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INTRODUCTION
The Christian Reformed Church in North America (the CRCNA) sponsors The Christian Reformed Church in North America Consolidated Group Insurance (CGI) Plan (the Plan).  The Plan provides health and welfare benefits to eligible Members.  
The Plan provides medical, prescription drug and dental benefits on a self-funded basis, with claims processing and other administrative services provided through Blue Cross Blue Shield of Michigan (BCBSM).  The purpose of this document, Your Benefit Guide, is to describe the medical, prescription drug and dental benefits for Domestic Agency Employees, Church Employees and Candidates as in effect on January 1, 2013.  Other groups of eligible individuals, such as Overseas Agency Employees, will receive a separate Your Benefit Guide.

The Plan also provides group term life and accidental death and dismemberment (“AD&D”) benefits and long-term disability benefits (for unordained full-time Domestic Agency Employees) on a fully-insured basis.  Ordained Employees also receive long-term disability coverage under the Pension Plan.  You will be provided with a booklet or certificate from the insurer describing the insured benefits in which you are enrolled.  

Finally, the CRCNA also sponsors a cafeteria plan which allows eligible Employees to pay their required premiums for health and welfare benefits on a pre-tax basis and also to obtain the before-tax reimbursement of qualifying health and dependent care expenses through flexible spending accounts.  The cafeteria plan is part of the CGI Plan and is also provided on a self-funded basis.  You will be provided with a separate Summary Plan Description (“SPD”) summarizing the terms of the cafeteria plan.
For a complete description of your health care coverage, refer to your certificates and riders which are available online from BCBSM.  Members without online access can contact BCBSM’s Customer Service to obtain copies of their certificates and riders. See the “Customer Service” section for information on contacting us.

When you come across a word you don't understand, look in the Glossary at the back of this Benefit Guide. It contains the definitions of many words that you might not be familiar with.

Questions?

If you still have questions about your health care coverage, please call your local BCBSM customer service office. You can find the phone number printed on the back of your ID card.
The information contained herein provides a summary of your group’s health care benefits.  It is not a contract.  This summary may not reflect additional limitations or exclusions that apply to covered services or the most recent updates to BCBSM certificates, riders, plan modifications and/or changes that your group may be making to your coverage.  Please contact the CRC Human Resources Department or call the customer service phone number printed on the back of your ID card if you have additional questions regarding your health care benefits.

HOW YOUR PLAN WORKS
The following are general guidelines about your health care benefits under the Plan. 

Referrals

You can self-refer to any PPO provider and remain in-network. However, referrals to non-network providers must be coordinated by your PPO provider to remain payable at the in-network level of benefits. It is important to remember that a referral does not guarantee payment. To be covered, the referred service must still be a covered benefit under the Plan.

Note: If you are referred to a non-network, nonparticipating provider, you are responsible for any difference between the provider's charge and our approved amount.

Limited network

For certain providers (e.g., certified registered nurse anesthetists and independent licensed physical therapists), BCBSM does not have a PPO network. If you receive services from a provider for which there is no PPO network, the service will be covered at the in-network level of benefits. If you are unsure whether or not there is a PPO network for a service, please contact your local BCBSM customer service office.
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Emergency care

When you think emergency care is needed, go to the nearest medical facility. The initial exam to treat a medical emergency or accidental injury is covered at the in-network level of benefits. However, any follow up care that is required is not considered emergency care and is subject to network guidelines.

Experimental services

The Plan does not pay for experimental services. Facility services and physician services, including diagnostic tests related to experimental procedures are also not payable.  
Pain management

BCBSM considers pain management an integral part of a complete disease treatment plan. The Plan provides coverage for the comprehensive evaluation and treatment of diseases, including the management of symptoms such as pain that may be associated with these diseases. Your health care benefits provide for such coverage and are subject to contract limitations.

HEALTHCARING PROGRAM
Getting or staying healthy, or learning how to manage a chronic illness, takes a partner — a healthcaring partner — and that's Blue Cross Blue Shield of Michigan. Our personal support programs help you understand the advice and treatment you receive from your physician so you can make the best and most-informed health care choices.

All of our programs are voluntary and strictly confidential. Learn more at Online Health Resources.

Healthcare Advisor™
Healthcare Advisor is an online resource that helps you:

· Research and compare drug treatment options, how they are used to treat a condition, and if there are possible interactions with other medications you may be taking

· Select a physician using criteria that are most important to you — including specialty, years of experience and location

· Find and compare hospitals using factors most important to you

· Estimate costs for specific services or tests

BLUEHEALTHCONNECTION®
Whether you're looking for ways to improve your lifestyle or manage a chronic condition, BlueHealthConnection has the support system you need - and it starts with a phone call to BlueHealthConnection at 800-775-BLUE (2583).

Working together

Good health depends on certain lifestyle choices we make, including what we eat, how active we are, whether or not we smoke and how we manage a chronic illness such as diabetes or high blood pressure. This is where BlueHealthConnection and our health coaches make a healthcaring difference.

When you call BlueHealthConnection, a health coach will work with you by phone to help you decide which level of care you need, such as:

· General health education on issues such as smoking-cessation and avoiding the flu

· Symptom management and health coaching if you need general advice about medical concerns, and assistance in determining whether and where to obtain care for acute health care problems 
· Quit the Nic, a smoking-cessation program in which you work one-on-one with a BlueHealthConnection health coach to develop an action plan, set a quit date and stay smoke-free for life

· Shared decision-making that includes discussion of options with a health coach or condition-specific, treatment-option videos if you are considering surgery for a significant medical condition 
· Disease management that includes education and coaching in self-management of chronic illnesses 
· Case management when you have a medical condition that needs coordination of care 
· Complex case management for patients who are extremely ill or have terminal conditions

Online health resources

BlueHealthConnection also offers members a private, easy-to-use online resource for personal health and wellness information. The site has a wealth of information on health-related topics and issues and information, all custom-tailored from Michigan's most trusted name in health care, to meet your individual health needs.

Once you log in to the Member Secured Services site, Go to BlueHealthConnection. Here's what BlueHealthConnection online offers you:

· Health risk appraisal – This questionnaire, developed by doctors and leading health researchers, takes about 20 minutes to complete. It gives you a clear picture of your overall health status and pinpoints your specific health issues and risks. You can even repeat the health risk appraisal at different intervals to measure changes in your health.

· Personalized dashboard – You can create your own personalized home page, called a “health dashboard,” that shows you how you can make health changes and suggests ways to reduce risks through education and lifestyle changes.

· Personal health record – This tool keeps track of your important health information — including conditions, medications, doctor appointments, emergency information and more. 
· Health information – From health articles to calculator tools, BlueHealthConnection's interactive tools help you participate with your physician in planning your health goals.

· Calculator tools – BlueHealthConnection has interactive tools that can help you learn about general health information and how such factors as body mass affect your and your family's health.

Here are some of the interactive tools you can access online:

· Body mass index calculator

· Children's growth calculator

· Target heart rate calculator 
· Calcium calculator 
· Calories burned calculator 
· Heart attack risk calculator

MONEY-SAVING PROGRAMS
Show your Blues ID card to save money through these programs:

BlueSafeSM
This is an injury prevention program that provides you with exclusive discounts on safety products and equipment at various Michigan retailers.

Naturally BlueSM
Show your Blues ID card to receive a 20 percent discount on acupuncture, massage therapy and nutrition counseling from Naturally Blue network practitioners. You can also get discounts on vitamins and herbal supplements.

Weight Watchers®
Blues members are eligible for discounts at Florine Mark Weight Watchers locations in northern and southeast Michigan. Take advantage of the Blues' discount at Weight Watchers for a new, healthier you! Your Weight Watchers savings depend on your branch location. Visit bcbsm.com to find the discount information for your county.
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YOUR BCBSM ID CARD
This section provides information on using your BCBSM health care plan ID card.

Your Identification card

Once enrolled, you'll receive an ID card similar to the one illustrated below. All cards will show the subscriber's name, even those issued to dependents.
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Contract number: The subscriber's assigned contract number with BCBSM.
Plan code: Identifies you as a Michigan BCBS member to out-of-state providers.
Enrollee name: The subscriber's name as it appears on our membership records.
Group number: A unique nine-digit group number identifying the sponsors of the health care plan.
About your ID card 
· Only you and your eligible dependents may use the cards issued for your contract. Lending your card is illegal and subject to possible fraud investigation and termination of coverage.
· Call us if your card is lost or stolen. Your provider can call us to verify coverage until you receive your new cards. 
· Unless you request a replacement card, you will receive new ID cards only when there is a change in your benefit plan.

· If you need additional ID cards, you can order them through Member Secured Services on bcbsm.com or by calling your local BCBSM customer service office at the number on the back of your member ID card.

Preventing fraud

If your provider asks for another form of identification, don't worry. Checking a cardholder's identification is just one way our providers help us protect you against unauthorized use of your card.

You can also help prevent fraud by checking your Explanation of Benefit Payments form, or EOB. If you see a discrepancy on your EOB, contact your provider first to see if it is an error. If it's not and you believe it is fraudulent billing or use of your card, then let us know by calling our antifraud hot line at 800-482-3787. You can also fill out our online Anti-Fraud form or write to:

Anti-Fraud Unit, 
Mail Code B759 
Blue Cross Blue Shield of Michigan
600 E. Lafayette Blvd. Detroit, MI 48226
When reporting fraud, all phone calls and correspondence are confidential.

CHOOSING YOUR PROVIDER
How much you pay for services you receive depends on whether you use a network or out-of-network network provider. We'll explain the difference below.

What is a network provider?

A network provider is a physician, hospital, or other health care specialist who provides services through the BCBSM PPO network. PPO network providers have signed agreements with us to accept our approved amount as payment in full for services covered under your health care plan. Using PPO network providers limits your out-of-pocket costs for covered services to any in-network deductible and copayments that may be required by your plan.
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What is an out-of-network provider?

An out-of-network provider is a physician, hospital, or other health care specialist who has not signed an agreement to provide services through our PPO network. Your health care plan generally has higher out-of-pocket deductible and copays for services received outside the PPO network.
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Comparing out-of-pocket costs between network and out-of-network providers

Here is an example of the type of out-of-pocket costs you may incur when you use a PPO network provider versus an out-of-network provider.

Participating provider

Nonparticipating provider
	Participating provider
	Nonparticipating provider

	Your out-of-pocket costs are limited to:
  Any deductible or copays that may be required by your health care plan
	Your out-of-pocket costs include:
  Any deductible or copays that may be required by your health care plan 

And may also include:
  The difference between BCBSM's approved amount and the provider's charge


How providers are paid

Under your health care program, the payment allowed for covered services is called the Blue Cross Blue Shield of Michigan approved amount. Our approved amount is the lower of the provider's billed charge or the BCBSM-maximum payment level for the covered service. Any deductible or copays required by your health care plan are subtracted from the approved amount before we make our payment.

PPO network providers — BCBSM sends payment directly to network providers. Because of their signed agreement with BCBSM, network providers will accept this payment as payment in full for covered services. You are only responsible for any in-network deductible or copays that may be required by your health care plan.

Out-of-network providers — Unless you have a referral from a PPO network provider, your care is considered out of network. When choosing to go out of network, it is important to verify if the service is covered, because not all services may be covered out of network.

When using out-of-network providers, you also need to find out if the provider is participating or nonparticipating with BCBSM. Here's why this is important:

· Participating providers — BCBSM sends payment directly to participating providers. Because of their signed agreement with BCBSM, participating providers will accept this payment as payment in full for covered services. You are responsible only for any out-of-network deductibles or copays required by your health plan.

· Nonparticipating physicians and other professional providers — BCBSM sends payment directly to you, and it is your responsibility to pay the provider. Because BCBSM's payment to you may be less than the provider's charge, you may also have to pay the provider the difference between our payment and the provider's charge. This would be in addition to any out-of-network deductible or copays required by your health plan.

· Nonparticipating hospitals, facilities and alternatives to hospital care providers — BCBSM's payment for services received at nonparticipating hospitals is very limited and covers only those services required to treat accidental injuries or medical emergencies. This means that you will need to pay most of the charges yourself, and your bill could be substantial. Please refer to your health care certificate for a complete explanation of your coverage when services are provided by a nonparticipating hospital or facility.

BlueCard® program
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When living or traveling outside of Michigan, your coverage stays with you. Through the BlueCard program, you have access to network and participating providers throughout the U.S. and around the world.

And like network and participating providers in Michigan, you won't have to fill out any claim forms or pay up front for the cost of the service unless it's an out-of-pocket cost, such as a deductible or copayment, or a noncovered service.

Here are three steps to make the BlueCard program work for you:

1. In an emergency, go directly to the nearest hospital.

2. Call 800-810-BLUE (2583) or Search for nearby doctors and hospitals.
3. When you arrive at the network or participating provider's office or hospital, present your ID card. The doctor or hospital will recognize the suitcase logo and know that you are receiving services under the BlueCard program. This means they will submit any claim forms and only bill you for any deductible or copay that may be required by your health care plan.

Care out of the U.S.

With our BlueCard program, your coverage also travels with you to foreign countries. When you need care outside of the U.S., follow these five steps:

4. Check your certificate to make sure your international benefits are the same outside of the U.S.

5. If you need to find a provider, call the BlueCard Worldwide Service Center at 800810-BLUE (2583) or call collect at 804-673-1177, 24 hours a day, seven days a week. An assistance coordinator, in conjunction with a medical professional, will arrange a physician appointment or hospitalization if necessary.

6. In an emergency, go directly to the nearest doctor or hospital, then call the BlueCard Worldwide Service Center if you are hospitalized. For non-emergency inpatient medical care, you must call the BlueCard Worldwide Service Center to arrange access to a BlueCard Worldwide hospital, to locate a doctor or hospital, or if you need medical assistance.

7. If you need to be hospitalized, call your Blue plan for precertification or preauthorization.  You can find the phone number listed above.
NOTE:  This number is different from the phone number listed above.
8. If the BlueCard Worldwide Service Center arranged your hospitalization, the hospital will file the claim for you. You will need to pay the hospital for the deductible or copay expenses you normally pay.

9. For outpatient and doctor care or inpatient care not arranged through the BlueCard Worldwide Service Center, you will need to pay the provider and submit a claim form with original bills to BCBSM. Try to get all itemized receipts, preferably in English. We will pay the approved amount for covered services at the rate of exchange in effect on the date of service, minus any deductible or copay that may be required by your plan

WHO IS ELIGIBLE FOR COVERAGE?

Eligible Domestic Agency Employees, Church Employees and Candidates

Each Employee or Candidate is eligible to participate in the Plan, as follows:

· Domestic Agency Employees  Each full-time and part-time Domestic Agency Employee of the CRCNA shall be eligible to participate in the Plan on his or her entry date.  “Full-time” means the Employee is regularly scheduled to work at least 30 hours per week and “part-time” means the Employee is regularly scheduled to work at least 20 but less than 30 hours per week.  The entry date is the first of the month after the Employee’s first day of employment if the Employee is employed as an ordained or unordained Employee in the United States of a CRCNA agency participating in the Plan.

If an Employee moves from less than part-time status to a full-time or part-time position, the Employee shall become eligible to participate in the Plan on the first day of the following month.  

If an Employee participating in the CRCNA Canadian group health plan transfers to a new job and becomes eligible for this Plan, participation may begin immediately as of the day of transfer provided that a completed application for enrollment is submitted within 30 days of the date of initial eligibility (see the “When Coverage Starts” section below).  Enrollment is an online process.  If you do not have access to a computer, please contact the CRCNA Human Resources Department for assistance.

· Church Employees  Each full-time and part-time Church Employee of the CRCNA shall be eligible to participate in the Plan on his or her entry date.  “Full-time” means the Employee is regularly scheduled to work at least 30 hours per week and “part-time” means the Employee is regularly scheduled to work at least 20 but less than 30 hours per week.  The entry date is the first of the month after the Employee’s first day of employment if the Employee is employed in one of the following job classifications:

· Ordained Employees serving in CRCNA-approved positions;

· Ordained or licensed ministers employed by a CRC Congregation in the United States; and

· Employees of a CRC Congregation in the United States (subject to the “Special Eligibility Rules” section below).

If an Employee moves from less than part-time status to a full-time or part-time position, the Employee shall become eligible to participate in the Plan on the first day of the following month.  

If an Employee participating in the CRCNA Canadian group health plan transfers to a new job and becomes eligible for this Plan, participation may begin immediately as of the day of transfer provided that a completed application for enrollment is submitted within 30 days of the date of initial eligibility (see the “When Coverage Starts” section below).  Enrollment is an online process.  If you do not have access to a computer, please contact the CRCNA Human Resources Department for assistance.
There is a separate Your Benefit Guide for Overseas Agency Employees.

· Candidates  A person is eligible for Employee coverage for medical (but not dental) benefits under the Plan if the person has been declared a Candidate for the CRC ministry and resides in the United States.  Coverage shall be available for one year from the first day of a calendar month following the date the person is approved as a Candidate by Synod or until the Candidate is installed as a CRCNA minister or becomes an Employee of a CRC Congregation, whichever comes first.  However, a Candidate shall not be eligible to participate in this Plan as a Candidate if the Candidate is eligible to receive medical benefits under any other group health plan.

Eligible Dependents

The following Dependents will be eligible to participate in the Plan:

· Spouse  A person who is the legal spouse of the Employee or Candidate and who has met all of the requirements of a valid marriage contract in the state in which the marriage of the parties occurs.  For this purpose, “spouse” does not include:

· A spouse who is the same sex as the Employee or Candidate;

· A common-law spouse;

· A spouse who is legally separated from the Employee or Candidate (i.e., in the case of a couple living in Michigan, has had an order or judgment of separate maintenance entered with the court); or

· A spouse who is divorced from the Employee or Candidate.
· Child  A child who satisfies the following requirements:

· The child is the Employee’s or Candidate’s:

· Unmarried natural child;

· Unmarried legally adopted child or child placed for adoption (upon entry of a court order awarding custody), where the adoption or placement for adoption occurs before the child attains age 18;

· Unmarried step-child, provided the child lives with the Employee or Candidate at least 50% of the time and the child depends on the Employee or Candidate for principal financial support; or

· Unmarried ward, governed by a legal guardianship, provided the child lives with the Employee or Candidate at least 50% of the time and the child depends on the Employee or Candidate for principal financial support; AND
· The child is:

· Younger than 26 years old; or
· Age 26 or older, if Totally Disabled and where the Employee or Candidate provides the child’s Principal Financial Support.  Satisfactory proof of Total Disability must be provided to the Plan Administrator within 30 days of the date after coverage would terminate under the preceding paragraph.  Further, continued satisfactory of proof of Total Disability must be provided to the Plan Administrator on an ongoing basis.

Notwithstanding the above, a child also includes a child for whom the Employee or Candidate is obligated to provide medical care under a Qualified Medical Child Support Order (“QMCSO”).  The Plan Administrator shall maintain procedures governing the determination as to whether an order constitutes a QMCSO.  Members can obtain, without charge, a copy of the procedures from the Plan Administrator.
Qualified Medical Child Support Orders

If an Employee or Candidate is required to provide medical care to a child pursuant to a QMCSO, the following rules apply:

· The Plan Administrator shall permit the child to be enrolled in the Plan without regard to any enrollment season restrictions.

· If the parent is enrolled in the Plan but fails to make application to obtain coverage for the child, the Plan Administrator shall enroll the child upon application by the Friend of the Court or by the child’s other parent through the Friend of the Court.

· In accordance with the requirements of applicable law, the Plan Administrator shall not eliminate the child’s coverage unless required contributions have not been paid as required by the Plan or the Plan Administrator is provided satisfactory written evidence that either the order is no longer in effect or that the child is or shall be enrolled in comparable health coverage through another health plan that shall take effect not later than the effective date of the termination of the child’s Plan coverage.

· The Plan shall provide whatever information is needed to the custodial parent in order for the child to obtain benefits.

· The Plan shall permit the custodial parent to submit claims on behalf of the child without the approval of the Employee or Candidate.
· The Plan may make benefit payments to the custodial parent or the state administrative agency initiating the qualified medical child support order, in addition to any other parties to which payment may be made as provided under the Plan.

Ineligible Dependents

The following Dependents are not eligible to participate in the Plan:

· A grandchild, parent, grandparent or other blood relative (other than a child).

· A foster child or a child over whom the Employee or Candidate has a power of attorney.

· A spouse or child who is a Member in the Plan as an Employee or Candidate (or as a retiree in the CRCNA plan for retirees).  A person may not be covered under the Plan both as a Dependent and as an Employee or Candidate (or as a retiree in the CRCNA plan for retirees).

· If both husband and wife are eligible Employees or Candidates under the Plan (or retirees under the CRCNA plan for retirees), their children may be covered as Dependents of either parent, but not both.

Obligation to Notify  
If at any time a Dependent ceases to be eligible for Plan coverage, the Employee or Candidate must notify the Plan Administrator in writing within 30 days of the date of the ineligibility.  If the 30-day period has past, the Employee or Candidate shall still be obligated to notify the Plan Administrator of any changes that have caused an enrolled Dependent to lose eligibility.  Any claims paid for the Dependent after the date of ineligibility may be the responsibility of the Employee or Candidate and not the Plan.
SPECIAL ELIGIBILITY RULES – Church employees
The rules set forth in this section apply notwithstanding any other provision in the Plan.  The special eligibility rules for Church Employees are as follows:

· If a pastor serves a local congregation on an interim (non-permanent tenure) basis, the pastor may participate in the Plan on an individual basis and will not be considered part of any group coverage purchased by the congregation.  

· Employees of a congregation are eligible to participate in the Plan only if all eligible Employees of that congregation are enrolled.  However, an Employee in a congregation or other group is not required to participate if the Employee has documented alternative coverage (such as through a spouse’s employer’s group health plan, Indian health insurance, Medicaid, Medicare or any other public health plan).

· If a congregation opts out of participation in the Plan on behalf of its eligible Employees, the congregation will be subject to a waiting period of not less than five years before being allowed to reenroll its Employees in the Plan without a penalty.  If reentry occurs before the end of the five-year waiting period, the congregation will be subject to a 20% premium surcharge for the remaining time in the five-year waiting period.

· When a congregation whose Employees do not participate in the Plan receives acceptance of a call from a minister enrolled in the Plan and agrees to purchase group coverage for its eligible Employees, the five-year waiting period and the 20% premium surcharge will be waived.  

WHEN COVERAGE STARTS

Employee and Candidate Coverage

An eligible Employee or Candidate will become a Member in the Plan on the first day of the month after he or she becomes eligible and the date a completed application for enrollment is submitted to the Plan Administrator.  The enrollment process referred to in this Section and elsewhere in this document occurs electronically, online.  If you do not have access to a computer, please contact the CRCNA Human Resources Department.
A completed application for enrollment must be submitted to the Plan Administrator within 30 days of the date the Employee or Candidate becomes eligible to participate in the Plan.  If a completed application for enrollment is not submitted within 30 days, subsequent enrollment may only occur during a Special Enrollment Period (see below), or an Open Enrollment Period (see below).  If an Employee loses eligibility (e.g., due to termination of employment) and subsequently becomes eligible (e.g., due to being rehired or hired in a new position), each subsequent period of eligibility will be treated as an initial period of eligibility for purposes of this Section.  However, if such an individual continuously participated in the Plan during the period of ineligibility (for example, through COBRA continuation coverage), the individual may immediately resume participation upon the date of subsequent eligibility.  
An eligible Employee or Candidate may participate in the Plan regardless of whether the individual is covered by Medicaid.

DEPENDENT COVERAGE

An eligible Dependent of an Employee or Candidate will become a Member in the Plan on the later of the following dates:

· The date the Employee or Candidate becomes a Member in the Plan, provided the Dependent is included on the completed application for enrollment; or

· The later of the date on which the individual becomes an eligible Dependent of the Employee or Candidate (e.g., by marriage, birth or adoption) and the date a completed application for enrollment is submitted to the Plan Administrator regarding the new Dependent’s participation.  

An eligible Dependent may participate in the Plan regardless of whether the individual is covered by Medicaid.

SPECIAL ENROLLMENT PERIOD

Notwithstanding any other provision of the Plan, an Employee or Candidate, or a Dependent of an Employee or Candidate has special enrollment rights to enroll in health benefits during a Special Enrollment Period.  A Special Enrollment Period is required by the federal law known as HIPAA and is intended to be offered in situations where it affords an Employee or Candidate or his or her Dependent greater rights to enroll than pursuant to the Plan’s normal enrollment opportunities (e.g., when initially eligible).  An individual has special enrollment rights to enroll during a Special Enrollment Period in the following circumstances:

· Where the individual declined coverage when initially eligible or during a subsequent open enrollment period, if any, or enrolled and subsequently cancelled coverage because the individual had other coverage under another group health plan or health insurance coverage and the other coverage is lost for one of the following reasons:

· Where the other coverage is COBRA continuation coverage and it has been exhausted;

· Where the other coverage is involuntarily lost due to the individual’s ineligibility (i.e., as a result of a legal separation, reduction in hours of employment, or other Change in Status);

· Where coverage is lost because employer contributions for the coverage have been terminated;

· Where the other coverage was an HMO and the individual no longer lives or works in the service area of the HMO (whether or not within the choice of the individual);

· Where coverage is lost because the other plan no longer offers any benefits to a class of similarly-situated individuals (such as part-time employees);

· Where a benefit package option is terminated unless the individual is provided a current right to enroll in alternative health coverage; or

· Where the other coverage is lost due to the application of a plan’s limit on lifetime benefits.

An individual who lost other coverage due to the non-payment of the required contribution or for cause (e.g., due to filing of fraudulent claim) will not have special enrollment rights to enroll during a Special Enrollment Period.  Further, an individual who voluntarily terminates other coverage will not be considered to have special enrollment rights.

· Where the Employee or Candidate has a new Dependent by marriage, birth, adoption, or placement for adoption.  In this situation, special enrollment rights are available to the Employee or Candidate, the Employee or Candidate’s spouse and any child who becomes a dependent due to the marriage, birth, adoption or placement for adoption.

· Where an individual’s Medicaid or State Children’s Health Insurance Program (“CHIP) coverage is terminated as a result of a loss of eligibility or if the individual becomes eligible for a premium assistance subsidy under Medicaid or a CHIP.
Enrollment must be requested for an individual with special enrollment rights during a Special Enrollment Period--which is during the first 30 days after the loss of other coverage or marriage, birth, adoption, or placement for adoption (whichever is applicable).  In the case of an individual who loses other coverage due to the application of a plan’s lifetime limit on all benefits, the Special Enrollment Period continues until 30 days after the earliest date that a claim is denied due to the operation of the lifetime limit.  In the case of an individual whose Medicaid or CHIP coverage is terminated as a result of a loss of eligibility or an individual who becomes eligible for a premium assistance subsidy under Medicaid or CHIP, the Special Enrollment Period continues until 60 days after the gain or loss of eligibility.  Enrollment will be effective on the first day of the month after the completed request for enrollment is received except in the case of an application due to birth, adoption, or placement for adoption, in which such case enrollment is effective as of the date of the birth, adoption, or placement for adoption (for all eligible individuals enrolling as a result of the new Dependent).

OPEN ENROLLMENT PERIOD

The CRCNA may periodically offer an Open Enrollment Period to Employees.  For example, an Open Enrollment Period may be offered when a new medical plan option is being introduced or to allow Employees to switch between any available options.  Employees will be notified in the event an Open Enrollment Period is offered.  Any changes elected during the Open Enrollment Period will generally become effective as of the first day of the following plan year.  Candidates will not be provided with an Open Enrollment Period.
WHEN COVERAGE STOPS

Employee Coverage

Employee coverage will end on the earliest of the following dates:

· The last day of the month during which the Employee no longer qualifies as an eligible Employee (e.g., due to a reduction in hours, leave of absence, layoff, etc.).  However, a reduction in hours due to a family or medical leave, as defined by FMLA, will not cause coverage to end, to the extent required by FMLA.

· The last day of the month during which the Employee terminates employment or retires, unless coverage continues under the CRCNA plan for retirees.

· If the Employee is a minister and forfeits his or her ordained status, the last day of the month during which the ordained status is forfeited.
· The date of discontinuance of the Plan as a whole or discontinuance of a particular coverage.
· The effective date of the Employee’s voluntary withdrawal from a benefit or the Plan.  In the case of an Employee who pays any required contribution for coverage under the cafeteria plan, voluntary withdrawal may only occur in the event of a Change in Status or during an Open Enrollment Period.
· The first day of the period for which any required contribution for the Employee’s coverage is not timely paid.

· The date as of which the Plan Administrator terminates the Employee’s coverage for cause.  A termination for cause includes a termination for fraud or misrepresentation in an application for participation or in a claim for benefits.  It also includes failure to timely reimburse the CRCNA for ineligible amounts paid on the Employee’s behalf as a result of error.

· The date the Employee dies.  However, in the case of an Employee who was a minister, the Employee’s Dependents may continue to participate upon paying the required contributions.  The surviving Dependents may make coverage election changes in the same manner as the Employee.
Candidate Coverage

Candidate coverage will end on the earliest of the following dates:

· The date as of which the Candidate is installed as a CRCNA minister or becomes an Employee of a CRC Congregation.
· The first day of the 13th month after the person is approved by Synod as a Candidate.

· The date of discontinuance of the Plan as a whole or discontinuance of a particular coverage.

· The effective date of the Candidate’s voluntary withdrawal from a benefit or the Plan.

· The first day of the period for which any required contribution for the Candidate’s coverage is not timely paid.

· The date as of which the Plan Administrator terminates the Candidate’s coverage for cause.  A termination for cause includes a termination for fraud or misrepresentation in an application for participation or in a claim for benefits.  It also includes failure to timely reimburse the CRCNA for ineligible amounts paid on the Candidate’s behalf as a result of error.

· The date the Candidate dies.

Dependent Coverage

Dependent coverage will end on the earliest of the following dates:

· The date the Employee’s or Candidate’s coverage ends (as applicable).  However, in the event of the death of an Employee who was a minister, any surviving spouse and other Dependents may continue coverage.

· The last day of the month during which the Dependent no longer qualifies as an eligible Dependent.  
· With respect to a Dependent of an active Employee, the last day of the month during which the Employee terminates employment or retires, unless in the application to continue coverage after retirement, the Employee also elects to continue coverage for the Dependent.

· The date of discontinuance of the Plan as a whole or discontinuance of that particular coverage.

· The effective date of the Dependent’s voluntary withdrawal from a benefit or the Plan.  However, in the case of a Dependent of an Employee where the Employee pays any required contributions for Dependent coverage under the cafeteria plan, voluntary withdrawal may only incur in the event of a Change in Status or during an Open Enrollment Period.

· The first day of the period for which any required contribution for the Dependent’s coverage is not timely paid.

· The date as of which the Plan Administrator terminates the Dependent’s coverage for cause.  A termination for cause includes a termination for fraud or misrepresentation in an application for the Dependent’s participation or in a claim for the Dependent’s benefits.  It also includes failure to timely reimburse the CRCNA for ineligible amounts paid on the Dependent’s behalf as a result of error.

CONTINUATION COVERAGE

Continuation coverage is provided under the federal law known as COBRA.  While the CRCNA Plan is not subject to COBRA, the CRCNA has voluntarily elected to offer continuation coverage in a manner similar to COBRA, as further described in this section.  COBRA continuation coverage allows Employees and/or their Dependents (including a child for whom health insurance coverage is required to be provided pursuant to a QMCSO) an opportunity to temporarily extend health insurance coverage under the Plan at group rates in certain instances where coverage would otherwise end.

Eligibility

Members who are eligible to purchase continuation coverage are “qualified beneficiaries.”  If a child is born to or adopted by or placed for adoption with an Employee during a period of COBRA continuation coverage, the newborn or newly-adopted child will also be a qualified beneficiary.  However, the newborn or newly-adopted child’s maximum continuation period will be measured from the date of the initial qualifying event and not from the subsequent date of birth or adoption or placement for adoption.

The events which may entitle a qualified beneficiary to continuation coverage are “qualifying events.”  The qualifying events occur when health coverage is lost, even if Employer pays the cost of continuation coverage for a certain period of time.  The qualifying events, the qualified beneficiaries, and the maximum initial continuation period are described in the following chart:

	Qualifying Event
	Qualified Beneficiary
	Continuation

Period (Months)

	Reduced hours( or termination of employment((
	Employees and their Dependents
	18 (24 months if ordained minister without call)

	Employee’s death
	Dependents
	36

	Dependent child becomes ineligible for coverage
	Ineligible Dependent
	36

	Employee’s divorce/legal separation(((
	Dependents
	36


Extension of Continuation Coverage

If an Employee or Candidate and/or their Dependents become entitled to continuation coverage as a result of termination of employment or reduction in hours, the continuation period may be extended in the three circumstances described below (“extension events”).

Second Qualifying Event

If a second qualifying event that is a divorce, legal separation, your death, or a Dependent child’s loss of eligibility for health coverage under the Plan occurs during the initial 18-month period (or 29 months, if there is a disability extension), the Dependents may be eligible to elect continuation coverage for a period of 36 months, beginning on the date of your termination of employment or reduction in hours.  Notice of this second qualifying event must be provided to the Plan Administrator within 60 days of the date of the second qualifying event.

Employee’s Entitlement to Medicare

If the Employee becomes entitled to Medicare benefits during the initial 18-month period, the Dependents may be eligible to elect continuation coverage for a period of 36 months, beginning on the date of the termination of employment or reduction in hours, if ignoring the original qualifying event, the Member’s entitlement to Medicare would have been a qualifying event under the Plan.  Notice of entitlement to Medicare in this situation must be provided to the Plan Administrator within 60 days of the date on which the Employee or Candidate became entitled to Medicare.
A special rule applies if the Employee became entitled to Medicare before the termination of employment or reduction in hours.  In that situation, the maximum continuation period for the Dependents may be extended, and may end on the later of:  36 months after the date of Medicare entitlement or 18 months (or 29 months, if there is a disability extension) after the date of termination of employment or reduction in hours.  Notice of entitlement to Medicare in this situation must be provided to the Plan Administrator within 60 days of termination of employment or reduction in hours.
Social Security Disability Determination

If it is determined that the Employee or one of is or her Dependents is entitled to Social Security disability benefits either before the termination of employment or reduction in hours or within 60 days after the termination of employment or reduction in hours, the disabled individual and the qualified beneficiaries who are his or her family members will be entitled to an additional 11 months of continuation coverage (29 months total).  Notice of the Social Security disability determination must be provided to the Plan Administrator within 60 days of the date of the disability determination (or within 60 days of the termination of employment or reduction in hours, if later) and before the end of the 18-month continuation period.
If there is a final determination that the disabled qualified beneficiary is no longer disabled, the disabled qualified beneficiary must notify the plan administrator of that determination within 30 days of the date of the final determination.  In this event, continuation coverage for the additional 11-month period will terminate as of the first day of the month beginning more than 30 days after the date of the final determination or on the date continuation coverage would otherwise terminate, if earlier (see the “Termination” subsection below).

Plan Administrator’s Notice Obligations

The Plan Administrator will provide the Employee and the spouse (if any) with certain information regarding COBRA in the following situations:

Notice of Eligibility to Elect COBRA

The Plan Administrator will generally notify qualified beneficiaries of their eligibility for continuation coverage within 44 days of a qualifying event.

However, a special rule applies where the qualified beneficiary is required to provide the Plan Administrator with notice of a qualifying event in order to trigger the qualified beneficiary’s eligibility for continuation coverage (see the “Qualified Beneficiary’s Notice Obligations” subsection below).  In that situation, the Plan Administrator will notify the qualified beneficiary of his or her eligibility for continuation coverage within 14 days of receiving notice of the qualifying event, but only if the notice of the qualifying event was timely submitted in accordance with the requirements described in the “Notice Procedures” subsection.

Notice of Unavailability of Continuation Coverage

The Plan Administrator will provide a notice of the unavailability of continuation coverage in the following situations:

· Where the Plan Administrator determines that continuation coverage is not available after receiving notice of a potential initial qualifying event that is a divorce, legal separation or a Dependent child’s loss of eligibility for health coverage under the Plan.

· Where the Plan Administrator determines that an extension of the continuation coverage period is not available after receiving notice of a potential extension event.

The determination that continuation coverage or an extension of continuation coverage is not available could be made because the Plan Administrator determines that no qualifying event or extension event occurred, or because the notice of the qualifying event or extension event was defective.  A notice will be defective if it is not provided within the applicable time limit or is not provided in accordance with the requirements of the “Notice Procedures” subsection.

The Plan Administrator will provide the notice of unavailability of continuation coverage within 14 days of the date the Plan Administrator receives the notice of the potential qualifying event or extension event, or if later, the deadline for submission of additional information requested by the Plan Administrator to supplement a defective notice.  The notice of unavailability of continuation coverage will be sent to the individual who submitted the notice of the qualifying event or extension event, and to all individuals for whom continuation coverage or an extension of continuation coverage was being requested.

Qualified Beneficiary’s Notice Obligations

In some situations, the Employee and/or his or her Dependents have the obligation to provide notice of a qualifying event or extension event to the Plan Administrator in order to trigger their eligibility for continuation coverage or an extension of continuation coverage.  This obligation arises in the following situations:

Notice of Certain Initial Qualifying Events

The Employee, one of his or her Dependents, or an individual acting on such a person’s behalf must inform the Plan Administrator of a qualifying event that is a divorce or legal separation, or of a child losing dependent status under the Plan within 60 days after the later of:

· The date of the qualifying event; or

· The date the qualified beneficiary loses health insurance coverage under the Plan on account of that qualifying event.

Notice of an Extension Event

In order to qualify for an extension of the continuation coverage period due to an extension event described in the “Extension of Continuation Coverage” subsection, the Employee, one of his or her Dependents, or an individual acting on such a person’s behalf must notify the Plan Administrator of the extension event within the time limits that apply to that extension event as described in the “Extension of Continuation Coverage” subsection.

These notices must be provided in accordance with the requirements of the “Notice Procedures” subsection.  If notice is not provided within the applicable time limit or is not provided in accordance with the notice procedures, continuation coverage or an extension of the continuation period will not be available as a result of the qualifying event or extension event.

Notice Procedures

This subsection describes the procedures a qualified beneficiary must follow to notify the Plan Administrator of qualifying events and extension events.

The Plan Administrator has a form which can be used to provide the required notice.  The form can be obtained by contacting the Plan Administrator.  While use of the notice form will help ensure that the qualified beneficiary provides all of the required information, use of the notice form is not required.  Written notification that contains all of the following information will also be accepted:

· Name and Social Security number.

· The name of the individual(s) for whom continuation coverage is being requested (i.e., the qualified beneficiary(ies)).

· The current addresses of the individual(s) for whom continuation coverage or an extension of continuation coverage is being requested.

· The date of the qualifying event or extension event.

· The nature of the qualifying event or extension event (for example, a divorce).

· If the notice relates to a divorce, a copy of the judgment of divorce.

· If the notice relates to a legal separation, a copy of the judgment of separate maintenance or other relevant court documents establishing the legal separation.

· If the notice relates to Medicare entitlement, a copy of the document(s) establishing the entitlement.

· If the notice relates to a determination that a qualified beneficiary is entitled to Social Security disability benefits, a copy of the disability determination.

· If the notice relates to a determination that a qualified beneficiary is no longer entitled to Social Security disability benefits, a copy of the determination.

Notice that is not furnished by the applicable deadline and is not made in writing and/or does not contain all of the required information is deemed to be defective and may be rejected.  If a notice is rejected, continuation coverage or an extension of continuation coverage will not be available with respect to that potential qualifying event or extension event.

If the Plan Administrator receives notice of a qualifying event or extension event that is defective because it is not in writing or does not contain all of the required information, the Plan Administrator will request the missing information.  If the defective notice was provided by the representative of a qualified beneficiary or a potential qualified beneficiary, the Plan Administrator will send the request to the representative and each individual who is a qualified beneficiary or a potential qualified beneficiary.  If all of the requested information is not provided, in writing, within 30 days of the date the Plan Administrator requests the additional information, the notice may be rejected.  If the notice is rejected, continuation coverage or an extension of continuation coverage will not be available with respect to that potential qualifying event or extension event.

The Plan Administrator may also request additional information or documentation that is deemed necessary to determine whether a qualifying event or extension event has occurred.  If the Plan Administrator does not receive the requested information or documentation within 30 days of the date it is requested, continuation coverage or an extension of continuation coverage may not be available.

Qualified Beneficiary’s Election of Continuation Coverage

If a qualified beneficiary chooses to purchase continuation coverage, the qualified beneficiary must notify the Plan Administrator within 60 days after the later of:

· The date the qualified beneficiary loses health coverage on account of the qualifying event; or

· The date on which the qualified beneficiary is sent notice of his or her eligibility for continuation coverage.

Notification is made by timely returning the election form to the Plan Administrator at the address specified in the election notice.  If the qualified beneficiary does not choose continuation coverage during the 60-day period, his or her participation in the Plan will end as provided in the “Termination” subsection.

Coverage

If a qualifying event occurs, the qualified beneficiaries must be offered the opportunity to elect to receive the group health insurance coverage that is provided to similarly-situated non-qualified beneficiaries.  Generally, this means that if the qualified beneficiaries purchase continuation coverage, it will be identical to the health coverage provided to them immediately before the qualifying event.  Each qualified beneficiary has the right to make an independent election to receive continuation coverage.  

Qualified beneficiaries do not have to show that they are insurable in order to purchase continuation coverage.  If coverage is subsequently modified for similarly-situated Members, the same modifications will apply to the qualified beneficiary and his or her dependents.  Qualified beneficiaries who purchase continuation coverage will have the opportunity to elect different types of coverage during the annual enrollment period just as active Employees.

Cost

Generally, the qualified beneficiary must pay the total cost of continuation coverage.  This cost will be 100% of the cost of identical coverage for similarly situated Members.  The initial premium must be paid within 45 days after the qualified beneficiary elects continuation coverage.  Subsequent premiums must be paid monthly, as of the first day of the month, with a 30-day grace period for timely payment.  However, no subsequent premium will be due within the first 45 days after the qualified beneficiary initially elects continuation coverage.

Termination

Generally, continuation coverage terminates at the end of the initial 18- or 36-month continuation period or at the end of any additional 11- or 18-month continuation period for which the qualified beneficiary is entitled to elect continuation coverage.  However, continuation coverage may end sooner for any of the following reasons:

Coverage Terminated

Employer no longer offers a group health plan to any of its Employees.

Unpaid Premium

The premium for continuation coverage is not timely paid, to the extent payment is required.

Other Coverage

The date on which a qualified beneficiary first becomes, after the date of the election of continuation coverage, covered under another group health plan.  However, this provision will not apply during any time period the other group health plan contains an exclusion or limitation with respect to any pre-existing conditions, other than an exclusion or limitation which does not apply to the qualified beneficiary or is satisfied by the qualified beneficiary due to HIPAA.

Medicare

The date on which a qualified beneficiary first becomes, after the date of the election of continuation coverage, entitled to Medicare (Part A or Part B).

Cause

The date on which a qualified beneficiary’s coverage is terminated for cause on the same basis that the Plan terminates for cause the coverage of similarly-situated non-qualified beneficiaries (e.g., for fraud or misrepresentation in a claim for benefits).

The Plan Administrator will notify the qualified beneficiary if continuation coverage terminates before the end of the initial 18- or 36-month continuation period or before the end of any additional 11- or 18-month continuation period for which the qualified beneficiary has elected continuation coverage.  The notification will be provided as soon as practicable following the plan administrator’s determination that continuation coverage will terminate.

Keep Plan Informed of Address Changes

It is important that Members keep the Plan Administrator informed of any changes in address.  Members should also keep a copy of any notices that are sent to the Plan Administrator.

CONTINUATION OF HEALTH COVERAGE UPON MILITARY LEAVE

If an Employee ceases to be eligible for health coverage under the Plan due to service in the U.S. military, the Employee and his or her eligible Dependents will be offered the opportunity to continue health coverage in accordance with the requirements of the Uniformed Services Employment and Reemployment Rights Act of 1994, as amended (“USERRA”).  An Employee and his or her Dependents may also be entitled to elect to continue health coverage under COBRA if the Employee ceases to be eligible for health coverage due to military service.  Continuation coverage under USERRA runs concurrently with COBRA continuation coverage.

Length of USERRA Continuation Coverage

Continued health coverage under the Plan may be elected for Employee and his or her eligible Dependents for the period that is the lesser of:

· 24 months, beginning with the first day the Employee is absent from work to perform military service; or

· The period beginning on the first day the Employee is absent from work to perform military service and ending with the date the Employee fails to return to employment or apply for reemployment as provided under USERRA.

Electing USERRA Continuation Coverage

If the Employee gives Employer advance notice of a period of military service that will be 30 days or less, the Plan Administrator will treat the notice as an election to continue health coverage during the military service unless the Employee specifically informs Employer, in writing, that the Employee wants to cancel health coverage during the military leave.  The Employee will have to pay the required premiums for health coverage, but will not have to complete any additional forms or paperwork to continue health coverage during the military service.

If the Employee gives Employer advance notice of a period of military service that will be 31 days or longer, the Plan Administrator will provide a notice of the right to elect to continue health coverage pursuant to USERRA and a form to elect USERRA continuation coverage for the Employee and his or her eligible Dependents.  Unlike COBRA, Dependents do not have a separate right to elect USERRA coverage.  If USERRA continuation coverage is desired for any member of the family, it must be elected for the entire family who are covered under the Plan when the military service begins.

If USERRA continuation coverage is chosen, the USERRA election form must be returned to the Plan Administrator within 60 days of the date it was provided.  If the election form is not timely returned, USERRA continuation coverage will not be available.

A special rule applies if the Employee does not give Employer advance notice of the military service.  In that case, the Employee and his or her eligible Dependents will not be provided with USERRA continuation coverage during any portion of the military service, but the Employee can elect to reinstate coverage (and the coverage of his or her eligible Dependents) retroactive to the first day the Employee was absent from work for military service under the following circumstances:

· The Employee is excused from providing advance notice of the military service as provided under USERRA regulations (e.g., it was impossible or unreasonable to provide advance notice or the advance notice was precluded by military necessity);

· The Employee affirmatively elects to reinstate the coverage; and

· The Employee pays all unpaid premiums for the retroactive coverage.

Paying for USERRA Continuation Coverage

For the first 30 days of military service, the required contributions for health coverage will be the same as the required contributions for the identical coverage paid by similarly-situated active Members.  If the period of military service is more than 30 days, beginning on the 31st day of military service the required contributions will be 100% of the cost of identical coverage for similarly-situated Members.

USERRA continuation coverage will be cancelled any required premiums for that coverage are not timely paid.  If USERRA continuation coverage is cancelled for non-payment of premiums it will not be reinstated.

The initial premium must be paid within 45 days after the date USERRA continuation coverage is elected.  Subsequent premiums must be paid monthly, as of the first day of the month, with a 30-day grace period for timely payment.  However, no subsequent premium will be due within the first 45 days after USERRA continuation coverage is initially elected.

Coverage will be suspended if payment is not made by the first day of the month, but will be reinstated retroactively to the first of the month as long as payment for that month is made before the end of the grace period.  Payment more than 30 days late will result in automatic termination of USERRA continuation coverage.

If an Employee complies with USERRA upon returning to active employment after military service, the Employee may re-enroll himself or herself and his or her eligible Dependents in health coverage immediately upon returning to active employment, even if the Employee and his or her eligible Dependents did not elect USERRA continuation coverage during the military service.  Reinstatement will occur without any waiting period, except for illnesses or injuries connected to the military service.

CONVERSION PRIVILEGES
When an individual is no longer eligible for self-insured health benefits under the Plan, he or she may be eligible to obtain an individual conversion policy, if offered, through BCBSM.  Conversion privileges are also offered by the insurer(s) in connection with the group term life and AD&D insurance benefits.
CERTIFICATE OF CREDITABLE COVERAGE
The Health Insurance Portability and Accountability Act of 1996 (HIPAA), requires all health plans to provide a certificate of creditable coverage to any individual who loses health coverage. The certificate rules help ensure that coverage is portable, which means that once a person has coverage, he or she can use it to reduce or eliminate any exclusion periods for pre-existing conditions that might otherwise apply when changing coverage. When your coverage through your employer ends, you will receive a certificate of creditable coverage. You also may request a certificate for health coverage periods on and after July 1, 1996, at any time during your coverage or within 24 months after loss of coverage. To request a certificate of creditable coverage, please call BCBSM at 800-292-3501.
PLAN BENEFITS
The Plan provides the following benefits to eligible individuals:

· Medical/prescription drug benefits.  The Plan offers one medical/prescription drug option to Employees, Candidates and their eligible Dependents:  An HSA/HDHP option.  

· Dental benefits.  One dental option is available to Employees and their eligible Dependents.  The medical benefits and the dental benefits are further described in this Your Benefit Guide.

· Group term life and AD&D benefits.  You will be provided with a booklet or certificate from the insurer describing the life and AD&D insurance benefits in which you are enrolled.
· Long-term disability benefits.  Unordained full-time Domestic Agency Employees are eligible for a long-term disability benefit.  You will be provided with a booklet or certificate from the insurer describing the long-term disability benefit in which you are enrolled.  (Ordained Employees receive a long-term disability benefit under the Pension Plan.)

· Cafeteria benefits.  The CRCNA also sponsors a cafeteria plan which allows eligible Employees to pay their required premiums for health and welfare benefits on a pre-tax basis and also to obtain the before-tax reimbursement of qualifying health and dependent care expenses through flexible spending accounts.  The cafeteria plan is part of the CGI Plan and is provided on a self-funded basis.  You will be provided with a separate summary plan description further describing the cafeteria benefits.

BENEFITS-AT-A-GLANCE:  
See description of the HSA at the end of this Schedule.
	
	In-network
	Out-of-network

	Member’s responsibility (deductibles, copays and dollar maximums)

Note:  Services from a provider for which there is no Michigan PPO network and services from a non-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 BCBSM’s approved amount and the provider’s charge. If a PPO provider refers you to a non-network provider, all covered services obtained from that non-network provider will be subject to applicable out-of-network cost-sharing.

	Deductibles

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.
	$2,000 for a one-person contract or

$4,000 for a family contract (2 or more members) each calendar year

(no 4th quarter carry-over)
	$4,000 for a one-person contract or

$8,000 for a family contract (2 or more members) each calendar year

(no 4th quarter carry-over)

	
	Deductibles are based on amounts defined annually by the federal government for Flexible Blue-related health plans. Please call your customer service center for an annual update.

	Fixed dollar copays
	None
	None

	Percent copays

Note: Copays apply once the deductible has been met.
	20% of approved amount
	40% of approved amount

	Annual copay dollar maximums
	$2,000 for a one-person contract or $4,000 for a family contract (2 or more members) each calendar year
	$4,000 for a one-person contract or $8,000 for a family contract (2 or more members) each calendar year

	Lifetime dollar maximum
	None


	
	In-network
	Out-of-network 

	Preventive care services
	

	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

	Gynecological exam
	100% (no deductible or copay/coinsurance),

one per member per calendar year
	Not covered

	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)
	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
	100% (no deductible or copay/coinsurance)
•
6 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
	Not covered

	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)

Note: Subsequent medically necessary mammograms performed during the same calendar year are subject to your deductible and coinsurance.
	60% after out-of-network deductible
Note: Non-network readings and interpretations are payable only when the screening mammogram itself is performed by a network provider.

	
	One per member per calendar year

	Colonoscopy – routine or medically necessary
	100% (no deductible or copay/coinsurance) for routine colonoscopy
Note: Medically necessary colonoscopies performed during the same calendar year are subject to your deductible and coinsurance.
	60% after out-of-network deductible

	
	One routine colonoscopy per member per calendar year

	Physician office services
	
	

	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

	Emergency medical care
	
	

	Hospital emergency room 
	80% after in-network deductible
	80% after in-network deductible

	Ambulance services – must be medically necessary
	80% after in-network deductible
	80% after in-network deductible

	Diagnostic services
	

	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


	
	In-network
	Out-of-network

	Maternity services provided by a physician
	

	Prenatal and postnatal care visits – Benefits provided for spouses only – dependent daughters are not covered
	80% after in-network deductible
	60% after out-of-network deductible

	
	Includes covered services provided by a certified nurse midwife

	Delivery and nursery care – Benefits provided for  spouses only – dependent daughters are not covered
	80% after in-network deductible
	60% after out-of-network deductible

	
	Includes covered services provided by a certified nurse midwife

	Hospital care
	
	

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

Note: Nonemergency services must be rendered in a participating hospital.
	80% after in-network deductible
	60% after out-of-network deductible

	
	Unlimited days

	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

	Alternatives to hospital care
	
	

	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 90 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 and provided by a participating home health care agency
	80% after in-network deductible
	80% after in-network deductible

	Home infusion therapy – must be medically necessary and given by participating home infusion therapy providers
	80% after in-network deductible
	80% after in-network deductible

	Surgical services
	
	

	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

Note: See “Preventive care services“ section for voluntary sterilizations for females.
	80% after in-network deductible
	60% after out-of-network deductible

	Human organ transplants
	

	Specified human organ transplants – in designated facilities only, when 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 – when 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

	Kidney, cornea and skin transplants
	80% after in-network deductible
	60% after out-of-network deductible

	Mental health care and substance abuse treatment
	

	Inpatient mental health care and inpatient substance treatment
	80% after in-network deductible
	60% after out-of-network deductible

	
	Unlimited days

	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)


	
	In-network
	Out-of-network

	Other covered services
	
	

	Outpatient Diabetes Management Program (ODMP)

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 a network provider.

Note: Effective July 1, 2011, when you purchase your diabetic supplies via mail order you will lower your out-of-pocket costs.
	80% after in-network deductible for diabetes medical supplies; 100% (no deductible or copay/coinsurance) for diabetes self-management training
	60% after out-of-network deductible

	Allergy testing and therapy
	80% after in-network deductible
	60% after out-of-network deductible

	Osteopathic manipulative therapy and chiropractic spinal manipulation
	80% after in-network deductible
	60% after out-of-network deductible

	
	Up to 24 visits 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 maximum of 60 visits per member per calendar year

	Durable medical equipment

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 a network provider.
	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
	80% after in-network deductible
	80% after in-network deductible


	Additional riders
	
	

	Rider XVA
	Excludes benefits for voluntary abortions.


Prescription Drugs

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 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 Medco. (Medco 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. Log in under I am a Member. If you have any questions, please call Walgreens Specialty Pharmacy customer service at 1-866-515-1355.

BCBSM 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.  Exceptions  may be made 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 (deductibles, copays and dollar maximums)

Your Flexible Blue prescription drug benefits, including mail order drugs, are subject to the same deductible and copay dollar maximum required under your Flexible Blue medical coverage. Benefits are not payable until after you have met the Flexible Blue annual deductible. After you have satisfied the deductible you are required to pay fixed dollar copays which are subject to your annual copay dollar maximums.

Note: If your prescription is filled by any type of network pharmacy, and you request the brand-name drug when a generic equivalent is available on the BCBSM MAC list and the prescriber has not indicated “Dispensed as Written” (DAW) on the prescription, you must pay the difference in cost between the brand-name drug dispensed and the maximum allowable cost for the generic plus the applicable copay.
	Deductibles (each calendar year)

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.
	Same as Flexible Blue medical coverage

(no 4th quarter carry-over)

Note: Includes deductible amounts paid under your Flexible Blue medical coverage.
	Same as Flexible Blue medical coverage

(no 4th quarter carry-over)

Note: Includes deductible amounts paid under your Flexible Blue medical coverage.

	
	Deductibles are based on amounts defined annually by the federal government for Flexible Blue-related health plans. Please call your customer service center for an annual update.


	Fixed dollar copays

Note: Copays apply once the deductible has been met
	90-day retail network pharmacy
	* Network mail order provider
	Network pharmacy

(not part of the 90-day retail network)
	Non-network pharmacy

	Generic or prescribed over-the-counter drugs
	1 to 30-day period
	$10 copay
	$10 copay
	$10 copay
	$10 copay plus an additional 20% of BCBSM approved amount for the drug

	
	31 to 83-day period
	No coverage
	$20 copay
	No coverage
	No coverage

	
	84 to 90-day period
	$20 copay
	$20 copay
	No coverage
	No coverage

	Brand-name drugs
	1 to 30-day period
	$60 copay
	$60 copay
	$60 copay
	$60 copay plus an additional 20% of BCBSM approved amount for the drug

	
	31 to 83-day period
	No coverage
	$120 copay
	No coverage
	No coverage

	
	84 to 90-day period
	$120 copay
	$120 copay
	No coverage
	No coverage


Note: Over-the-counter (OTC) drugs are drugs that do not require a prescription under federal law.
* BCBSM will not pay for drugs obtained from non-network mail order providers, including Internet providers.

	Covered services

	
	90-day retail network pharmacy
	* Network mail order provider
	Network pharmacy

(not part of the 90-day retail network)
	Non-network pharmacy

	FDA-approved drugs
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay plus an additional 20% prescription drug out-of-network copay **

	Prescribed over-the-counter drugs – when covered by BCBSM
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay plus an additional 20% prescription drug out-of-network copay **

	State-controlled drugs
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay plus an additional 20% prescription drug out-of-network copay **

	FDA-approved generic prescription contraceptive medication (non-self-administered drugs and devices are not covered)
	100% of approved amount (not subject to deductible or copay)
	100% of approved amount (not subject to deductible or copay)
	100% of approved amount (not subject to deductible or copay)
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay plus an additional 20% prescription drug out-of-network copay **

	FDA-approved brand name prescription contraceptive medication (non-self-administered drugs and devices are not covered)
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay plus an additional 20% prescription drug out-of-network copay **

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

Note: Needles and syringes have no copay.
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay for the insulin or other covered injectable legend drug
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay for the insulin or other covered injectable legend drug
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay for the insulin or other covered injectable legend drug
	Subject to Flexible Blue medical deductible and Flexible Blue prescription drug copay for the insulin or other covered injectable legend drug plus an additional 20% prescription drug out-of-network copay **


*
BCBSM will not pay for drugs obtained from non-network mail order providers, including Internet providers.

**
The 20% pre​scription drug out-of-network copay will not be applied toward your Flexible Blue deductible or annual copay dollar maximum.

	Features of your prescription drug plan

	Drug interchange and generic copay waiver
	BCBSM’s drug interchange and generic copay 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. In select cases BCBSM may waive the initial copay after your prescription has been rewritten. BCBSM will notify you if you are eligible for a waiver.

	Quantity limits
	To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits. A list of these drugs is available at bcbsm.com.

	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, 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.

	Additional Riders 

	ASC Plan Modification
	Covers diabetic test strips and lancets when purchased from a retail pharmacy or BCBSM’s mail order vendor.

	Rider PD-XED-MHP
	Excludes coverage for elective lifestyle drugs.

Note: Elective lifestyle drugs are lifestyle drugs such as those that treat sexual impotency or infertility or help in weight loss. They are not designed to treat acute or chronic illnesses or prescribed for medical conditions that have no demonstrable physical harm if not treated. (Smoking cessation drugs are not considered an elective lifestyle drug and are a payable benefit.)

	Rider CI, Rider PCD2 and Rider PD-CM
	Adds coverage for contraceptive injections, physician-prescribed contraceptive devices such as diaphragms and IUDs, and FDA-approved oral, or self- injectable contraceptive medications as identified by BCBSM (non-self-administered drugs and devices are not covered).

Note: These riders are only available as part of a “prescription drug package” with the Flexible Blue Prescription Drug Plan.

Riders CI and PCD2 are part of your medical-surgical coverage, subject to the same deductible and copay, if any, you pay for medical-surgical services.

Rider PD-CM is part of your prescription drug coverage, subject to the same copay you pay for prescription drugs.


HEALTH SAVINGS ACCOUNT (HSA)
The HSA/HDHP option combines a High Deductible Health Plan (HDHP) with a Health Savings Account (HSA).  

What is a Health Savings Account?

A health savings account (HSA) is a tax-favored IRA-type of account established for an Employee who is an eligible individual covered under a qualified high deductible health plan.  Contributions are fully vested when made and earnings on the account grow tax-free.  Distributions from the HSA are tax-free if they are used to pay qualified health care expenses.  Unused benefits can be carried forward and used in future years.  

Who is an Eligible Individual?

To be an eligible individual who may contribute to an HSA a person must be enrolled in a qualified high deductible health plan, such as the CRCNA’s High Deductible Health Plan, and must satisfy the following additional requirements:

· You cannot be covered by a non-high deductible health plan.  However this restriction does not apply to specific injury insurance, accident insurance, short or long-term disability insurance, dental insurance, optical insurance or long-term care insurance.  You may enroll in the health FSA under the Cafeteria Plan.  However, only certain expenses of you and your family may be reimbursed under the health FSA – specifically, only uninsured expenses for dental or optical care, uninsured medical expenses after the deductible under the High Deductible Health Plan has been satisfied, and uninsured expenses for preventive care (such as preventive drug copays, coinsurance for wellness exams and services and costs for wellness tests and screenings in excess of the annual benefit maximum).  

· You cannot be enrolled in Medicare or be a dependent on another person’s tax return.

· You cannot have received VA medical benefits at any time over the past three months.

How Does an HSA Work?

If you are enrolled in the High Deductible Health Plan option, you may make an annual pledge to the HSA to fund it.  The pledge may be deducted from your pay on a pre-tax basis under the Cafeteria Plan or you may make post-tax contributions.  Then, each payroll period your pre-tax contribution will be deposited in your HSA account.  In addition, an employer contribution may be made to your HSA on your behalf.  The money in your account may be used for out-of-pocket expenses before your deductible is met.  You can also use the dollars to pay for uninsured health expenses not covered by the High Deductible Health Plan.  Amounts not used during the plan year will roll over and may be used in future years.  

Is the HSA Similar to the Health FSA?

There are similarities and there are differences.  For example, under a health FSA, you may access the account for the full amount of your annual election at the beginning of the year even though contributions have not yet been made to cover the requested reimbursement.  With respect to an HSA, reimbursement can only be made to the extent of your actual account balance consisting of contributions and any earnings.  On the other hand, there are definite advantages to an HSA over a health FSA.  For example, you may change your HSA contribution amount at any time during the plan year on a prospective basis in accordance with the procedures established by Employer.  In contrast, by law your contribution to a health FSA may only be changed during the year in the event of a qualifying Change in Status.  Also, any unused amounts from your health FSA are forfeited at year end while unused amounts held in your HSA may be rolled over and used in future years.  

Who Administers the HSA?

Your Church will establish an HSA on your behalf.  The HSA will be held by a trustee/custodian (such as a bank).  Your Church will inform you of the trustee/custodian for your HSA.  The money in the HSA will be invested.  The trustee/custodian will provide you with more information as to how your HSA balance will be invested and any election opportunities you have with respect to the investments.
How Can I Access My HSA?

Once you establish an HSA, it may be accessed by following the procedures established by the trustee/custodian.  Typically, this will require the submission of a written reimbursement request form to the trustee/custodian.  

Amounts in your HSA can be distributed to cover your deductible requirements under the high deductible health plan.  You can also use your HSA money to pay for eligible health care expenses not covered by the high deductible health plan.  Amounts distributed for health care expenses are on a tax-free basis.  You can also request a distribution for other purposes.  For expenses other than eligible health care expenses, the amount distributed is taxable income and is also subject to a 20% penalty tax.  But in certain circumstances the 20% penalty tax may be waived (such as for individuals who are disabled or at least age 65).  

What if I Change Jobs?

HSAs are permanent and portable.  You can take your HSA with you to your next job.  You can continue to grow the dollars in your account through investment or use the monies for eligible health care expenses.  However, in order to actively continue to contribute to an HSA, you must be covered under a qualified high deductible health plan either through your new employer or an individual policy.  HSAs can be rolled over in to a similar HSA at a different bank or investment provider.  

What Happens to the HSA after I Turn 65?

After you reach age 65, your HSA can be used to pay eligible health care expenses and certain insurance premiums like Medicare Parts A and B.  Monies cannot be used to purchase a Medigap policy.  Distributions for eligible health care expenses are tax-free.  Distributions for other expenses are taxable.  
BENEFITS-AT-A-GLANCE:  DENTAL BENEFITS
	Deductible, Coinsurance, and Dollar Maximums

	Deductible – applies to all services (However, if you are classified by Employer as a Domestic Agency employee, the deductible does not apply to you or your dependents covered under the Plan.)
	$50 per person per calendar year, $100 maximum per family per year



	Coinsurance
	20% for class I and II services and 50% for class III and IV services

	Dollar Maximums
	

	•
Annual Maximum 
	$1,200 per member for covered class I, II and III services

	•
Lifetime Maximum
	$1,000 per member for covered class IV services

	Class I Services

	Oral Exams – Twice per calendar year
	Covered – 80% after deductible

	A set (up to 4) of bitewing X-rays – Twice per calendar year
	Covered – 80% after deductible

	Full-mouth  and panoramic X-rays – Once every 60 months
	Covered – 80% after deductible

	Prophylaxis (teeth cleaning) – Twice per calendar year
	Covered – 80% after deductible

	Fluoride Treatment – 2 per benefit year 
	Covered – 80% after deductible

	Space Maintainers – Missing posterior (back) primary teeth – One per quadrant per lifetime
	Covered – 80% after deductible

	Palliative Emergency Treatment
	Covered – 80% after deductible

	Class II Services
	

	Fillings – Permanent teeth; replacement fillings covered after 24 months or more after initial filling
	Covered – 80% after deductible

	Fillings – Primary teeth; replacement fillings covered after 12 months or more after initial filling 
	Covered – 80%  after deductible

	Onlays, crowns and veneer fillings – Permanent teeth; once every 60 months per tooth, payable for members age 12 or older 
	Covered – 80%  after deductible

	Recementing of onlays, crowns, veneers and bridges – Three times per tooth per calendar year after six months from original restoration
	Covered – 80% after deductible

	Oral surgery including extractions
	Covered – 80%  after deductible

	Root Canal Therapy – Permanent teeth; one per year per tooth
	Covered – 80%  after deductible

	Scaling and root planning – Once every 24 months per quadrant
	

	Periodontic Treatments
	Covered – 80%  after deductible

	Occlusal Adjustments – Up to five times in a 60-month period
	Covered – 80% after deductible

	Occlusal Biteguards – Once every 12 months
	Covered – 80% after deductible

	General Anesthesia or IV Sedation – When medically necessary and performed with oral or dental surgery
	Covered – 80%  after deductible

	Adjustment of Dentures – Six months or more after it is delivered
	Covered – 80% after deductible

	Relining or Rebasing of Partials or Dentures – Once every 36 months per arch
	Covered – 80% after deductible

	Tissue Conditioning – Once every 36 months per arch
	Covered – 80%  after deductible

	Repair and Adjustments of partial or complete dentures 
	Covered – 80% after deductible

	Class III Services  
	

	Removable Dentures (complete and partial) – Once every 5 years
	Covered – 50% after deductible

	Bridges (fixed partial dentures) – For members age 16 or older – One per tooth every 5 years
	Covered – 50% after deductible

	Crowns – Bridges – Once per tooth every 5 years
	Covered – 80% after deductible for porcelain or other materials

Covered – 50% after deductible for gold 

	Class IV Services – Orthodontic Services for dependents under age 19

	Habit Breaking Appliances
	Covered – 50% after deductible

	Minor Tooth Guidance Appliances
	Covered – 50% after deductible

	Full-Banding Treatment
	Covered – 50% after deductible

	Monthly, Active Treatment Visits
	Covered – 50% after deductible


· Note: Services from a provider for which there is no PPO network and services from a non-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. 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.  For non-urgent, complex or expensive dental treatment such as crowns, bridges or dentures, members should encourage their dentist to submit the claim to Blue Cross for predetermination before treatment begins. 

Payment amounts are based on the Blue Cross Blue Shield of Michigan approved amount, less any applicable deductible and/or copay amounts required by the plan. This coverage is provided pursuant to an Administrative Services Agreement between CGI and BCBSM and as per the Board of Trustees of CRCNA. .
MORE INFORMATION
A detailed description of the eligible medical, prescription drug and dental expenses under the Plan, as well as a detailed description of the Plan’s exclusions and limitations from coverage, can be found on the BCBSM website (www.bcbsm.com).  To log on, you will need to provide your member user name and password.  You can also contact customer service at 800-545-3042 (plus see next section for more information concerning customer service).
HEALTH CARE REFORM

The medical/prescription drug benefits under the Plan were amended to comply with the insurance market reforms of the Patient Protection and Affordable Care Act (“PPACA”) and the Health Care and Education Reconciliation Act (“HCERA”) as of January 1, 2011.  Collectively, the PPACA and the HCERA are known as Health Care Reform.  The required changes include the following:

· Dependent children must now be eligible to participate in the medical/prescription drug benefits under the Plan until at least the child’s 26th birthday.  However, Employer is extending coverage under the medical/prescription drug (and dental) benefits through the end of the month in which the dependent child turns age 26.  Individuals whose coverage ended or who were denied coverage (or were not eligible for coverage) because the availability of dependent coverage of children ended before the attainment of age 26 were allowed to enroll in the Plan as of January 1, 2011.  Individuals could request enrollment for such children for 30 days from the date notice was provided.  

NOTE:  Any dental benefits provided under the Plan are “excepted benefits” which are not subject to Health Care Reform.  However, Employer is voluntarily amending the definition of dependent child under the dental benefits to align with the new definition of dependent child under Health Care Reform for the medical/prescription drug benefits.  

· Lifetime limits on the dollar value of essential health benefits under the Plan no longer apply.  Individuals whose coverage ended by reason of reaching a lifetime limit under the Plan were eligible to enroll in the Plan.  Individuals have 30 days from the date notice was provided to request enrollment.

· Annual limits on the dollar value of essential health benefits under the Plan must be no lower than $750,000 for the 2011 plan year, $1.25 million for the 2012 plan year and before September 23, 2012, and $2 million for the 2013 plan year.  No annual limits on the dollar value of essential health benefits under the Plan will apply for plan years beginning on or after January 1, 2014.  

· Coverage may not be retroactively rescinded except as permitted by law, for example, in cases of fraud, intentional misrepresentation or failure to timely pay required premiums for coverage.  Thirty days advance notice is required before coverage may be retroactively terminated.

· The Plan may not impose a pre-existing condition limitation or exclusion with respect to a participant under age 19.

· The Plan is not a grandfathered plan under Health Care Reform.  Accordingly, the following additional insurance market reforms under Heath Care Reform apply:
· The Plan must provide certain preventive care items and services without required participant cost-sharing.

· The Plan must provide certain patient protections such as:

· Where a participant is required to have a primary care physician (PCP), the participant may designate any participating PCP, including a pediatrician, as the PCP.

· The Plan may not require preauthorization or referral when a participant seeks coverage for obstetric or gynecological care from a participating OB-GYN.

· The Plan may not require preauthorization for emergency services.

· The Plan may not impose a copayment amount or coinsurance rate for emergency services in an out-of-network emergency department of a Hospital that exceeds the requirements for in-network emergency services.

· Participants must be afforded additional rights with respect to internal appeals under the Plan and must be provided with the opportunity to undergo a new external review procedure.
CUSTOMER SERVICE
Our goal is to provide excellent service. When you call, please be ready to tell us your contract number; and if you're inquiring about a claim, we'll also need the following information:

· Patient's name

· Provider's name (hospital, doctor, laboratory, other)

· Date of service and type of service (surgery, office call, X-ray, other)

· Provider's charges

Please remember, Blue Cross Blue Shield of Michigan follows strict privacy policies in accordance with state and federal law. For example, we never release your health information to anyone, unless you have authorized us in writing to do so. You can find the necessary release documents and forms on our Web site.

Calling us

To call us, please use the phone number printed on the back of your ID card. You can also find this number on your Explanation of Benefit Payments, or EOB. Our customer service hours are Monday through Friday from 8:30 a.m. to 5 p.m.

Hearing- or speech-impaired members, please call:

Area codes 248, 313, 586, 734, 810 and 947 

313-225-6903
Area codes 231, 269 and 616 



800-867-8980

Writing to us

To write us, please use the address in the upper right-hand corner of your EOB. If you do not have an EOB, please send your inquiry to:

Customer Service Center
Blue Cross Blue Shield of Michigan

P.O. Box 2888
Detroit, MI 48231

Or

West Michigan Customer Service Center
Blue Cross Blue Shield of Michigan

P.O. Box 894
Grand Rapids, MI 49518
Receive your Explanation of Benefit Payments statement electronically

From the secured area of our web site, you can view, save or print your EOB statements. Visit Member Secured Services to sign up for this feature.

Come see us

Visit one of our walk-in customer service centers for personal, face-to-face service.
CLAIMS INFORMATION
With the Blues' extensive network of participating providers and our BlueCard program, the only time you may have to file your own claims is if you receive services from a nonparticipating or non-network provider.

Filing a claim

If you receive services from a nonparticipating or non-network provider, first ask the provider if he or she will bill us for the services. Most providers, even those who do not participate with BCBSM, will submit claims to their patients' insurance companies when asked.

If your provider will not bill BCBSM for you, then follow these steps:

Ask the provider for an itemized statement or receipt with the following information:

10. 1. Name and address of provider *

11. 2. Full name of patient

12. 3. Date of service

13. 4. Provider's charge

14. 5. Diagnosis and type of service

[image: image9.jpg]Note: If you receive care out of the country, try to
get all receipts itemized in English. Cash register
receipts, canceled checks, or money order stubs
may accompany your itemized receipts, but may not
substitute for an itemized statement.




Make a copy of all items for your files, and send the originals to us at the address listed in Where to Write Us. It is important that you file claims promptly because most services have claims filing limitations.

When payment is made, it will be made directly to the subscriber

YOUR EXPLANATION OF BENEFITS
After we process claims for services you receive, we send you an Explanation of Benefit Payments (EOBP). The EOBP is not a bill. It is a statement that helps you understand how your benefits were paid. At the top of the EOBP you'll find Blue Cross Blue Shield Customer Service numbers and an address to use for inquiries.

Receive your EOBP electronically

From the secured area of our web site, you can view, save or print your EOB statements. Visit Member Secured Services to sign up for this feature.

About your EOBP

Briefly your Explanation of Benefit Payments tells you:

· The person who received the services

· The date services were provided (“claims processed from...to...”).

· “Summary of Balances” includes the provider(s) of the services, and payments, including the amount saved by using Network providers.

· “Summary of Deductibles and Copayments” provides your deductible and copayment requirements as well a total of all deductibles and copayments paid to date.

· “Helpful Information” includes messages and reminders.

· “Detail on Services” summarizes the BCBSM payment and shows your balance.

If you see an error contact your provider first. If they cannot correct the error, call the customer service number on your EOBP.
WHAT TO DO IF A CLAIM IS DENIED

If your claim for payment is denied in whole or in part, your Explanation of Benefits Payment (EOBP) will indicate the reason for the nonpayment.  Most questions or concerns about decisions BCBSM makes on claims or requests for benefits can be resolved through a phone call to a customer service representative.  In addition, you may request a review of an adverse benefit determination.  Generally, a two-step review is available.  First, to initiate a Level 1 review, you or your authorized representative must enter a written statement explaining why you disagree with the determination.  Please include in your request all documentation, records or comments you believe support your position.  You must request review no later than 180 calendar days after you receive the EOBP.  Mail your written requests for review to the address found on your EOBP or to the address contained in the letter we send you to notify you that we have not approved a benefit or service you are requesting.  BCBSM will respond to your request for review in writing within 30 days unless we have notified you in writing that we need additional information to complete our review.  If you agree with our response, it becomes the Plan’s final determination and the review ends.

If you disagree with the BCBSM response to your request for review at Level 1, you may then proceed to Level 2.  You must request review at Level 2 in writing no later than 45 days after you receive the BCBSM determination at Level 1.  The same procedure will then be followed with respect to the Level 2 appeal as the Level 1 appeal.

If you disagree with the Level 2 final determination or if BCBSM fails to issue its determination at each level within 30-day time frame or otherwise fails to comply with review for procedures for Level 1 or Level 2, you may submit a request for an external review conducted by the Michigan Office of Financial and Insurance Regulation.  Please contact BCBSM for assistance.
No legal action may be brought later than two years after the Plan has received a complete claim for services.  No action or lawsuit may be started until 30 days after you have notified the Plan that the decision under the claim review procedure is unacceptable to you.
COORDINATION OF BENEFITS
Coordination of Benefits, or COB, is how health care carriers coordinate benefits when you are covered by more than one health care plan. Under COB, carriers work together to make sure you receive the maximum benefits available under your health care plans. Your BCBSM health care plan requires that your benefit payments be coordinated with those from another group plan for services that may be payable under both plans.

How COB works

If you are covered by more than one group plan, COB guidelines determine which carrier pays for covered services first.

· Your primary plan is responsible for paying first. This plan must provide you with the maximum benefits available to you under that plan.

· Your secondary plan is responsible for paying after your primary plan has processed the claim.

Note: To the extent that the services covered under your health care plan are also covered and payable under another group health care plan, we will combine our payment with that of the other plan to pay the maximum amount we would routinely pay for the covered services.

Filing secondary COB claims

Ask your health care provider to submit claims to your primary carrier first. If a balance remains after the primary carrier has paid the claim, you or the provider can then submit the claim along with the primary carrier's payment statement to BCBSM.

Updating COB information is your responsibility

You can avoid claims-processing delays if you keep your COB information up to date. View your current COB information in Member Secured Services.

If you need to change the information we have on record, notify your employer immediately. We may also periodically ask you to update your COB information through a letter of inquiry. Please help us serve you better by responding quickly to the letter.

SUBROGATION
Your contract with Blue Cross Blue Shield of Michigan includes a provision called “subrogation.” If you file a lawsuit or an insurance claim, or if there is a settlement, subrogation allows Blue Cross Blue Shield of Michigan to hold a party that caused an injury or condition to be responsible for payment of the medical expenses related to the injury.

For example: A Blues member is injured in a store, or other commercial property, due to negligence on the part of the store or property. BCBSM pays for the services to the injured person, as required by their health care contract. Later the member sues the store. The Blues' subrogation unit would attempt to recover the money paid for medical services in that lawsuit.

The types of cases we pursue generally fall into the following categories:

· Workers' compensation

· Personal injury

· Medical malpractice

Please remember that if you hire an attorney to represent you in such a situation, you should always have your attorney call Blue Cross Blue Shield of Michigan at 517-322-8177.

FREQUENTLY ASKED QUESTIONS AND ANSWERS ABOUT YOUR PLAN
How can I find an in-network doctor?

To find a doctor you can access the directory or call our customer service office. Once you've found a doctor, you can then make an appointment with that physician.

What happens if I don't like the in-network doctor I select?

If you don't like the physician you selected, simply choose another one. You are not required to notify Blue Cross when you select or change network providers.

Do I have to use the in-network providers?

No. You have the freedom to choose any physician or hospital for the care you need. However, if you receive services from a provider not in the network, you are responsible for paying any applicable out-of-network costs required by your plan. In addition, you may be required to pay an additional charge if the provider you visit is not only outside the network, but does not participate with Blue Cross Blue Shield of Michigan. A nonparticipating provider may choose not to accept our approved amount as payment in full for a covered service. In that case, you would be responsible for paying the difference between the provider's charge and our approved amount, in additional to any out-of-network charges. We encourage you to ask the provider if he or she participates with us before you receive services.

What is an Out-of-network charge?

An out-of-pocket cost is a deductible and/or copayment that you are responsible for paying under your plan when you choose to go to a provider outside the PPO plan network.

What if my doctor sends me to a provider outside the network?

The network is designed to meet all your health care needs, including care by specialists. However, in the rare event that a particular service or specialty is not available in the network, your in-network provider may refer you outside the network. When you have a referral from your network provider, we will pay for the covered services that you receive according to your level of coverage under your contract without any out-of-network costs to you.
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When I live or travel outside of Michigan, am I still covered?

Yes. When living or traveling outside of Michigan, your coverage goes with you. Through the BCBSM BlueCard program, you have access to network and participating providers throughout the U.S. and around the world. And like participating providers in Michigan, you won't have to fill out any claim forms or pay up front for the cost of the service unless it is an out-of-pocket cost, such as a deductible or copay or a non-covered service. When you need medical care while traveling, simply call 1-800-810-BLUE and you will be referred to the nearest Blue in-network provider or Blue participating provider if there are no PPO providers nearby.

What if I need to go to the emergency room?

A medical emergency is a condition that occurs suddenly and unexpectedly, and could result in serious bodily harm or threaten life unless treated immediately. Examples include:

· Heart attack or stroke

· Inability to breathe

An accidental injury is caused by an action, object or substance outside of the body. Examples are:

· Overdosing on medicine or swallowing poison

· Allergic reaction

· Inhaling smoke, carbon monoxide or fumes

Emergency room services for medical emergencies and accidental injuries are covered when the lack of immediate medical attention could result in serious jeopardy to your health or when pre-authorized by your primary care physician. However, there may be limited or no payment for emergency room services that do not meet these standards.

Here's what to do if you have a medical emergency or accidental injury:

· Always follow the advice of your primary care physician.

· If you have an immediate and unforeseen medical emergency and the time to contact your primary care physician may mean permanent damage to your health, you should go directly to the nearest emergency room or call 911 for assistance.

· It is suggested (but not required) that you, the hospital, or someone acting for you notify your doctor within 48 hours or as soon as it is medically reasonable to do so.

· You should also contact your primary care physician for any follow-up care.

What should I do if I lose my Blue Cross Blue Shield ID card?

We'll replace it without charge. Just call a customer service representative or log in to our Web site at bcbsm.com and click on I am a Member. You'll be able to order new ID cards at no charge.

If I am injured in an auto accident, will my medical plan cover my medical bills?

If you live in Michigan, you are eligible for no-fault automobile insurance with comprehensive medical coverage.  As a result, benefits are not payable under the Plan for injuries you receive in an accident involving a motor vehicle.  This exclusion does not apply to a Member who lives in a state other than Michigan and who is involved in a motor vehicle accident.  For these latter Members, payment for any medical services you will receive will be coordinated between Blue Cross and your auto insurance carrier as required by law or set forth in the carrier’s contracts.  Always inform your provider if your illness or injury is related to an auto accident.  That way benefits can be properly coordinated with your auto insurer.
What if my claim is rejected or denied?

Every effort is made to process your claims promptly and correctly. If your claim for benefits is denied in whole or in part, we will notify you of the denial in writing. To appeal the denial or payment, you may either call or write to us using the number or address on the back of your BCBSM ID card. Be sure to state the reason for your appeal and furnish us with all information that supports your appeal. We will review your appeal and respond to you within 60 days after we receive it.

For more information on the appeals process and what you must do, please refer to your member handbook or our Web site at bcbsm.com.

How can I obtain additional information about my doctor's professional education and number of years in practice?

The Healthcare Advisor ™ is our online resource that can help you research a physician including specialty, years in practice or experience, and location.

GLOSSARY
This section explains the terms used in your Certificates and Riders.

Accidental Injury

Any physical damage caused by an action, object or substance outside the body. This may include:

· Strains, sprains, cuts and bruises

· Allergic reactions caused by an outside force such as bee stings or another insect bite

· Extreme frostbite, sunburn, sunstroke

· Poisoning

· Drug overdosing

· Inhaling smoke, carbon monoxide or fumes

· Attempted suicide

Acute Care

Medical care that requires a wide range of medical, surgical, obstetrical and/or pediatric services. It generally requires a hospital stay of less than 30 days.

Acute Care Facility

A facility that provides acute care. This facility primarily treats patients with conditions that require a hospital stay of less than 30 days. The facility is not used primarily for:

· Custodial, convalescent, tuberculosis or rest care 
· Care of the aged or substance abusers
· Skilled nursing or other nursing care

Administrative Costs

Costs incurred by the organization sponsoring an approved oncology clinical trial. They may include, but are not limited to, the costs of gathering data, conducting statistical studies, meeting regulatory or contractual requirements, attending meetings or travel.

Allogeneic (Allogenic) Transplant

A procedure using another person's bone marrow, peripheral blood stem cells or umbilical cord to transplant into the patient. This includes syngeneic transplants.

Ambulatory Surgery

Elective surgery that does not require the use of extensive hospital facilities and support systems, but is not usually performed in a doctor's office. Only surgical procedures identified by BCBSM as ambulatory surgery are covered.

Ambulatory Surgery Facility

A freestanding outpatient surgical facility offering surgery and related care that can be safely performed without the need for overnight inpatient hospital care. It is not an office of a physician or other private practice office.

Ancillary Services

Services such as drugs, dressings, laboratory services, physical therapy or other care that supplements the primary care the patient receives. They do not include room, board and nursing care.

Approved Amount

The lower of the billed charge or our maximum payment level for the covered service. Copayments and/or deductibles, which may be required of you, are subtracted from the approved amount before we make our payment.

Arthrocentesis

Surgical puncture of a joint to inject and/or withdraw fluid. When performed for temporomandibular joint (jaw joint) dysfunction, this surgery may be performed for reversible, irreversible or diagnostic purposes.

Attending Physician

The physician in charge of a case who exercises overall responsibility for the patient's care.

Autologous Transplant

A procedure using the patient's own bone marrow or peripheral blood stem cells to transplant back into the patient.

BCBSM

Blue Cross Blue Shield of Michigan.

Benefit Period

The period of time that begins five days before, and ends one year after, the organ transplant. All payable human organ transplant services, except anti-rejection drugs and other transplant related prescription drugs, must be provided during this period of time.

Biological

A virus, therapeutic serum, toxin, antitoxin, vaccine, blood, blood component or derivative, allergenic product, or similar product, used for the prevention, treatment, or cure of a disease or condition of human beings. FDA regulations and policies have established that biological products include blood-derived products, vaccines in vivo diagnostic allergenic products, immunoglobulin products, products containing cells or microorganisms, and most protein products.

Birth Year

A 12-month period of time beginning with a child's month and day of birth.

BlueCard PPO Program

A program that allows Blue Cross Blue Shield PPO members to receive health care services in other states and have claims processed by the Host Plan, subject to Blue Cross and Blue Shield Association policies.

BlueCard Worldwide Program

A program that provides access to a network of inpatient facilities and medical assistance services worldwide including referrals to professional providers for all Blue Cross Blue Shield of Michigan members whose claims are eligible for processing through the BlueCard Program.

Blue Cross Plan

Any hospital service plan approved by the Blue Cross and Blue Shield Association at the time the hospital service is furnished.

Blue Shield Plan

Any medical service plan approved by the Blue Cross and Blue Shield Association at the time the medical service is furnished.

Calendar Year

A period of time beginning January 1 and ending December 31 of the same year.

Carrier

An insurance company providing a health care plan for its members.

Certificate

This book, which describes your benefit plan, and any riders that amend this Certificate.

Certified Nurse Midwife

A nurse who provides some maternity services and who:

Is licensed as a registered nurse by the state of Michigan Has a specialty certification as a nurse midwife by the Michigan Board of Nursing Has current national certification as a midwife by an organization recognized by the Michigan Board of Nursing

Certified Nurse Practitioner

A nurse who provides some medical services and who:

· Is licensed as a registered nurse by the state of Michigan

· Has a specialty certification as a certified nurse practitioner by the Michigan Board of Nursing

· Meets BCBSM qualification standards

· When outside the state of Michigan, is legally qualified to perform services in the state where services are performed

Certified Registered Nurse Anesthetist

A nurse who provides anesthesiology services and who:

· Is licensed as a registered nurse by the state of Michigan

· Has a specialty certification as a certified registered nurse anesthetist by the Michigan Board of Nursing

· Meets BCBSM qualification standards

· When outside of the state of Michigan, is legally qualified to perform anesthesiology services in the state where the services are performed
Change in Status

An event permitting a mid-year benefit election change under the cafeteria plan such as a change in legal marital status, number of dependents, employment status, dependent eligibility or residence.
Chronic Condition

A condition that recurs frequently or one that may or may not have been present at birth but will last a long time, perhaps throughout the patient's life. Therapy may not help and the chronic condition may eventually result in significant disability and/or death. Arthritis and heart disease are examples of chronic diseases.
Claim Administrator
Blue Cross Blue Shield of Michigan and any other third party retained to provide administrative services in connection with the Plan.
Clinical Trial

A study conducted on a group of patients to determine the effect of a treatment. For purposes of this Certificate clinical trials include:

· Phase II - a study conducted on a number of patients to determine whether the treatment has a positive effect on the disease or condition as compared to the side effects of the treatment.

· Phase III - a study conducted on a much larger group of patients to compare the results of a new treatment of a condition to the results of conventional treatment. Phase III gives an indication as to whether the new treatment leads to better, worse or no change in outcome.

Colony Stimulating Growth Factors

Factors that stimulate the multiplication of very young blood cells.

Congenital Condition

A condition that exists at birth.

Contraceptive Medication

Any drug used for the express purpose of preventing pregnancy at the time of its administration.

Contract

This Certificate and any related riders, your signed application for coverage and your BCBSM ID card.

Conventional Treatment

Treatment that has been scientifically proven to be safe and effective for treatment of the patient's condition.

Coordination Period

A period of time, defined by Medicare, that begins in the first month of Medicare entitlement due to ESRD and lasts for 30 months.

Copayment

The portion of the approved amount that you must pay for a covered service after your deductible, if required, has been met.

Covered Services

The services, treatments or supplies identified as payable in your Certificate.
NOTE:  To be payable, covered services must be medically necessary, as defined in this section.
Custodial Care

Care primarily used in helping the patient with activities of daily living or meeting personal needs. Such care includes help in walking, getting in and out of bed, and bathing, dressing and taking medicine. Custodial care can be provided safely and reasonably by people without professional skills or training.

Deductible

The amount that you must pay for covered services, under any certificate, before benefits are payable.

Dental Care

Care given to diagnose, treat, restore, fill, remove or replace teeth or the structures supporting the teeth, including changing the bite or position of the teeth.

Designated Facility

To be a covered benefit, human organ transplants must take place in a “BCBSM-designated” facility. A designated facility is one that BCBSM determines to be qualified to perform a specific organ transplant. We have a list of designated facilities and will make it available to you and your physician upon request.

Designated Payment Level

The amount used to calculate your BCBSM copayment under the BlueCard Program. This amount is the lesser of:

· The provider's billed charges for covered services or 
· An amount based on such factors as agreements with the Host Plan's provider community or historical average reimbursement levels
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Detoxification

The medical process of removing an intoxicating or addictive substance from the body of a person who is dependent on that substance.

Development Condition

A condition that can delay or completely stop the normal progression of speech development. Speech therapy may not help these conditions.

Dialysis

The process of cleaning wastes from the blood artificially. This job is normally done by the kidneys. If the kidneys fail, the blood must be cleaned artificially with special equipment. The two major forms of dialysis are hemodialysis and peritoneal dialysis.

Direct Supervision

The type of supervision that requires the supervising personnel to be in the same physical structure where the service is being performed.

Diversional Therapy

Planned recreational activities, such as hobbies, arts and crafts, etc., not directly related to functional therapy for a medical condition.

Dual Entitlement

When an individual is entitled to Medicare on the basis of both ESRD and age or disability.

Durable Medical Equipment

Equipment that can withstand repeated use and that is used for a medical purpose by a patient who is ill or injured. It may be used in the home.

Effective Date

The date your coverage begins under this contract. This date is established by BCBSM.

Eligibility

As used in Section 1 of this Certificate under End Stage Renal Disease, eligibility means the member's right to Medicare coverage under Title XVIII of the Social Security Act, as amended. Otherwise, eligibility means the member's right to coverage under this Certificate.

End Stage Renal Disease (ESRD)

Chronic, irreversible kidney failure that requires a regular course of dialysis or a kidney transplant as verified by a medical evidence report (defined in this section) or a provider bill that contains a diagnosis of chronic renal (kidney) failure.

Enrollment Date

The first date of coverage or, if there is a new hire waiting period, the first day of the waiting period.

Entitlement (or Entitled)

The member's right to receive Medicare benefits once the member has met the eligibility requirements to qualify for Medicare coverage, has filed a valid application for benefits, and has met any applicable waiting period requirements.

Exclusions

Situations, conditions, or services that are not covered by the subscriber's contract.

Experimental Treatment

Treatment that has not been scientifically proven to be as safe and effective for treatment of the patient's conditions as conventional treatment. Sometimes it is referred to as “experimental services”.

Facility

A hospital or clinic that offers acute care or specialized treatment, such as substance abuse treatment, rehabilitation treatment, skilled nursing care or physical therapy.

Fecal Occult Blood Screening

A laboratory test to detect blood in feces or stool.

First Degree Relative

An immediate family member; that is, a mother, father, sister or brother.

First Priority Security Interest

The right to be paid before any other person from money recovered in a verdict, judgment, or settlement of a legal action or settlement that is not part of a legal action.

Flexible Sigmoidoscopy

A visual examination of the lower portion of the colon through the rectum, using a flexible instrument called a sigmoidoscope.

Freestanding Outpatient Physical Therapy Facility

An independently owned and operated facility, separate from a hospital, which provides outpatient physical therapy services and occupational therapy or speech and language pathology services.

Group

A collection of subscribers under one contract. Generally, all members of a group are employed by the same employer. One employer, however, may have several groups (different benefits for different groups of employees working for the same employer). A group can also include members who are associated with the same organization.

Gynecological Examination

A history and physical examination of the female genital tract.

Hazardous Medical Condition

The dangerous state of health of a patient who is at risk for loss, harm, injury or death.

Health Maintenance Examination

A comprehensive history and physical examination including blood pressure measurement, ocular tonometry (measurement of pressure in the eye), skin examination for malignancy, breast examination, testicular examination, rectal examination and health counseling regarding potential risk factors.

Hemodialysis

The use of a machine to clean wastes from the blood after the kidneys have failed.

High Dose Chemotherapy

A procedure in which patients are given cell destroying drugs in doses higher than those used in conventional therapy. Stem cell replacement is required after high dose chemotherapy is given.

High Risk Patient

An individual who has an increased risk of mortality or morbidity according to standard criteria recognized by the oncology community.

HLA Genetic Markers

Specific chemical groupings that are part of many body cells, including white blood cells. Called human leukocyte antigens, these chemical groupings are inherited from each parent and are used to detect the constitutional similarity of one person to another. Close (or the degree of) identity is determined by tests using serologic (test tube) methods and/or molecular (DNA fingerprinting) techniques. An HLA identical match occurs when the six clinically important markers of the donor are identical to those of the patient.

Home Health Care Agency

An organization that is primarily engaged in providing skilled nursing services and other therapeutic services in the patient's home.

Hospice

A public agency, private organization or subdivision of either, which primarily provides care for terminally ill persons.

Hospital

A facility that:

· Provides inpatient diagnostic, therapeutic and surgical services for injured or acutely ill persons on a 24-hour per day basis and
· Is fully licensed and certified as a hospital, as required by all applicable laws and 
· Complies with all applicable national certification and accreditation standards 
Hospital services must be provided by or under the supervision of a professional staff of licensed physicians, surgeons and registered nurses.

[image: image12.jpg]NOTE: A facility that provides specialized services that does not meet all of the above requirements does not
qualify as a hospital under this Certificate, regardless of its affiliation with any hospital that does meet the above
requirements. Such facilities include but are not limited to the following:

Facilities that provide custodial, convalescent, pulmonary tuberculosis, rest or domiciliary care

Facilities that serve as institutions for exceptional children or for the treatment of the aged or of substance
abusers

Skilled nursing facilities or other nursing care facilities




Host Plan

A Blue Cross and/or Blue Shield plan outside of Michigan that participates in the BlueCard PPO Program and processes claims for services that you receive in that state.

Independent Physical Therapist

A licensed physical therapist who is not employed by a hospital, physician or freestanding outpatient physical therapy facility and who maintains an office, separate from a hospital or freestanding outpatient physical therapy facility, with the equipment necessary to adequately provide physician-prescribed physical therapy.

Infusion Therapy

The continuous, slow administration of a controlled drug, nutrient, antibiotic or other fluid into a vein or other tissue on a daily, weekly or monthly basis, depending on the condition being treated and type of therapy.

Injectable Drugs

Payable drugs that are ordered or furnished by a physician and administered by the physician or under the physician's supervision.

Irreversible Treatment

Refers to medical and/or dental treatment of temporomandibular joint (jaw joint) dysfunction.

· The treatment is to the mouth, teeth, jaw, jaw joint, skull, and the complex of muscles and nerves, including blood vessels and tissues related to the jaw joint. 
· The treatment is intended to cause permanent change to a person's bite or position of the jaws. 
· The treatment includes, but is not limited to:

· Crowns, inlays, caps, restorations and grinding 
· Orthodontics, such as braces, orthopedic repositioning and traction 
· Installation of removable or fixed appliances such as dentures, partial dentures or bridges 
· Surgery directly to the jaw joint 
· Arthrocentesis

Jaw Joint Disorders

These include, but are not limited to:

· Skeletal defects of the jaws or problems with the bite that cause pain and inability to move the jaw properly

· Muscle tension, muscle spasms, or problems with the nerves, blood vessels or tissues related to the jaw joint that cause pain and inability to move the jaw properly 
· Defects within the temporomandibular joint (jaw joint) that cause pain and an inability to move the jaw properly

Lien

A first priority security interest in any money, or in any action to recover money for the treatment of injuries for which we paid benefits.

Lobar Lung

A portion of a lung from a cadaver or living donor.

Long-Term Acute Care Hospital

A specialty hospital that focuses on treating patients requiring extended intensive care; meets BCBSM qualification standards and is certified by Medicare as an LTACH.

Mammogram

A low dose X-ray of the breast, two views per breast. The radiation machine must be state-authorized and specifically designed and used to perform mammography.

Mandibular Orthotic Reposition Device

An appliance used in the treatment of temporomandibular joint dysfunction.

Maternity Care

Hospital and professional services for any condition due to pregnancy except ectopic (tubal) pregnancy.

Maxillofacial Prosthesis

A custom made replacement of a missing part of the face or mouth such as an artificial eye, ear, nose or an obturator to close a cleft. Excludes replacement of teeth or appliances to support teeth.

Medical Emergency

A condition that occurs suddenly and unexpectedly. This condition could result in serious bodily harm or threaten life unless treated immediately. This is not a condition caused by an accidental injury.

Medical Evidence Report

A form required by the Centers for Medicare and Medicaid Services that a physician must complete and submit for each ESRD patient beginning dialysis.

Medically Necessary

A service must be medically necessary to be covered. There are two definitions; one applies to physician services and one applies to hospital services.

· Medical necessity for payment of physician services:

Determination by physicians acting for BCBSM, based on criteria and guidelines developed by physicians for BCBSM who are acting for their respective provider type or medical specialty, that:

· The covered service is accepted as necessary and appropriate for the patient's condition. It is not mainly for the convenience of the member or physician. 
· In the case of diagnostic testing, the results are essential to and are used in the diagnosis or management of the patient's condition.
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· Medical necessity for payment of hospital and LTACH services:

Determination by BCBSM that allows for the payment of covered hospital services when all of the following conditions are met:

· The covered service is for the treatment, diagnosis or symptoms of an injury, condition or disease. 
· The service, treatment, or supply is appropriate for the symptoms and is consistent with the diagnosis.

· Appropriate means that the type, level and length of care, treatment or supply and setting are needed to provide safe and adequate care and treatment.

· For inpatient hospital stays, acute care as an inpatient must be necessitated by the patient's condition because safe and adequate care cannot be received as an outpatient or in a less intensified medical setting. 
· The service is not mainly for the convenience of the member or health care provider.

· The treatment is not generally regarded as experimental by BCBSM. 
· The treatment is not determined to be medically inappropriate by the Utilization Quality and Health Management Programs (applies only to hospitals, not to LTACHs).

Member

Any person eligible for health care services under this Certificate. This means the subscriber (e.g., Employee) and any eligible dependent listed on the application. The member is the “patient” when receiving covered services.

Nonpanel Providers

Hospitals, physicians and other licensed facilities or health care professionals who have not signed an agreement to provide services under this PPO program.

Nonparticipating Providers

Physicians and other health care professionals, or hospitals and other facilities or programs that have not signed a participation agreement with BCBSM to accept the approved amount as payment in full. Some nonparticipating providers, however, may agree to accept the approved amount on a per claim basis.

Occupational Therapy

A rehabilitative service that uses specific activities and methods. The therapist is responsible for involving the patient in specific therapeutic tasks and activities to:

· Develop, improve or restore the performance of necessary neuromusculoskeletal functions affected by an illness or injury or following surgery

· Help the patient learn to apply the newly restored or improved function to meet the demands of daily living, or 
· Design and use splints, ortheses (such as universal cuffs and braces) and adaptive devices (such as door openers, shower chairs, large-handle eating utensils, lap trays and raised toilet seats)

Off-Label

The use of a drug or device for clinical indications other than those stated in the labeling approved by the federal Food and Drug Administration.

Orthopedic Shoes

Orthopedic shoes are prescribed by a physician or certified nurse practitioner to support or correct the bones, joints, muscles, tendons and ligaments of a weak or deformed foot.

Orthotic Device

An appliance worn outside the body to correct a body defect of form or function.

Outpatient Mental Health Facility

A facility that provides outpatient mental health services. It must have a participating agreement with BCBSM. Sometimes referred to as an outpatient psychiatric care facility (OPC), it may include centers for mental health care such as clinics and community mental health centers, as defined in the Federal Community Mental Health Centers Act of 1963, as amended. The facility may or may not be affiliated with a hospital.

Outpatient Substance Abuse Treatment Program

A program that provides medical and other services on an outpatient basis specifically for substance abusers.

Panel Providers

Hospitals, physicians and other licensed facilities or health care professionals who provide services through this PPO program. Panel providers have agreed to accept our approved amount as payment in full for covered services provided under this PPO program.

Pap smear

A method used to detect abnormal conditions, including cancer of the female genital tract.

Partial Liver

A portion of the liver taken from a cadaver or living donor.

Participating PPO Provider

A provider who participates with the Host Plan's PPO.

Participating Providers

Physicians and other health care professionals, or hospitals and other facilities or programs that have signed a participation agreement with BCBSM to accept the approved amount as payment in full. Copayments and/or deductibles, which may be required of you, are subtracted from the approved amount before we make our payment.

Patient

The subscriber or eligible dependent that is awaiting or receiving medical care and treatment.

Per Claim Participation

Available to some nonparticipating providers when they elect to accept the approved amount for specific covered services as payment in full.

Peripheral Blood Stem Cell Transplant

A procedure in which blood stem cells are obtained by pheresis and infused into the patient's circulation.

Peritoneal Dialysis

Removal of wastes from the body by perfusion of a chemical solution through the abdomen.

Pheresis

Removal of blood from the donor or patient in order to separate and retain specific components of the blood (red cells, white cells, platelets and stem cells).

Physical Therapy

The use of specific activities or methods to treat disability when there is a loss of neuromusculoskeletal functions due to an illness or injury, or following surgery. Treatments include exercise and therapy of the patient's specific muscles or joints to restore or improve:

· Muscle strength 
· Joint motion 
· Coordination General mobility

Physician

A doctor of medicine, osteopathy, podiatry, chiropractic or dentistry.

Preexisting Condition

A condition for which medical advice, diagnosis, care or treatment was recommended or received within the six month period ending on the enrollment date.

Preferred Provider Organization

A limited group of health care providers who have agreed to provide services to BCBSM members enrolled in the PPO program. These providers accept the approved amount as payment in full for covered services.

Presurgical Consultation

A consultation that allows a member to get an additional opinion from a physician who is a doctor of medicine, osteopathy, podiatry or an oral surgeon when surgery is recommended.

Primary Payer

The health care coverage plan that pays first when you are provided benefits by more than one carrier. (For example, you may have BCBSM group coverage and Medicare.)

Primary Plan

The health care plan obligated to pay for services before any other health care plan that covers the member or patient.

Professional Provider

One of the following:

· Doctor of Medicine 
· Doctor of Osteopathy 
· Podiatrist 
· Chiropractor 
· Fully licensed psychologist Dentist

Prosthetic Device

An artificial appliance that:

· Replaces all or part of a body part or 
· Replaces all or part of the functions of a permanently disabled or poorly functioning body organ

Provider

A person (such as a physician) or a facility (such as a hospital) that provides services or supplies related to medical care.

Psychiatric Day Treatment

Treatment for mental or emotional disorders given to a patient who lives at home and goes to a facility for each day of treatment.

Psychiatric Night Treatment

Treatment for mental or emotional disorders given to a patient who lives at home, but goes to a facility at night for treatment and is given meals and a bed.

Psychologist

A practitioner of clinical psychology, counseling or guidance, who is fully licensed and certified by the state of Michigan or by the state where you receive services. Where there are no certification or licensure requirements, the psychologist must be recognized by the appropriate professional society.

Purging

A process that attempts to remove abnormal cells from a blood or bone marrow sample so that a clean sample with only normal blood producing cells is obtained.

Qualified Beneficiary

Persons eligible for continued group coverage under COBRA. This includes the employee, spouse and children (including those born to, or placed for adoption with, the employee during the period of COBRA coverage).

Qualifying Event

One of the following events that allows a qualified beneficiary to receive COBRA coverage:

· Termination of employment, other than for gross misconduct, or reduction of hours 
· Death of the employee 
· Divorce 
· Loss of dependent status due to age, marriage, change in student status, etc. 
Radiology Services

These include X ray exams, radium, radon, cobalt therapy, ultra sound testing, radioisotopes, computerized axial tomography scans, magnetic resonance imaging scans and positron emission tomography scans.

Refractory Patient

An individual who does not achieve clinical disappearance of the disease after standard therapy.

Relapse

When a disease recurs after a period of time following therapy. This period of time is defined by evidence-based literature pertaining to the patient's condition.

Remitting Agent

Any individual or organization that has agreed, on behalf of the subscriber, to: 
· Collect or deduct premiums from wages or other sums owed to the subscriber and

· Pay the subscriber's BCBSM bill

Research Management

Services, such as diagnostic tests, which are performed solely to support the sponsoring organization's research. They are not necessary for treating the patient's condition.

Residential Substance Abuse Treatment Program

A program that provides medical and other services specifically for substance abusers in a facility that operates 24 hours a day, seven days a week. Treatment in a residential program is sometimes called “intermediate care”.

Respite Care

Relief to family members or other persons caring for terminally ill persons at home.

Reversible Treatment

Refers to medical and/or dental treatment of temporomandibular joint (jaw joint) dysfunction.

· The treatment is to the mouth, teeth, jaw, jaw joint, skull, and the complex of muscles and nerves, including blood vessels and tissues related to the jaw joint.

· This treatment is not intended to cause permanent change to a person's bite or position of the jaws. 
· This treatment is designed to manage the patient's symptoms. It can include, but is not limited to, the following services:

· Arthrocentesis 
· Physical therapy
· Reversible bite splint appliances (mandibular orthotic reposition devices)

Rider

A document that changes a certificate by adding, limiting, deleting or clarifying benefits.

Rx Only

A drug that requires a prescription under federal law.

Screening Services

Procedures or tests ordered for a patient (or for almost all patients of a particular class or group) that are not directly related to the diagnosis or treatment of a specific disease or injury. For example, tests routinely performed as part of a physical are considered screening services.

Secondary Plan

The health care plan obligated to pay for services after the primary plan has paid for services.

Self-Dialysis Training

Teaching a member to conduct dialysis on himself or herself.

Semiprivate Room

A hospital room with two beds.

Services

Surgery, care, treatment, supplies, devices, drugs or equipment given by a health care provider to diagnose or treat a disease, injury, condition or pregnancy.

Skilled Care

A level of care that can be given only by a licensed nurse to ensure the medical safety of the patient and the desired medical result. Such care must be:

· Ordered by the attending physician

· Medically necessary according to generally accepted standards of medical practice

· Provided by a registered nurse or a licensed practical nurse supervised by a registered nurse or physician

Skilled Nursing Facility

A facility that provides continuous skilled nursing and other health care services by or under the supervision of a physician and a registered nurse.

Small Bowel Transplant

A procedure in which the patient's small intestine is removed and replaced with the small intestine of a cadaver.

Specialty Hospitals

Hospitals that treat specific diseases, such as mental illness.

Specialty Pharmaceuticals

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 vaccines and chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.

Specialty Pharmacy

Companies that specialize in specialty pharmaceuticals and the associated clinical management support.

Speech and Language Pathology Services

Rehabilitative services that use specific activities or methods to treat speech, language or voice impairment due to an illness, injury or following surgery.

Stem Cells

Primitive blood cells originating in the marrow, but also found in small quantities in the blood. These cells develop into mature blood components including red cells, white cells and platelets.

Subrogation

The right to recover payment when another person, insurance company or organization may be legally obligated to pay for health care services that the Blues have already paid; for example, in the case of a court judgment.

Subscriber

The person who signed and submitted the application for coverage.

Substance Abuse

Taking alcohol or other drugs in amounts that can:

· Harm a person's physical, mental, social and economic well-being

· Cause a person to lose self-control

· Endanger the safety or welfare of others because of the substance's habitual influence on the person.

Substance abuse is alcohol or drug abuse or dependence as classified in Categories 303.3 – 305.0 and 305.2 – 305.9 of the most current edition of the International “Classification of Diseases.”
Substance Abuse Treatment Program Services

Subacute services to restore a person's mental and physical well-being when the person is a substance abuser. Services must be provided and billed by an approved residential or outpatient substance abuse treatment program.

Syngeneic Transplant

A procedure using bone marrow, periperal blood stem cells or umbilical cord blood from a patient's identical twin to transplant into the patient.

Tandem Transplant

A procedure in which the patient is given chemotherapy followed by a blood stem cell (peripheral or umbilical cord blood) transplant or bone marrow transplant, and if the patient's cancer has not progressed, a second round of chemotherapy followed by a blood stem cell or bone marrow transplant. The second round of chemotherapy and transplant is usually performed within six months of the first transplant and if not, it must be approved by BCBSM. Tandem transplants are also referred to as dual transplants or sequential transplants. A tandem transplant is considered to be one transplant.

T-Cell Depleted Infusion

A procedure in which T-Cells (immunocompetent lymphocytes) are eliminated from peripheral blood stem cells, bone marrow or umbilical cord blood.

Technical Surgical Assistance

Professional active assistance given to the operating physician during surgery by another physician not in charge of the case.
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Terminally Ill

A state of illness causing a person's life expectancy to be six months or less according to a medically justified opinion.

Therapeutic Shoes

Therapeutic or diabetic shoes are prescribed by a physician or certified nurse practitioner and are either “off-the-shelf” or custom-molded shoes which assist in protecting the diabetic foot.

Total Body Irradiation

A procedure that exposes most of the body to ionizing radiation to produce an anti-tumor effect that helps prevent rejection of a bone marrow, peripheral blood stem cell or umbilical cord blood transplant.
Total Disability

In the case of an Employee, an illness or injury which prevents the Employee from performing the material and substantial duties of his or her regular job and the duties of any other job with Employer for which the Employee is suited based on the Employee’s education, training and experience.  In the case of a Dependent, an illness or injury which prevents the Dependent from engaging in substantially all of the normal educational, physical, recreational or occupational activities of a person of the same age and sex who is in good health.
Treatment Plan

A written plan that describes the goals, expected outcomes, type and limited duration of services to be provided to the member under integrated case and disease management. The treatment plan may include medically necessary services that BCBSM determines should be provided because of the member's condition as specified in the plan, even if those services are not covered under the patient's hospital and professional certificates. (Such services are referred to as non-contractual services.) All services described in the treatment plan must be ordered by the member's physician. Because plans that include non-contractual services are a binding contract between the member and BCBSM, they must be signed by the member (or representative) and the BCBSM case manager.

Valid Application

An application for Medicare benefits filed by a member with ESRD according to the rules established by Medicare.

Waiting Period

Defined by Medicare as the period of time (up to three months) before a member with ESRD, who has begun a regular course of dialysis, becomes entitled to Medicare. Entitlement begins on the first day of the fourth month of dialysis, provided the member files a valid application for Medicare.

Ward

A hospital room with three or more beds.

We, Us, Our

Used when referring to Blue Cross Blue Shield of Michigan.

Well-Baby Care

Services provided in physician's office to monitor the health and growth of a healthy child.

Working Aged

Employed individuals age 65 or over, and individuals age 65 or over with employed spouses of any age, who have group health plan coverage by reason of their own or their spouse's current employment.

Working Disabled

Disabled individuals under age 65 who have successfully returned to work but continue to have a disabling impairment.
Year of Service

A 12-month period of full-time employment with Employer.  An Employee will be credited with Years of Service based on the time between the Employee’s date of hire and date of retirement, subject to the following:

· Periods of part-time employment will be prorated in calculating an Employee’s Years of Service.  For example, if an Employee works at a 50% schedule for two years, that period will be counted as one Year of Service.

· If an Employee terminates employment and is rehired, the two periods of employment will be aggregated in calculating the Employee’s Years of Service.
You and Your

Used when referring to any person covered under the subscriber's contract.
AMENDMENT AND TERMINATION OF THE PLAN

The Board of Trustees of the CRCNA shall have the right to amend the Plan in whole or in part at any time.  However, no amendment to the Plan shall retroactively affect Members’ benefits adversely unless necessary to bring the Plan into conformity with applicable law and government regulations.  The Board of Trustees may terminate the Plan at any time.  Upon termination, the Plan shall pay benefits for eligible expenses incurred prior to the termination.

ADMINISTRATION
The Board of Trustees of the CRCNA is the Plan Administrator and it shall have the responsibility for the general administration of the Plan.  This discretionary authority shall include the following with respect to the self-funded health benefits:

· Plan benefits - establish eligible expenses and benefits; deductibles and copayment amounts; and maximum benefits payable under the Plan.

· Construction - construe and interpret the terms of the Plan, decide all questions of eligibility and determine the amount, manner and time of payment of benefits.

· Procedures – describe procedures and forms to be used by Members, including procedures and forms regarding application for participation and claims.

· Benefit payments – authorize payments which are to be paid from the trust pursuant to the provisions of the Plan.

· Agents – appoint individuals or entities to assist in the administration of the Plan and Trust and other agents as it deems advisable, including legal counsel.

PLAN FUNDING

All self-insured benefits of this Plan are paid through The Christian Reformed Church in North America Consolidated Group Insurance (CGI) Trust.

The Trust is like a savings account; money is deposited and invested until needed to pay benefits or expenses.  Contributions shall be made to the Trust in the amount required to fund the present value of the benefit payments expected to be made to Members amortized over a reasonable period of years, and to establish and accumulate such reserves as Plan Sponsor deems reasonable and necessary under the Plan.  The contributions shall be actuarially determined and made on a level basis.  Members may be required to contribute to the cost of coverage under the Plan as periodically determined and communicated to Members.

The Board of Trustees of the CRCNA is legally responsible to make sure the money is used as intended to pay for Members’ benefits and the expenses of the Trust.

If the Plan is terminated, the benefits payable under the Plan shall not exceed the assets of the Trust.  Plan Sponsor shall have no liability or obligation to make any further contributions to the Trust Fund in the event the Plan is terminated.
HIPAA PRIVACY AND SECURITY RULES
The self-insured health benefits under the Plan are subject to the HIPAA privacy and security rules.  You will be provided with a notice of privacy practices which describes the Plan’s policies with respect to the privacy rules.  

MISCELLANEOUS

Free Choice of Provider

Members shall have a free choice of any legally qualified Physician or other provider under the terms of the Plan.

No Oral Modifications

The terms of the Plan may not be modified by any oral statements made by Plan Sponsor or any of its Employees, agents or authorized representatives, including, but not limited to, the Claims Administrator.

Construction

The Plan shall be construed to prevent duplication of benefits and to cover expenses specifically included within each type of benefit.  Each type of benefit shall be considered exclusive of each other type of benefit to prevent benefits which are not specifically included within a type of benefit from being paid by the Plan.

Words used in the masculine shall apply to the feminine where applicable.  Wherever the context of the Plan dictates, the plural shall be read as the singular and the singular as the plural.

Nonassignability

No benefit payable under the Plan is subject to alienation or assignment, whether voluntary or involuntary, except for assignment to a health care provider for services rendered or supplies provided in connection with the payment of a claim for eligible expenses, to the federal government in accordance with backup withholding laws, or in accordance with any assignment of rights as required by a state Medicaid program and in accordance with any state law which provides that the state has acquired the rights to payment with respect to a Member.  Any attempt to otherwise alienate or assign any benefit payable under the Plan shall be void.  The right of a Member to receive a benefit under the Plan shall not be considered an asset of the Member or beneficiary in the event of his or her divorce, insolvency, or bankruptcy.

Employment Rights

The existence of the Plan does not give an Employee who is a Member any legal right to continue as an Employee, nor affect the right of Employer to discharge any Employee who is a Member.

Members’ Rights

Except as may be required by law, the existence of the Plan shall not give any Member or beneficiary any interest in the assets, business, or affairs of Employer; the right to challenge any action taken by Employer’s officers or directors, or any policy adopted or followed by Employer; or the right to examine any of the books and records of Employer.  The rights of all Members and beneficiaries shall be limited to their right to receive payment of their benefits from the Plan when due and payable in accordance with the terms of the Plan.

Severability

The unenforceability of any provision of the Plan shall not affect the enforceability of the remaining provisions of the Plan.

No Vested Rights

A Member does not have any vested right to current or future benefits under the Plan.  A Member’s right to benefits is limited to the assets held for the Plan and to claims incurred before the earliest of the following dates:  The amendment of the Plan, the termination of the Plan, the expiration of the applicable limitations period and the Member’s termination of participation (including any extension of participation for which the Member has properly elected and paid).

Governing Law

To the extent not preempted by federal law, the Plan shall be construed in accordance with the laws of the state of Michigan.

GENERAL INFORMATION

	Name of the Plan:
	The Christian Reformed Church in North America Consolidated Group Insurance (CGI) Plan

	Type of Plan:
	Group welfare benefits plan

	Plan Sponsor:
	The Christian Reformed Church in North America

2850 Kalamazoo Avenue, S.E. 
Grand Rapids, MI  49560

	Plan Administrator and Agent for Service of Legal Process:
	The Board of Trustees of The Christian Reformed Church in North America

2850 Kalamazoo Avenue, S.E. 
Grand Rapids, MI  49560

	Plan Year:
	The 12-month period ending each December 31
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( A reduction in hours due to a family medical leave, as defined by the FMLA, will not cause participation to terminate, to the extent required by FMLA.  Thus, a reduction in hours pursuant to an FMLA leave will not constitute a qualifying event.  However, if an Employee does not return to work at the end of the FMLA leave, a qualifying event will occur as of the last day of the FMLA leave.


(( Continuation coverage is not available if employment is terminated for gross misconduct.


((( Elimination of a spouse’s or Dependent child’s health insurance coverage under the Plan in anticipation of a divorce or legal separation (at Open Enrollment, for example) is not a qualifying event, but it also does not cause the subsequent divorce or legal separation to fail to be a qualifying event.  However, COBRA continuation coverage is not required to be made available between the date coverage under the Plan is eliminated in anticipation of the divorce or legal separation and the date of the divorce or legal separation.





