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

s 7 owmengn Blue Cross® Select HMO Bronze Saver HSA

Coverage Period: 01/01/2021 — 12/31/2021

Coverage for: Individual/Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-888-227-2345 or go
online to www.bcbsm.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-888-227-2345 to request a copy.

What is the overall
deductible?

Important Questions m Why This Matters:

$6,950 Individual/$13,900 Family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive services are
covered before you meet your
deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No

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

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

$6,950 Individual/$13,900 Family

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

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

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

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

Will you pay less if you
use a network provider?

Yes. See
https://www.bcbsm.com/index/com
mon/marketplace/select-hmo.html
or call 1-888-227-2345 for a list of
network providers.

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

Do you need a referral to
see a specialist?

Yes

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.

(DT - OMB control number: 1545-0047/Expiration Date: 12/31/2019)(DOL - OMB control number: 1210-0147/Expiration date: 5/31/2022)
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| 4\ Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Services You What You Will Pay

Common Medical
Event May Need

Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information
You will pay the least

Primary care/
Virtual/ Retail
health clinic/
Online visit to
treat an injury or
illness

No charge /primary care,
virtual, retail health clinic
and online visits.

Not covered

If you visit a health

Diagnostic and laboratory services are subject to the plan's
deductible.

Online visits when performed by a BCN selected vendor.

Referral required. The penalty for not having a referral is
denial of payment.

drug coverage is generic drugs
available at
http://www.bcbsm.com

12021selectdruglist

No charge /prescription-
Retail 84-90-day supply &
mail order 31-90-day
supply.

Not covered

care provider’s Specialist visit No charge Not covered
: oy SPECEs ? Diagnostic and laboratory services are subject to the plan's
office or clinic deductible
No charae May require prior authorization. The penalty for not having
Preventive care/ g prior authorization is denial of payment.
screening/ . Not covered You may have to pay for services that aren’t preventive. Ask
Immunization ITBRIUGHI 158 el £t your provider if the services needed are preventive. Then
check what your plan will pay for.
Diagnostic test (x- May require prior authorization. The penalty for not having
ray, blood work) No charge Not covered prior authorization is denial of payment.
If you have a test
Imaging (CT/PET No charge Not covered Prior a_uthgnzghon r_eqmred. The penalty for not having prior
scans, MRIs) authorization is denial of payment.
If you need drugs to No charge /prescription- May require prior authorization & Step Therapy. The penalty
treat your illness or Retail & mail order 30-day for not having prior authorization is denial of payment. No
condition supply. charge for Tier 1A contraceptives. Opioid containing
More information medications are limited to no more than a 30-day supply per
about prescription Tier 1A-Preferred fill. First fills of select opioid containing medications will be

limited to a 5-day supply. Any coupon, rebate, or other
credits received directly or indirectly from the drug
manufacturer may not be applied to a consumer’s deductible,
cost-sharing or out of pocket maximum.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsm.com/index/plans/michigan-health-insurance/2021.html

Page 2 of 9


http://www.bcbsm.com/index/plans/michigan-health-insurance/2021.html

Common Medical Services You

Event May Need

What You Will Pay

Limitations, Exceptions, & Other Important Information

Tier 1B-Generics

If you need drugs to
treat your illness or

condition Tier 2-Preferred

More information brand drugs

about prescription

drug coverage is

available at

http://lwww.bcbsm.com

12021selectdruglist
Tier 3-Non-
preferred brand
drugs

Tier 4-Preferred
Specialty drugs

Tier 5-Non-
Preferred

Specialty drugs

No charge /prescription-
Retail & mail order 30-day
supply.

No charge /prescription-
Retail 84-90-day supply &

mail order 31-90-day supply

No charge /prescription-
Retail & mail order 30-day
supply.

No charge /prescription-
Retail 84-90-day supply &
mail order 31-90-day
supply.

No charge /prescription-
Retail & mail order 30-day
supply.

No charge /prescription-
Retail 84-90-day supply &
mail order 31-90-day
supply.

No charge

No charge

Network Provider Out-of-Network Provider
You will pay the least You will pay the most

Not covered

Not covered

Not covered

May require prior authorization & Step Therapy. The penalty
for not having prior authorization is denial of payment. No
charge for Tier 1A contraceptives.

Opioid containing medications are limited to no more than a
30-day supply per fill. First fills of select opioid containing
medications will be limited to a 5-day supply.

Any coupon, rebate, or other credits received directly or
indirectly from the drug manufacturer may not be applied to a
consumer’s deductible, cost-sharing or out of pocket
maximum.

Not covered

Not covered

The first specialty drug fill will be limited to a 15 day supply.
Subsequent fills limited to a 15 or 30 day supply per fill,
depending on the medication. BCN has contracted with an
exclusive pharmacy network for specialty drugs. Call the
customer service phone number on the back of your ID card
for the pharmacy’s phone number or location nearest to you.
If you obtain your specialty drugs from any other pharmacy,
you are responsible for the total cost. Prior authorization,
step therapy and quantity limits may apply to select drugs.
The penalty for not having prior authorization is denial of
payment. Any coupon, rebate, or other credits received
directly or indirectly from the drug manufacturer may not be
applied to a consumer’s deductible, cost-sharing or out of
pocket maximum.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsm.com/index/plans/michigan-health-insurance/2021.html
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Common Medical
Event

Services You
May Need

What You Will Pay

Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Limitations, Exceptions, & Other Important Information

Facility fee (e.g., These services may require prior authorization. The penalty
ambulatory No charge Not covered ; havi . horization i ial of '
surgery center) or not having prior authorization is .denla of payment.
If you have Excludes cosmetic surgery, corrective eye surgery,
outpatient surgery Physician investigational and experimental procedures.
surgeon fees No charge Not covered Weight reduction procedures limited to one per lifetime.
Emergency room visits will be covered at non-participating
%%%\L No charge No charge facilities for medical emergencies and accidental injuries
- only.
If you need Emergency
immediate medical el No charae No charae Includes air and ground transportation. Excludes
attention e e g g transportation for convenience.
Urgent care visits will be covered at non-participating
Urgent care No charge No charge providers for medical emergencies and accidental injuries
only.
Eacil[ty lfee (eg., No charge Not covered Prior authorization required. The penalty for not having prior
If you have a osjilel o) authorization is denial of payment.
hospital stay Phvsician/
y No charge Not covered Weight reduction procedures limited to one per lifetime.
surgeon fees
No charge / office visit Prior authorization is not required for outpatient, office,
Outpatient Not covered virtual and online visits. Prior authorization is required for
If you need mental  oo\i005 No charge for other other outpatient services. The penalty for not having prior
health, behavioral outpatient services. authorization is denial of payment.
health, or
z:?‘ziae';ce e Inoatient Prior authorization is required for inpatient services. The
seFIJ'vices No charge Not covered penalty for not having prior authorization is denial of
payment.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsm.com/index/plans/michigan-health-insurance/2021.html
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Common Medical
Event

Services You

May Need

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other Important Information

(You will pay the least)
Prenatal visits: No charge

Postnatal visits: No

(You will pay the most)

Cost sharing does not apply for preventive services.

Office visits charge Not covered Depending on the type of services, a deductible may apply.
Maternity care may include tests and services described
Deductible does not apply elsewhere in the SBC (i.e., ultrasound).
to prenatal visits.
If you are pregnant Chli]dbirth/
de very No charge Not covered None
professional
services
Chilldbirth/ - Prior authorization is required for inpatient services. The
delivery facility No charge Not covered penalty for not having prior authorization is denial of
services payment.
wﬂ No charge Not covered Excludes housekeeping and custodial services.
Prior authorization required. The penalty for not having
If you need he:]p prior authorization is denial of payment.
recovering or have ot
2 I-'\’ehz.atnw No charge Not covered Physical and occupational therapy are limited to a
other special health | .\ ¢ g . wL
needs == combined 30 visits per member per calendar year. Speech
therapy is limited to 30 visits per member per calendar
year.
Prior authorization required. The penalty for not having
prior authorization is denial of payment.
Habilitation No charge Not covered Physical and occupational therapy are limited to a
services

combined 30 visits per member per calendar year. Speech
therapy is limited to 30 visits per member per calendar
year.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsm.com/index/plans/michigan-health-insurance/2021.html
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Common Medical
Event

Services You
May Need

What You Will Pay

Network Provider Out-of-Network Provider

Limitations, Exceptions, & Other Important Information

Skilled nursing

(You will pay the least) | (You will pay the most)

Prior authorization required. The penalty for not having

care No charge Not covered prior authorization is denial of payment. Limited to 45 days
= per calendar year. Custodial care is excluded.
If you need help Prior authorization required. The penalty for not having
recovering or have prior authorization is denial of payment. Breast pumps are
other special health  praple medical No ch \ ; covered in full when preauthorized.
needs ; o charge ot covere
equipment Excludes bath, exercise and deluxe equipment and
comfort and convenience items. Prescription is required.
Rental and purchase limited to basic equipment.
Prior authorization required. The penalty for not having
Hospice No charae Not covered prior authorization is denial of payment. Coverage includes
services g inpatient and outpatient hospice care. BCN participating
hospice programs only. Excludes housekeeping services.
No charge

If your child needs
dental or eye care

Children’s eye
exam

Deductible does not

Limited to once in a calendar year. A child is defined as a
member up to the age of 19. Out-of-network is paid up to
the allowed amount.

apply. Difference between the
BCN approved amount
No charge and the amount charged

by the provider.

Frames (chosen from a select collection) and lenses are

Children’s covered once in a calendar year. A child is defined as a
glasses Deductible does not member up to the age of 19. Out-of-network is paid up to
apply. the allowed amount.
hildren’ | _
Children's denta Not covered Not covered Stand-alone dental plans available.

check-up

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsm.com/index/plans/michigan-health-insurance/2021.html
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Abortion (except in the case of when the life of the e Dental care (Adult) o Private-duty nursing
mother is endangered). See section 5 in the e Hearing aids ¢ Routine eye care (Adult)
plan’s certificate. e Long-term care ¢ Routine foot care

e Acupuncture o Non-emergency care when traveling outside the

e Cosmetic Surgery u.S.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric surgery
e Chiropractic

o Infertility treatment o Weight loss programs

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Michigan Department of Insurance and Financial Services at www.michigan.gov/difs at 1-877-999-6442. Other coverage options may be available to you
too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact: Michigan Department of Insurance and Financial Services at michigan.gov/difs at 1-877-999-6442.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Not Applicable
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 888-288-2738.]

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 888-288-2738.]
[Chinese (H130): AN FEZEHSCAYEE), HIRITIX AN 513 888-288-2738 ]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 888-288-2738.]

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control

number. The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy
of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsm.com/index/plans/michigan-health-insurance/2021.html
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About these Coverage Examples:

i

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under
different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

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

B The plan’s overall deductible $6,950
M Specialist copayment $0
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible $6,950
B Specialist copayment $0
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $6,950
B Specialist copayment $0
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

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

Deductibles $6,950
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $7,010

Total Example Cost ‘ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $5,400
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $5,420

Total Example Cost ‘ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,800
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services.
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We speak your language
If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.
Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
b Gall elalh aclid dalay saclus Al (adld of cul a1y
Ghaaill A8 A () g0 lialy By g el Cilashaall g sac bl e J ganl)
B sl el jela e JP}‘” eanll daxd ol 5 doa) o ia )
8l S ke oS5 61 1Y) <877-469-2583 TTY: 711
R, I%ﬁEEm%ME% TERE, EEHER
RELUEGHEBERIEDNAL. Ea#H— 1_L§]]u§ﬁ,
Eﬁ*ﬁE?RE’]'F SHEMEFREEE  MRIGE
B, FHBEEE 877-469-2583, TTY: 711,

‘r<§'\1..m \C\}\. poar ¢ \r.\}\r.\'xc\.m'l |<3a515 EEY (. r.\}\.m<

AL G i ihen 1 pd o) L)) N (daaisls

877-469-2583 ¢ _endohar < ok AL <L i L aalh

i wodh) A (< TTY:711

Né&u quy vi, hay ngudi ma quy vi dang gitp d&, can tro
gilp, quy vi s& cé quyén duoc giup va cé thém théng tin
bang ngdn ngit ctia minh mién phi. D& néi chuyén véi mot
théng dich vién, xin goi s6 Dich vu Khach hang & mat sau
thé cta quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai 1a mét thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencé, keni té drejté té merrni ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.
gtor Aot L= Aot 510 U= A0 XA 0|
LR, Aot S B2 S Ao AN Z HIE
SEgl0l A 4 US W20t USLICL SSAALY
CHatoted™ Aot IS S 3 U= 224 AL

SBC Form # 2021SBC77

HS2 ®M36HH U, 0101 31 K0] OtLl H 2 877-469-

2583, TTY: 7112 & 3151 Al 2.
I SN, I RS SIS AT FIET, 2R
IS 2F, ©TRCET AT S AR RIS 3 A
MIIF AFH AT TAR| AT IFST (TSR T
FYT IA(@, APTAF FNEF (T (M3IT MTF NS TFF
F P q1 877-469-2583, TTY: 711 TW IreTeEs S=fa
ST o) 2T ATEA |

Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne]j informacji i pomocy
we wtasnym jezyku. Aby porozmawiaé z ttumaczem,
zadzwon pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583, TTY:
711, jezeli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstltzung
benotigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite Ihrer Karte an oder 877-
469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stai aiutando avete bisogno di
assistenza, hai il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero indicato
sul retro della tua scheda o chiama il 877-469-2583, TTY:
711 se non sei ancora membro.

AN, FREBEHROEDOEY DA TXIEZLE
LEINBZATIERMASITVELRZL, CHEDERE
THR—bEZFY, BREAFLEYTEHIEN
TEET, HEEIMIDYEBA, BRREBFESN LS
BEBEFELOA—FOEAICEH N -HARET—Y
—ERDBEES (A /N\—THVAL877-469-2583,
TTY: 711) FTHEFELC SN,

Ecnn Bam nav nuy, KOTOPOMY Bbl MOMOFaeTe, Hy}KHa
NMoMolLLb, TO Bbl UMeeTe NpaBo Ha becnnaTHoe NosyyeHune
NoMoLLM U MHOOPMaLLMM Ha Ballem A3blKe. [lns pa3roBopa ¢
nepeBoAYMKOM MO3BOHUTE MO HOMepY TenedoHa oTaena
06CNYKMBAHUA KIMEHTOB, YKa3aHHOMY Ha 0bpaTHoOWM
CTOPOHe BalUei KapTbl, M N0 HOMepPY

877-469-2583, TTY: 711, ecnn y Bac HeT YaeHCTBa.

Ukoliko Vama ili nekome kome Vi pomazete treba pomog,
imate pravo da besplatno dobijete pomoc¢ i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili 877-469-
2583, TTY: 711 ako vedé niste ¢lan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

0 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, MI 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578, email:
CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the U.S. Department
of Health & Human Services Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail, phone,
or email at: U.S. Department of Health & Human Services, 200
Independence Ave, S.W., Washington, D.C. 20201, phone: 800-
368-1019, TTD: 800-537-7697, email: OCRComplaint@hhs.gov.
Complaint forms are available at
http.//www.hhs.qov/ocr/office/file/index.html.
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