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

@D : state of Michigan Actives, Group 10000623

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual or 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 1-800-422-
4641 or visit www.hap.org/som. 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/shc-glossary/ or call 1-800-422-4641 to request a copy.

Important Questions

Answers

Why This Matters:

What is the overall
deductible?

$125 individual / $250 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. Emergency Services, Urgent care,

This plan covers some items and services even if you haven't yet met the deductible

Durable Medical Equipment, Lab
Pathology, Chiropractic, Office Visits,
Preventive services, Rehabilitation
Services, Pharmacy.

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?

$2,000 individual / $4,000 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. Al
other cost share accumulates unless
otherwise specified in Plan Documents.

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 www.hap.org or call
1- 800-422-4641 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?

No

You can see the specialist you choose without a referral.

(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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45 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other

Important Information

Primary care visit to treat an

$20 Copay

Includes physician home visits when

(Tier 3)

Deductible does not apply

injury or illness Deductible does not apply OGRS medically necessary and prior authorized.
o $20 Copay Includes physician home visits when
If you visit a health care Specialist visit Deductible does not apply Not Covered medically necessary and prior authorized.
provider’s office or
clinic Coverage information available at
www.hap.org. You may have to pay for
Preventive care/screening/ No Charge Not Covered services that aren't preventive services.
immunization Deductible does not apply Ask your provider if the services needed
are preventive services. Then check what
your plan will pay for.
- . . Some services require preauthorization.
WD—g—':rk;IOSt'C fest (x-ray, blood No Charge Not Covered Deductible does not apply to Laboratory
If you have a test Services.
:\ng)ng [GIFET e, No Charge Not Covered Services require preauthorization.
, Costs shown apply to a 30-day supply of
, $10 Copay (retail) drugs. A 90-day supply of non-maintenance
Generic drugs $20C lord Not C q _ . _
(Tier 1) Copay (mail order) ot Covere drugs must be filled at our designated mail
Deductible does not apply order pharmacy. Applies to all Generic and
If you need drugs to Brand type drugs.
treat your illness or Al alty d limited 30-
condition Preferred brand d $30 Copay (retail) Sbecially drugs leC|at rd .slare h|m|te toa | -aay
More information about Tr.e e;re randarugs $60 Copay (mail order)  Not Covered supply ata sp?ma ty pharmacy only.
prescription drug (Tier 2) Deductible does not apply fCeré%m W may bgfapproved
coverage is available at orovor 5. days. nt. 15 Case, I a copay or
max is shown, you will pay 2 times that
www.hap.org.
$60 Copay (retail) gmount for a supply up to 60 days, and 3
Non-preferred brand drugs $120 Copay (mail order)  Not Covered times that amount for a supply of up to 90

days. Other exclusions & limitations may
apply.

* For more information about limitations and exceptions, see the plan or policy document at www.hap.org.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, EXceptions, & Utner
Important Information

Facility fee (e.g., ambulatory

(You will pay the least)

(You will pay the most)

services

Ifyou have outpatient surgery center) No Charge Not Covered Some services require preauthorization.
surgery
Physician/surgeon fees No Charge Not Covered None.
$200 Copay $200 Copay Copay will be waived if admitted as
Emergency room care Deductible does not apply | Deductible does not apply | inpatient.
If you need immediate Emergency medical
medical attention ransportation No Charge No Charge Emergency transport only.
$20 Copay $20 Copay
Urgent care Deductible does not apply | Deductible does not apply None.
T oaertat lrzoaocrlrl]l)ty I3 T O] No Charge Not Covered Some services require preauthorization.
sta
y Physician/surgeon fees No Charge Not Covered None.
$20 Copa Some services require preauthorization.
If you need mental Outpatient services De du_uctible does not apply Not Covered Services can be accessed by calling
. — 1-800- 444-5755.
health, behavioral
hgalth, or sybstance Some Services require preauthorization.
abuse services Inpatient services No Charge Not Covered Services can be accessed by calling
1-800- 444-5755.
No Charae Routine Prenatal and Routine Postnatal
Office visits De ductibgle does not anol Not Covered covered under Preventive Services. For
EE— PRl non-routine Visits see Specialist Office Visit.
Childbirth/delivery
If you are pregnant orofessional services No Charge Not Covered None.
Some services require preauthorization.
Childbirth/delivery facility No Charge Not Covered Maternity care may include tests and

services described elsewhere in the SBC
(e.g., ultrasound).

* For more information about limitations and exceptions, see the plan or policy document at www.hap.org.
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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

(You will pay the least)

(You will pay the most)

Does not include Rehabilitation Services.

Home health care $20 Copay Not Covered Unlimited.
S . No Charge May be rendered at home. Up to 100
Mo lielen eeilges Deductible does not apply MabieaETE: combined visits per benefit period.
Limited to Applied Behavior Analysis (ABA)
If you need help ?’rlld Phy3|cal,. Spefecr][,harld Otccuptam;)nal
recovering or have i , No Charge erapy services for e treaiment o
. Habilitation services . Not Covered Autism Spectrum Disorders. See
other special health Deductible does not apply e : .
Rehabilitation services for non-autism
needs e . .
Habilitation cost sharing and limits.
Covered for authorized services only.
Skilled nursing care No Charge Not Covered Govered for aythorlzed services; up io 120
days per confinement
Durable medical equipment No Charge Not Covered Wigs - Lifetime maximum $300
Deductible does not apply
Hospice services No Charge Not Covered Unlimited.
Children's eye exam $20 Co'pay Not Covered One routine eye exam per benefit period at
Deductible does not apply no cost share.
If your child needs o
dental or eye care Children’s glasses Not Covered Not Covered None.
Children’s dental check-up Not Covered Not Covered None.

* For more information about limitations and exceptions, see the plan or policy document at www.hap.org.
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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 Acupuncture o Dental Care (Adult) e Non-Emergency Care Outside of the U.S.
e Cosmetic Surgery e Long-Term Care e Routine Foot Care

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

e Bariatric Surgery — One o Infertility Treatment — Coverage o Routine Eye Care (Adult) - One routine eye exam
Procedure per lifetime includes diagnosis, counseling, and per plan year
e Chiropractic Care — Manipulations treatment of infertility when e Weight Loss Programs — HAP approved
only, up to 24 visits per plan year medically necessary and multidisciplinary program when meeting age/BMI
e Hearing Aids — One (1) Hearing preauthorized by HAP. One attempt criteria

of artificial insemination per lifetime.

e Private Duty Nursing — Medically
necessary care, limited to 90 days
per plan year

Aid per ear per plan year

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: contact the plan at 1-800-422-4641 you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or http://www.cciio.cms.gov.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.govor 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 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 the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, MI 48909-7720, http:/michigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file
your appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.O. Box
30220, Lansing, MI 48909, phone 1-877-999-6442, website: http://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.

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? Yes.
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.

* For more information about limitations and exceptions, see the plan or policy document at www.hap.org. Page 5 of 7
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Language Access Services:

m Language Assistance

We want you to easily get the information you need. To request assistance in a language other than English. call (800) 422-4641 (TTY: T11).

VINI RE: Nése flism shaip. ju ofrohen shérbime ndihme gjuh&sore falas. Telefonom numrn (800) 422-4641 0se TTY: T11.

T el S Gaii (800) 422-4641 a8 Fo Jeall ot A gl il it 2l 3 L oA el AR Sida 1Y A
Ao [oeT: AT T SFTE Y1 T, SHET FIESTE TEEE [SaEen SrTE S 7961 (800) 422-4641 IITTY: 711 TIE F9 S0
SERE R R e o - R LU S GE SR AN TE TS - SYEUE (800) 422-4641 B TTY P GHECEE 711 -
HINWEIS: Wenn Sie Deutsch sprechen. stehen Thnen kostenlos Sprachassistenzdienste zur Vearfiigung, Rufnuwmmer: (800) 422-4641 oder TTY: 711,

ATTENZIONE: In caso la lingua parlata sia 'italiano. sono disponibili servizi di assistenza linguistica grannti.
Chiamare il nmumero (800) 422-4641 (TTY: T11).

AERE BFRBTEZLLSBE. MHOBBXEZETHAVVEETET . (800)422-4641 FT. EWBEBICTITEH/LZELN.
TTY 22— —Ik 711 FETTEH/ 2SN
Fol: 3ol § ARSI e H S, F8 o] A AEl2E o]l &5 £ 215110h 800-422-4641 B IEETTY: 711 o2 geks] 442,

UWAGA: jezeli méwisz po polski. mozesz skorzystac z bezplamej pomocy jezykowej. Zadzwon pod numer (800) 422-4641 Iub TTY: 711,
BHIIMAHHE! Ecau sam poIRofi A3BIK PYCCKHI. BaM MOTYT OBITE OPeIoCcTABTEHE OSCIIATHEIE NepeBoadeckie yeryTH. OopamafiTecs Mo HOMEPY
{200) 422-4641 (Temeraiim: T11}.

NAPOMENA: Ako govorite luvatski/srpski. dostupna Vam je besplatna podrika na Vasem jeziku. Kontaktirajte (800) 422-4641 ili tekstualni telefon
za osobe osteéena sluha: 711,

ATENCION: si habla espaiiol. los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para usted. Llame al (800) 422-4641,
los usuarios TTY deben llamar al 711.

(800) 422-rdGinn Li Huian rhsls HuiNsh Chiio odalns o o o0 iriah ndliom e wGa) ml L Aluseed o ahaert o ¢ I iman
JTTY: 711 i are 4641

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Tumawag sa (800) 422-4641 o TTY: T11.

CHU Y: Néu quy vi ndi tiéng Viét. chimg téi ¢6 cac dich vy héd tro ngén ngir mién phi danh cho quy vi. Hay goi (800) 422-4641 hodc TTY: 711.

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.
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About these Coverage Examples:

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)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $125
B Specialist copayment $20
B Hospital (facility) $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)

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

Deductibles $125
Copayments $10
Coinsurance $0

What isn’t covered
Limits or exclusions $61
The total Peg would pay is $196

B The plan’s overall deductible $125
B Specialist copayment $20
W Hospital (facility) $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)

care)
B The plan’s overall deductible $125
B Specialist copayment $20
B Hospital (facility) $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 ‘ $5,600 Total Example Cost ] $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles $125
Copayments $724 Copayments $265
Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered
Limits or exclusions $22 Limits or exclusions $0
The total Joe would pay is $746 The total Mia would pay is $390

The plan would be responsible for the other costs of these EXAMPLE covered services.
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