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MESSA Choices Il

Plan Summary of Benefits

Health Care Benefits for You and Your Covered Dependents

All services must be medically necessary.

Plan Maximums In-Network Out-of-Network
B Deductible (per calendar year) None '?25{)‘ individual / $500
amily
B Co-payment None 32,0_00 individual/$4,000
(not all out-of-pocket expenses accrue family
towards this maximum)
B Lifetime Benefit Unlimited Unlimited

In-Network Provider Out-of-Network Provider

Type of Service
(after deductible)
80% of the approved amount

Office Visits $5 co-payment
Inpatient Hospital
® Semi-private room and board (includes supplies and services) 100% 80% of the approved amount

B Physician Charges

Surgical Services
Includes: surgeon, assistant surgeon and anesthesiologist 100%
charges.

80% of the approved amount

Hospital Emergency Room (ER) - Co-payment and deductible
waived if admitted or due to accidental injury

B Hospital Charges $25 co-payment $25 co-payment

® ER Physician Charges

Urgent Care - Co-payment and deductible waived if admitted or due to
accidental injury

Chiropractic Services including Modalities
Up to 38 visits (combination of in-network and out-of-network
visits] per calendar year

Preventive Care

B Well baby and well child care visits:
# 8 visits per year through age 1
# 2 visits per year - ages 2 and 3
¢ 1 visit per year - ages 4 through 15

B immunizations - up to the age recommended by the

Advisory Committee on Immunization Practices
& Cancer Screenings

B Health Maintenance Exam - age 18 through adult, 1 per vear

Diagnostic Lab & X-Ray
Radistion & Chemotherapy
Allergy Testing & Therapy

$5 co-payment

80% of the approved amount

$10 co-payment

80% of the approved amount

100%

80% of the approved amount

100%

Not Covered

80% of the apgroved amount

80% of the approved amount

80% of the approved amount

Over-s



MESSA Choices Il Continued

Ptan Summary of Benefits

Type of Service In-Network Provider  Out-of-Network Provider
(after deductible)

Additional Covered Services
B Medical Supplies and Equipment
& Ambulance
W Hearing Care (pfan limits apply)
m Skilled Nursing Facility 100% 100% of the approved amount
m Hospice
® Home Health Care
®m Human Organ Transplant - when authorized and
performed at an approved facility (plan limits apply)

Mental Health and Substance Abuse

Outpatient Care
® Mental health care - combined limit of 50 in-network and
out-of-network visits per member, per calendar year 90% 80% of the approved amount
m Substance abuse treatment - care must be provided in a
licensed substance abuse facility.

Inpatient Care
® Pre-authorization required 100% 80% of the approved amount

Outpatient Physical and Speech Therapy
Up to a combined benefit maximum of 60 visits per member
per calendar year, whether obtained from an in-network or out- 100% 80% of the approved amount

of-network provider

m Medical Case Management (MCM)
MESSA offers Medical Case Management (MCM), a unique program tailored to meet the medical needs of our members who may need
extraordinary care if diagnosed with a catastrophic illness or injury. Itis designed to help MESSA members and their famities through
these difficult times by providing flexibility, support and direct involvement in the management of their health care.

m Prescription Drug Coverage
Group prescription drug coverage is included with this plan. Check your Collective Bargaining Agreement.

m MESSA Help Lines

Plan participants have access to two 24-hour, seven-days-a-week, telephone help lines: Nursel.ine for general medical information and
Healthy Expectations which is a prenatal information program for expectant mothers. Both help lines are staffed by specially trained
Registered Nurses who can answer your medical questions and provide health related information. These services are not intended to
replace regular medicai care by a doctor or other qualified medical professional. To access Nurseline or Healthy Expectations, call

800.414.2014.

m Covered Services and Approved Amounts
in-Network providers bill BCBSM and MESSA directly. Payments for covered services are based on BCBSM's approved amounts. Your
tiability is limited to the plan co-payment requiremsnts.

Out-of-Network providers may or may not bill CBSM or MESSA directly. The member is responsible to the provider for any
deductibles, co-payments and amounts that are in axcess of the approved amount for the service as predetermined by MESSA and

BOBSM. These amounts may be substantial.

tedical benefits underwriten by Blue Cross Blue Shisid of Mahigen (BCBSH) & BCS Lo insurance Company BCESM is an mdepsndent hcensee of the Biue Cross and Blue Shield Association.

Additional Benefits for You
Life Insurance $5.000 {ife and AD&D insurance may be continued following termination

Accidental Death & Dismemberment Insurance (AD&D) 55,000 of employment by direct payment (o MESSA. AD&D terminates at
age 65 or when employment terminates, whichever happens last.

[ e and ADALD inswrence underwnlien by L ife Insurance Company of North America

This is & befed surmemary of the MESEA Choices i Plan. Ear additienal information, including sligibifity, imitat and act AESSA st 800,292 4910
|
ve s Wy BY 68 %% (B 2 T 4
MES - 3400 1475 Kendale Bivd, PO, Box 2560 « East Lansing. Michigan 48828-2560
Fay 4108

Br. a8 - 100 847 332 2581 s BU0.292.4810
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ility Guidelines
ve 100% participation within a definable group and must

work requirement 1o place the coverage in force.

® gag@%ﬂ z 30-day written notification period prior to the MESSA/Delia
tive date of coverage,

. ex-spouse, and surviving spouse/children coverage

wat sign an Employer Parlicipation Agreement in this

,,

coverage can be implemented.

number needing two or more person coverage. Send
id Services for processing.

[ plans are based upon the number of employees needing
he

ted to exceed $200, the dentist should file the treatment
before any work is done. Delta Dental reviews the plan

é their dentist what treatment is covered and at what
s recommended, not required. No predelermination |
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NUN-PANEL BENEFITS Maximam Reimbursement to Patient

VEP-1 JVEP-L JVSP-Z VP2 | VSPT sP3 [ YSP3
Bronze Sityer fGold Flus

- $15 max S —
logist $38.50 max 245 max
Contact Lens Maximum Reimbursament lncludes exam}
ﬁ :
$65 max $90 max $115 man
Frame Maximum Belmbursement
38 may $44 max $55 may

Lenses Reimburssment

$20 max $29 max

$24 max $51 max

$30 max $43 max

$40 max 875 max
£33 max $47 max

$51 max

375 max
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