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

County of Oakland
HDHP Plan, Rx4, Hearing 2

Coverage Period: Beginning on or after 01/01/2026

Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call 1-877-752-1233. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You

can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-877-752-1233 to request a copy.

Important Questions " In-Network | Out-of-Network

Why This Matters:

$1,700 Individual/
$3,400 Family

$3,300 Individual/

. 4o
What is the overall deductible? $6.600 Family

Yes. Preventive care
Are there services covered before |services are covered
you meet your deductible? before you meet

your deductible.

No

Are there other deductibles for

i . No.
specific services?

What is the out-of-pocket limit for

this plan? $4,125 Individual/ $4,125 Individual/
(May include a coinsurance $10,250 Family $10,250 Family
maximum)

What is the out-of-pocket limit for $3,775 Individual/ | $3,775 Individual/
the prescription plan? $5,550 Family $5,550 Family

What is not included in the out-of- Premiums, balance-billing charges, any

. = pharmacy penalty and health care this
p ?
ocket limit? plan doesn’t cover.

Yes. For a list of network providers see
www.bcbsm.com or call 1-877-752-1233

Will you pay less if you use a
network provider?

Do you need a referral to see a
specialist?

Group Number 71852-2000-050;040, 050

No.

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the policy, the overall family
deductible must be met before the plan begins to pay.

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

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, the overall family out-of-pocket limit must be met.

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

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

You can see the specialist you choose without a referral.
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i ‘ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Event | Services You May Need In-Network Provider Out-of-Network Provider Limitations, Exclﬁ?;lrﬁast,ig‘nOther Important
(You will pay the least) (You will pay the most)

Primary care visit to treat |No charge once deductible is

. ) 20% coinsurance None
an injury or illness met EEE—
Telemedicine Visits l;ch))p(I:;arge; deductible does not 20% coinsurance None

Virtual Care - Online visits
Note: Online Medical
Visits by a non-BCBSM
selected vendor are not
covered.

No charge; deductible does not Online Medical visits by a non-BCBSM selected
Not Covered
apply vendor are not covered

If you visit a health care
provider’s office or clinic

No charge once deductible is

20% coinsurance None
met —_—

Specialist visit

You may have to pay for services that aren’t

Preventive care/ : L :
preventive. Ask your provider if the services

No charge; deductible does not

%{ion apply N GaEiEe needed are preventive. Then check what your plan
will pay for.
El?oggg\félri )test (x-ray, xtcharge once deductible is 20% coinsurance None
If you have a test : ,.
Imaging (CT/PET scans, No charge once deductible is 20% Coi M . thorizatt
MRIs) met b coinsurance ay require prior authorization.
If vou need druas to treat . . $10 copay/prescription for $10 copay/prescription for retail - Prior authorization, step therapy and quantity limits
y cilln " 9 ndition Generic or prescribed retail 30-day supply, $10 30-day supply plus an additional 'may apply to select drugs. Preventive drugs
K/I%?e Iinfoer?nsago::bobtlo over-the-counter drugs | copay/prescription for retail or - 20% of BCBSM approved covered in full. Mail order drugs are not covered
prescription drug coverage mail order 90-day supply amount for the drug out-of-network. Specialty drugs must be obtained
Py $30.m/prescription for $30 copay/prescription forlr(.etail from.an Excluswel Speqalty Pharmacy Neltwork
www.bcbsm.com/druglists Preferred brand-name  |retail 30-day supply, $30 30-day supply plus an additional |provider. Select diabetic sup.phgs and devices may
drugs copay/prescription for retail or |20% of BCBSM approved be covered under the prescription drug program.

mail order 90-day supply amount for the drug
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Common Medical Event

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

If you need behavioral
health services (mental
health and substance use
disorder)

Services You May Need

Non-Preferred brand-
name drugs

Facility fee (e.g.,
ambulatory surgery
center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee

Outpatient services

Telemedicine Mental
Health Visits

Virtual Care — Online
Mental Health visits
Note: Online Medical
Visits by a non-BCBSM
selected vendor are not
covered.

Inpatient services

What You Will Pay

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

$50 copay/prescription for
retail 30-day supply, $50
copay/prescription for retail or
mail order 90-day supply

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge; deductible does not

apply

No charge; deductible does not

apply

No charge once deductible is
met

Limitations, Exceptions, & Other Important

Information

$50 copay/prescription for retail |The deductible is waived for certain prescription
30-day supply plus an additional |drugs that are considered preventive (in addition to

20% of BCBSM approved
amount for the drug

20% coinsurance

20% coinsurance

No charge once in-network
deductible is met

No charge once in-network
deductible is met

20% coinsurance
20% coinsurance

20% coinsurance

No charge once in-network
deductible is met

20% coinsurance

Not Covered

20% coinsurance

those defined by the Affordable Care Act). The
applicable tiered copay or coinsurance still applies.

None

None
None
Mileage limits apply

None

Facility services are covered in participating
facilities only. Prior authorization is required.

None

Your cost share may be different for services
performed in an office setting.

None

Online Medical visits by a non-BCBSM selected
vendor are not covered

Prior authorization is required.
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What You Will Pay

Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Common Medical Event Limitations, Exceptions, & Other Important

Information

Office visits

If you are pregnant
Childbirth/delivery

professional services
Childbirth/delivery facility

services

Home health care

Rehabilitation services

If you need help recovering Habilitation services
or have other special health
needs

Skilled nursing care

Durable medical
equipment

Prenatal: No charge;
deductible does not apply
Postnatal: No charge;
deductible does not apply

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

No charge once deductible is
met

Prenatal: 20% coinsurance
Postnatal: 20% coinsurance

20% coinsurance

20% coinsurance

No charge once deductible is
met

20% coinsurance

20% coinsurance

No charge once deductible is
met

20% coinsurance

Maternity care may include tests and services
described elsewhere in the SBC (i.e. ultrasound)
and depending on the type of services cost share

may apply. Cost sharing does not apply for
preventive services.

None

Facility services are covered in participating
facilities only.

Physician certification required. Unlimited visits.

Physical, Occupational and Speech Therapy are
limited to a combined maximum of 180 visits per
member, per calendar year.

Applied Behavior Analysis (ABA) treatment for
Autism — when rendered by Licensed Behavior
Analyst (LBA), subject to prior authorization.

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.

Facility services are covered in participating
facilities only. Prior authorization is required.
Limited to a maximum of 90 days per member, per
calendar year.

Excludes bath, exercise and deluxe equipment
and comfort and convenience items. Prescription
required.
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Hospice services

(You will pay the least)

No charge once deductible is
met

(You will pay the most)

No charge once deductible is
met

Physician certification required. 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.

If your child needs dental or
eye care

No coverage for routine dental or
eye care under this medical

plan, except as required by
PPACA.

Children’s eye exam

Not Covered

Not Covered

Children’s glasses

Not Covered

Not Covered

For more information about vision coverage visit
www.heritagevisionplans.com or

www.oakgov.com/benefits.

Children’s dental check-
up

Not Covered

Not Covered

For more information about vision coverage visit
www.deltadentalmi.com or

www.oakgov.com/benefits.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture o Infertility treatment (except the treatment of the o Weight Loss programs (except to the extent required to

e Cosmetic surgery underlying cause of infertility may be covered) be covered by the PPACA)

o Dental care (Adult) (except to the extent required Long-term care

to be covered by the PPACA) o Routine eye care (Adult) (except to the extent
required to be covered by the PPACA)

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

e Bariatric surgery e Hearing Aids ¢ Routine foot care

e Chiropractic care e Non-Emergency care when travelling outside the Condition Management Solutions by Teladoc Health:
u.sS. Diabetes Management and Prevention, Hypertension

e Coverage provided outside the United States. Management, Weight Management

See http://provider.bcbs.com e Private-duty nursing

e Maven Clinic: Family Building, Maternity, and
Menopause support

e Hinge Health: Musculoskeletal Solutions
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling 1-877-752-1233. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For
more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling 1-877-752-1233.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48909-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes.

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

Does this plan meet Minimum Value Standards? Yes.

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

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

. This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
. ' depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

M The plan’s overall deductible $1,700
M Specialist copayment $0
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $1,700

Copayments $10

Coinsurance $0
What isn’t covered

Limits or exclusions $60

The total Peg would pay is $1,770

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of
a well-controlled condition)

M The plan’s overall deductible $1,700

B Specialist copayment $0
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles $1,700

Copayments $400

Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,120

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

M The plan’s overall deductible $1,700
M Specialist copayment $0
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,700
Copayments $10
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,710

If you are also covered by an account-type plan such as the health savings account (HSA), then you may have access to additional funds to help cover
certain out-of-pocket expenses - like the deductible, copayments, or coinsurance, or benefits not otherwise covered. In 2026, the County will contribute a

pre-determined amount (based on bargaining unit), which will be front-loaded with the first paycheck of the year.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you're helping, needs assistance, you
have the right to get help and infermation in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefonico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
ool Aok Gaclid dalagaamlid Al ass i ool i 1)
AU g dlialidy g el el sae bl e Jpeaall
el ek e sp pall oSl Rans 85 il an i ) il
Ll 1€ 50 (€511 (B77-469-2583 TTY:711 5.
R, .'J?.E SIEEREIME R, WEWE EHEER
REBLEXBESIREANNE. E88— ﬁﬁ‘%ﬁ
ﬁ?ﬁ&!&&ﬂ-ﬁﬁﬁ&’]@?ﬂ&&ﬂnﬁ MREETEER
FEIRERE 877-469-2583. TTY: 711,
R o S¥u posa ¢ o alloioeda rBA Li8 3 o e sl L
it yota g . alulam ioon o asalieed L akes
-l—':h—..d"ﬂ r{u:m_\ﬂmm)::._n’hyumml rﬁuﬁqrdq. e_-\:.curl:n
o onanify rd o Ao ey mfiion | Amali
& o akal ol 877-469-2583 TTY:711
MNEéu quy vi, hay ngwdi ma quy vi dang giup dd, can trg
gilip, quy vi s& cé quyén dugc gidp va cé thém thing tin
bang ngdn ng* cla minh mién phi. B& néi chuyén voi mat
théng dich vién, xin goi s6 Dich vu Khich hang & mit sau
thé clda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai 14 mét thanh vién.
Mése ju, ose dikush g& po ndihmoni, ka nevojé pér
asistencé, keni té drejté té& merrni ndihmé dhe informacion
falas né gjuhé&n tuaj. P&r t€ folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit n& an&n e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

Ohot At E= Aot B0 U= AR ZI=0]
HosICHH ol T2 B2 E 6l H0Z HIE
2 gl ¥E 4 9l=AelJ UASLICE E2 A9
CHataolci® Aalel 1= S 2l= 024 A~
HSZ AgtatAL o0l 3 20| ol E=2
877-469-2583. TTY: 7112 &HElglal Al 2.

% AT, T A AR PGS I PE] 2
AAG 2T, BRE TS S (SR T2 8 59
TISTT AT AT TEE | (FEAT AT (TSR I
F] 00, AFEE G CTaE (T37] 92T TaEe] 996
el Ppe q] B77-469-2583, TTY: 711 % Era Iy A
TS A 2 ST |

ledli Ty lub osoba, ktorej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwon pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-463-2583,

TTY: 711, jezeli jeszcze nie masz czlonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Ruckseite Ihrer Karte an oder
B877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

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

CHEAE, FEEEEHROBOBRYDATHEZLE
EEhAaATIHBAZENELEL, CHREDER
THR—FZ22F7-Y., BHREAFLEYTEI LN
TEFET. HEEPMYEEA. BRREBEZILE
BEEHLOI—FOERBICEEESh-HAST—H
—ERADEBEES (A \—THWLAIE

8774692583, TIY:- I F THEBEE L.

Ecom BaM HIH THITY. KOTOPOMY BEI IIOMOTaeTe, HyEHA
TOMOINE, TO BEL HMeeTe [IPaBo Ha OecIIaTHOE ModyieHHe
TIOMONTH H HHGOPMAITHH Ha BameM f35ike. JII% pazroeopa
€ IepeBOITHKOM MO3IB0HETE 10 HoMepy TeledioHa oTaema
0OCTYEHBAHHA KIHEHTOB, VKa3aHHOMY Ha 0DpaTHOH

CTOPOHE BaIeH KApPTEL HIH N0 HOMEPY
877-469-2583, TTY: 711, ecaH v Bac HET WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomaiete treba pomeod,
imate pravo da besplatno dobijete pomoé i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluibe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste clan.

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

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

Important disclosure

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

600 E. Lafayette Blvd., MC 1302, Detroit, M| 48226,
phone: 888-605-6461, TTY: 711, fax: 866-553-0578,

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the U.5.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at

https://ocrportal. hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1013, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
http:/fwww.hhs.gov/ocr/office/file/index.htmi.
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