided in a skilled nursing facility or through a residential or outpatient substance
abuse treatment program

Marital counseling

Consultations required by a facility or program’s rule

Services provided by a nonparticipating outpatient psychiatric care facility
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Cardiac Rehabilitation

See Section 2 beginning on Page 9 for what you may be required to pay for these services.
For pulmonary rehabilitation, see Page 98

Locations: We pay for cardiac rehabilitation in the following location:

e A participating hospital

We pay for:

e Services that began during a hospital admission for an invasive cardiovascular procedure (e.g.,
heart surgery) or an acute cardiovascular event (e.g., heart attack)

e Services given when intensive monitoring and/or supervision during exercise is required.
We do not pay for:

e Services that require less than intensive monitoring or supervision because the member’s
endurance while exercising and management of risk factors are stable

e More than 30 visits a year for combined outpatient cardiac or pulmonary rehabilitation services
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Chemotherapy

See Section 2 beginning on Page 9 for what you may be required to pay for these services.

For high dose chemotherapy used in bone marrow transplants, see Pages 116 — 118.

We pay for chemotherapeutic drugs. Since specialty pharmaceuticals may be used in chemotherapy
treatment, please see the prior authorization requirement for Chemotherapy Specialty Pharmaceuticals

described on Page 88.

To be payable, the drugs must be:

e Ordered by a physician for the treatment of a specific type of malignant disease
e Provided as part of a chemotherapy program and

e Approved by the Food and Drug Administration (FDA) for use in chemotherapy treatment

P If the FDA has not approved the drug for the specific disease being treated, BCBSM's

NOTE Medical Policy department determines the appropriateness of the drug for that disease
by using the following criteria:

— Current medical literature must confirm that the drug is effective for the disease
being treated

— Recognized oncology organizations must generally accept the drug as treatment for
the specific disease

— The physician must obtain informed consent from the member for the treatment.

We also pay for:
e Physician services for the administration of the chemotherapy drug, except those taken orally
e The chemotherapy drug administered in a medically approved manner

e Other FDA-approved drugs classified as:

— Anti-emetic drugs used to combat the toxic effects of chemotherapeutic drugs
— Drugs used to enhance chemotherapeutic drugs
— Drugs to prevent or treat the side effects of chemotherapy treatment

e Infusion pumps used for the administration of chemotherapy, administration sets, refills and
maintenance of implantable or portable pumps and ports
v‘

e Infusion pumps used for the administration of chemotherapy are considered durable

medical equipment and are subject to the durable medical equipment guidelines
described on Pages 52 to 53.

We pay for the outpatient treatment of breast cancer.
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Chiropractic Services and Osteopathic Manipulative Therapy

See Section 2 beginning on Page 9 for what you may be required to pay for these services.

When received with physical therapy see Page 84.

Locations: We pay for chiropractic services and osteopathic manipulative therapy in:

An office

A patrticipating outpatient facility

We pay for:

SECTION 3: WHAT BCBSM PAYS FOR

Osteopathic manipulation therapy (OMT) on any location of the body

Chiropractic spinal manipulation (CSM) to treat misaligned or displaced vertebrae of the spine and
chiropractic manipulations (CM) to treat other areas of the body allowed by BCBSM

A OMT, CSM, and CM are always considered rehabilitative. You have a combined 30-visit
NOTE  penefit limit per member, per year for rehabilitative physical therapy, occupational
therapy, physical medicine, chiropractic manipulations and osteopathic manipulations
(in-network and out-of-network providers combined).

Chiropractic office visits:

— For new patients, we pay for one office visit every 36 months. A new patient is one who has not
received chiropractic services within the past 36 months.

— For established patients, we pay for office visits. An established patient is one who has received
chiropractic services within the past 36 months.

Physical medicine that is part of a treatment plan prepared by your chiropractor. The plan must be
signed by your M.D. or D.O. before you receive physical medicine services for those services to be
covered. If a treatment plan is not signed by your M.D. or D.O. before services are rendered, the
services will not be covered and you may have to pay for them.

— A ssigned treatment plan is not required for the first physical therapy service your chiropractor
performs on you.

\ You have a combined 30-visit benefit limit per member, per year for rehabilitative
NoTE  physical therapy, occupational therapy, physical medicine, chiropractic manipulations
and osteopathic manipulations (in-network and out-of-network providers combined).

You have a separate combined 30-visit benefit limit per member, per year
for habilitative physical therapy and occupational therapy (in-network and out-of-
network providers combined).

Mechanical traction once per day when it is given with CSM or CM. These visits are applied toward
your combined 30-visit limit for rehabilitative physical medicine, physical and occupational therapy
services.

X-rays when medically necessary.
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Chronic Disease Management
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for services to manage chronic diseases in:
e A participating hospital
e An office
e A participating facility
e A member's home
We pay for:
e Chronic disease management services provided by:
— Participating hospitals
— Physicians
— Participating facilities
— Certified nurse practitioners
— Clinical nurse specialists-certified
— Certified licensed social workers
— Psychologists

— Physical therapists
— Athletic trainers
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Clinical Trials (Routine Patient Costs)
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
For oncology clinical trial services, see Page 76.
We pay the routine costs of items and services related to clinical trials. The trials may be Phase I, 11, 11l
or IV. The purpose of the trial must be to prevent, detect or treat cancer or another life-threatening
disease or condition. The member receiving the items or services must be a qualified individual
accordinq to the terms of this certificate.

NOTE  Cancer drugs required by Michigan law are covered.

We pay for:

e All routine services covered under this certificate and related riders that would be covered even if
the member were not enrolled in an approved clinical trial.

2
NOTE

You can find the following definitions in Section 7:
— Approved clinical trial

— Life-threatening condition

— Routine patient costs

— Qualified individual

We do not pay for:

e The experimental or investigational item, device or service

¢ Items and services provided solely to satisfy data collection and analysis needs and that are not
used in the direct clinical management of the trial participant, or

e A service that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.

p BCBSM may require you to go to a BCBSM-contracted provider who is already

NOTE part of an approved clinical trial. The provider may be participating or in-network.
An exception would be if the trial is conducted outside of Michigan.
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Collaborative Care Management

Collaborative Care Management also known as CoCare operates through a care team centered around
the patient to manage medical and behavioral health conditions. The care team includes a primary care
physician (PCP), behavioral health care manager (BHCM) and a consulting psychiatrist.

CoCare services are covered when they are performed by designated providers. Under CoCare, a care
manager will coordinate your care.

Locations: We pay for professional services for CoCare in the following locations, subject to the
conditions described below:

e An office
e A participating outpatient hospital
e A participating facility
e A member’s home
e Other locations designated by BCBSM
We pay for:
o Telephone or face-to-face contact and group interventions
¢ Medication assessments to identify:

— The appropriateness of a drug for your condition

— The correct drug dosage

— The right time to take the drug

— The drug Interactions

d;'ff Covered services are subject to change.

Eligibility
You are eligible to receive Collaborative Care Management if you have:
e Active BCBSM coverage
e A chronic medical condition along with a behavioral health condition

o Agreed to actively participate with CoCare

o Areferral for care management services from your physician
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Collaborative Care Management (continued)
Eligibility (continued)

Your physician will determine your eligibility and refer you to care managers based on factors, such as
your:

e Diagnosis

e Admission status

e Clinical status

Termination of Collaborative Care Management

You may opt-out of CoCare at any time. BCBSM may also terminate CoCare services based on:
¢ Termination or cancellation of your BCBSM coverage

e Other factors

We do not pay for:

e Services performed by providers who are not designated as CoCare providers

R
Jvore For more information on CoCare services, contact BCBSM Customer Service.

SECTION 3: WHAT BCBSM PAYS FOR 43



© 2023 Blue Cross Blue Shield of Michigan

SIMPLY BLUE GROUP
BENEFITS CERTIFICATE SG

Contraceptive Services

See Section 2 beginning on Page 9 for what you may be required to pay for these services.

We pay for contraceptive services as part of your preventive care benefit. Please see the preventive
care benefit description of contraceptive services on Page 92 for more details.

44 SECTION 3: WHAT BCBSM PAYS FOR



© 2023 Blue Cross Blue Shield of Michigan

Dental Services

See Section 2 beginning on Page 9 for what you may be required to pay for these services.

For dental surgery, see Page 107.

Locations: We pay for emergency dental care given in:

e A hospital

e An ambulatory surgery facility

o A dentist’s office (accidental injuries only)

We pay for other dental services in a participating hospital or a provider’s office as described below.
We pay for:

e Emergency Dental Care

Emergency dental care is the treatment of accidental injuries within 24 hours of the injury. This is to
relieve pain and discomfort. We also pay for follow-up treatment completed within six months of the

injur¥.
NoTe A dental accidental injury is when an external force to the lower half of the face or jaw
damages or breaks sound natural teeth, gums or bone.

¢ Dental Services in a Participating Hospital

— We will pay for dental treatment for a member in a participating hospital if the treatment helps
improve the medical condition that put the member in the hospital. The dental condition must be
hindering improvement of the medical condition.

— We may pay for facility and anesthesia services for a member in a participating hospital if dental
treatment would be unsafe in an office setting.

n‘
No1e Inthese cases, we do not pay for the services of the dentist. We only pay for the facility
and anesthesia services.

e Examples of such medical conditions are:

— Bleeding or clotting abnormalities

— Unstable angina

— Severe respiratory disease

— Known reaction to analgesics, anesthetics, etc.

Medical records must confirm the need for the dental services above.
Procedures that are payable in the circumstances explained above include:
— Alveoloplasty

— Diagnostic X-rays
— Multiple extractions or removal of unerupted teeth
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Dental Services (continued)
We pay for: (continued)
e Other Dental Services
— Services to treat temporomandibular joint dysfunction (TMJ) limited to those described below:

Surgery directly to the temporomandibular joint (jaw joint) and related anesthesia services
Arthrocentesis performed for the treatment of temporomandibular joint (jaw joint) dysfunction
Diagnostic X-rays

Physical therapy (see Page 84 for physical therapy services)

Reversible appliance therapy (mandibular orthotic repositioning device such as a bite splint)

We do not pay for:
¢ Routine dental services
o Treatment that was previously paid as a result of an accident

¢ Dental implants and related services, including repair and maintenance of implants and surrounding
tissue

¢ Dental conditions existing before an accident requiring emergency dental treatment

e Services to treat temporomandibular joint dysfunction (except as described above.)
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Diagnostic Services

See Section 2 beginning on Page 9 for what you may be required to pay for these services.
For allergy testing services, see Page 21.

For diagnostic radiology services, see Page 99.

For mental health diagnostic services, such as psychological testing, see Page 30.
Locations: We pay for diagnostic services in:

e A participating hospital

e Other approved facilities

e An office

We pay for:

Diagnostic Testing

We pay for the tests a physician uses to diagnose disease, illness, pregnancy or injury.

e Physician services are payable for tests such as:

— Thyroid function

— Electrocardiogram (EKG)

— Electroencephalogram (EEG)
— Pulmonary function studies

¢ Physician and independent physical therapist services are payable for the following tests:

— Electromyogram (EMG)
— Nerve conduction
%

NoTe The test must be prescribed by a physician if performed by an independent physical
therapist.
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Diagnostic Services (continued)
We pay for: (continued)

Diagnostic Laboratory and Patholoqgy Services

We pay for the lab and pathology tests a physician uses to diagnose disease, illness, pregnancy or
injury. Services must be provided:

¢ In a patrticipating hospital (under the direction of a pathologist employed by the hospital) or
e By your in-network physician, or
e By another physician, if your in-network physician refers you to one, or
e By anin-network lab at your in-network physician’s direction.
— We pay for standard office lab tests in your in-network physician’s office. Other lab tests must

be sent to an in-network laboratory.
— You will need to pay the out-of-network cost share if tests are done by an out-of-network lab or

in an out-of-network hospital.
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Dialysis Services
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for dialysis services in:
e A participating hospital
e A participating freestanding end stage renal disease (ESRD) facility
e A member’s home
We pay for:
Dialysis services (including physician services), supplies and equipment to treat:
o Acute renal (kidney) failure
e Chronic, irreversible kidney failure End Stage Renal Disease (ESRD)
N BCBSM shares the cost of treating ESRD with Medicare. It is important that you
Jvore apply for Medicare coverage if you have ESRD and if you meet the Medicare
eligibility requirements. This is done through the Social Security Administration.

(Please see Page 146 for a detailed explanation.)

Services Provided in a Freestanding ESRD Facility

We pay for:

o Ultrafiltration

e Equipment

e Solutions

¢ Routine laboratory tests
e Drugs

e Supplies

e Other medically necessary services related to dialysis treatment
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Dialysis Services (continued)

Services Provided in a Freestanding ESRD Facility (continued)

We do not pay for:

e Services provided by a nonparticipating end stage renal disease facility.
e Services not provided by the employees of the ESRD facility.

e Services not related to the dialysis process.

Services Provided in the Home

Dialysis services (hemodialysis and peritoneal dialysis) must be billed by a hospital or freestanding
ESRD facility participating with BCBSM and must meet the following conditions:

e The treatment must be arranged by the member’s physician and the physician director, or a
committee of staff physicians of a self-dialysis training program.

¢ The owner of the member’'s home must give the hospital prior written permission to install the
equipment.

We pay for:
¢ Home hemodialysis
— Continuous ambulatory peritoneal dialysis and self-dialysis training with the number of training
sessions limited according to Medicare guidelines
— Continuous cycling peritoneal dialysis (limited to 14 dialysis treatments per month) and self-
dialysis training with the number of training sessions limited according to Medicare guidelines

¢ Placement and maintenance of a dialysis machine in the member’s home

o Expenses to train the member and one other person who will assist the member in the home in
operating the equipment

e Laboratory tests related to the dialysis
e Supplies required during the dialysis, such as dialysis membrane, solution, tubing and drugs

e Removal of the equipment after it is no longer needed
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Dialysis Services (continued)
Services Provided in the Home (continued)
We do not pay for:

e Services provided by persons under contract with the hospital, agencies or organizations assisting
in the dialysis or acting as "backups" including hospital personnel sent to the member's home

e Electricity or water used to operate the dialyzer
o Installation of electric power, a water supply or a sanitary waste disposal system
¢ Transfer of the dialyzer to another location in the member’s home

o Physician services not paid by the hospital
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Durable Medical Equipment

See Section 2 beginning on Page 9 for what you may be required to pay for these services.

Locations: We pay for durable medical equipment in:

A participating hospital
A patrticipating skilled nursing facility
An office

A member’s home

We pay for:

The use of durable medical equipment while you are in the hospital

The rental or purchase of durable medical equipment, if prescribed by a physician or other provider
licensed to prescribe it. You may obtain it from:

— A participating hospital (when you are discharged)
— A DME supplier

e To avoid out-of-network cost share, obtain your prescribed durable medical equipment,
prosthetics, orthotics, and medical supplies from an in-network provider. Contact Customer
Service to locate a provider in your network.

- In many instances we cover the same items covered by Medicare Part B as of the date
~oTe of purchase or rental. In some instances, however, BCBSM guidelines may differ from
Medicare. Please call your local Customer Service center for specific coverage
information.

DME items must meet the following guidelines:

52

The prescription includes a description of the equipment, the reason for the need, and the
diagnosis.

The physician or other provider licensed to prescribe it writes a new prescription when the current
prescription expires; otherwise, we will stop payment on the current expiration date, or 30 days after
the date of the member’s death, whichever is earlier.

*
Nore |fthe equipmentis:

— Rented, we will not pay for the charges that exceed the BCBSM purchase price.
Participating providers cannot bill the member when the total of the rental payments
exceeds the BCBSM purchase price.

— Bought, we will pay to have the equipment repaired and restored to use, but not for
routine periodic maintenance.
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Durable Medical Equipment (continued)
We pay for: (continued)
Continuous Positive Airway Pressure (CPAP)

When prescribed by a physician or other provider licensed to prescribe it, the CPAP device, humidifier
(if needed) and related supplies and accessories are covered as follows:

o We will cover the rental fee only for the CPAP device. Our total rental payments will not exceed our
approved amount to purchase the device. Once our rental payments equal the approved purchase
price, you will own this equipment and no additional payments will be made by BCBSM for the
device.

— We will pay for the rental or purchase of a humidifier for the CPAP device, if needed.
— We will pay for the purchase of any related supplies and accessories.

o After the first 90 days of rental, you are required to show that you have complied with treatment
requirements for BCBSM to continue to cover the equipment and the purchasing of supplies and
accessories. The CPAP device supplier or your prescriber must document your compliance.

If you fail to comply with treatment requirements, you must return the rented device to the supplier or
you may be held liable by the supplier for the cost of continuing to rent the equipment. We will also no
longer cover the purchase of supplies and accessories.

Enteral and Supplemental Feeding Supplies
We will pay for formulas that are administered via tube. We will pay for the supplies, equipment and
accessories needed to administer this type of nutrition therapy.

We also pay for nutrients, supplies and equipment needed for feedings via an IV. (This is referred to as
parenteral nutrition.)

We do not pay for:

¢ Exercise and hygienic equipment, such as exercycles, Moore Wheel, bidet toilet seats and bathtub
seats

e Deluxe equipment, such as motorized wheelchairs and beds, unless medically necessary and
required so that members can operate the equipment themselves

¢ Comfort and convenience items, such as bed boards, bathtub lifts, overbed tables, adjust-a-beds,
telephone arms or air conditioners

e Provider’s equipment, such as stethoscopes
o Self-help devices not primarily medical in nature, such as sauna baths and elevators

o Experimental equipment
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Emergency Treatment
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
For urgent care services, please see Page 122.

Locations: We pay for services to treat medical emergencies and accidental injuries (see Section 7 for
the definitions) in:

e A hospital

¢ An independent freestanding emergency department
e Anurgent care center

e An office

e Other approved outpatient locations

We pay for:

Facility and professional services to examine and treat a medical emergency or accidental injury.
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Fertility Preservation
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
We pay for:

Fertility preservation services are covered only for members with malignant cancer diagnosis when
undergoing fertility-threatening medical or radiation therapies and treatments.

Fertility preservation treatment and services include, but not limited to:

e Collection of mature eggs and sperm

o Cryopreservation of embryos, mature eggs and sperm

e Storage of embryos, mature eggs and sperm for up to one year

¢ Thawing of embryos, mature eggs and sperm within one year of procurement
e Culture of eggs

e Ovarian transposition

¢ Embryo transfer to member within one year from cryopreservation

We do not pay for:

e Storage of sperm, eggs or embryos for longer than one year
e Co-culture of embryo(s)

o Post-menopausal members

o Members who have undergone elective sterilization (vasectomy, tubal sterilization), with or without
reversal
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Gender Affirming Services

See Section 2 beginning on Page 9 for what you may be required to pay for these services.

We pay for:

o Medically necessary professional and facility services for the treatment of gender dysphoria.
Covered services include, but not limited to, the following:

— Behavioral health services
— Gender affirming surgery and related services

We do not pay for:

e Gender affirming services that are not medically necessary, considered to be cosmetic,
experimental, or investigational by BCBSM.

56 SECTION 3: WHAT BCBSM PAYS FOR



© 2023 Blue Cross Blue Shield of Michigan

Home Health Care Services
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for care and services provided in a member’s home.

Home health care provides an alternative to long-term hospital care by offering coverage for care and
services in the member’s home. Home health care must be:

e Prescribed by the attending physician

¢ Provided and billed by a participating home health care agency

o Medically necessary (See Section 7 for a definition)

The following criteria for home health care must be met:

e The attending physician certifies that the member is confined to the home because of iliness.

— This means that transporting the member to a health care facility, an office or hospital for care
and services would be difficult due to the nature or degree of the illness.

e The attending physician prescribes home health care services and submits a detailed treatment
plan to the home health care agency.

e The agency accepts the member into its program.

We pay for:

Services provided by health care professionals employed by the home health care agency or by
providers who participate with the agency in this program. The agency must bill BCBSM for the

services. They are:

e Skilled nursing care provided or supervised by a registered nurse employed by the home health
care agency

e Social services by a licensed social worker, if requested by the member's attending physician
e The following when provided for rehabilitation:

— Occupational therapy, Page 71

— Physical therapy, Page 84

— Speech language therapy services, Page 103

If services in a member’s home are billed by a home health care agency, then these services will
not count toward the combined visit maximums.
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Home Health Care Services (continued)

We pay for: (continued)

If physical therapy, occupational therapy or speech language therapy services cannot be done in
the home, we will pay for outpatient therapy. It may be in an outpatient department of a hospital or a
physical therapy facility. Benefits are subject to the combined 30-visit maximums for occupational
therapy and physical therapy and the 30-visit maximum for speech language therapy service as
described on Pages 71, 84, and 103.

If services in a member’'s home are billed by a professional provider or independent therapist, they
will count toward the visit maximums

Part-time health aide services, including preparing meals, laundering, bathing and feeding if:

— The member is receiving skilled nursing care or physical therapy or speech language therapy
services

— The member 's family cannot provide the services and the home health care agency has
identified a need for these services for the member to participate in the program

— The services are provided by a home health aide and supervised by a registered nurse
employed by the agency

We pay the following covered services when the home health care is provided by a participating
hospital:

Lab services, prescription drugs, biologicals and solutions related to the condition for which the
member is participating in the program

Medical and surgical supplies such as catheters, colostomy supplies, hypodermic needles and
oxygen needed to effectively administer the medical treatment plan ordered by the physician

We do not pay for:
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General housekeeping services

Transportation to and from a hospital or other facility

Private duty nursing

Elastic stockings, sheepskin or comfort items (lotion, mouthwash, body powder, etc.)
Durable medical equipment

Physician services (when billed by the home health care agency)

Custodial or nonskilled care

Services performed by a nonparticipating home health care provider
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Hospice Care Services

See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for hospice care services in:

e A participating hospice facility

e A participating hospital

e A participating skilled nursing facility

e A member’s home

We pay for services to care for the terminally ill. Services must be provided through a
participating hospice program. Hospice care services are payable for as long as medically

necessary to treat the patient’s condition. To be payable, the following criteria must be met:

e The member or their representative elects hospice care services in writing. This written statement
must be filed with a participating hospice program.

e The following certifications are submitted to BCBSM:

For the first 90 days of hospice care coverage:

A written certification stating that the member is terminally ill, signed by the:
— Medical director of the hospice program or

— Physician of the hospice interdisciplinary group and

— Attending physician, if the member has one

For the second 90-day period (submitted no later than two days after this 90-day period begins):

The hospice must submit a second written certification of terminal iliness signed by the:

— Medical director of the hospice or
— Physician of the hospice interdisciplinary group

For the third 90-day period (submitted no later than two days after this 90-day period begins):

The hospice must submit a third written certification of terminal illness signed by the:

— Medical director of the hospice or
— Physician of the hospice interdisciplinary group
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Hospice Care Services (continued)

For the fourth 90-day period (submitted no later than two days after this 90-day period begins):

The hospice must submit a fourth written certification of terminal illness signed by the:

— Medical director of the hospice or
— Physician of the hospice interdisciplinary group

,/;ﬂ After the fourth 90-day period, BCBSM will review the patient’s medical condition to
determine if continued hospice care is appropriate.
The member or their representative must sign a "Waiver of Benefits” form acknowledging that
hospice care has been fully explained to them. The waiver explains that BCBSM does not pay for
treatment of the terminal iliness itself or related conditions during hospice care.

‘

NOTE BCBSM benefits for conditions not related to the terminal illness remain in effect.

We pay for:

Counseling, evaluation, education and support services for the member and their family from the
hospice staff before the member elects to use hospice services. These services are limited to a 28-visit
maximum.

When a member elects to use hospice care services, regular BCBSM coverage for services in
connection with the terminal illness and related conditions are replaced by the following:

Home Care Services

Up to eight hours of routine home care per day
Continuous home care for up to 24 hours per day during periods of crisis

Home health aide services provided by qualified aides. These services must be rendered under the
general supervision of a registered nurse.

Facility Services
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Inpatient care provided by:

— A participating hospice inpatient unit

— A participating hospital contracting with the hospice program or

— A participating skilled nursing facility contracting with the hospice program

Short-term general inpatient care when the member is admitted for pain control or to manage
symptoms. (These services are payable if they meet the plan of care established for the member.)

Five days of occasional respite care during a 30-day period
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Hospice Care Services (continued)

We pay for: (continued)

Hospice Services

¢ Physician services by a member of the hospice interdisciplinary team

Nursing care provided by, or under the supervision of, a registered nurse
¢ Medical social services by a licensed social worker, provided under the direction of a physician
e Counseling services to the member and to caregivers, when care is provided at home

o BCBSM-approved medical appliances and supplies (these include drugs and biologicals to provide
comfort to the member)

¢ BCBSM-approved durable medical equipment furnished by the hospice program for use in a
member’s home

¢ Physical therapy and occupational therapy are subject to the combined 30-visit maximums, and
speech language therapy services are subject to a 30-visit maximum when provided to control
symptoms and maintain the member’s daily activities and basic functionaskills

e Bereavement counseling for the family after the member’s death

Hospice services are limited to a maximum amount. That amount is reviewed and adjusted from time to

time. Once you reach the maximum, hospice benefits will still be covered under the case management

program. Please call us for information about the current maximum amount.

Professional Services

¢ Provided by the attending physician to make the member comfortable and to manage the terminal
illness and related conditions
*
NOTE }[Ne do not pay for physician services from a member of the hospice interdisciplinary
eam.

Professional services for hospice care are limited to a maximum amount. This amount is determined by
BCBSM and reviewed at times. Once you reach the maximum, professional services will still be
covered under the case management program. Please call us for information about the current
maximum amount. This amount is separate from, and not included in, the limit for the hospice program
services described above.
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Hospice Care Services (continued)

How to Cancel Hospice Care Services

Hospice care services may be canceled at any time by the member or their representative. Simply
submit a written statement to the hospice. When the services are canceled, regular Blue Cross Blue
Shield coverage will be reinstated.

How to Reinstate Hospice Care Services
Hospice care services may be reinstated at any time. The member is reinstated for any remaining
period for which they are eligible.

We do not pay for services:

¢ Other than those furnished by the hospice program. (Remember, the services covered are those
provided primarily in connection with the condition causing the member's terminal iliness.)

e Of a hospice program other than the one designated by the member. (If the designated program
arranges for the member to receive the services of another hospice program, the services are
covered.)

e That are not part of the plan of care established by the hospice program for the member.
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Hospital Services
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
For services in a long-term acute care hospital (LTACH), see Page 66.

The services in this section are in addition to all other services listed in this certificate that are payable
in a participating hospital. An example would be surgery (see Page 106).

Locations: The following services are payable in:
e A participating hospital

We pay for:

¢ Inpatient Hospital Services:

— Medical care by hospital personnel while you are receiving inpatient services.

— Semiprivate room

— Nursing services

— Meals, including special diets

— Services provided in a special care unit, such as intensive care

— Oxygen and other therapeutic gases and their administration

— Inhalation therapy

— Electroconvulsive Treatment (ECT)

— Pulmonary function evaluation

— Whole blood, blood derivatives, blood plasma or packed red blood cells, supplies and their
administration

— Hyperbaric oxygenation (therapy given in a pressure chamber)

e OQutpatient Hospital Services:

If a service is payable as an inpatient service, it is also payable as an outpatient service.
(Exceptions are services related to inpatient room, board, and inhalation therapy).

¢ Temporary Benefits for Hospital Services:

If you are receiving services from a hospital that ends its contract with BCBSM, you still have
benefits. These benefits are for continuity of care, designated services, emergency care, and travel
and lodging. Benefits for continuity of care are available for up to six months from the date the
hospital ends its participating contract with BCBSM. Benefits for designated services and
emergency care are available for as long as medically necessary. Benefits for travel and lodging
are available for the period of time approved by BCBSM. See Page 109 for more information.
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Infertility Treatment
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
We pay for professional, hospital and facility services to treat the underlying causes of infertility.

Locations: We pay for treatment in:
e A participating hospital
e A participating freestanding ambulatory surgery facility

o An office

We pay for:

Treatment of the underlying cause of infertility. Services include:
¢ Medically necessary diagnostic services

¢ Counseling services

e Planning services

We do not pay for:

Services that treat infertility or that are intended to help a member become pregnant. They include but
are not limited to:

¢ Artificial insemination

e Sperm washing

e Post-coital test

¢ Monitoring of ovarian response to ovulatory stimulants

¢ Invitro fertilization

e Ovarian wedge resection or ovarian drilling

o Reconstructive surgery of one or both fallopian tubes to open the blockage that causes infertility
o Diagnostic studies done for the sole purpose of infertility assessment

e Any procedure done to enhance reproductive capacity or fertility

You or your physician can call us to determine if other proposed services are a covered benefit under
your certificate.
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Infusion Therapy

See Section 2 beginning on Page 9 for what you may be required to pay for these services

BCBSM considers services from a participating infusion provider to be in-network. You will need to pay

in-network cost sharing for these services. What you pay may vary depending on where you receive

these services.

BCBSM may require approval for these services. Your in-network provider is responsible for obtaining

approval. For a more detailed explanation, see Prior Authorization for Specialty Pharmaceuticals in

the Prescription Drugs subsection.

Locations: We pay for infusion therapy services in:

e A participating ambulatory infusion center

e A member’s home

e An office

e A participating hospital

To be eligible for infusion therapy services, your condition must be such that infusion therapy is:

e Prescribed by a physician to manage an incurable or chronic condition or treat a condition that
requires acute care. (For home infusion therapy, the condition must be able to be safely managed
in the home)

o Medically necessary (See Section 7 for a definition)

e Given by a participating infusion therapy provider

We pay for:

e Drugs required for infusion therapy. Since specialty pharmaceuticals may be used in infusion
therapy, please see the Prior Authorization for Specialty Pharmaceuticals requirement described on

Page 88

¢ Nursing services needed to administer infusion therapy and treat infusion therapy-related wound
care

*
NOTE Nursing services must meet our guidelines to be covered.
e Durable medical equipment, medical supplies and solutions needed for infusion therapy

We do not pay for services rendered by nonparticipating infusion therapy providers.
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Long-Term Acute Care Hospital Services
See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for services provided in a participating long-term acute care hospital (LTACH).
We pay for:
e Services in a participating LTACH that we would pay for in a participating hospital.

- 'I;he provider must request and receive preapproval for inpatient services

NOTE  The LTACH is liable for the care if the inpatient services are not preapproved.

We do not pay for:

e Services in a nonpatrticipating LTACH, including emergency services, unless BCBSM determines
there are extenuating circumstances

¢ Inpatient admissions that BCBSM has not preapproved

e LTACH services primarily for a diagnosis of a mental health or substance use disorder condition
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Maternity Care

See Section 2 beginning on Page 9 for what you may be required to pay for these services.
Locations: We pay for facility and professional services for maternity care and related services in:
e A participating inpatient hospital setting

e A participating birthing center

e An office

Under federal law, we generally may not restrict benefits for any hospital length of stay in connection
with childbirth for the birth parent to less than:

e 48 hours following a vaginal delivery
e 96 hours following a delivery by cesarean section

However, we may pay for a shorter stay if the attending physician or midwife discharges the birth
parent earlier, after consulting them.

Federal law requires that we cover the same benefits with the same cost-sharing levels during the 48 or
96 hours.

In addition, we may not require that a physician or other provider get approval for a length of stay of up
to 48 hours (or 96 hours). However, you may be required to obtain preapproval to use certain providers
or to reduce your out-of-pocket costs. For information on preapproval, contact BCBSM Customer
Service (see Section 9).

We pay for:
e Obstetrics

Covered services provided by a physician or certified nurse midwife attending the delivery. These
covered services include but are not limited to:

— Prenatal care, including maternity education provided in a physician’s office as part of a prenatal
visit

— Maedically necessary genetic testing

— Vaginal delivery or cesarean section when provided in:

e A participating hospital setting
o A hospital-affiliated birthing center that is owned and operated by a participating state-
licensed and accredited hospital, as defined by BCBSM

— Postnatal care, including a Papanicolaou (PAP) smear during the six-week visit
— Lactation education and alternative fertility awareness counseling
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Maternity Care (continued)
We pay for: (continued)

e Newborn services provided during the first 48 or 96 hours if the newborn has not been added to
a BCBSM contract of the birth parent. These services include:

- Newborn examination given by a physician other than the anesthesiologist or the attending
physician of the birth parent.

- Routine care during the newborn’s eligible hospital stay.

- Services to treat a newborn’s injury, sickness, congenital defects or birth abnormalities.

We do not pay for:
e Lamaze, parenting, or other similar classes
e Services provided to the newborn if one of the following apply:
- The birth parent is not covered under this certificate on the newborn’s date of birth
- The newborn is eligible for coverage as a dependent under a BCBSM or other health care
benefit plan and has been added as a dependent to that plan.

— The subscriber directs BCBSM not to cover the newborn’s services
- Services provided to the newborn occur after the 48 or 96 hours
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Medical Supplies
See Section 2 beginning on Page 9 for what you may be required to pay for these services.

For medical supplies for outpatient diabetes treatment, see Page 82.
For medical supplies for infusion therapy, see Page 65.

Locations: We pay for medical supplies in:
e A participating hospital

e A participating hospice

e A participating outpatient facility

e A participating skilled nursing facility

e An office

e A member’s home

A To avoid out-of-network cost share, obtain your prescribed durable medical equipment,

NOTE prosthetics, orthotics, and medical supplies from an in-network provider. Contact
Customer Service to locate a provider in your network.
We pay for:

Medical supplies and dressings used for the treatment of a specific medical condition. The quantity of
medical supplies and dressings must be medically necessary. They include but are not limited to:

e Gauze, cotton, fabrics, plaster and other materials used in dressings and casts
o Ostomy sets and accessories
e Catherization equipment and urinary sets

See Section 7 for the definition of “medically necessary.”
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Newborn Care
See Section 2 beginning on Page 9 for what you may be required to pay for these services.

For maternity care, see Page 67.

nl\

B If the newborn is not covered under a BCBSM contract, they may qualify for

coverage under the maternity care benefit of the birth parent.

Locations: We pay for facility and professional services for routine newborn care during an eligible
hospital stay in:

e A participating hospital setting
e A participating birthing center

Under federal law, we generally may not restrict benefits for any hospital length of stay in connection
with childbirth for a newborn child to less than:

e 48 hours following a vaginal delivery
e 96 hours following a delivery by cesarean section

However, we may pay for a shorter stay if the attending physician or midwife discharges the newborn
earlier, after consulting the birth parent.

Federal law requires that we cover the same benefits with the same cost-sharing levels during the 48 or
96 hours.

In addition, we may not require that a physician or other provider get approval for a length of stay of up
to 48 hours (or 96 hours). However, you may be required to obtain preapproval to use certain providers
or to reduce your out-of-pocket costs. For information on preapproval, contact BCBSM Customer
Service (see Section 9).

We pay for:

¢ Newborn examination

— The exam must be given by a physician other than the anesthesiologist or the birth parent’s
attending physician.

e Routine care
— Routine care during the newborn’s eligible hospital stay.
We do not pay for:

e Parenting or other similar classes
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Occupational Therapy
See Section 2 beginning on Page 9 for what you may be required to pay for these services.

Special rules apply when services are provided to treat autism, see Page 27.
For physical therapy services, see Page 84.
For speech language therapy services, see Page 103.

Locations: We pay for facility and professional occupational therapy services in:
e A participating hospital

Inpatient therapy must be used to treat the condition for which the member is

e hospitalized.

e Other approved facilities

e An office

e A member’s home

e A nursing home, if it's the member’s primary residence
We pay for:

¢ A combined maximum of 30 habilitative and a combined maximum of 30 rehabilitative outpatient
visits per member per calendar year.

Important:  See Note below about treatment dates and initial evaluations. The combined 30-
visit habilitative and combined 30-visit rehabilitative maximums renew each
calendar year. They include all in-network and out-of-network outpatient visits,
regardless of location (hospital, facility, office or home), for:

— Occupational therapy

— Physical therapy

— Physical Medicine

— Chiropractic manipulations (rehabilitative only)

— Osteopathic manipulative therapy (rehabilitative only)

If services performed in a member’s home are billed by a professional provider,
they will count toward the combined visit maximum.

If services performed in a member’s home are billed by a home health care
agency, they will not count toward the combined visit maximum ( See page 57 for
Home Health Care Services).

. Each treatment date counts as one visit even when two or more therapies are provided
NOTE and when two or more conditions are treated. For example, if a facility provides you with
physical therapy and occupational therapy on the same day, the services are counted as

one visit.

An initial evaluation is not counted as a visit. If approved, it will be paid separately from
the visit and will not be applied towards the maximum benefit limit (described above).
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Occupational Therapy (continued)

Occupational therapy must be:

o Prescribed by a professional provider licensed to prescribe occupational therapy services

e Given for a condition that can be significantly improved in a reasonable and generally predictable
period of time (usually about six months), or to optimize the developmental potential of the member
and/or maintain the member’s level of functioning

e Given by:

— An M.D. or D.O. in an outpatient setting

— An occupational therapist

— An occupational therapy assistant under the indirect supervision of an occupational therapist,
who cosigns all assessments and member’s progress notes

Both the occupational therapist and the occupational therapy assistant must be certified
by the National Board of Occupational Therapy Certification and licensed in the state of
Michigan or the state where the care is provided.

NOTE

— An athletic trainer in an outpatient setting
We do not pay for:

¢ More than combined 30 habilitative and combined 30 rehabilitative outpatient visits per member per
calendar year, whether obtained from an in-network or out-of-network provider

e Therapy billed as a rehabilitative service when it does not meet the definition of rehabilitative
service in this certificate

e Therapy billed as a habilitative service when it does not meet the definition of habilitative in this
certificate

e Therapy that is performed without an occupational therapy treatment plan

e Services provided by a freestanding facility, in a home, hospital, skilled nursing facility, psychiatric
residential treatment facility or residential substance abuse treatment facility

e Services received from a nonpatrticipating hospital or nonparticipating facility

e Services received from an independent sports medicine clinic
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Occupational Therapy (continued)

We do not pay for: (continued)

e Treatment solely to improve cognition (e.g., memory or perception), concentration and/or
attentiveness, organizational or problem-solving skills, academic skills, impulse control or other
behaviors for which behavior modification is sought without an occupational therapy treatment plan
that guides and helps to monitor the provided therapy

‘

We may pay for treatment to improve cognition if it is:
e y pay p g

— Part of a comprehensive rehabilitation plan
— Medically necessary to treat severe deficits in members who have certain conditions
that are identified by BCBSM
e  Recreational therapy

e  Member education and home programs
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Office, Outpatient and Home Medical Care Visits
See Section 2 beginning on Page 9 for what you may be required to pay for these services.

We pay for the following when provided by a physician or eligible professional provider when medically
necessary:

e Behavioral health and medical office visits
They include:
— Urgent care visits
— Office consultations
— Online visits
— Virtual primary care visits
— Retalil health clinic visits
e Outpatient visits

¢ Home medical care visits

Online Visits
We pay for online visits by a professional provider or an online vendor selected by BCBSM.
*

NoTE  Online visits by an online vendor not selected by BCBSM will not be covered.
We pay for:
e The diagnosis of a condition
e Treatment and consultation recommendations
The online visit must allow the member to interact with the professional provider or an online visit
vendor in real time. Treatment and consultation recommendations made online, including issuing a
prescription, are to be held to the same standards of appropriate practice as those in traditional
settings.

- Not all services delivered via the internet are considered an online visit but may be
NoTe  considered telemedicine. Telemedicine services will be subject to the same cost share
as services rendered in an office setting (see Section 7 for the definition of

“telemedicine”).

The online visit provider must be licensed in the state where the member is located during the online
visit.

Online visits must meet BCBSM'’s standards for an Evaluation and Management visit.

74 SECTION 3: WHAT BCBSM PAYS FOR



© 2023 Blue Cross Blue Shield of Michigan

Office, Outpatient and Home Medical Care Visits (continued)
Online Visits (continued)

Online visits do not include:

¢ Reporting of normal test results

e Provision of educational materials

¢ Handling of administrative issues, such as registration, scheduling of appointments, or updating
billing information

Virtual Primary Care
We pay for virtual primary care visits for members 18 years of age or older when provided by a vendor
selected by BCBSM.

R

NoTe \Virtual primary care visits by a vendor not selected by BCBSM will not be covered.

Virtual primary care visits include a broad range of primary care provider services including managing
and coordinating your health care for chronic and non-urgent conditions.

The in-network cost share for a virtual primary care visit is the same as the in-network cost share you
pay for an in-person primary care provider visit.
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Oncology Clinical Trials
See Section 2 beginning on Page 9 for what you may be required to pay for these services.

For general surgery services, see Page 106.
For transplant services, see Page 115.

Locations: We pay for services performed in a designated cancer center (see Section 7 for the
definition of a designated cancer center).

Benefits for specified oncology clinical trials provide coverage for:

e Preapproved, specified bone marrow and peripheral blood stem cell transplants and their related
services

o FDA-approved antineoplastic drugs to treat stages I, lll and IV breast cancer

o All stages of ovarian cancer when they are provided pursuant to an approved phase Il or Il clinical
trial

Benefits are not limited or precluded for antineoplastic drugs when Michigan law requires that these
drugs, and the reasonable cost of their administration, be covered.

Mandatory Preapproval
All services, admissions or lengths of stay for the services below must be preapproved by BCBSM.

Preapproval ensures that you and your physician know ahead of time that services are covered. If
preapproval is not obtained, services will not be covered. This includes:

o Hospital admission
e Length of stay
e All payable medical care and treatment services.

Our decision to preapprove hospital and medical services is based on the information your physician
submits to us. We reserve the right to request more information if needed.

If your condition or proposed treatment plan changes after preapproval is granted, your provider must
submit a new request for preapproval. Failure to do so will result in the transplant, related services,
admissions and length of stay not being covered.

A Preapproval is good only for one year after it is issued. However, preapproved

NOTE services, admissions or a length of stay will not be paid if you no longer have coverage
at the time they occur.
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Oncology Clinical Trials (continued)

Mandatory Preapproval (continued)

The designated cancer center must submit its written request for preapproval to:

Blue Cross Blue Shield of Michigan
Human Organ Transplant Program
Mail Code 1519

600 Lafayette East

Detroit, MI 48226

Fax: (866) 752-5769

Preapproval will be granted to eligible BCBSM members if:

The member has BCBSM hospital-medical-surgical coverage.

The proposed services will be rendered in a designated cancer center or in an affiliate of a
designated center.

The proposed services are medically necessary.

An inpatient stay at a cancer center is medically necessary (in those cases requiring inpatient
treatment). We must preapprove the admission before it occurs.

The length of stay at a designated cancer center is medically necessary. We must preapprove the
length of stay before it begins.

We pay for:

Antineoplastic drugs
If Michigan law requires it, we cover these drugs and the reasonable cost of giving them.
Immunizations

We pay for vaccines against infection during the first 24 months after a transplant as recommended
by the Advisory Committee on Immunization Practices (ACIP).

Autologous Transplants

— Infusion of colony stimulating growth factors

— Harvesting (including peripheral blood stem cell pheresis) and storage of bone marrow and/or
peripheral blood stem cells

— Purging or positive stem cell selection of bone marrow or peripheral blood stem cells

— High-dose chemotherapy and/or total body irradiation

— Infusion of bone marrow and/or peripheral blood stem cells

— Hospitalization
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Oncology Clinical Trials (continued)
We pay for: (continued)
