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THIS AGREEMENT entered into this 2nd day of July 2018, between the City of Westland
(hereinafter referred to as the “Employer”) and the City of Westland Supervisory Association, Unit of
Local 174, UAW (hereinafter referred to as the “Union”).
The masculine pronouns and relative words herein used shall be read as if written in plural and
feminine if required by the circumstances and individuals involved and is not intended to be
discriminatory in any fashion.

PURPOSE AND INTENT
The general purpose of this Agreement is to set forth the terms and conditions of employment of the
members of the bargaining unit and to promote orderly and peaceful relations for the mutual interest of the
City of Westland and the Union.
The City of Westland and the Union encourage to the fullest degree friendly and cooperative relations
between their respective representatives and the employees covered by this Agreement.
The City of Westland and the Union further recognize that due to rising costs, they have an equal
obligation to assist in accomplishing greater productivity and services to the community.

ARTICLE 1
Recognition
Pursuant to the provisions of Public Act 379 of the Public Acts of 1965, as amended, the Employer
recognizes the Union as the sole and exclusive Bargaining Representative.
All persons serving in a Supervisory or Professional capacity shall be eligible for membership except:
1. Employees covered under Act 78 or members of any other collective bargaining unit.
2. All Department Heads.
3. All Division Heads named in the City Charter or duly adopted by ordinance.
4. The Administrative Assistant to the Mayor.
5. The Mayor’s office and secretarial staff.
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ARTICLE 2
Management Responsibilities
A. Control and Management
It is recognized that the government and management of the City, the control and management of its
properties and the maintenance of municipal functions and operations are reserved to the City and that all
lawful prerogatives of the City shall reign and be solely the City’s rights and responsibility. Such rights
and responsibilities belonging solely to the City and hereby recognized, prominent among which, but by
no means wholly inclusive are:
1. All rights involving public policy.
2. The right to decide the number and location of facilities, department, etc.
3. Work to be performed
4. Maintenance and repair
5. Supervision and the amount thereof
6. Machinery, tools and equipment
7. Schedules of work, together with the selection, procurement, designing, engineering and control of
equipment and materials.
B. Selection and Directions of the Working Forces
It is further recognized that the responsibility of management of the City, selection and direction of the
working forces, including the right to hire, suspend or discharge for proper cause, layoff, assign, promote
or transfer, to determine the hours of work, to relieve employees from duty because of the lack of work, or
lack of funding, are solely the responsibilities of the City.

ARTICLE 3
Union Security
To the extent that the laws of the State of Michigan permit, it is agreed:
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A. Union Membership
1. As a condition of employment, each Supervisory employee in the Bargaining Unit on or before the
30th day after employment in the Bargaining Unit, whichever is later, and regularly thereafter, shall
tender to the Association either periodic and uniformly required Union dues, or in the alternative,
service fees as determined by the Union in an amount not to exceed the monthly dues. This shall
not represent for matters of qualification during the employee’s trial period.
2. The Employer shall provide to the Local Union the name of those Supervisory employees hired.
B. Checkoff
In compliance with Michigan P.A. 54 and providing the employee consents to paying union dues:
1. The Supervisory employee shall complete both the application for membership and the
Authorization for checkoff of dues or service fees and return them to the Union’s Financial
Officer. Thereafter, dues or service fees and assessments as determined by the Union shall be paid
monthly to the Union.
2. During the life of this Agreement and in accordance with the terms of the authorization for
checkoff of dues or service fees, the Employer agrees to deduct the membership dues or service
fees as determined by the Association from the pay of each Supervisory employee who executes or
has executed the authorization for checkoff of dues or service fees.
3. The initial deduction for any Supervisory employee shall not begin unless the authorization for
checkoff of dues or service fees and the certification of the Union’s Financial Officer as to the
amount of the periodic Union dues or service fees has been delivered to the Employer’s Payroll
Department at least fifteen (15) calendar days prior to the affected payday.
4. All such sums deducted shall be remitted to the Financial Officer of the Union by prepaid check
not later than one (1) week after deductions are made.
5. In cases where a deduction is made which duplicated a payment already made to the Union by a
Supervisory employee or where a deduction is not in accordance with the rules as determined by
the Union, refunds to the Supervisory employee shall be made by the Union.
6. The Employer shall not be liable to the Union by reason of Section B of this Article for the
remittance or payment of any sum other than that constituting actual deductions made from the pay
earned by the Supervisory employee.
7. The Employer shall not, during the life of this Agreement, deduct dues or service fees from the
Supervisory employees for any organization other than the Union without the Union’s written
permission.

Page 3

C. Termination for Failure to Comply
1. A Supervisory employee in the Bargaining Unit who fails to tender the Union either periodic and
uniformly required Union dues or service fees as set forth by the Union shall be terminated by the
Employer, provided the following procedures are adhered to:
a) The Union shall notify the Supervisory employee by certified or registered mail explaining that
he/she is delinquent in tendering required Union dues or service fees, specifying the amount of
the delinquency, and warning him/her that unless delinquent dues or service fees are properly
paid and a properly executed authorization for checkoff of dues or service fees is tendered
within (10) calendar days of such notice, he/she will be reported to the Director of Personnel
for termination as provided for in the Article.
b) The Union shall give a copy of the letter sent to the Supervisory employee and include the
following written notice to the Labor Relations Department at the end of the ten (10) calendar
days:
The Union certifies that _____________ has failed to tender either the periodic and uniformly
required Union dues or service fees required as a condition of continued employment under the
Collective Bargaining Agreement and demands that, under the terms of the Agreement, you
terminate this Supervisory employee.
c) The City within thirty (30) calendar days of receipt of written notification from the Union shall
terminate the Supervisory employee.
2. The Union shall protect and save harmless the Employer from any and all claims, demands, suits
and other forms of liability by reason of action taken or not taken by the Employer for the purpose
of complying with Section C of this Article.

ARTICLE 4
Union Activities
1. Employees have the right to join the Union, to engage in lawful concerted activities for the purpose of
collective bargaining or negotiations or other mutual aid purposes, to express or communicate any
views, grievances, complaints or options related to the conditions or compensation of public
employment or their betterment, all free from any and all restraint, interference, coercion,
discrimination or reprisal.
2. Union representatives in the performance of these duties will be permitted to leave their assigned work
and will be compensated at their regular pay for the regular day at straight time hours. This privilege
is extended with the understanding that it will not be abuse.
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3. The Union will notify the City in writing, the names, titles, and effective date of the representatives
selected by the Union prior to their acting in any official capacity.
4. The City shall recognize a bargaining committee of three (3) plus the President for the purposes of
negotiating contracts and any other matters which may arise; however, there shall be no more than two
(2) representatives from any one (1) department, recognizing that departmental duties may prohibit the
release of two (2) representatives.
5. Special conferences for matters of mutual concern may be held between the Unit President and the
Employer, or the employee’s designated representatives, upon the request of either party. Such
meeting will be between the representatives of the Employer and at least two (2) representatives of the
Union. Arrangements for such special conference shall be made in advance.
6. Upon prior request and approval, the City shall make available a suitable room for use by the Union at
no charge.
7. Upon written request to the Personnel Department, an employee will be permitted to review his/her
complete personnel records twice per calendar year, at the office of the Personnel Director, in
accordance with existing laws.

ARTICLE 5
Seniority
A. Probationary Employees
Any new employee shall be a probationary employee until he has completed 6 months of service. At
the end of such period, said employee shall be terminated or entered onto the seniority list as of the
beginning date of the probationary period in the Union. The City may discharge or transfer probationary
employees at any time during their probationary period.
B. Seniority
Seniority is determined by the employee’s period of employment as a member in the Union unless
otherwise provided for in this agreement. For purposes of clarification, a new employee is defined as a
new hire to the City of Westland, someone who is hired to fill a position within the bargaining unit. An
employee who is presently employed by the City of Westland and has transferred or promoted into the
bargaining unit is not considered a new hire. Notwithstanding their places on the department or unit wide
seniority lists, the Union’s Executive Board, i.e. President, Vice President, Secretary, Treasurer and
Member-At-Large shall be deemed to have the most seniority, for the purpose of layoff only, in their
department, providing they are able to do the available work.
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C. Loss of Seniority Accumulation
Any member of the Union accepting a position in the City out of this Union shall request a leave of
absence not to exceed six (6) months and shall retain the seniority he/she had at the time of acceptance.
They shall not accrue seniority while out of the Union. The position left by any member to accept a
position in the City out of the Union may be filled by the City up to six (6) months on a provisional basis.
Any employee returning to the Union shall return to his/her previous position and shall begin to re-accrue
seniority as of the date they re-entered the Union.
D. Loss of Seniority
Seniority shall be broken and forfeited if any employee:
1. Quits or retires.
2. Is discharged and the discharge is not reversed through the grievance procedure.
3. If he is absent for five (5) days without notifying the City unless it is physically impossible for him
to do so.
4. Fails to return on recall.
5. If the employee is laid off for a period of two (2) years or a period equal to their seniority, not to
exceed five (5) years, whichever is longer.
6. Separation upon settlement covering total disability.
7. Failure to return from any leave of absence as defined in this Agreement.

ARTICLE 6
Layoff
Layoff of any employee shall be by classification in reverse order of seniority. Recall of seniority
employees will be in reverse order of layoff if the seniority employee has the experience, ability and
educational requirements to meet the description of the job or classification needed, including new jobs.
Each employee shall be notified of such recall by certified mail addressed to their address of record,
following the receipt of which the laid off employee shall have five (5) days within which to return to
work.
The City shall provide written notice to any employee whose position will be temporarily or
permanently eliminated, at least ten (10) work days in advance of such change.
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The employee may exercise his unit-wide seniority to displace a lesser seniority employee on a job he
has the experience, ability and educational requirements of the job description or classification he seeks to
displace. However, those employees who, according to state law, are appointed by a City official may not
be displaced nor may they displace a seniority employee.
The employees who are unable to displace lesser employees according to the above procedure will be
laid off.
ARTICLE 7
Printing of Agreement
The City shall provide copies for all members of the Union and for the Union files within thirty (30)
days of acceptance of this Agreement by the parties.

ARTICLE 8
Grievance Procedure
The primary purpose of this procedure is to secure, at the lowest level possible, equitable solutions to
the problems of the parties. Both parties agree that those proceedings shall be kept as confidential as may
be appropriate at each level of the procedure.
Definition – A grievance is a claim by a member of the Union that there has been a breach,
misapplication, or misinterpretation of any provision of this Agreement, or of any practice or policy of the
Employer not covered by this Agreement.
Step 1
Any employee of the Union having a grievance shall have the opportunity to discuss a grievance with
his Division or Department Head who shall attempt to adjust same. The employee presenting the
grievance shall have the right to summon one (1) member of the Executive Board to be present at such
discussion to act as the employee’s representative.
If the grievance is not adjusted by the Department or Division head, it shall be reduced to writing on
the Union’s Grievance Forms within three (3) days after discussion, signed by the grieved employee or
Officer of the Union. The original shall be filed with the Department Head or Division Head who shall
date and sign for its receipt. A copy of the grievance shall be supplied to the grievant and a copy
forwarded to the Personnel Director.
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Step 2
In the event that the grievance is not resolved in writing within five (5) working days after the
grievance is filed with the Department or Division Head, the President of the Association may appeal the
grievance to the Personnel Director. The Personnel Director or his/her designated representative shall,
within seven (7) calendar days of such appeal, meet with the proper representatives of the Union,
including the Local Union Servicing Representative, the grieved employee and Management. The
Personnel Director or his/her designated representative shall give their written, dated and signed
disposition of the grievance within fifteen (15) calendar days after such meeting to the President of the
Unit with a copy to the grievant.
Step 3
If, after receiving the disposition of the grievance by the Personnel Director, the Union feels the
disposition is still not satisfactory, it may, within twenty (20) days from receipt of the disposition, request
arbitration from the American Arbitration Union, and simultaneously provide a copy to the Personnel
Director, and by written notice to the other party. The Union will make a request to the arbitrator. The
parties will be bound by the rules and procedures of the American Arbitration Association in the selection
of the Arbitrator. The Arbitrator so elected will hear the matter pursuant to the rules of the American
Arbitration Association. The Arbitrator’s decision will be in writing and will set forth his findings of
facts, reasoning and conclusions on the issue submitted.
The power of the Arbitrator stems from this Agreement and his function is to interpret and apply this
Agreement and to pass upon alleged violations thereof. He shall have no power to add to, subtract from,
or modify any terms of this Agreement, nor shall he have any power or authority to make decisions which
require the commission of an act prohibited by law or which is violative of this Agreement. The decision
of the Arbitrator shall be final and binding upon the Employer, the Union and the grievant.
The costs of the Arbitrator’s services including his expenses shall be borne equally by the parties.
Each party shall pay its own expense.
a) No grievance, verbal or written, withdrawn or dropped by the member or Union or granted by the
Employer, prior to the final step of the grievance procedure, will have any precedential value. The
sentence immediately above applies only to grievances resolved after the effective date of this
Contract.
b) The Union shall have the right, through its Executive Board, to file a grievance directly with the
Personnel Director at Step 2 of the Grievance Procedure if the Executive Board and/or the Union
believes that the alleged violation affects the members of the entire Association. In such case, the
Union shall be deemed to be the grievant.
c) There shall be no reprisals of any kind by administrative personnel taken against the grievant, any
party in interest, or his Union representative, any member of the Executive Board, or any other
participant in the procedure set forth herein by reason of such participation. No reprisals, political
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or otherwise shall be taken against Administrative Personnel for enforcing their rights and
obligations within the context of this contract.
d) No claims, including claims for back wages, by any employee covered by this Agreement, or by
the Union against the City, shall be valid for a period of more than three (3) working days prior to
the date the grievance was first discussed (Step 1), unless the circumstances of the case were
unknown by the employee, or the Union, as the case may be, and that he or the Union has grounds
for such claim prior to that discussion in which case the claim shall be limited retroactively to a
period not to exceed fifteen (15) calendar days prior to the date the employee or the Union first
processed the grievance.
e) Time limits between the various steps may be waived and/or extended by mutual written
agreement.
f) Past grievances, disciplinary actions or reprimands will not be considered as evidence in a current
disciplinary action if any of the same type of infractions has not occurred within the last two years.

ARTICLE 9
Strikes and Lockouts
It is mutually agreed between the parties hereto that the Union will not call, authorize, or participate in
any strike during the term of this Agreement and that the Employer will not engage in any lockout of
employees during the term of said Agreement.
ARTICLE 10
Savings Clause
If during the life of this Agreement, any of the provisions contained herein are held to be invalid by
operation of law or by any tribunal of competent jurisdiction, or if compliance with or enforcement of any
provisions should be restrained by such tribunal pending a final determination as to its validity, the
remainder of this Agreement shall not be effected thereby. In the event any provision herein contained is
so rendered invalid, upon written request of either the City of Westland or the Union, the parties shall
immediately enter into collective bargaining for the purpose of negotiating a mutually satisfactory
replacement for such provision.

ARTICLE 11
Standards and Practices
The following standards and practices will be established for the term of this contract.
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1. The Personnel Department shall notify the Executive Board of the Union, in writing, of job openings
within the Union.
2. Foremen assigned vehicles in the course of employment for on-call purposes may drive City vehicles
to and from their residence in Westland or within ten miles, one way, of the DPS building.
3. If employees are required to use their personal vehicle in the course of employment, they will be
reimbursed at the then current rate set by the IRS for work-related mileage other than travel to and
from home.
4. It is understood and agreed that Management has the exclusive right to assign and transfer Foremen
within the same pay grade. It is further agreed that Management will notify all Foremen to be
transferred at least five (5) work days in advance of the re-assignment and transfer. It is further
understood that prior notice will be waived when transfers are required due to an emergency.
5. Supervisory employees who have driving responsibilities as part of their job description are required
to have a valid driver’s license appropriate for the responsibilities of the job and as such are subject to
random drug testing. For DPS Foremen, the minimum requirement is a Commercial Driver License
(CDL) Class B license. This license must be obtained within ninety (90) days of ratification of this
agreement and hereafter, maintained for the duration of time the employee is assigned to the position
of Foreman. Failure to obtain said CDL Class B license within ninety (90) days of contract ratification
will subject the employee to a reduction in hourly wage rate from that of a Foreman to the lowest pay
classification set forth in this agreement. Further, except for the “on-call pay” as set forth in this
agreement, said foreman lacking a CDL Class B license shall not be entitled to any additional
overtime assignments until the employee has obtained this CDL license.
6. Management and the Union recognize the value of periodic performance evaluations in improving
employee performance and correcting problem performance. The evaluation shall not, in itself, be a
cause for disciplinary action.
7. Work week and holidays - The employees shall be expected to work the same regular work schedules
as the employees they regularly supervise in the AFSCME bargaining unit, except that Foremen shall
work such schedules as may be determined by the Department Director. Employees shall receive the
following Holidays off work, with pay: New Year's Day, Martin Luther King Jr. Day, President's Day,
Good Friday, Memorial Day, Independence Day, Labor Day, Columbus Day, all Primary and General
Election Days (provided the City is holding an election), Veteran's Day, Thanksgiving Day, the Day
after Thanksgiving, Christmas Eve Day, Christmas Day and New Year's Eve Day. If the Holiday falls
on Sunday, it shall be celebrated on the following day. If the Holiday falls on Saturday, it shall be
celebrated on the Friday before said Holiday.
8. Leaves of Absence:
a) Leaves of absence without compensation may be granted by the Department Director for a period
no longer than thirty (30) days, upon written request by the employee stating purpose of the leave.
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Request for leaves of more than thirty (30) days must be approved by the Personnel Director or the
Mayor.
b) In compliance with the Family Medical Leave Act (FMLA), the employee, upon request, shall be
granted a family leave to tend to the care needs of the employee’s immediate family (defined as
spouse, expectant children, children and parents). A certification from the appropriate physician is
required.
c) When returning from any leave of absence, the employee shall notify the Personnel Department in
writing at least three (3) working days before their return to work.
d) An employee will have the right if elected or appointed to a public office, regardless of when such
election or appointment may have occurred or will occur, to be given a leave of absence for the
term of their office and accrue seniority. Such individuals may return to this bargaining unit from
an appointed or elected position only in the event that they are demoted from an appointed
position, or they are displaced or removed due to political reasons. Similarly, Supervisory unit
members who are eligible may return to the AFSCME Local 1602 bargaining unit if they are
demoted or they are displaced by the return of an elected or appointed employee to the Supervisory
bargaining unit.
9. The City may temporarily upgrade any individual to a classification covered by this agreement for up
to 60 days in any 180 period. Any employee upgraded from the non-supervisory unit for a period of
up to 60 calendar days, shall be paid at an hourly rate representing up to 95% of the maximum allowed
in the contract for that position.
10. The City reserves the right to publish work rules from time to time. Such rules will become effective
24 hours after publication. The Union reserves the right to challenge the reasonableness of any work
rule through the grievance procedure.
11. Effective upon final ratification of this agreement, the following Fatigue Time provisions will be
followed:
a) Should an employee work a shift and a half or more within a continuous twenty-four (24) hour
period, starting with his/her normal shift time he/she shall be released, if he/she desires, for a
period of eight (8) hours before he/she is required to report to work for his/her next normal work
day. If all or any part of the eight (8) hour period coincides with the employee's next normal work
day, he/she shall suffer no loss of his/her straight time pay he/she normally earns during such
period.
b) Should an employee work six (6) hours or more any time prior to the start of his/her shift, he/she
shall be permitted to be released, if he/she desires, for a period of eight (8) hours before he/she is
required to report to work for his/her next normal work day. If all or any part of the eight (8) hour
period coincides with the employee's next normal work day, he/she shall suffer no loss of his/her
straight time pay he/she normally earns during such period.
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c) All hours worked between midnight and 4 a.m. on a regular work day shall be compensated at the
rate of time and one half the employee’s regular rate of pay.
ARTICLE 12
Fringe Benefits
A. Uniforms
Employees assigned to maintenance and building positions will be required to wear a uniform while
on duty. Uniform allowance will be eliminated July 1, 2010. Effective July 1, 2010, the City will provide
uniforms that it designates and will bear the cost of washing. Outside employees will be provided shirts
and pants. Should temperatures warrant, outside employees will be permitted to wear, at their own cost
and cleaning, shorts provided they are black or navy blue in color. Cut off jean shorts or denim is not
permitted. All non-maintenance and non-building employees will receive a $150 per year uniform
allowance to be paid the first pay day in April.
B. Tuition Reimbursement
Employees will be reimbursed 90% of expenses, not to exceed $2,000 in any calendar year, for
tuition, lab fees, registration fees, course mandated text books, provided (1) they receive prior written
approval of the Personnel Department, (2) the Finance Department verifies the City has appropriate funds
to reimburse, (3) the course is taken at an accredited institution, (4) the employee successfully completes
the course and obtains a passing grade, (5) the course relates to the type of work and jobs performed by
employees of the City of Westland. Effective July 1, 2014, should an employee resign or be discharged
within five (5) years of receipt of any particular tuition reimbursement, employee shall repay to the City
the reimbursement(s) received as follows: termination date within twelve (12) months of receipt of
reimbursement – 100%, 1-2 years – 80%, 2-3 years – 60%, 3-4 years – 40% and within 4-5 years – 20%.
Employee has no obligation to reimburse any portion of tuition reimbursement upon completion of five
years of service from receipt of said tuition reimbursement.
C. Education
Employees hired prior to July 1, 2014, including employees newly promoted from AFSCME with an
original hire date prior to 7/1/14, shall receive the following stipends as noted below to be paid the second
pay in July. Each employee must submit verification of eligibility (degree, certification, and any
continuing education credits/training as mandated by granting authority, etc.) and shall only receive one
stipend annually (stipends are non-cumulative). For instance, an employee has earned a Master’s degree
and previously earned a Bachelor’s degree. Employee shall only receive the $3,000 for earning the
Master’s degree.
Level 1: Associate’s degree, S-3 or S-4 Water Distribution Certification from the State of Michigan,
Builder’s license, Building Inspector license or Building Official license. Stipend: $1,000
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Level 2: Bachelor’s degree, S-2 Water Distribution Certification from the State of Michigan.
Stipend: $2,000
Level 3: Master’s degree or S-1 Water Distribution Certification from the State of Michigan.
Stipend: $3,000
The education stipend is paid retroactive for the prior year from July 1st to June 30th. Upon
retirement, a prorated portion of the education stipend will be paid on the employee’s final check.
D. Life Insurance
The City agrees to provide a $50,000 Life Insurance Policy with Accidental Death and
Dismemberment. A $12,000 Life Insurance Policy for retirees drawing MERS pension will be provided.
E. Dental Insurance
1. Employees
The City shall provide for 100% of the dental insurance costs for preventive, diagnostic (except
radiographs) and emergency palliative (Class 1) services and ninety (90%) percent of the balance of Class
1 benefits as paid by Delta, and eighty (80%) percent of treatment costs paid by Delta on Class II benefits,
with a $1,000 maximum per person per contract year on Class I and Class II benefits. Eighty (80%) of
treatment costs paid by Delta on Class III (Orthodontic) benefits with a $1000 lifetime maximum, or the
equivalent provided the Union is supplied with copies of any proposals by new carriers. In the event that
the Association questions the comparability of equivalency, the plan cannot be implemented until a
mutually-agreed-to insurance consultant arbitrates and rules that the plan is equivalent or better.
Any employee may choose to upgrade to a different dental plan with the same provider already
utilized by the City as long as the City does not incur additional costs. Any difference in plan costs will
be paid by the employee within this bargaining unit via a payroll deduction. This option will be offered to
employees during the next open enrollment period and will be effective January 1, 2019.
2.

Retirees

For retirees and their spouses and eligible dependents after 1/1/96 the City shall provide 5% per full
year of service to the City of Westland of the dental insurance costs for the treatment costs for preventive,
diagnostic (except radiographs) and emergency palliative (Class I) services and ninety (90%) percent of
the balance of Class I benefits as paid by Delta, and eighty (80%) percent of treatment costs paid by Delta
on Class II benefits, with a $1000 lifetime maximum per person per contract year on Class I and Class II
benefits. Eighty (80%) of treatment costs paid by Delta on Class III (Orthodontic) benefits with a $1000
lifetime maximum. The City shall not change or substitute equivalent retirement dental insurance
providers that a retiree was entitled to at the time of retirement, so long as the specified retiree insurance
providers remain in existence and they continue to offer the specified retiree insurance plans. If such
plans are not available, the City shall provide equivalent coverage from another provider.
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Applicable to employees retiring after July 1, 2018, in order for the employee, spouse and/or eligible
dependents to receive retiree dental benefits, the employee and/or spouse must be receiving a MERS DB
pension or, for those MERS DC retirees, benefits would start the month following attainment of age 59 ½.
It will be the responsibility of the MERS DC retiree to contact the Personnel Department prior to turning
59 ½ to enroll in the retiree benefits. If contact is not made at that time the retiree would have to wait
until the next open enrollment period to enroll. If the retiree is currently working for the City of Westland
and retires the year in which they turn 55, benefits would begin the month following retirement.
F. Eyesight Program
The City will reimburse employees and retirees and their eligible dependents covered by this
agreement for their regular eye exam plus optical expenses for corrective lenses up to a maximum of $150
every two years based on date of service per eligible person(s) defined herein as an active employee,
his/her dependents, provided retiree is drawing a MERS pension and their eligible dependents, for
expenses incurred in the purchase of corrective eye glasses and/or frames, contact lenses, and/or for an eye
examination; provided that the paid receipts are submitted to the City’s Personnel Department for
reimbursement. Management reserves the right to (fully or self) insure optical coverage for active
employees, retirees and dependents provided coverage is the same or better (i.e. every two years, includes
examination, lenses, etc.).
Non-prescribed readers and non-prescription sunglasses are not eligible for reimbursement.
Effective July 1, 2018 the City will provide all active employees and their eligible dependents the
EyeMed Plan for optical benefits. Any employee retiring on or after July 1, 2018 will receive remain on
the EyeMed Plan for optical benefits. Retirees prior to July 1, 2018 will continue to submit optical
reimbursement through the City’s Personnel Department as outlined in paragraph 1 above. If the City
decides to change the eyesight program in the future, all employees retiring after July 1, 2018 will be
enrolled in the same plan as active employees.
If other union groups move into the EyeMed plan, and agree to pay toward the plan, the UAW Union
agrees to share the costs of EyeMed administrative processing fees currently set at $1.00 per person per
month through December 31, 2022.
Applicable to employees retiring after July 1, 2018, in order for the employee, spouse and/or eligible
dependents to receive retiree optical benefits, the employee and/or spouse must be receiving a MERS DB
pension, or, for those MERS DC retirees, benefits would start the month following attainment of age 59
1/2”. It will be the responsibility of the MERS DC retiree to contact the Personnel Department prior to
turning 59 ½ to enroll in the retiree benefit. If contact is not made at that time the retiree would have to
wait until the next open enrollment period to enroll. If the retiree is currently working for the City of
Westland and retires the year in which they turn 55, benefits would begin the month following retirement.
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G. Funeral Leave
In case of death in the immediate family of any employee, the employee will be granted a leave of
absence with pay not to exceed five (5) work days if needed.
Immediate family shall mean: Spouse, parents, stepfather, stepmother, children, step children,
grandchildren, brother-in-law, sister-in-law, grandparents, grandparents of spouse, brothers and sisters of
the employee, father-in-law, mother-in-law, son-in-law, and daughter-in-law.
Two (2) days funeral leave will be allowed for aunts, uncles, nephews and nieces of employees. This
leave is not chargeable to annual or sick leave credits.
H. Long Term Disability
1. Each bargaining unit employee shall be covered by at Long Term Disability Program as follows:
a) Employees shall be eligible on the thirty-first (31st) consecutive calendar day of disability to be
paid seventy five (75%) percent of their base pay for the term of disability during the first (1st)
year of disability.
b) For the second (2nd) year of continuous disability, the employee shall be paid sixty five (65%)
percent of their base pay.
c) Base pay is to be computed on the employee’s classification adjusted rates annually.
d) Employees covered under Long Term Disability shall be limited to a total of twenty-four (24)
months coverage during their employment with the City of Westland.
e) Only one qualifying period will be required for the same re-occurring illness.
f) The qualifying period may be charged to the employee’s sick or vacation bank.
2. Bargaining Unit employees, while drawing disability under the Long Term Disability Program,
will continue to be covered by Blue Cross/Blue Shield, or the equivalent selected by the employee,
and Life Insurance provided by the Employer.
During the thirty (30) day qualifying period prior to drawing benefits of the Long Term Disability,
the disabled employee shall not suffer loss of any insurance benefit coverage, i.e., Blue Cross/Blue
Shield, Life Insurance, etc. In the event that an employee does not have enough sick time or
vacation time accrued to cover the 30 day qualifying period, the employee shall serve such period,
or portion of the period, without pay.
3. Worker’s Compensation cases shall not be covered under this Section. It is agreed that employees
cannot be paid double for time lost from the job, i.e. Long Term Disability and Worker’s
Compensation. If, at some future date, a Worker’s Compensation claim is filed and awarded for
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the same period of time that Long Term Disability has previously been paid, the employee
involved shall reimburse the City for Long Term Disability payments received. Injury/illness
and/or verification to return to work from the assigned City doctor. In cases where there is a
disagreement between the employee’s doctor’s opinion and the City’s Doctor’s opinion, then the
parties shall select a mutually agreeable third doctor. After his examination and opinion are
rendered, his decision shall be binding on the parties.
I. Healthcare
All active employees will be required to share in the costs of their healthcare through the City in
accordance with P.A. 152 as that Act is implemented by the City. Employee cost sharing commences per
P.A. 152 upon the health plan’s annual renewal. In the event P.A. 152 is repealed, the cost-sharing in
place at the time the Act is repealed shall remain in effect.
1. The City will provide active employees the ability to select coverage under one of the following
Blue Cross Blue Shield plans: PPO-1, PPO-2, Base Plan PPO, Value Plan PPO and Qualified
High Deductible Health Plan (QHDHP). Each plan is summarized in the plan summaries set out
in the Appendix to this Agreement.
2. Equivalent coverage of the above plans may be provided to current employees by the City,
provided the Union is supplied with copies of any proposals by new carriers. In the event that the
Union questions the comparability or equivalency, the plan cannot be implemented until a
mutually agreed to insurance consultant arbitrates and rules the plan is equivalent or better.
Retirees prior to July 1, 2014 shall have the option to remain with the plan and health care
providers the retiree had on his/her date of retirement.
3. For retirees after July 1, 2014, the City shall not change or substitute equivalent retirement
insurance plans or retirement insurance providers (including, without limitation, retiree medical
insurance, etc.) for any retirement insurance plans or providers that a retiree was entitled to at the
time of retirement, so long as the specified retiree insurance providers remain in existence and they
continue to offer the specified retiree insurance plans. If such plans are not available, the City
shall provide equivalent coverage from another provider.
4. For employees hired by the City after July 1, 2010, there shall be no retiree health care.
5. For current, active employees hired prior to July 1, 2010, the healthcare plan(s) and related costsharing of active employees shall be the same for the pre-Medicare retiree and/or eligible spouse
upon retirement. See Retiree Healthcare LOU for detail on cost calculation. The pre-Medicare
retiree (employees who retire on or after July 1, 2014) is subject to changes in the future with
respect to healthcare plans and/or cost-sharing as those changes may occur with active employees.
Once a retired employee or spouse is eligible for Medicare, the City will then provide a Health
Reimbursement Arrangement (HRA) in lieu of medical insurance. Effective July 1, 2014, each
year the City shall fund the Health Reimbursement Arrangement for the retiree and/or spouse at
$2,000 for single and $4,000 for two people which will increase to $3,500 for single and $7,000
for two people starting January 1, 2020. The HRA funding increases annually based on the
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Federal Medical C.P.I. Any increases in this amount shall be tied to the federal Medical C.P.I. and
will take effect during annual open enrollment. It will be the responsibility of the retired employee
and/or spouse to secure supplemental insurance. The medical coverage of a deceased retiree shall
be continued for the spouse in the same manner as described above. The medical coverage for the
spouse shall continue as previously stated until the spouse becomes eligible for medical coverage
through his/her own employer. In order to receive any retiree healthcare benefits, the employee or
spouse must be receiving a MERS pension. The parties agree that the HRA is a new method for
providing retiree healthcare and as such, this arrangement, including the continuance and
availability of Medicare Advantage Plans may change in the future.
6. The retiree must apply for Medicare Part A and B coverage when eligible. This provision also
covers employees who have already retired and their spouses as covered under Michigan
Employees Retirement System.
J. Mutual Gains Program
Members of the Supervisory Association and retirees may participate in the 07/01/2013 Mutual Gains
Program as amended. The plan may be amended at any time unilaterally by the City with a 90 day notice
to the Union.
K. Injury on the Job – Worker’s Compensation
1. For on-the-job injuries, each employee will be covered by the applicable Worker’s Compensation
Law. Furthermore, the City agrees that for a period of twelve (12) months following the date of
the on-the-job injury, to make up 100% of the difference between Worker’s Compensation and the
employee’s current regular net weekly pay, and for the following period of six (6) months to make
up 80% of the difference between Worker's Compensation and the employee's current regular net
weekly pay; provided however, the City will be entitled to credit and offset any monies received by
the employee during that period from any other source, including but not limited to disability
retirement benefits, social security benefits, pension benefits, and wages, whether full time or part
time, insurance benefits, except from private insurance carriers wherein the employee has paid for
and provided the premium payments themselves.
2. The City reserves the right to subrogation, recoupment and recovery of any amounts paid
hereunder to or on account of any employee because of injuries, loss or damage caused by some
other person, firm or corporation; upon payment to or on account of the employee for said injury,
loss or damage; the City shall be subrogated to the extent of such payment to all right of recovery
by the employee for the loss resulting there from, and such right will be assigned to the City by the
employee immediately upon receiving such payment.
3. All medical benefits and life insurance benefits will be continued during the period of disability,
not to exceed two (2) years, unless otherwise provided for by the Michigan Worker’s
Compensation Act.
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4. Employees off work covered by this Worker’s Compensation provision shall not accrue any sick
or vacation benefits after the sixth (6th) month of their disability.
5. In case of death of a non-vested employee, the City shall also keep in force medical benefits for the
employee’s dependents for one (1) year after date of death.
L. Jury Duty Pay
Full pay for all days spent on jury duty if evidence of jury duty is supplied to the Department Head of
the employee on jury duty, plus jury duty pay.
M. Pension
1.

The City shall provide all employees hired prior to July 1, 2014 and members of the Supervisory
Unit
A. A pension plan as provided in Act 427, P.A. of Michigan of 1984, as amended. Except as
provided in paragraph 3, below, the plan for all employees hired prior to July 1, 2010 and
retiring during the term of this contract will be the B-4, (3 year FAC) Pension Plan with the
following benefit riders: E, E-1 and E-2, F 55, F-50, V-6 and RS-50.
B. Employees shall be considered vested upon six (6) years of service (V-6) with the City of
Westland as a member of the Mayor’s Administrative Staff, Director, or in a position requiring
membership in the Union or Local 1602.
C. Effective for persons retiring on or after January 1, 2001, the Pension Program shall also
include 25 and out (eligibility to retire with twenty five years of service, regardless of age);
benefit plan B-4 with a 2.8% multiplier for the first 25 years of service, and a 1% multiplier for
each year of service thereafter; and riders E, E-1, E-2, F-55, FAC3, V-6, and RS-50.

2.

The City shall provide all new hires hired on or after July 1, 2010:
A. A Defined Benefit Plan as follows: 1.5% multiplier, normal retirement age of 60, 10 years
vesting, 5-year Final Average Compensation (FAC).

3.

The City shall provide all employees transferring or promoting into the Supervisory Unit on or
after July 1, 2014:
A. The pension or retirement plan in which the employee was enrolled at the time of transfer or
promotion into the Supervisory Unit; i.e. an employee promoting from the Local 1602
bargaining unit into the Supervisory Unit who has been enrolled in a defined benefit pension
with a 2.25% pension multiplier and eight (8) year vesting, shall remain in that pension plan as
his/her retirement program. As another example, if a Local 1602 employee promotes into the
Supervisory Unit and has been enrolled in a defined contribution plan, that employee will
remain in the defined contribution plan as his/her retirement program.
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4. Effective July 1, 2018 all employees in MERS Defined Benefit Plan shall pay on a pre-tax basis
six (6%) of their pensionable wages as their contribution toward their pension.
5. All employees hired after July 1, 2018 will be provided a Defined Contribution Plan wherein the
employee shall pay on a pre-tax basis 5% of their pensionable wages and the employer will
contribute 10% of their pensionable wages.
N. Vacations
1. All employees hired prior to July 1, 2014 who have one (1) year seniority will be entitled to ten
(10) working days’ vacation with pay, earned and credited at the rate of five-sixth (.833) day per
month.
2. Employees with three (3) years seniority or more will be entitled to fifteen (15) working days’
vacation with pay, earned and credited at the rate of one and one-third (1.333) day per month.
3. An employee with seven (7) years or more of service earns, and is credited with, twenty (20)
working days’ vacation with pay, earned and credited at the rate of one and two-thirds (1.667)
days per month.
4. An employee with ten (10) years or more of service earns, and is credited with, twenty-two (22)
working days’ vacation with pay earned and credited at the rate of one and eighty-three hundredths
(1.833) days per month.
5. An employee with fifteen (15) years or more of service earns, and is credited with, twenty-six (26)
working days’ vacation with pay earned and credited at the rate of two and one-sixth (2.167) days
per month. Effective 1/1/97, employees with twenty (20) years or more of service will be given
twenty-seven (27) working days’ vacation with pay earned and credited at the rate of two and onequarter (2.25) days per month.
6. New hires on or after July 1, 2014 shall earn vacation as follows:
Hire – 1 year
1 – 3 years
4 – 7 years
7 or more years

5 days
10 days
15 days
20 days

(credited at one-half (1/2) day per month)
(credited at fifth-six (.833) day per month)
(credited at one and one-third (1.333) days per month)
(credited at one and two-third (1.667) days per month)

7. Full pay at the prevailing hourly rate at time of payoff for each unused day over thirty (30) on the
first pay in February, provided employee has taken a minimum of ten (10) days’ vacation in the
previous calendar year. If ten (10) days of vacation are not taken during the calendar year,
whatever unused portion of the ten (10) days will be forfeited.
8. On the first day of each month, all employees will be credited their vacation hours in accordance
with their seniority on the first day of each month (not on their seniority date).
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9. When a sickness occurs while on annual leave, the time may be charged to sick leave and the
amount deducted from annual leave. Application for sick leave shall be made after return to duty
and must be supported by a doctor’s signed statement.
10. Upon termination, retirement or death, payment will be made full to the employee or his
beneficiary of all vacation time. Should an employee terminate prior to completing probation,
vacation time will not be paid out.
11. Scheduled vacations will be granted at such time during the year as are suitable, providing the City
is informed of the Employee’s desire on April 1st of each year, provided it does not work a
hardship on the department.
12. In order to be eligible for the accrual the employee must be physically working or using paid time
off for a minimum of ten (10) working days per calendar month. Employees on LTD or LWOP
status will not accrue time.

O. Sick Time
For employees hired prior to July 1, 2014, three-fourths (3/4) of a day will be credited on the 1st day of
each month up to a maximum of fifty (50) days. Employees hired on or after July 1, 2014 shall be
credited with one-half (1/2) of a day on the 1st day of each month up to a maximum of twenty five (25)
days. An absence for more than three (3) consecutive days must be supported by a doctor's signed
statement. Full pay for each unused day over fifty (50) days at the end of the calendar year will be paid on
the first pay in February to employees hired prior to July 1, 2014; full pay for each unused day over twenty
five (25) days at the end of the calendar year will be paid on the first pay in February to employees hired
on or after July 1, 2014. There shall be full pay for all days at termination.
Employees hired prior to July 1, 2014 who use three sick days or less in a calendar year, and who had
more than one year of service at the beginning of that same calendar year, shall be entitled to receive an
additional two and one half vacation days, to be credited in January of the following year.
In order to be eligible for the accrual the employee must be physically working or using paid time off
for a minimum of ten (10) working days per calendar month. Employees on LTD or LWOP status will
not accrue time.
P. Personal Leave
Effective July 1, 2018, six (6) non-accrual days shall be given each January 1st for Personal Business
with prior notice to the Department Director. For those employees hired mid-year, a prorated accrual will
be given based on full months of service.
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ARTICLE 13
Supervisory Wage Information
A.

Wages Progression

1. Starting wages for new jobs or employees will be ninety (90%) percent of maximum rate. At one (1)
year the employee will receive ninety-five (95%) percent of the maximum to be paid. At two years the
employee will receive the maximum rate of the classification. The City at any time may increase an
employee’s salary.
In the event of a lateral move by any Supervisor, the step in the pay scale shall remain the same as the
Supervisor was earning at the time of the transfer.
B. On Call
1. On-call supervisory personnel shall earn fifty five ($55.00) dollars for each week worked on a
“call basis”.
2. If one supervisor is assigned to “on-call” duty for both Construction and Maintenance and Water
and Sewer Divisions and Parks and Recreation at the same time, then he will receive “on-call” pay
in accordance with Article 13, Section B, Paragraph 1 for both jobs ($55 x 2 = $110).
3. The Administration retains the exclusive rights, as conditions warrant, to assign more than one
supervisor to “on-call” duty, in accordance with Article 13, Section B, Paragraph 1.
4. Supervisory employees called in when assigned to “on-call” duty shall be guaranteed a minimum
of two (2) hours of work at double time. This provision shall not apply in instances of continuous
overtime which is in addition to an employee’s regular work day. All call-ins will be paid at this
rate. Furthermore:
a) The City may assign said supervisory employees to any work available during such two hour
period.
b) Any such employee called in and then released before having worked two (2) hours shall be
subject to any other recall that may occur within the same two (2) hour time period.
c) The guarantee as to the minimum of two (2) hours call-in pay shall not apply to a recall before
the expiration of his original two (2) hour call-in period.
d) Should another call-in situation occur during the same two (2) hour period after said employee
who was called in has been released, then the employee who was released shall be recalled and
shall be obligated to return to work and to perform the task or assignment, notwithstanding the
fact that the new task or assignment is different than the task or assignment for which the
employee was originally called in to perform.
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e) In the event an employee does not take or accept the second call-in, then that employee shall
only be paid double time for only those hours or fraction thereof the employee actually worked
during the original call in, with no right to claim a minimum guarantee of two (2) hours if the
hours worked are less.
f) All DPS and Parks & Recreation Foremen will participate as a DPS “on call status employee.”
5. In the event of a civil emergency or any other type of emergency management event, as declared in
the discretion of the Mayor, all bargaining unit employees who are not on pre-scheduled vacation
time or compensatory time shall be subject to mandatory call-in. Employees may be assigned to
receive emergency management training in the discretion of the City. In the event of an
emergency call in, employees will perform any duties that they are assigned, regardless of their
classification. If an employee fails to respond to the call in due to illness, the employee will be
required to supply the City with a doctor's certification of illness. In compensation for being
subject to mandatory call in, each member of the bargaining unit will receive a one-time payment
of $875, payable upon contract ratification and shall thereafter, receive payment equal to 1% of
base wages plus $175 per year starting July 1, 2018 and then 2.5% of base wages plus $175
starting July 1, 2019, payable on the first pay in August of each year. Upon retirement, a prorated
amount will be paid on the employee’s final check.
C. Shift Premium
The afternoon shift will receive forty (40) cents per hour.
D. Compensatory Time
1. Compensatory time will be earned and taken at the rate of one-and-one-half hours for each hour
worked over the employee’s regular work week if approved by the Department Director.
2. Hours worked on Holidays (effective 1/1/96) and Sundays (effective 1/1/97) shall be paid at the
double-time rate.
3. The City may relieve any employee who has worked 32 consecutive hours, and assign a
replacement for up to 8 hours at their sole discretion, before allowing the employee to return to
work.
4. All hours worked between midnight and 4 a.m. on a regular work day shall be compensated at time
and one-half of the employee’s regular rate of pay.
5. An employee will decide, at the time an overtime assignment is made, whether to receive
compensatory time or payment for overtime work. Compensatory time shall be calculated at the
same rate earned, i.e. 12 hours compensatory time for 8 hours earned at time and one half; 16
hours compensatory time for 8 hours earned at double time. The maximum compensatory time
accumulation limit for an employee shall be forty (40) hours. Any unused compensatory time as
of June 30 shall be paid off to the employee at the applicable hourly rate.
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The use of compensatory time must be preapproved by the Department Director or his/her
designee twenty-four (24) hours before use of said time. Compensatory time cannot be used
during a snow emergency or any other emergency that may arise per the discretion of the DPS
Director.
E. Out-Of-Class Pay
Any Union employee assigned and performing work in an Association classification other than his or
her regular classification for one (1) full work day or more shall receive the rate of pay for the higher
classification in line with seniority.
F. Wages (See Appendix A for Actual Rates)
Pay Grade 1 represents 95% of pay grade 2.
The parties agree that the rate schedule will be as follows, Appendix A will reflect the increase.
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July 1, 2018

1%

(18-19)

July 1, 2019

0%

(19-20)

July 1, 2020

0%

(20-21)

July 1, 2021

0%

(21-22)

July 1, 2022

0%

(through December 31, 2022)

APPENDIX A

Supervisory Hourly Pay Rates

Position

Housing Supervisor I
Confidential Secretary
Accountant II
Personnel Supervisor
Foreman
CD Specialist
Bldg/Planning Supervisor
Senior Personnel Manager
Foreman
Deputy Director
Senior Planner
Housing Supervisor II
General Foreman
General Foreman of DPS Operations
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Minimum
Starting
Grade

Hours
per
Week

1
2
3
3
3
4
4
4
5
6
6
6
7
8

35
35
35
35
40
35
35
35
40
35
35
35
40
40

Hourly
Rate Eff
7/1/2018
$25.23
$26.57
$29.61
$29.61
$29.61
$30.96
$30.96
$30.96
$29.61
$33.84
$33.84
$33.84
$31.60
$34.62

APPENDIX B

CITY OF WESTLAND
007006083-0017 - PPO1
Effective Date: 01/01/2016
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Preauthorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, when
required, are preauthorized or approved by BCBSM except in an emergency.
Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered
services.
Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request.
Preauthorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is
not sought, BCBSM will deny the claim and all charges will be the member's responsibility.
Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or other
categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple sclerosis,
and many other diseases as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.
BCBSM provides administrative claims services only. Your employer is financially responsible for claims.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Eligibility Information
Members

Eligibility Criteria

Dependents

· Subscriber's legal spouse
· Dependent children: related to you by birth, marriage, legal
adoption or legal guardianship; eligible for coverage through the last
day of the month the dependent turns age 26
· Dependents of the subscriber related by blood, marriage or legal
adoption, over age 19 and not eligible as a dependent under the
provisions of the subscriber's contract, provided the dependent
meets all eligibility requirements. The subscriber is responsible for
paying the cost of this coverage.

Sponsored dependents

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

In-network

Out-of-network

Deductible

None

$250 for one member
$500 for the family (when two or more
members are covered under your
contract) each calendar year

Flat-dollar copays

· $10 copay for office visits and office · $50 copay for emergency room
consultations
visits
· $50 copay for emergency room visits
· 50% of approved amount for private · 50% of approved amount for
duty nursing care
private duty nursing care
· 20% of approved amount for
mental health care and substance
abuse treatment
· 20% of approved amount for most
other covered services

Coinsurance amounts (percent copays)

Note: Coinsurance amounts apply once the deductible has been met.

Annual out-of-pocket maximums - applies to deductibles, flat dollar
copays and coinsurance amounts for all covered services - including
cost-sharing amounts for prescription drugs, if applicable

$6,350 for one member
$12,700 for the family (when two or
more members are covered under your
contract) each calendar year

$12,700 for one member
$25,400 for the family (when two or
more members are covered under
your contract) each calendar year
Note: Out-of-network cost-sharing
amounts also count toward the innetwork out-of-pocket maximum.

Lifetime dollar maximum

None

Preventive care services
Benefits

In-network

Out-of-network

Health maintenance exam - includes chest x-ray, EKG, cholesterol
screening and other select lab procedures

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity
Gynecological exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity.
Pap smear screening - laboratory and pathology services

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Voluntary Sterilization for Females

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Prescription contraceptive devices - includes insertion and removal of
an intrauterine device by a licensed physician

100% (no deductible or
copay/coinsurance)

100% after out-of-network deductible

Contraceptive injections

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Well-baby and child care visits

100% (no deductible or
Not covered
copay/coinsurance)
· 8 visits, birth through 12 months
· 6 visits, 13 months through 23
months
· 6 visits, 24 months through 35
months
· 2 visits, 36 months through 47
months
· Visits beyond 47 months are limited
to one per member per calendar year
under the health maintenance exam
benefit

Adult and childhood preventive services and immunizations as
recommended by the USPSTF, ACIP, HRSA or other sources as
recognized by BCBSM that are in compliance with the provisions of
the Patient Protection and Affordable Care Act

100% (no deductible or
copay/coinsurance)

Not covered

Fecal occult blood screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Flexible sigmoidoscopy exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Prostate specific antigen (PSA) screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Routine mammogram and related reading

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Note: Subsequent medically necessary
mammograms performed during the
same calendar year are subject to your
deductible and coinsurance.

Note: Out-of-network readings and
interpretations are payable only when
the screening mammogram itself is
performed by an in-network provider.

One per member per calendar year
Colonoscopy - routine or medically necessary

100% (no deductible or
copay/coinsurance) for the first billed
colonoscopy

80% after out-of-network deductible

Note: Subsequent colonoscopies
performed during the same calendar
year are subject to your deductible and
coinsurance.
One per member per calendar year

Physician office services
Benefits

In-network

Out-of-network

Office visits - must be medically necessary

$10 copay per office visit

80% after out-of-network deductible

Outpatient and home medical care visits - must be medically
necessary

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Office consultations - must be medically necessary

$10 copay per office consultation

80% after out-of-network deductible

Urgent care visits - must be medically necessary

$10 copay per urgent care visit

80% after out-of-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Emergency medical care
Benefits

In-network

Out-of-network

Hospital emergency room

$50 copay per visit (copay waived if
admitted or for an accidental injury)

$50 copay per visit (copay waived if
admitted or for an accidental injury)

Ambulance services - must be medically necessary

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Benefits

In-network

Out-of-network

Laboratory and pathology services

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Diagnostic tests and x-rays

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Therapeutic radiology

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Diagnostic services

Maternity services provided by a physician or certified nurse midwife
Benefits

In-network

Out-of-network

Prenatal care visits

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Postnatal care visit

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Delivery and nursery care

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Benefits

In-network

Out-of-network

Semiprivate room, inpatient physician care, general nursing care,
hospital services and supplies

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Hospital care

Unlimited days

Note: Nonemergency services must be rendered in a participating
hospital.
Inpatient consultations

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Chemotherapy

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

In-network

Out-of-network

Alternatives to hospital care
Benefits

Skilled nursing care - must be in a participating skilled nursing facility 100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Limited to a maximum of 120 days per member per calendar year.
Hospice care

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Up to 28 pre-hospice counseling visits before electing hospice services; when
elected, four 90-day periods - provided through a participating hospice
program only; limited to dollar maximum that is reviewed and adjusted
periodically (after reaching dollar maximum, member transitions into individual
case management)

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Home health care:
 must be medically necessary
 must be provided by a participating home health care agency

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Infusion therapy:
 must be medically necessary
 must be given by a participating Home Infusion Therapy (HIT)
provider or in a participating freestanding Ambulatory Infusion
Center (AIC)
 may use drugs that require preauthorization - consult with your
doctor

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Benefits

In-network

Out-of-network

Surgery - includes related surgical services and medically necessary
facility services by a participating ambulatory surgery facility

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Presurgical consultations

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Voluntary sterilization for males

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Benefits

In-network

Out-of-network

Specified human organ transplants - must be in a designated facility
and coordinated through the BCBSM Human Organ Transplant
Program (1-800-242-3504)

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance) - in designated
facilities only

Bone marrow transplants - must be coordinated through the BCBSM
Human Organ Transplant Program (1-800-242-3504)

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Specified oncology clinical trials

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Surgical services

Note: For voluntary sterilizations for females, see "Preventive care
services."
Voluntary Abortions

Human organ transplants

Note: BCBSM covers clinical trials in compliance with PPACA.
Kidney, cornea and skin transplants

Mental health care and substance abuse treatment
Note: Some mental health and substance abuse services are considered by BCBSM to be comparable to an office visit. When a mental health or
substance abuse service is considered by BCBSM to be comparable to an office visit, we will process the claim under your office visit benefit.

Benefits

In-network

Out-of-network

Inpatient mental health care and inpatient substance abuse
treatment

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Residential psychiatric treatment facility:
 covered mental health services must be performed in a residential
psychiatric treatment facility
 treatment must be preauthorized
 subject to medical criteria

100% (no deductible or
copay/coinsurance)

Unlimited days
80% after out-of-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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In-network

Out-of-network

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance) in participating
facilities only

 Physician's office

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Outpatient substance abuse treatment - in approved facilities only

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible
(in-network cost-sharing will apply if
there is no PPO network)

Benefits
Outpatient mental health care:
 Facility and clinic

Autism spectrum disorders, diagnoses and treatment
Benefits

In-network

Out-of-network

Applied behavioral analysis (ABA) treatment - when rendered by an
approved board-certified behavioral analyst - is covered through age
18, subject to preauthorization

Not covered

Not covered

Outpatient physical therapy, speech therapy, occupational therapy,
nutritional counseling for autism spectrum disorder

Not covered

Not covered

Other covered services, including mental health services, for autism
spectrum disorder

Not covered

Not covered

In-network

Out-of-network

Note: Diagnosis of an autism spectrum disorder and a treatment
recommendation for ABA services must be obtained by a BCBSM
approved autism evaluation center (AAEC) prior to seeking ABA
treatment.

Other covered services
Benefits

· 100% (no deductible or
80% after out-of-network deductible
Outpatient Diabetes Management Program (ODMP)
copay/coinsurance) for diabetes
medical supplies
Note: Screening services required under the provisions of PPACA are · 100% (no deductible or
copay/coinsurance) for diabetes selfcovered at 100% of approved amount with no in-network cost-sharing
management training
when rendered by an in-network provider.
Note: When you purchase your diabetic supplies via mail order you
will lower your out-of-pocket costs.
Allergy testing and therapy

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Chiropractic spinal manipulation and osteopathic manipulative therapy 100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible

Limited to a combined 24-visit maximum per member per calendar year
Outpatient physical, speech and occupational therapy - provided for
rehabilitation

100% (no deductible or
copay/coinsurance)

80% after out-of-network deductible
Note: Services at nonparticipating
outpatient physical therapy facilities
are not covered.

Limited to a combined 60-visit maximum per member per calendar year
Durable medical equipment

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Note: DME items required under the provisions of PPACA are covered
at 100% of approved amount with no in-network cost-sharing when
rendered by an in-network provider. For a list of covered DME items
required under PPACA, call BCBSM.
Prosthetic and orthotic appliances

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Private duty nursing care

50% (no deductible)

50% (no deductible)

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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BCBSM Preferred RX Program
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company.
Specialty prescription drugs (such as Enbrel® and Humira® ) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis and
cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only for
specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability).
Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company providing pharmacy
benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have any questions, please
call Walgreens Specialty Pharmacy customer service at 1-866-515-1355.
We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day
supply. BCBSM reserves the right to limit the initial quantity of select specialty drugs. Your copay will be reduced by one-half for this initial fill (15 days).

Member's responsibility (copays and coinsurance amounts)
Note: Your prescription drug copays and coinsurance amounts, including mail order copay and coinsurance amounts, are subject to the same annual
out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual out-of-pocket
maximum.
 any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand name drug
 the 25% member liability for covered drugs obtained from an out-of-network pharmacy

Benefits

In-network pharmacy

Out-of-network pharmacy

Copay

You pay $5 copay

You pay $5 copay plus an additional 25% of
BCBSM approved amount for the drug

Brand name prescription drugs

You pay $10 copay

You pay $10 copay plus an additional 25% of
BCBSM approved amount for the drug

Mail order (home delivery) prescription drugs

Copay for up to a 90
day supply:

Not covered

· You pay $5 copay
· You pay $10 copay for brand name
drugs

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Covered services
Benefits

In-network pharmacy

Out-of-network pharmacy

FDA-approved drugs

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

Prescribed over-the-counter drugs - when covered by
BCBSM

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

State-controlled drugs

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

FDA-approved generic and select brand-name
prescription preventive drugs, supplements and vitamins
as required by PPACA (non-self-administered drugs are
not covered)

100% of approved amount

75% of approved amount

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

In-network pharmacy

Out-of-network pharmacy

Other FDA-approved brand-name prescription preventive 100% of approved amount less plan
drugs, supplements and vitamins as required by PPACA
copay/coinsurance
(non-self-administered drugs are not covered)

75% of approved amount less plan
copay/coinsurance

FDA-approved generic and select brand name
prescription contraceptive medication (non-selfadministered drugs are not covered)

75% of approved amount

100% of approved amount

Other FDA-approved brand name prescription
100% of approved amount less plan
contraceptive medication (non-self-administered drugs are copay/ coinsurance
not covered)

75% of approved amount less plan copay/
coninsurance

Disposable needles and syringes - when dispensed with
insulin or other covered injectable legend drugs

75% of approved amount less plan
copay/coinsurance for the insulin or other covered
injectable legend drug

100% of approved amount less plan
copay/coinsurance for the insulin or
other covered injectable legend drug

Note: Needles and syringes have no copay/ coinsurance.

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Features of your prescription drug plan
Drug interchange and generic
copay/ coinsurance waiver

BCBSM's drug interchange and generic copay/ coinsurance waiver programs encourage physicians to prescribe a
less-costly generic equivalent.
If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have
to pay a generic copay/ coinsurance. In select cases BCBSM may waive the initial copay/ coinsurance after your
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver.

Prescription drug preferred therapy A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter
medications before prescribing a more expensive brand-name drug, It applies only to prescriptions being filled for
the first time of a targeted medication.
Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your
physician to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy
program is available at bcbsm.com/pharmacy, along with the preferred medications.
If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we
have no record of you trying the preferred medication(s), you may be liable for the entire cost of the brand-name
drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM.
These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or
through a mail order provider.
Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits.

Clinical Drug List

A continually updated list of FDA-approved medications that represent each therapeutic class. The drugs on the list
are chosen by the BCBSM Pharmacy and Therapeutics Committee for their effectiveness, safety, uniqueness and
cost efficiency. The goal of the drug list is to provide members with the greatest therapeutic value at the lowest
possible cost.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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CITY OF WESTLAND
007006083-0044 PPO2
Effective Date: 01/01/2016
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Preauthorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, when
required, are preauthorized or approved by BCBSM except in an emergency.
Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered
services.
Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request.
Preauthorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is
not sought, BCBSM will deny the claim and all charges will be the member's responsibility.
Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or other
categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple sclerosis,
and many other diseases as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.
BCBSM provides administrative claims services only. Your employer is financially responsible for claims.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Eligibility Information
Members

Eligibility Criteria

Dependents

· Subscriber's legal spouse
· Dependent children: related to you by birth, marriage, legal
adoption or legal guardianship; eligible for coverage through the last
day of the month the dependent turns age 26
· Dependents of the subscriber related by blood, marriage or legal
adoption, over age 19 and not eligible as a dependent under the
provisions of the subscriber's contract, provided the dependent
meets all eligibility requirements. The subscriber is responsible for
paying the cost of this coverage.

Sponsored dependents

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

In-network

Out-of-network

Deductible

$100 for one member
$200 for the family (when two or more
members are covered under your
contract) each calendar year

$250 for one member
$500 for the family (when two or more
members are covered under your
contract) each calendar year

Note: Deductible may be waived for
Note: Out-of-network deductible
covered services performed in an inamounts also count toward the innetwork physician's office and for
network deductible.
covered mental health and substance
abuse services that are equivalent to an
office visit and performed in an innetwork physician's office.
Flat-dollar copays

Coinsurance amounts (percent copays)

Note: Coinsurance amounts apply once the deductible has been met.

Annual coinsurance maximums - applies to coinsurance amounts
for all covered services - but does not apply to deductibles, flat-dollar
copays, private duty nursing care coinsurance amounts and
prescription drug cost-sharing amounts

· $10 copay for office visits and office
consultations
· $10 copay for chiropractic and
osteopathic manipulative therapy
· $50 copay for emergency room visits
· 50% of approved amount for private
duty nursing care
· 10% of approved amount for mental
health care and substance abuse
treatment
· 10% of approved amount for most
other covered services (coinsurance
waived for covered services
performed in an in-network
physician's office)

· $50 copay for emergency room
visits

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

$1,500 for one member
$3,000 for the family (when two or
more members are covered under
your contract) each calendar year

· 50% of approved amount for
private duty nursing care
· 30% of approved amount for
mental health care and substance
abuse treatment
· 30% of approved amount for most
other covered services

Note: Out-of-network coinsurance
amounts also count toward the innetwork coinsurance maximum.
Annual out-of-pocket maximums - applies to deductibles, flat dollar
copays and coinsurance amounts for all covered services - including
cost-sharing amounts for prescription drugs, if applicable

$6,350 for one member
$12,700 for the family (when two or
more members are covered under your
contract) each calendar year

$12,700 for one member
$25,400 for the family (when two or
more members are covered under
your contract) each calendar year
Note: Out-of-network cost-sharing
amounts also count toward the innetwork out-of-pocket maximum.

Lifetime dollar maximum

None

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Preventive care services
Benefits

In-network

Out-of-network

Health maintenance exam - includes chest x-ray, EKG, cholesterol
screening and other select lab procedures

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity
Gynecological exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity.
Pap smear screening - laboratory and pathology services

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Voluntary Sterilization for Females

100% (no deductible or
copay/coinsurance)

70% after out-of-network deductible

Prescription contraceptive devices - includes insertion and removal of
an intrauterine device by a licensed physician

100% (no deductible or
copay/coinsurance)

100% after out-of-network deductible

Contraceptive injections

100% (no deductible or
copay/coinsurance)

70% after out-of-network deductible

Well-baby and child care visits

Not covered
100% (no deductible or
copay/coinsurance)
· 8 visits, birth through 12 months
· 6 visits, 13 months through 23
months
· 6 visits, 24 months through 35
months
· 2 visits, 36 months through 47
months
· Visits beyond 47 months are limited
to one per member per calendar year
under the health maintenance exam
benefit

Adult and childhood preventive services and immunizations as
recommended by the USPSTF, ACIP, HRSA or other sources as
recognized by BCBSM that are in compliance with the provisions of
the Patient Protection and Affordable Care Act

100% (no deductible or
copay/coinsurance)

Not covered

Fecal occult blood screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Flexible sigmoidoscopy exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Prostate specific antigen (PSA) screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Routine mammogram and related reading

100% (no deductible or
copay/coinsurance)

70% after out-of-network deductible

Note: Subsequent medically necessary
mammograms performed during the
same calendar year are subject to your
deductible and coinsurance.

Note: Out-of-network readings and
interpretations are payable only when
the screening mammogram itself is
performed by an in-network provider.

One per member per calendar year

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Colonoscopy - routine or medically necessary

100% (no deductible or
copay/coinsurance) for the first billed
colonoscopy

70% after out-of-network deductible

Note: Subsequent colonoscopies
performed during the same calendar
year are subject to your deductible and
coinsurance.
One per member per calendar year

Physician office services
Out-of-network

Benefits

In-network

Office visits - must be medically necessary

$10 copay per office visit

70% after out-of-network deductible

Outpatient and home medical care visits - must be medically
necessary

90% after in-network deductible

70% after out-of-network deductible

Office consultations - must be medically necessary

$10 copay per office consultation

70% after out-of-network deductible

Urgent care visits - must be medically necessary

$10 copay per urgent care visit

70% after out-of-network deductible

Benefits

In-network

Out-of-network

Hospital emergency room

$50 copay per visit (copay waived if
admitted or for an accidental injury)

$50 copay per visit (copay waived if
admitted or for an accidental injury)

Ambulance services - must be medically necessary

90% after in-network deductible

90% after in-network deductible

Benefits

In-network

Out-of-network

Laboratory and pathology services

90% after in-network deductible

70% after out-of-network deductible

Diagnostic tests and x-rays

90% after in-network deductible

70% after out-of-network deductible

Therapeutic radiology

90% after in-network deductible

70% after out-of-network deductible

Emergency medical care

Diagnostic services

Maternity services provided by a physician or certified nurse midwife
Benefits

In-network

Out-of-network

Prenatal care visits

100% (no deductible or
copay/coinsurance)

70% after out-of-network deductible

Postnatal care visit

100% (no deductible or
copay/coinsurance)

70% after out-of-network deductible

Delivery and nursery care

90% after in-network deductible

70% after out-of-network deductible

Benefits

In-network

Out-of-network

Semiprivate room, inpatient physician care, general nursing care,
hospital services and supplies

90% after in-network deductible

Hospital care
70% after out-of-network deductible
Unlimited days

Note: Nonemergency services must be rendered in a participating
hospital.
Inpatient consultations

90% after in-network deductible

70% after out-of-network deductible

Chemotherapy

90% after in-network deductible

70% after out-of-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Alternatives to hospital care
Benefits

In-network

Skilled nursing care - must be in a participating skilled nursing facility 90% after in-network deductible

Out-of-network
90% after in-network deductible

Limited to a maximum of 120 days per member per calendar year.
Hospice care

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Up to 28 pre-hospice counseling visits before electing hospice services; when
elected, four 90-day periods - provided through a participating hospice
program only; limited to dollar maximum that is reviewed and adjusted
periodically (after reaching dollar maximum, member transitions into individual
case management)
Home health care:
 must be medically necessary
 must be provided by a participating home health care agency

90% after in-network deductible

90% after in-network deductible

Infusion therapy:
 must be medically necessary
 must be given by a participating Home Infusion Therapy (HIT)
provider or in a participating freestanding Ambulatory Infusion
Center (AIC)
 may use drugs that require preauthorization - consult with your
doctor

90% after in-network deductible

90% after in-network deductible

Benefits

In-network

Out-of-network

Surgery - includes related surgical services and medically necessary
facility services by a participating ambulatory surgery facility

90% after in-network deductible

70% after out-of-network deductible

Presurgical consultations

100% (no deductible or
copay/coinsurance)

70% after out-of-network deductible

Voluntary sterilization for males

90% after in-network deductible

70% after out-of-network deductible

90% after in-network deductible

70% after out-of-network deductible

Benefits

In-network

Out-of-network

Specified human organ transplants - must be in a designated facility
and coordinated through the BCBSM Human Organ Transplant
Program (1-800-242-3504)

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance) - in designated
facilities only

Bone marrow transplants - must be coordinated through the BCBSM
Human Organ Transplant Program (1-800-242-3504)

90% after in-network deductible

70% after out-of-network deductible

Specified oncology clinical trials

90% after in-network deductible

70% after out-of-network deductible

90% after in-network deductible

70% after out-of-network deductible

Surgical services

Note: For voluntary sterilizations for females, see "Preventive care
services."
Voluntary Abortions

Human organ transplants

Note: BCBSM covers clinical trials in compliance with PPACA.
Kidney, cornea and skin transplants

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Mental health care and substance abuse treatment
Note: Some mental health and substance abuse services are considered by BCBSM to be comparable to an office visit. When a mental health or
substance abuse service is considered by BCBSM to be comparable to an office visit, we will process the claim under your office visit benefit.

Out-of-network

Benefits

In-network

Inpatient mental health care and inpatient substance abuse
treatment

90% after in-network deductible

Residential psychiatric treatment facility:
 covered mental health services must be performed in a residential
psychiatric treatment facility
 treatment must be preauthorized
 subject to medical criteria

90% after in-network deductible

70% after out-of-network deductible

Outpatient mental health care:
 Facility and clinic

90% after in-network deductible

90% after in-network deductible in
participating facilities only

 Physician's office

90% after in-network deductible

70% after out-of-network deductible

Outpatient substance abuse treatment - in approved facilities only

90% after in-network deductible

70% after out-of-network deductible
(in-network cost-sharing will apply if
there is no PPO network)

70% after out-of-network deductible
Unlimited days

Autism spectrum disorders, diagnoses and treatment
Benefits

In-network

Out-of-network

Applied behavioral analysis (ABA) treatment - when rendered by an
approved board-certified behavioral analyst - is covered through age
18, subject to preauthorization

Not covered

Not covered

Outpatient physical therapy, speech therapy, occupational therapy,
nutritional counseling for autism spectrum disorder

Not covered

Not covered

Other covered services, including mental health services, for autism
spectrum disorder

Not covered

Not covered

In-network

Out-of-network

Note: Diagnosis of an autism spectrum disorder and a treatment
recommendation for ABA services must be obtained by a BCBSM
approved autism evaluation center (AAEC) prior to seeking ABA
treatment.

Other covered services
Benefits

· 90% after in-network deductible for
70% after out-of-network deductible
diabetes medical supplies
· 100% (no deductible or
copay/coinsurance) for diabetes selfNote: Screening services required under the provisions of PPACA are
management training
covered at 100% of approved amount with no in-network cost-sharing
when rendered by an in-network provider.
Outpatient Diabetes Management Program (ODMP)

Note: When you purchase your diabetic supplies via mail order you
will lower your out-of-pocket costs.
Allergy testing and therapy

100% (no deductible or
copay/coinsurance)

Chiropractic spinal manipulation and osteopathic manipulative therapy $10 copay per visit

70% after out-of-network deductible
70% after out-of-network deductible

Limited to a combined 24-visit maximum per member per calendar year

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Outpatient physical, speech and occupational therapy - provided for
rehabilitation

90% after in-network deductible

70% after out-of-network deductible
Note: Services at nonparticipating
outpatient physical therapy facilities
are not covered.

Limited to a combined 60-visit maximum per member per calendar year
Durable medical equipment

90% after in-network deductible

90% after in-network deductible

Prosthetic and orthotic appliances

90% after in-network deductible

90% after in-network deductible

Private duty nursing care

50% after in-network deductible

50% after in-network deductible

Note: DME items required under the provisions of PPACA are covered
at 100% of approved amount with no in-network cost-sharing when
rendered by an in-network provider. For a list of covered DME items
required under PPACA, call BCBSM.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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BCBSM Preferred RX Program
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company.
Specialty prescription drugs (such as Enbrel® and Humira® ) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis and
cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only for
specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability).
Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company providing pharmacy
benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have any questions, please
call Walgreens Specialty Pharmacy customer service at 1-866-515-1355.
We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day
supply. BCBSM reserves the right to limit the initial quantity of select specialty drugs. Your copay will be reduced by one-half for this initial fill (15 days).

Member's responsibility (copays and coinsurance amounts)
Note: Your prescription drug copays and coinsurance amounts, including mail order copay and coinsurance amounts, are subject to the same annual
out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual out-of-pocket
maximum.
 any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand name drug
 the 25% member liability for covered drugs obtained from an out-of-network pharmacy

Benefits

In-network pharmacy

Out-of-network pharmacy

Generic or select prescribed over-the-counter drugs

You pay $10 copay

You pay $10 copay plus an additional 25% of
BCBSM approved amount for the drug

Brand name prescription drugs

You pay $20 copay

You pay $20 copay plus an additional 25% of
BCBSM approved amount for the drug

Mail order (home delivery) prescription drugs

Copay for up to a 90
day supply:

Not covered

· You pay $10 copay for generic drugs
· You pay $20 copay for brand name
drugs

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Covered services
Benefits

In-network pharmacy

Out-of-network pharmacy

FDA-approved drugs

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

Prescribed over-the-counter drugs - when covered by
BCBSM

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

State-controlled drugs

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

FDA-approved generic and select brand-name
prescription preventive drugs, supplements and vitamins
as required by PPACA (non-self-administered drugs are
not covered)

100% of approved amount

75% of approved amount

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

In-network pharmacy

Out-of-network pharmacy

Other FDA-approved brand-name prescription preventive 100% of approved amount less plan
drugs, supplements and vitamins as required by PPACA
copay/coinsurance
(non-self-administered drugs are not covered)

75% of approved amount less plan
copay/coinsurance

FDA-approved generic and select brand name
prescription contraceptive medication (non-selfadministered drugs are not covered)

75% of approved amount

100% of approved amount

Other FDA-approved brand name prescription
100% of approved amount less plan
contraceptive medication (non-self-administered drugs are copay/ coinsurance
not covered)

75% of approved amount less plan copay/
coninsurance

Disposable needles and syringes - when dispensed with
insulin or other covered injectable legend drugs

75% of approved amount less plan
copay/coinsurance for the insulin or other covered
injectable legend drug

100% of approved amount less plan
copay/coinsurance for the insulin or
other covered injectable legend drug

Note: Needles and syringes have no copay/ coinsurance.

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Features of your prescription drug plan
Drug interchange and generic
copay/ coinsurance waiver

BCBSM's drug interchange and generic copay/ coinsurance waiver programs encourage physicians to prescribe a
less-costly generic equivalent.
If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have
to pay a generic copay/ coinsurance. In select cases BCBSM may waive the initial copay/ coinsurance after your
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver.

Prescription drug preferred therapy A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter
medications before prescribing a more expensive brand-name drug, It applies only to prescriptions being filled for
the first time of a targeted medication.
Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your
physician to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy
program is available at bcbsm.com/pharmacy, along with the preferred medications.
If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we
have no record of you trying the preferred medication(s), you may be liable for the entire cost of the brand-name
drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM.
These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or
through a mail order provider.
Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits.

Clinical Drug List

A continually updated list of FDA-approved medications that represent each therapeutic class. The drugs on the list
are chosen by the BCBSM Pharmacy and Therapeutics Committee for their effectiveness, safety, uniqueness and
cost efficiency. The goal of the drug list is to provide members with the greatest therapeutic value at the lowest
possible cost.

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

Page 9 of 9

000001813574

CITY OF WESTLAND
007006083-0045 Base PPO
Effective Date: 01/01/2016
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Preauthorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, when
required, are preauthorized or approved by BCBSM except in an emergency.
Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered
services.
Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request.
Preauthorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is
not sought, BCBSM will deny the claim and all charges will be the member's responsibility.
Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or other
categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple sclerosis,
and many other diseases as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.
BCBSM provides administrative claims services only. Your employer is financially responsible for claims.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Eligibility Information
Members

Eligibility Criteria

Dependents

· Subscriber's legal spouse
· Dependent children: related to you by birth, marriage, legal
adoption or legal guardianship; eligible for coverage through the last
day of the month the dependent turns age 26
· Dependents of the subscriber related by blood, marriage or legal
adoption, over age 19 and not eligible as a dependent under the
provisions of the subscriber's contract, provided the dependent
meets all eligibility requirements. The subscriber is responsible for
paying the cost of this coverage.

Sponsored dependents

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

In-network

Out-of-network

Deductible

$250 for one member
$500 for the family (when two or more
members are covered under your
contract) each calendar year

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

Note: Deductible may be waived for
Note: Out-of-network deductible
covered services performed in an inamounts also count toward the innetwork physician's office and for
network deductible.
covered mental health and substance
abuse services that are equivalent to an
office visit and performed in an innetwork physician's office.
Flat-dollar copays

Coinsurance amounts (percent copays)

Note: Coinsurance amounts apply once the deductible has been met.

Annual coinsurance maximums - applies to coinsurance amounts
for all covered services - but does not apply to deductibles, flat-dollar
copays, private duty nursing care coinsurance amounts and
prescription drug cost-sharing amounts

· $20 copay for office visits and office
consultations
· $20 copay for chiropractic and
osteopathic manipulative therapy
· $20 copay for outpatient physical,
speech and occupational therapy
· $100 copay for emergency room
visits
· 50% of approved amount for private
duty nursing care
· 10% of approved amount for mental
health care and substance abuse
treatment
· 10% of approved amount for most
other covered services (coinsurance
waived for covered services
performed in an in-network
physician's office)

· $100 copay for emergency room
visits

$1,250 for one member,
$2,500 for the family (when two or more
members are covered under your
contract) each calendar year

$2,500 for one member
$5,000 for the family (when two or
more members are covered under
your contract) each calendar year

· 50% of approved amount for
private duty nursing care
· 40% of approved amount for
mental health care and substance
abuse treatment
· 40% of approved amount for most
other covered services

Note: Out-of-network coinsurance
amounts also count toward the innetwork coinsurance maximum.
Annual out-of-pocket maximums - applies to deductibles, flat dollar
copays and coinsurance amounts for all covered services - including
cost-sharing amounts for prescription drugs, if applicable

$6,350 for one member
$12,700 for the family (when two or
more members are covered under your
contract) each calendar year

$12,700 for one member
$25,400 for the family (when two or
more members are covered under
your contract) each calendar year
Note: Out-of-network cost-sharing
amounts also count toward the innetwork out-of-pocket maximum.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Lifetime dollar maximum

None

Out-of-network

Preventive care services
Benefits

In-network

Out-of-network

Health maintenance exam - includes chest x-ray, EKG, cholesterol
screening and other select lab procedures

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity
Gynecological exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity.
Pap smear screening - laboratory and pathology services

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Voluntary Sterilization for Females

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Prescription contraceptive devices - includes insertion and removal of
an intrauterine device by a licensed physician

100% (no deductible or
copay/coinsurance)

100% after out-of-network deductible

Contraceptive injections

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Well-baby and child care visits

Not covered
100% (no deductible or
copay/coinsurance)
· 8 visits, birth through 12 months
· 6 visits, 13 months through 23
months
· 6 visits, 24 months through 35
months
· 2 visits, 36 months through 47
months
· Visits beyond 47 months are limited
to one per member per calendar year
under the health maintenance exam
benefit

Adult and childhood preventive services and immunizations as
recommended by the USPSTF, ACIP, HRSA or other sources as
recognized by BCBSM that are in compliance with the provisions of
the Patient Protection and Affordable Care Act

100% (no deductible or
copay/coinsurance)

Not covered

Fecal occult blood screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Flexible sigmoidoscopy exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Prostate specific antigen (PSA) screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Routine mammogram and related reading

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Note: Subsequent medically necessary
mammograms performed during the
same calendar year are subject to your
deductible and coinsurance.

Note: Out-of-network readings and
interpretations are payable only when
the screening mammogram itself is
performed by an in-network provider.

One per member per calendar year
Colonoscopy - routine or medically necessary

100% (no deductible or
copay/coinsurance) for the first billed
colonoscopy

60% after out-of-network deductible

Note: Subsequent colonoscopies
performed during the same calendar
year are subject to your deductible and
coinsurance.
One per member per calendar year

Physician office services
Benefits

In-network

Out-of-network

Office visits - must be medically necessary

$20 copay per office visit

60% after out-of-network deductible

Outpatient and home medical care visits - must be medically
necessary

90% after in-network deductible

60% after out-of-network deductible

Office consultations - must be medically necessary

$20 copay per office consultation

60% after out-of-network deductible

Urgent care visits - must be medically necessary

$20 copay per urgent care visit

60% after out-of-network deductible

Benefits

In-network

Out-of-network

Hospital emergency room

$100 copay per visit (copay waived if
admitted or for an accidental injury)

$100 copay per visit (copay waived if
admitted or for an accidental injury)

Ambulance services - must be medically necessary

90% after in-network deductible

90% after in-network deductible

Benefits

In-network

Out-of-network

Laboratory and pathology services

90% after in-network deductible

60% after out-of-network deductible

Diagnostic tests and x-rays

90% after in-network deductible

60% after out-of-network deductible

Therapeutic radiology

90% after in-network deductible

60% after out-of-network deductible

Emergency medical care

Diagnostic services

Maternity services provided by a physician or certified nurse midwife
Benefits

In-network

Out-of-network

Prenatal care visits

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Postnatal care visit

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Delivery and nursery care

90% after in-network deductible

60% after out-of-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Hospital care
Benefits

In-network

Semiprivate room, inpatient physician care, general nursing care,
hospital services and supplies

90% after in-network deductible

Out-of-network
60% after out-of-network deductible
Unlimited days

Note: Nonemergency services must be rendered in a participating
hospital.
Inpatient consultations

90% after in-network deductible

60% after out-of-network deductible

Chemotherapy

90% after in-network deductible

60% after out-of-network deductible

In-network

Out-of-network

Alternatives to hospital care
Benefits

Skilled nursing care - must be in a participating skilled nursing facility 90% after in-network deductible

90% after in-network deductible

Limited to a maximum of 120 days per member per calendar year.
Hospice care

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Up to 28 pre-hospice counseling visits before electing hospice services; when
elected, four 90-day periods - provided through a participating hospice
program only; limited to dollar maximum that is reviewed and adjusted
periodically (after reaching dollar maximum, member transitions into individual
case management)
Home health care:
 must be medically necessary
 must be provided by a participating home health care agency

90% after in-network deductible

90% after in-network deductible

Infusion therapy:
 must be medically necessary
 must be given by a participating Home Infusion Therapy (HIT)
provider or in a participating freestanding Ambulatory Infusion
Center (AIC)
 may use drugs that require preauthorization - consult with your
doctor

90% after in-network deductible

90% after in-network deductible

Benefits

In-network

Out-of-network

Surgery - includes related surgical services and medically necessary
facility services by a participating ambulatory surgery facility

90% after in-network deductible

60% after out-of-network deductible

Presurgical consultations

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Voluntary sterilization for males

90% after in-network deductible

60% after out-of-network deductible

90% after in-network deductible

60% after out-of-network deductible

Benefits

In-network

Out-of-network

Specified human organ transplants - must be in a designated facility
and coordinated through the BCBSM Human Organ Transplant
Program (1-800-242-3504)

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance) - in designated
facilities only

Bone marrow transplants - must be coordinated through the BCBSM
Human Organ Transplant Program (1-800-242-3504)

90% after in-network deductible

60% after out-of-network deductible

Surgical services

Note: For voluntary sterilizations for females, see "Preventive care
services."
Voluntary Abortions

Human organ transplants

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Specified oncology clinical trials

90% after in-network deductible

60% after out-of-network deductible

90% after in-network deductible

60% after out-of-network deductible

Note: BCBSM covers clinical trials in compliance with PPACA.
Kidney, cornea and skin transplants

Mental health care and substance abuse treatment
Note: Some mental health and substance abuse services are considered by BCBSM to be comparable to an office visit. When a mental health or
substance abuse service is considered by BCBSM to be comparable to an office visit, we will process the claim under your office visit benefit.

Out-of-network

Benefits

In-network

Inpatient mental health care and inpatient substance abuse
treatment

90% after in-network deductible

Residential psychiatric treatment facility:
 covered mental health services must be performed in a residential
psychiatric treatment facility
 treatment must be preauthorized
 subject to medical criteria

90% after in-network deductible

60% after out-of-network deductible

Outpatient mental health care:
 Facility and clinic

90% after in-network deductible

90% after in-network deductible in
participating facilities only

 Physician's office

90% after in-network deductible

60% after out-of-network deductible

Outpatient substance abuse treatment - in approved facilities only

90% after in-network deductible

60% after out-of-network deductible
(in-network cost-sharing will apply if
there is no PPO network)

60% after out-of-network deductible
Unlimited days

Autism spectrum disorders, diagnoses and treatment
Benefits

In-network

Out-of-network

Applied behavioral analysis (ABA) treatment - when rendered by an
approved board-certified behavioral analyst - is covered through age
18, subject to preauthorization

Not covered

Not covered

Outpatient physical therapy, speech therapy, occupational therapy,
nutritional counseling for autism spectrum disorder

Not covered

Not covered

Other covered services, including mental health services, for autism
spectrum disorder

Not covered

Not covered

In-network

Out-of-network

Note: Diagnosis of an autism spectrum disorder and a treatment
recommendation for ABA services must be obtained by a BCBSM
approved autism evaluation center (AAEC) prior to seeking ABA
treatment.

Other covered services
Benefits

· 90% after in-network deductible for
60% after out-of-network deductible
diabetes medical supplies
· 100% (no deductible or
copay/coinsurance) for diabetes selfNote: Screening services required under the provisions of PPACA are
management training
covered at 100% of approved amount with no in-network cost-sharing
when rendered by an in-network provider.
Outpatient Diabetes Management Program (ODMP)

Note: When you purchase your diabetic supplies via mail order you
will lower your out-of-pocket costs.
Allergy testing and therapy

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Chiropractic spinal manipulation and osteopathic manipulative therapy $20 copay per visit

Out-of-network
60% after out-of-network deductible

Limited to a combined 24-visit maximum per member per calendar year
Outpatient physical, speech and occupational therapy - provided for
rehabilitation (professional services)

$20 copay per day

60% after out-of-network deductible
Note: Services at nonparticipating
outpatient physical therapy facilities
are not covered.

Limited to a combined 60-visit maximum per member per calendar year
Durable medical equipment

90% after in-network deductible

90% after in-network deductible

Prosthetic and orthotic appliances

90% after in-network deductible

90% after in-network deductible

Private duty nursing care

50% after in-network deductible

50% after in-network deductible

Note: DME items required under the provisions of PPACA are covered
at 100% of approved amount with no in-network cost-sharing when
rendered by an in-network provider. For a list of covered DME items
required under PPACA, call BCBSM.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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BCBSM Preferred RX Program
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company.
Specialty prescription drugs (such as Enbrel® and Humira® ) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis and
cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only for
specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability).
Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company providing pharmacy
benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have any questions, please
call Walgreens Specialty Pharmacy customer service at 1-866-515-1355.
We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day
supply. BCBSM reserves the right to limit the initial quantity of select specialty drugs. Your copay will be reduced by one-half for this initial fill (15 days).

Member's responsibility (copays and coinsurance amounts)
Note: Your prescription drug copays and coinsurance amounts, including mail order copay and coinsurance amounts, are subject to the same annual
out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual out-of-pocket
maximum.
 any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand name drug
 the 25% member liability for covered drugs obtained from an out-of-network pharmacy

Benefits

In-network pharmacy

Out-of-network pharmacy

Tier 1 - Generic or select prescribed over-the-counter
drugs

You pay $10 copay

You pay $10 copay plus an additional 25% of
BCBSM approved amount for the drug

Tier 2 - Preferred brand-name drugs

You pay $30 copay

You pay $30 copay plus an additional 25% of
BCBSM approved amount for the drug

Tier 3 - Nonpreferred brand-name drugs

You pay $60 copay

You pay $60 copay plus an additional 25% of
BCBSM approved amount for the drug

Mail order (home delivery) prescription drugs

Copay for up to a 30
day supply:

Not covered

· You pay $10 copay for Tier 1
(generic) drugs
· You pay $30 copay for Tier 2
(formulary brand) drugs
· You pay $60 copay for Tier 3
(nonformulary brand) drugs
Copay for a 31 to 90 day supply:
· You pay $20 copay for Tier 1
(generic) drugs
· You pay $60 copay for Tier 2
(formulary brand) drugs
· You pay $120 copay for Tier 3
(nonformulary brand) drugs

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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Covered services
Benefits

In-network pharmacy

Out-of-network pharmacy

FDA-approved drugs

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

Prescribed over-the-counter drugs - when covered by
BCBSM

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

State-controlled drugs

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

FDA-approved generic and select brand-name
prescription preventive drugs, supplements and vitamins
as required by PPACA (non-self-administered drugs are
not covered)

100% of approved amount

75% of approved amount

Other FDA-approved brand-name prescription preventive 100% of approved amount less plan
drugs, supplements and vitamins as required by PPACA
copay/coinsurance
(non-self-administered drugs are not covered)

75% of approved amount less plan
copay/coinsurance

FDA-approved generic and select brand name
prescription contraceptive medication (non-selfadministered drugs are not covered)

75% of approved amount

100% of approved amount

Other FDA-approved brand name prescription
100% of approved amount less plan
contraceptive medication (non-self-administered drugs are copay/ coinsurance
not covered)

75% of approved amount less plan copay/
coninsurance

Disposable needles and syringes - when dispensed with
insulin or other covered injectable legend drugs

75% of approved amount less plan
copay/coinsurance for the insulin or other covered
injectable legend drug

100% of approved amount less plan
copay/coinsurance for the insulin or
other covered injectable legend drug

Note: Needles and syringes have no copay/ coinsurance.

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Features of your prescription drug plan
Custom Drug List

A continually updated list of FDA-approved medications that represent each therapeutic class. The drugs on the list
are chosen by the BCBSM Pharmacy and Therapeutics Committee for their effectiveness, safety, uniqueness and
cost efficiency. The goal of the drug list is to provide members with the greatest therapeutic value at the lowest
possible cost.
· Tier 1 (generic) - Tier 1 includes generic drugs made with the same active ingredients, available in the same
strengths and dosage forms, and administered in the same way as equivalent brand-name drugs. They also
require the lowest copay/coinsurance, making them the most cost-effective option for the treatment.
· Tier 2 (preferred brand) - Tier 2 includes brand-name drugs from the Custom Drug List. Preferred brand name
drugs are also safe and effective, but require a higher copay/coinsurance.
· Tier 3 (nonpreferred brand) - Tier 3 contains brand-name drugs not included in Tier 2. These drugs may not
have a proven record for safety or as high of a clinical value as Tier 1 or Tier 2 drugs. Members pay the highest
copay/coinsurance for these drugs.

Drug interchange and generic
copay/ coinsurance waiver

BCBSM's drug interchange and generic copay/ coinsurance waiver programs encourage physicians to prescribe a
less-costly generic equivalent.
If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have
to pay a generic copay/ coinsurance. In select cases BCBSM may waive the initial copay/ coinsurance after your
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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Prescription drug preferred therapy A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter
medications before prescribing a more expensive brand-name drug, It applies only to prescriptions being filled for
the first time of a targeted medication.
Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your
physician to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy
program is available at bcbsm.com/pharmacy, along with the preferred medications.
If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we
have no record of you trying the preferred medication(s), you may be liable for the entire cost of the brand-name
drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM.
These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or
through a mail order provider.
Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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CITY OF WESTLAND
007006083-0046 Value PPO
Effective Date: 01/01/2016
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Preauthorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, when
required, are preauthorized or approved by BCBSM except in an emergency.
Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered
services.
Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request.
Preauthorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is
not sought, BCBSM will deny the claim and all charges will be the member's responsibility.
Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or other
categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple sclerosis,
and many other diseases as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.
BCBSM provides administrative claims services only. Your employer is financially responsible for claims.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Eligibility Information
Members

Eligibility Criteria

Dependents

· Subscriber's legal spouse
· Dependent children: related to you by birth, marriage, legal
adoption or legal guardianship; eligible for coverage through the last
day of the month the dependent turns age 26
· Dependents of the subscriber related by blood, marriage or legal
adoption, over age 19 and not eligible as a dependent under the
provisions of the subscriber's contract, provided the dependent
meets all eligibility requirements. The subscriber is responsible for
paying the cost of this coverage.

Sponsored dependents

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

In-network

Out-of-network

Deductible

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

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

Note: Deductible may be waived for
Note: Out-of-network deductible
covered services performed in an inamounts also count toward the innetwork physician's office and for
network deductible.
covered mental health and substance
abuse services that are equivalent to an
office visit and performed in an innetwork physician's office.
Flat-dollar copays

Coinsurance amounts (percent copays)

Note: Coinsurance amounts apply once the deductible has been met.

Annual coinsurance maximums - applies to coinsurance amounts
for all covered services - but does not apply to deductibles, flat-dollar
copays, private duty nursing care coinsurance amounts and
prescription drug cost-sharing amounts

· $30 copay for office visits and office
consultations
· $30 copay for chiropractic and
osteopathic manipulative therapy
· $30 copay for outpatient physical,
speech and occupational therapy
· $150 copay for emergency room
visits
· 50% of approved amount for private
duty nursing care
· 20% of approved amount for mental
health care and substance abuse
treatment
· 20% of approved amount for most
other covered services (coinsurance
waived for covered services
performed in an in-network
physician's office)

· $150 copay for emergency room
visits

$2,500 for one member
$5,000 for the family (when two or more
members are covered under your
contract) each calendar year

$5,000 for one member
$10,000 for the family (when two or
more members are covered under
your contract) each calendar year

· 50% of approved amount for
private duty nursing care
· 40% of approved amount for
mental health care and substance
abuse treatment
· 40% of approved amount for most
other covered services

Note: Out-of-network coinsurance
amounts also count toward the innetwork coinsurance maximum.
Annual out-of-pocket maximums - applies to deductibles, flat dollar
copays and coinsurance amounts for all covered services - including
cost-sharing amounts for prescription drugs, if applicable

$6,350 for one member
$12,700 for the family (when two or
more members are covered under your
contract) each calendar year

$12,700 for one member
$25,400 for the family (when two or
more members are covered under
your contract) each calendar year
Note: Out-of-network cost-sharing
amounts also count toward the innetwork out-of-pocket maximum.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Lifetime dollar maximum

None

Out-of-network

Preventive care services
Benefits

In-network

Out-of-network

Health maintenance exam - includes chest x-ray, EKG, cholesterol
screening and other select lab procedures

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity
Gynecological exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity.
Pap smear screening - laboratory and pathology services

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Voluntary Sterilization for Females

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Prescription contraceptive devices - includes insertion and removal of
an intrauterine device by a licensed physician

100% (no deductible or
copay/coinsurance)

100% after out-of-network deductible

Contraceptive injections

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Well-baby and child care visits

Not covered
100% (no deductible or
copay/coinsurance)
· 8 visits, birth through 12 months
· 6 visits, 13 months through 23
months
· 6 visits, 24 months through 35
months
· 2 visits, 36 months through 47
months
· Visits beyond 47 months are limited
to one per member per calendar year
under the health maintenance exam
benefit

Adult and childhood preventive services and immunizations as
recommended by the USPSTF, ACIP, HRSA or other sources as
recognized by BCBSM that are in compliance with the provisions of
the Patient Protection and Affordable Care Act

100% (no deductible or
copay/coinsurance)

Not covered

Fecal occult blood screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Flexible sigmoidoscopy exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Prostate specific antigen (PSA) screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Routine mammogram and related reading

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Note: Subsequent medically necessary
mammograms performed during the
same calendar year are subject to your
deductible and coinsurance.

Note: Out-of-network readings and
interpretations are payable only when
the screening mammogram itself is
performed by an in-network provider.

One per member per calendar year
Colonoscopy - routine or medically necessary

100% (no deductible or
copay/coinsurance) for the first billed
colonoscopy

60% after out-of-network deductible

Note: Subsequent colonoscopies
performed during the same calendar
year are subject to your deductible and
coinsurance.
One per member per calendar year

Physician office services
Benefits

In-network

Out-of-network

Office visits - must be medically necessary

$30 copay per office visit

60% after out-of-network deductible

Outpatient and home medical care visits - must be medically
necessary

80% after in-network deductible

60% after out-of-network deductible

Office consultations - must be medically necessary

$30 copay per office consultation

60% after out-of-network deductible

Urgent care visits - must be medically necessary

$30 copay per urgent care visit

60% after out-of-network deductible

Benefits

In-network

Out-of-network

Hospital emergency room

$150 copay per visit (copay waived if
admitted or for an accidental injury)

$150 copay per visit (copay waived if
admitted or for an accidental injury)

Ambulance services - must be medically necessary

80% after in-network deductible

80% after in-network deductible

Benefits

In-network

Out-of-network

Laboratory and pathology services

80% after in-network deductible

60% after out-of-network deductible

Diagnostic tests and x-rays

80% after in-network deductible

60% after out-of-network deductible

Therapeutic radiology

80% after in-network deductible

60% after out-of-network deductible

Emergency medical care

Diagnostic services

Maternity services provided by a physician or certified nurse midwife
Benefits

In-network

Out-of-network

Prenatal care visits

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Postnatal care visit

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Delivery and nursery care

80% after in-network deductible

60% after out-of-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Hospital care
Benefits

In-network

Semiprivate room, inpatient physician care, general nursing care,
hospital services and supplies

80% after in-network deductible

Out-of-network
60% after out-of-network deductible
Unlimited days

Note: Nonemergency services must be rendered in a participating
hospital.
Inpatient consultations

80% after in-network deductible

60% after out-of-network deductible

Chemotherapy

80% after in-network deductible

60% after out-of-network deductible

In-network

Out-of-network

Alternatives to hospital care
Benefits

Skilled nursing care - must be in a participating skilled nursing facility 80% after in-network deductible

80% after in-network deductible

Limited to a maximum of 120 days per member per calendar year.
Hospice care

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance)

Up to 28 pre-hospice counseling visits before electing hospice services; when
elected, four 90-day periods - provided through a participating hospice
program only; limited to dollar maximum that is reviewed and adjusted
periodically (after reaching dollar maximum, member transitions into individual
case management)
Home health care:
 must be medically necessary
 must be provided by a participating home health care agency

80% after in-network deductible

80% after in-network deductible

Infusion therapy:
 must be medically necessary
 must be given by a participating Home Infusion Therapy (HIT)
provider or in a participating freestanding Ambulatory Infusion
Center (AIC)
 may use drugs that require preauthorization - consult with your
doctor

80% after in-network deductible

80% after in-network deductible

Benefits

In-network

Out-of-network

Surgery - includes related surgical services and medically necessary
facility services by a participating ambulatory surgery facility

80% after in-network deductible

60% after out-of-network deductible

Presurgical consultations

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Voluntary sterilization for males

80% after in-network deductible

60% after out-of-network deductible

80% after in-network deductible

60% after out-of-network deductible

Benefits

In-network

Out-of-network

Specified human organ transplants - must be in a designated facility
and coordinated through the BCBSM Human Organ Transplant
Program (1-800-242-3504)

100% (no deductible or
copay/coinsurance)

100% (no deductible or
copay/coinsurance) - in designated
facilities only

Bone marrow transplants - must be coordinated through the BCBSM
Human Organ Transplant Program (1-800-242-3504)

80% after in-network deductible

60% after out-of-network deductible

Surgical services

Note: For voluntary sterilizations for females, see "Preventive care
services."
Voluntary Abortions

Human organ transplants

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Specified oncology clinical trials

80% after in-network deductible

60% after out-of-network deductible

80% after in-network deductible

60% after out-of-network deductible

Note: BCBSM covers clinical trials in compliance with PPACA.
Kidney, cornea and skin transplants

Mental health care and substance abuse treatment
Note: Some mental health and substance abuse services are considered by BCBSM to be comparable to an office visit. When a mental health or
substance abuse service is considered by BCBSM to be comparable to an office visit, we will process the claim under your office visit benefit.

Out-of-network

Benefits

In-network

Inpatient mental health care and inpatient substance abuse
treatment

80% after in-network deductible

Residential psychiatric treatment facility:
 covered mental health services must be performed in a residential
psychiatric treatment facility
 treatment must be preauthorized
 subject to medical criteria

80% after in-network deductible

60% after out-of-network deductible

Outpatient mental health care:
 Facility and clinic

80% after in-network deductible

80% after in-network deductible in
participating facilities only

 Physician's office

80% after in-network deductible

60% after out-of-network deductible

Outpatient substance abuse treatment - in approved facilities only

80% after in-network deductible

60% after out-of-network deductible
(in-network cost-sharing will apply if
there is no PPO network)

60% after out-of-network deductible
Unlimited days

Autism spectrum disorders, diagnoses and treatment
Benefits

In-network

Out-of-network

Applied behavioral analysis (ABA) treatment - when rendered by an
approved board-certified behavioral analyst - is covered through age
18, subject to preauthorization

Not covered

Not covered

Outpatient physical therapy, speech therapy, occupational therapy,
nutritional counseling for autism spectrum disorder

Not covered

Not covered

Other covered services, including mental health services, for autism
spectrum disorder

Not covered

Not covered

In-network

Out-of-network

Note: Diagnosis of an autism spectrum disorder and a treatment
recommendation for ABA services must be obtained by a BCBSM
approved autism evaluation center (AAEC) prior to seeking ABA
treatment.

Other covered services
Benefits

· 80% after in-network deductible for
60% after out-of-network deductible
diabetes medical supplies
· 100% (no deductible or
copay/coinsurance) for diabetes selfNote: Screening services required under the provisions of PPACA are
management training
covered at 100% of approved amount with no in-network cost-sharing
when rendered by an in-network provider.
Outpatient Diabetes Management Program (ODMP)

Note: When you purchase your diabetic supplies via mail order you
will lower your out-of-pocket costs.
Allergy testing and therapy

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Chiropractic spinal manipulation and osteopathic manipulative therapy $30 copay per visit

Out-of-network
60% after out-of-network deductible

Limited to a combined 24-visit maximum per member per calendar year
Outpatient physical, speech and occupational therapy - provided for
rehabilitation

$30 copay per day

60% after out-of-network deductible
Note: Services at nonparticipating
outpatient physical therapy facilities
are not covered.

Limited to a combined 60-visit maximum per member per calendar year
Durable medical equipment

80% after in-network deductible

80% after in-network deductible

Prosthetic and orthotic appliances

80% after in-network deductible

80% after in-network deductible

Private duty nursing care

50% after in-network deductible

50% after in-network deductible

Note: DME items required under the provisions of PPACA are covered
at 100% of approved amount with no in-network cost-sharing when
rendered by an in-network provider. For a list of covered DME items
required under PPACA, call BCBSM.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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BCBSM Preferred RX Program
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company.
Specialty prescription drugs (such as Enbrel® and Humira® ) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis and
cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only for
specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability).
Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company providing pharmacy
benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have any questions, please
call Walgreens Specialty Pharmacy customer service at 1-866-515-1355.
We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day
supply. BCBSM reserves the right to limit the initial quantity of select specialty drugs. Your copay will be reduced by one-half for this initial fill (15 days).

Member's responsibility (copays and coinsurance amounts)
Note: Your prescription drug copays and coinsurance amounts, including mail order copay and coinsurance amounts, are subject to the same annual
out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual out-of-pocket
maximum.
 any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand name drug
 the 25% member liability for covered drugs obtained from an out-of-network pharmacy

Benefits

In-network pharmacy

Out-of-network pharmacy

Tier 1 - Generic or select prescribed over-the-counter
drugs

You pay $10 copay

You pay $10 copay plus an additional 25% of
BCBSM approved amount for the drug

Tier 2 - Preferred brand-name drugs

You pay $30 copay

You pay $30 copay plus an additional 25% of
BCBSM approved amount for the drug

Tier 3 - Nonpreferred brand-name drugs

You pay $60 copay

You pay $60 copay plus an additional 25% of
BCBSM approved amount for the drug

Mail order (home delivery) prescription drugs

Copay for up to a 30
day supply:

Not covered

· You pay $10 copay for Tier 1
(generic) drugs
· You pay $30 copay for Tier 2
(formulary brand) drugs
· You pay $60 copay for Tier 3
(nonformulary brand) drugs
Copay for a 31 to 90 day supply:
· You pay $20 copay for Tier 1
(generic) drugs
· You pay $60 copay for Tier 2
(formulary brand) drugs
· You pay $120 copay for Tier 3
(nonformulary brand) drugs

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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Covered services
Benefits

In-network pharmacy

Out-of-network pharmacy

FDA-approved drugs

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

Prescribed over-the-counter drugs - when covered by
BCBSM

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

State-controlled drugs

100% of approved amount less plan
copay/coinsurance

75% of approved amount less plan
copay/coinsurance

FDA-approved generic and select brand-name
prescription preventive drugs, supplements and vitamins
as required by PPACA (non-self-administered drugs are
not covered)

100% of approved amount

75% of approved amount

Other FDA-approved brand-name prescription preventive 100% of approved amount less plan
drugs, supplements and vitamins as required by PPACA
copay/coinsurance
(non-self-administered drugs are not covered)

75% of approved amount less plan
copay/coinsurance

FDA-approved generic and select brand name
prescription contraceptive medication (non-selfadministered drugs are not covered)

75% of approved amount

100% of approved amount

Other FDA-approved brand name prescription
100% of approved amount less plan
contraceptive medication (non-self-administered drugs are copay/ coinsurance
not covered)

75% of approved amount less plan copay/
coninsurance

Disposable needles and syringes - when dispensed with
insulin or other covered injectable legend drugs

75% of approved amount less plan
copay/coinsurance for the insulin or other covered
injectable legend drug

100% of approved amount less plan
copay/coinsurance for the insulin or
other covered injectable legend drug

Note: Needles and syringes have no copay/ coinsurance.

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Features of your prescription drug plan
Custom Drug List

A continually updated list of FDA-approved medications that represent each therapeutic class. The drugs on the list
are chosen by the BCBSM Pharmacy and Therapeutics Committee for their effectiveness, safety, uniqueness and
cost efficiency. The goal of the drug list is to provide members with the greatest therapeutic value at the lowest
possible cost.
· Tier 1 (generic) - Tier 1 includes generic drugs made with the same active ingredients, available in the same
strengths and dosage forms, and administered in the same way as equivalent brand-name drugs. They also
require the lowest copay/coinsurance, making them the most cost-effective option for the treatment.
· Tier 2 (preferred brand) - Tier 2 includes brand-name drugs from the Custom Drug List. Preferred brand name
drugs are also safe and effective, but require a higher copay/coinsurance.
· Tier 3 (nonpreferred brand) - Tier 3 contains brand-name drugs not included in Tier 2. These drugs may not
have a proven record for safety or as high of a clinical value as Tier 1 or Tier 2 drugs. Members pay the highest
copay/coinsurance for these drugs.

Drug interchange and generic
copay/ coinsurance waiver

BCBSM's drug interchange and generic copay/ coinsurance waiver programs encourage physicians to prescribe a
less-costly generic equivalent.
If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have
to pay a generic copay/ coinsurance. In select cases BCBSM may waive the initial copay/ coinsurance after your
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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Prescription drug preferred therapy A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter
medications before prescribing a more expensive brand-name drug, It applies only to prescriptions being filled for
the first time of a targeted medication.
Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your
physician to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy
program is available at bcbsm.com/pharmacy, along with the preferred medications.
If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we
have no record of you trying the preferred medication(s), you may be liable for the entire cost of the brand-name
drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM.
These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or
through a mail order provider.
Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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CITY OF WESTLAND
68765682
007006083-0047 Qualified High Deductible Health Plan
Effective Date: 01/01/2016
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible, copay and /or coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Preauthorization for Specialty Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and,
when require, are preauthorized or approved by BCBSM except in an emergency
Note: A list of services that require approval before they are provided is available online at bcbsm.com/importantinfo. Select Approving covered
services.
Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request.
Preauthorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialty pharmaceuticals that meet BCBSM's medical policy
criteria for treatment of the condition. The prescribing physician must contact BCBSM to request preauthorization of the drugs. If preauthorization is
not sought, BCBSM will deny the claim and all charges will be the member's responsibility.
Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or other
categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple sclerosis,
and many other disease as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.
BCBSM provides administrative claims services only. Your employer is financially responsible for claims.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Eligibility Information
Member

Eligibility Criteria

Dependents

· Subscriber's legal spouse
· Dependent children: related to you by birth, marriage, legal
adoption or legal guardianship; eligible for coverage through the last
day of the month the dependent turns age 26

Member's responsibility (deductibles, copays, coinsurance and dollar maximums)
Note: If an in-network provider refers you to an out-of-network provider, all covered services obtained from that out-of-network provider will be subject to
applicable out-of-network cost-sharing.

Benefits

In-network

Out-of-network

Deductibles

$1,500 for a one-person contract or
$3,000 for a family contract (2 or more
members) each calendar year
(no 4th quarter carry-over)

$3,000 for a one-person contract or
$6,000 for a family contract (2 or more
members) each calendar year
(no 4th quarter carry-over)

Flat-dollar copays

See "Prescription Drugs" section

See "Prescription Drugs" section

Coinsurance amounts (percent copays)

20% of approved amount for most
covered services

40% of approved amount for most
covered services

Annual out-of-pocket maximums-applies to deductibles and
coinsurance amounts for all covered services - including prescription
drug cost-sharing amounts

$3,000 for a one-person contract or
$6,000 for a family contract (2 or more
members) each calendar year

$6,000 for a one-person contract or
$12,000 for a family contract (2 or
more members) each calendar year

Lifetime dollar maximum

None

Note: Your deductible combines deductible amounts paid under your
Simply Blue HSA medical coverage and your Simply Blue prescription
drug coverage.
Note: The full family deductible must be met under a two-person or
family contract before benefits are paid for any person on the contract.

Note: Coinsurance amounts apply once the deductible has been met.

Preventive care services
Benefits

In-network

Out-of-network

Health maintenance exam-includes chest x-ray, EKG, cholesterol
screening and other select lab procedures

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity.
Gynecological exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Note: Additional well-women visits may
be allowed based on medical necessity.
Pap smear screening- laboratory and pathology services

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Voluntary sterilizations for females

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Prescription contraceptive devices-includes insertion and removal of
an intrauterine device by a licensed physician

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Contraceptive injections

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Out-of-network

Benefits

In-network

Well-baby and child care visits

100% (no deductible or
Not covered
copay/coinsurance)
· 8 visits, birth through 12 months
· 6 visits, 13 months through 23
months
· 6 visits, 24 months through 35
months
· 2 visits, 36 months through 47
months
· Visits beyond 47 months are limited
to one per member per calendar year
under the health maintenance exam
benefit

Adult and childhood preventive services and immunizations as
recommended by the USPSTF, ACIP, HRSA or other sources as
recognized by BCBSM that are in compliance with the provisions of
the Patient Protection and Affordable Care Act

100% (no deductible or
copay/coinsurance)

Not covered

Fecal occult blood screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Flexible sigmoidoscopy exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Prostate specific antigen (PSA) screening

100% (no deductible or
copay/coinsurance), one per member
per calendar year

Not covered

Routine mammogram and related reading

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Note: Subsequent medically necessary
mammograms performed during the
same calendar year are subject to your
deductible and coinsurance.

Note: Out-of-network readings and
interpretations are payable only when
the screening mammogram itself is
performed by an in-network provider.

One per member per calendar year
Routine screening colonoscopy

100% (no deductible or
copay/coinsurance) for routine
colonoscopy

60% after out-of-network deductible

Note: Medically necessary
colonoscopies performed during the
same calendar year are subject to your
deductible and coinsurance.
One routine colonoscopy per member per calendar year

Physician office services
Benefits

In-network

Out-of-network

Office visits - must be medically necessary

80% after in-network deductible

60% after out-of-network deductible

Outpatient and home medical care visits - must be medically
necessary

80% after in-network deductible

60% after out-of-network deductible

Office consultations - must be medically necessary

80% after in-network deductible

60% after out-of-network deductible

Urgent care visits - must be medically necessary

80% after in-network deductible

60% after out-of-network deductible

Benefits

In-network

Out-of-network

Hospital emergency room

80% after in-network deductible

80% after in-network deductible

Emergency medical care

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Ambulance services - must be medically necessary

80% after in-network deductible

80% after in-network deductible

Benefits

In-network

Out-of-network

Laboratory and pathology services

80% after in-network deductible

60% after out-of-network deductible

Diagnostic tests and x-rays

80% after in-network deductible

60% after out-of-network deductible

Therapeutic radiology

80% after in-network deductible

60% after out-of-network deductible

Diagnostic services

Maternity services provided by a physician or certified nurse midwife
Benefits

In-network

Out-of-network

Prenatal care visits

100% (no deductible or
copay/coinsurance)

60% after out-of-network deductible

Postnatal care

80% after in-network deductible

60% after out-of-network deductible

Delivery and nursery care

80% after in-network deductible

60% after out-of-network deductible

Benefits

In-network

Out-of-network

Semiprivate room, inpatient physician care, general nursing care,
hospital services and supplies

80% after in-network deductible

Hospital care
60% after out-of-network deductible
Unlimited days

Note: Nonemergency services must be rendered in a participating
hospital.
Inpatient consultations

80% after in-network deductible

60% after out-of-network deductible

Chemotherapy

80% after in-network deductible

60% after out-of-network deductible

Benefits

In-network

Out-of-network

Skilled nursing care- must be in a participating skilled nursing facility

80% after in-network deductible

80% after in-network deductible

Alternatives to hospital care

Limited to a maximum of 120 days per member per calendar year
Hospice care

80% after in-network deductible

80% after in-network deductible

Up to 28 pre-hospice counseling visits before electing hospice services; when
elected, four 90-day periods-provided through a participating hospice program
only; limited to dollar maximum that is reviewed and adjusted periodically (after
reaching dollar maximum, member transitions into individual case management)
Home health care:
 must be medically necessary
 must be provided by a participating home health care agency

80% after in-network deductible

80% after in-network deductible

Infusion therapy:
 must be medically necessary
 must be given by a participating Home Infusion Therapy (HIT)
provider or in a participating freestanding Ambulatory Infusion
Center (AIC)
 may use drugs that require preauthorization-consult with your
doctor

80% after in-network deductible

80% after in-network deductible

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Surgical services
Benefits

In-network

Out-of-network

Surgery-includes related surgical services and medically necessary
facility services by a participating ambulatory surgery facility

80% after in-network deductible

60% after out-of-network deductible

Presurgical consultations

80% after in-network deductible

60% after out-of-network deductible

Voluntary sterilization for males

80% after in-network deductible

60% after out-of-network deductible

80% after in-network deductible

60% after out-of-network deductible

Benefits

In-network

Out-of-network

Specified human organ transplants - must be in a designated facility
and coordinated through the BCBSM Human Organ Transplant
Program (1-800-242-3504)

80% after in-network deductible

80% after in-network deductible-in
designated facilities only

Bone marrow transplants-must be coordinated through the BCBSM
Human Organ Transplant Program (1-800-242-3504)

80% after in-network deductible

60% after out-of-network deductible

Specified oncology clinical trials

80% after in-network deductible

60% after out-of-network deductible

80% after in-network deductible

60% after out-of-network deductible

Note: For voluntary sterilizations for females, see "Preventive care
services."
Voluntary abortions

Human organ transplants

Note: BCBSM covers clinical trials in compliance with PPACA.
Kidney, cornea and skin transplants

Mental health care and substance abuse treatment
Benefits

In-network

Inpatient mental health care and inpatient substance treatment

80% after in-network deductible

Out-of-network
60% after out-of-network deductible
Unlimited days

80% after in-network deductible

60% after out-of-network deductible

Outpatient mental health care:
 Facility and clinic

80% after in-network deductible

80% after in-network deductible in
participating facilities only

 Physician's office

80% after in-network deductible

60% after out-of-network deductible

Outpatient substance abuse treatment-in approved facilities only

80% after in-network deductible

60% after out-of-network deductible
(in-network cost-sharing will apply if
there is no PPO network)

Residential psychiatric treatment facility
 covered mental health servics must be performed in a residential
psychiatric treatment facility
 treatment must be preauthorizd
 subject to medical criteria

Autism spectrum disorders, diagnoses and treatment
Benefits

In-network

Out-of-network

Applied behavioral analysis (ABA) treatment-when rendered by an
approved board-certified behavioral analyst-is covered through age
18, subject to preauthorization

Not covered

Not covered

Not covered

Not covered

Note: Diagnosis of an autism spectrum disorder and a treatment
recommendation for ABA services must be obtained by a BCBSM
approved autism evaluation center (AAEC) prior to seeking ABA
treatment.
Outpatient physical therapy, speech therapy, occupational therapy,
nutritional counseling for autism spectrum disorder

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Benefits

In-network

Out-of-network

Other covered services, including mental health services, for autism
spectrum disorder

Not covered

Not covered

Benefits

In-network

Out-of-network

Outpatient Diabetes Management Program (ODMP)

80% after in-network deductible

60% after out-of-network deductible

80% after in-network deductible

60% after out-of-network deductible

Chiropractic spinal manipulation and osteopathic manipulative therapy 80% after in-network deductible

60% after out-of-network deductible

Other covered services

Note: Screening services required under the provisions of PPACA are
covered at 100% of approved amount with no in-network cost-sharing
when rendered by an in-network provider.
Note: When you purchase your diabetic supplies via mail order you
will lower your out-of-pocket costs.
Allergy testing and therapy

Limited to a combined 24-visit maximum per member per calendar year
Outpatient physical, speech and occupational therapy-provided for
rehabilitation

80% after in-network deductible

60% after out-of-network deductible
Note: Services at nonparticipating
outpatient physical therapy facilities
are not covered.

Limited to a combined 60-visit maximum per member per calendar year
Durable medical equipment

80% after in-network deductible

80% after in-network deductible

Prosthetic and orthotic appliances

80% after in-network deductible

80% after in-network deductible

Private duty nursing care

80% after in-network deductible

80% after in-network deductible

Note: DME items required under the provisions of PPACA are covered
at 100% of approved amount with no in-network cost-sharing when
rendered by an in-network provider. For a list of covered DME items
required under PPACA, call BCBSM.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. Cost-sharing may differ when you obtain covered services outside of
Michigan. If you receive care from a nonparticipating provider, even when referred, you may be billed for the difference between our approved amount and the provider's
charge.
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Simply Blue HSA with Prescription Drugs
This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay/coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents
your group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.
Specialty Pharmaceutical Drugs - The mail order pharmacy for specialty drugs is Walgreens Specialty Pharmacy, LLC, an independent company.
Specialty prescription drugs (such as Enbrel® and Humira® ) are used to treat complex conditions such as rheumatoid arthritis, multiple sclerosis and
cancer. These drugs require special handling, administration or monitoring. Walgreens Specialty Pharmacy will handle mail order prescriptions only for
specialty drugs while many in-network retail pharmacies will continue to dispense specialty drugs (check with your local pharmacy for availability).
Other mail order prescription medications can continue to be sent to Express Scripts. (Express Scripts is an independent company providing pharmacy
benefit services for Blues members.) A list of specialty drugs is available on our Web site at bcbsm.com/pharmacy. If you have any questions, please
call Walgreens Specialty Pharmacy customer service at 1-866-515-1355.
We will not pay for more than a 30-day supply of a covered prescription drug that BCBSM defines as a "specialty pharmaceutical" whether or not the
drug is obtained from a 90-Day Retail Network provider or mail-order provider. We may make exceptions if a member requires more than a 30-day
supply. BCBSM reserves the right to limit the initial quantity of select specialty drugs. Your copay will be reduced by one-half for this initial fill (15 days).

Member's responsibility (copays and coinsurance amounts)
Your Simply Blue HSA prescription drug benefits, including mail order drugs, are subject to the same deductible and same annual out-ofpocket maximum required under your Simply Blue HSA medical coverage. Benefits are not payable until after you have met the Simply Blue HSA
annual deductible. After you have satisfied the deductible you are required to pay applicable prescription drug copays and coinsurance amounts which
are subject to your annual out-of-pocket maximums.
Note: The following prescription drug expenses will not apply to your Simply Blue HSA deductible or annual out-of-pocket maximum:
 any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand name drug
 the 20% member liability for covered drugs obtained from an out-of-network pharmacy

Benefits

In-network pharmacy

Out-of-network pharmacy

Copay

After deductible is met,
you pay 20% of the
approved amount

After deductible is met, you pay 20% of approved
amount plus an additional 20% of the BCBSM
approved amount

Mail order (home delivery) prescription drugs

Copay for up to a 90
day supply:
· After deductible is met, you pay 20%
of approved amount

Not covered

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Covered services
Benefits

In-network pharmacy

Out-of-network pharmacy

FDA-approved drugs

Subject to Simply Blue HSA medical
deductible and prescription drug
copay/coinsurance

Subject to Simply Blue HSA medical deductible
and prescription drug copay/coinsurance plus an
additional 20% prescription drug out-of-network
penalty

Prescribed over-the-counter drugs - when covered by
BCBSM

Subject to Simply Blue HSA medical
deductible and prescription drug
copay/coinsurance

Subject to Simply Blue HSA medical deductible
and prescription drug copay/coinsurance plus an
additional 20% prescription drug out-of-network
penalty

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

In-network pharmacy

Out-of-network pharmacy

State-controlled drugs

Subject to Simply Blue HSA medical
deductible and prescription drug
copay/coinsurance

Subject to Simply Blue HSA medical deductible
and prescription drug copay/coinsurance plus an
additional 20% prescription drug out-of-network
penalty

FDA-approved generic and select brand-name
prescription preventive drugs, supplements and vitamins
as required by PPACA (non-self-administered drugs are
not covered)

100% of approved amount

80% of approved amount

Other FDA-approved brand-name prescription preventive Subject to Simply Blue HSA medical
drugs, supplements and vitamins as required by PPACA
deductible and prescription drug
(non-self-administered drugs are not covered)
copay/coinsurance

Subject to Simply Blue HSA medical deductible
and prescription drug copay/coinsurance plus an
additional 20% prescription drug out-of-network
penalty

FDA-approved generic and select brand name
prescription contraceptive medication (non-selfadministered drugs are not covered)

80% of approved amount

100% of approved amount

Other FDA-approved brand name prescription
Subject to Simply Blue HSA medical
contraceptive medication (non-self-administered drugs are deductible and prescription drug
not covered)
copay/coinsurance

Subject to Simply Blue HSA medical deductible
and prescription drug copay/coinsurance plus an
additional 20% prescription drug out-of-network
penalty

Disposable needles and syringes - when dispensed with
insulin or other covered injectable legend drugs

Subject to Simply Blue HSA medical deductible
and prescription drug copay/coinsurance plus an
additional 20% prescription drug out-of-network
penalty for insulin or other covered injectable
legend drug

Subject to Simply Blue HSA medical
deductible and prescription drug
copay/coinsurance for the insulin or
other covered injectable legend drug

Note: Needles and syringes have no copay/ coinsurance.

Note: An in-network pharmacy is a Preferred Rx pharmacy in Michigan or an Express Scripts pharmacy outside Michigan. Express Scripts is an
independent company providing pharmacy benefit services for Blues members. An out-of-network pharmacy is a pharmacy NOT in the Preferred Rx
or Express Scripts networks.
Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs

Features of your prescription drug plan
Drug interchange and generic
copay/ coinsurance waiver

BCBSM's drug interchange and generic copay/ coinsurance waiver programs encourage physicians to prescribe a
less-costly generic equivalent.
If your physician rewrites your prescription for the recommended generic or OTC alternate drug, you will only have
to pay a generic copay/ coinsurance. In select cases BCBSM may waive the initial copay/ coinsurance after your
prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver.

Prescription drug preferred therapy A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter
medications before prescribing a more expensive brand-name drug, It applies only to prescriptions being filled for
the first time of a targeted medication.
Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your
physician to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy
program is available at bcbsm.com/pharmacy, along with the preferred medications.
If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we
have no record of you trying the preferred medication(s), you may be liable for the entire cost of the brand-name
drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM.
These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or
through a mail order provider.
Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits.

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