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Health A lliance Plan ofM ichigan 
Health M aintenance O rganization (HM O ) Plan 

Summary ofB enefits 
HA P HM O 63 50-0 HSA E M B M /R x 6H E M B 

                                                                         HM O 
A A S03 182 /XR S02661       

    Health Care Services In-N etwork O ut-of-N etwork L imitations 

Plan A ttributes 

  BenefitPeriod CalendarY ear 

AnnualDeductib le $ 6 ,35 0 Self O nly;$ 12,700 Family N/A 
Deductib le does notinclude copays orcoinsurance. 
Deductib le applies to the annualO ut-of-Pocket 
M aximum.    

Coinsurance 0% N/A    
AnnualCoinsurance M aximum N/A N/A    

AnnualO ut-of-PocketM aximum $ 7,000 Self O nly;$ 14,000 Family N/A 

T hese values do notaccumulate:Premiums, 
b alance-b illed charges,and health care this plan 
doesn'tcover. Allothercostsharing accumulates 
unless otherwise specified.    

Preventive Services 

O ffice Visit/PhysicalExam /W ellBab y 
Exam 

Covered - Deductib le does notapply N/A    

R elated Lab oratory and R adiology Services Covered - Deductib le does notapply N/A    
Pap Smear,M ammogram,T ub alLigation Covered - Deductib le does notapply N/A    
Immunizations Covered - Deductib le does notapply N/A    
O utpatient& Physician Services 

Primary Care O ffice Visit Covered afterDeductib le N/A    
T elehealth Visit Covered afterDeductib le N/A T hrough ourcontracted telehealth services provider. 

SpecialistO ffice Visit Covered afterDeductib le N/A    

R outine Audiology Exam Covered - Deductib le does notapply N/A 
O ne exam perb enefitperiod. Fornon-routine visits 
see SpecialistO ffice Visit.    

R outine Eye Exam Covered - Deductib le does notapply N/A 
O ne exam perb enefitperiod. Fornon-routine visits 
see SpecialistO ffice Visit.    

Chiropractic Services Covered afterDeductib le N/A 
M anipulation of the spine forsub luxation only.U p to 
20 visits perb enefitperiod.     

Allergy T reatment Covered afterDeductib le N/A    
Allergy Injections Covered afterDeductib le N/A    
Lab oratory & Pathology Covered afterDeductib le N/A Some services require preauthorization.     
Imaging M R I,CT & PET Scans Covered afterDeductib le N/A Services require preauthorization.     
R adiology (X -ray) Covered afterDeductib le N/A Some services require preauthorization.     
R adiation T herapy & Chemotherapy Covered afterDeductib le N/A    
Dialysis Covered afterDeductib le N/A    
O utpatientM edicalDrugs Covered afterDeductib le N/A    
O utpatientSurgicalServices 

O utpatientSurgery Covered afterDeductib le N/A    
Amb ulatory SurgicalCenter Covered afterDeductib le N/A    
ProfessionalSurgicaland R elated Services Covered afterDeductib le N/A    
E m ergency/U rgentCare 

  U rgentCare Covered afterDeductib le 

  Emergency R oom Care Covered afterDeductib le 

  Emergency M edicalT ransportation Covered afterDeductib le Emergency transportonly.   
InpatientHospitalServices 

Facility Fee Covered afterDeductib le N/A    
Physician Services,Surgery, T herapy, 

Lab oratory, R adiology,HospitalServices 
and Supplies 

Covered afterDeductib le N/A    

Bariatric Surgery and R elated Services Covered afterDeductib le N/A O ne procedure perlifetime     
M aternity Services 

R outine PrenatalO ffice Visits Covered - Deductib le does notapply N/A Covered underPreventive Services    
R outine PostnatalO ffice Visits Covered - Deductib le does notapply N/A Covered underPreventive Services    
Lab orDelivery and Newb orn Care See InpatientHospitalServices N/A    
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M entalHealth & S ubstance U se D isorder 

Inpa tientS ervices S ee Inpa tientH ospita lS ervices N /A 

O utpa tientS ervices Covered a fterDed uctib le N /A 

O therS ervices 

H om e H ea lth Ca re Covered a fterDed uctib le N /A 
Does notinclud e R eh a b ilita tion S ervices. U p to 1 00 
visits perb enefitperiod . 

H ospice Ca re Covered a fterDed uctib le N /A U nlim ited . 

S killed N ursing Ca re Covered a fterDed uctib le N /A 
Covered fora uth orized services. U p to 100 d a ys per 
b enefitperiod . 

Dura b le M ed ica lEquipm ent;P rosth etics & 
O rth otics 

Covered a fterDed uctib le N /A Covered fora pproved equipm entonly. 

R eh a b ilita tion S ervices:P h ysica l, 
O ccupa tiona l, a nd S peech T h era py 

Covered a fterDed uctib le N /A 
M a y b e rend ered a th om e. U p to 6 0 com b ined visits 
perb enefitperiod . 

H a b ilita tion S ervices:P h ysica l, O ccupa tiona l, 
a nd S peech T h era py 

Covered a fterDed uctib le N /A 
Lim ited to services a ssocia ted with th e trea tm entof 
A utism S pectrum Disord ers th roug h a g e 18. Covered 
fora uth orized services only. 

A pplied Beh a viora lA na lysis Covered a fterDed uctib le N /A 
Lim ited to services a ssocia ted with th e trea tm entof 
A utism S pectrum Disord ers th roug h a g e 18. Covered 
fora uth orized services only. 

V olunta ry S teriliza tions S ee O utpa tientS urg ica lS ervices N /A Lim ited to va sectom y 

Infertility S ervices Covered a fterDed uctib le N /A 
S ervices ford ia g nosis, counseling , a nd trea tm entof 
b od ily d isord ers ca using infertility. Covered for 
a uth orized services only. 

T em porom a nd ib ula rJointDisord er Covered a fterDed uctib le N /A Covera g e fornon-inva sive trea tm ents only. 
P harm acy (A ffiliated pharm acy providers only) 

P referred G eneric Drug s $ 15 Copa y 30 d a y supply, $ 3 0 Copa y 90 d a y supply a fterDed uctib le 

N on-P referred G eneric Drug s $ 15 Copa y 30 d a y supply, $ 3 0 Copa y 90 d a y supply a fterDed uctib le 

P referred Bra nd Drug s $ 40 Copa y 30 d a y supply, $ 80 Copa y 90 d a y supply a fterDed uctib le 

N on-P referred Bra nd Drug s $ 80 Copa y 30 d a y supply, $ 16 0 Copa y 90 d a y supply a fterDed uctib le 

P referred S pecia lty Drug s 
20% Coinsura nce ($ 200 m a x) 30 d a y supply a tspecia lty ph a rm a cy only 

a fterDed uctib le 

N on-P referred S pecia lty Drug s 
20% Coinsura nce ($ 300 m a x) 30 d a y supply a tspecia lty ph a rm a cy only 

a fterDed uctib le 

A 90-d a y supply of non-m a intena nce d rug s m ustb e 
filled a tourd esig na ted m a ilord erph a rm a cy. O th er 
exclusions & lim ita tions m a y a pply. 

Certa in specia lty d rug s m a y b e a pproved for6 0 or 
90 d a ys. In th is ca se, if a copa y orm a x is sh own for 
specia lty d rug s, you willpa y two tim es th a ta m ount 
forup to 6 0 d a ys, th ree tim es th a ta m ountforup to 
90 d a ys. 

Q H DH P T em pla te R ev 0 1 /2 0 2 0 

- In ca se of conflictb etw een th is sum m a ry a nd yourH M O S ub scrib erC ontra cta nd R id ers, th e term s a nd cond itions of th e H M O 
S ub scrib erC ontra cta nd R id ers w illg overn. 
- E lective h ospita la d m issions require th a tH A P b e notified priorto th e a d m ission. H A P m ustb e notified w ith in 4 8 h ours a ftera ny 
em erg ency h ospita la d m ission. Fa ilure to notify H A P could resultin a red uction ord enia lof b enefits. 
- S om e services require priora uth oriza tion. Fa ilure to ob ta in priora uth oriza tion b efore services a re received could resultin a red uction 
ord enia lof b enefits. 
- S tud ents a w a y a tsch oola re covered fora cute illness a nd injury rela ted services a ccord ing to H A P criteria . 
- ForO utpa tientM enta lH ea lth & S ub sta nce U se Disord erS ervices d elivered via T eleh ea lth , you w illpa y th e low erof eith erth e 
O utpa tientM enta lH ea lth & S ub sta nce U se Disord erC ost-S h a re orth e T eleh ea lth C ost-S h a re. 




