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Our employees are our 

most valuable asset. 

 
Each employee is REQUIRED to complete the Enrollment/Waiver of Coverage Form each plan year. 
Failure to return the Enrollment/Waiver of Coverage Form to the Human Resourcees Department 
may result in loss of coverage and loss of the In Lieu Of (ILO) payment.

If you are opting out of coverage, you MUST provide proof of group coverage.  Examples of acceptable 
items to supply:

**A letter from the employer providing group coverage that lists enrolled members. 
**A print out from your online health insurance portal that lists enrolled members.
**Please contact the Human Resources Department for other acceptable documents.



When to Enroll? 
Outside of the annual open enrollment period, an employee has 

thirty (30) days to sumbit the Enrollment/Waiver of Coverage 

Form. 

What Can I Choose?
The City of Lincoln Park provides medical, prescription, dental, and vision coverage per 
your collective bargaining agreement.

Effective July 1, 2018, the following medical plans are available to you:

 - Simply Blue PPO 500
 - Simply Blue PPO HSA 6350

What are “Life Events”? 

Unless you have what is defined by the IRS as a qualifying event, you cannot make changes to the 
benefits you elect until the next open enrollment period. Qualifying events are very specific reasons 
that changes can be made. They include: marriage, divorce, legal separation, birth or adoption of a 
child, change in child’s dependent status, death of spouse, child or other qualified dependent, or 
your spouse gains or loses coverage, etc. Note: Even with a life event, changes can only be made
within 30 days of the event happening.



Contact Information 

Please refer to this list when you need to contact one of your benefit vendors. For general
information, please contact the Human Resources Department at (313) 386-1800, ext. 1222.

MEDICAL 

Blue Cross Blue Shield of Michigan 
(877) 790-2583 
www.bcbsm.com 
Refer to the back of your ID card for additional contact information.

VISION 

Blue Cross Blue Shield of Michigan 
(800) 877-7195
www.vsp.com 
Refer to the back of your ID card for additional contact information.

DENTAL 

Delta Dental of Michigan
(800) 524-0149
www.deltadentalmi.com

http://www.bcbsm.com/
http://www.bcbsm.com/
http://www.vsp.com/
http://www.bcbsm.com/


Medical Insurance 
Blue Cross Blue Shield of Michigan (PPO) 

A child dependent is covered up to the end of the month in which they turn age 26 for the Blue 
Cross Blue Shield of Michigan coverage. 

Who is Eligible: 
Full time active employees and their eligible spouse/dependents.

Benefits You Receive: 

The City of Lincoln Park provides you with the opportunity to enroll in health insurance coverage 
through Blue Cross Blue Shield of Michigan (BCBSM).  The BCBSM plan is a PPO (Preferred 

Provider Organization) style of plan.  Please take the time to review the following summary of 
benefits and coverage carefully before you make your decison.

When you enroll in the Blue Cross Blue Shield of Michigan (PPO) plan, you will have access to all 
the doctors and hospitals in the BCBSM Provider Network.  You do not have to choose a primary 
care physician (PCP), and no referrals are required. 

Limits On Cost Sharing – Affordable Care Act (ACA) 

After you reach the annual out-of-pocket maximum, your health insurance or plan begins to pay 
100% of the allowed amount for covered health care services or items for the rest of the 
calendar year. 

What this means is that if you enroll in the Blue Cross Blue Shield of Michigan plan, the medical 
deductible, coinsurance, and flat dollar copayments, as well as pharmacy flat copayments, will 
all be combined and cannot exceed the annual out-of-pocket maximum for 2018.

Please review the following summary of benefits and coverage to determine each plan's annual 
out-of-pocket maximum.



CITY OF LINCOLN PARK
Coverage Period: Beginning on or after 07/01/2018

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family Plan Type: PPO

Group Number 007006049-0000
Questions: Call the number on the back of your BCBSM ID card or visit us at www.bcbsm.com. If you aren’t clear about any of the underlined terms used in this
form, see the Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call
the number on the back of your BCBSM ID card to request a copy. SBC000001738380

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document

at www.bcbsm.com or by calling the number on the back of your BCBSM ID card.

Important Questions Answers Why this Matters:
In-Network Out-of-Network

What is the overall deductible?
$500 Individual/
$1,000 Family

$1,000 Individual/
$2,000 Family

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.

Are there other deductibles for
specific services?

No.
You don’t have to meet deductibles for specific services, but see the chart starting on
page 2 for other costs for services this plan covers.

Is there an out-of-pocket limit
on my expenses?
(May include a co-insurance
maximum)

$6,350 Individual/
$12,700 Family

$12,700
Individual/
$25,400 Family

The out-of-pocket limit is the most you could pay during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan for
health care expenses.

What is not included in the
out-of-pocket limit?

Premiums, balance-billed charges, any
pharmacy penalty and health care this
plan doesn’t cover.

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

Is there an overall annual limit
on what the plan pays?

No.
The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

Does this plan use a network
of providers?

Yes. For a list of in-network providers,
see www.bcbsm.com or call the
number on the back of your BCBSM
ID card.

If you use an in-network doctor or other health care provider, this plan will pay some
or all of the costs of covered services. Be aware, your in-network doctor or hospital may
use an out-of-network provider for some services. Plans use the term in-network,
preferred, or participating for providers in their network.  See the chart starting on
page 2 for how this plan pays different kinds of providers.

Do I need a referral to see a
specialist?

No. You can see the specialist you choose without permission from this plan.

Are there services this plan
doesn’t cover?

Yes.
Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan
document for additional information about excluded services.

Simply Blue 500

http://www.bcbsm.com
http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
http://www.bcbsm.com
http://www.bcbsm.com


· Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

· Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the plan’s
allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200.  This may change if you haven’t met
your deductible.

· The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

· This plan may encourage you to use in-network providers by charging you lower deductibles, co-payments and co-insurance amounts.

Common
Medical Event

Services You May
Need

Your cost if you use a Limitations & Exceptions
In-Network Provider Out-of-Network Provider

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

Primary care visit to
treat an injury or illness

$20 co-pay
40% co-insurance after
deductible

---none---

Specialist visit $20 co-pay
40% co-insurance after
deductible

---none---

Other practitioner
office visit

$20 co-pay for chiropractic
and osteopathic manipulative
therapy

40% co-insurance after
deductible for chiropractic and
osteopathic manipulative
therapy

Limited to a combined maximum of 12 visits
per member per calendar year for chiropractic
and osteopathic manipulative therapy.

Preventive care/
screening/immunizatio
n

No Charge Not Covered ---none---

If you have a test

Diagnostic test (x-ray,
blood work)

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Imaging (CT/PET
scans, MRIs)

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---



Common
Medical Event

Services You May
Need

Your cost if you use a Limitations & Exceptions
In-Network Provider Out-of-Network Provider

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.bcbsm.com/druglists

Generic or select
prescribed over-the-
counter drugs

$15 co-pay for retail 30-day
supply; $30 co-pay for retail
or mail order 90-day supply

In-Network co-pay plus an
additional 25% of the
approved amount

For information on women's contraceptive
coverage, contact your plan administrator. 90-
day supply not covered out-of-network.
Specialty drugs limited to a 15 or 30-day supply
per fill.

Preferred brand-name
drugs

$50 co-pay for retail 30-day
supply; $100 co-pay for retail
or mail order 90-day supply.

In-Network co-pay plus an
additional 25% of the
approved amount

90-day supply not covered out-of-network.
Specialty drugs limited to a 15 or 30-day supply
per fill.

Non preferred brand-
name drugs

$70 co-pay or 50% co-
insurance of the approved
amount (whichever is
greater), but no more than
$100 co-pay for retail 30-day
supply; $140 co-pay or 50%
co-insurance of the approved
amount (whichever is
greater), but no more than
$200 co-pay for retail or mail
order 90-day supply

In-Network co-pay plus an
additional 25% of the
approved amount

90-day supply not covered out-of-network.
Specialty drugs limited to a 15 or 30-day supply
per fill.

If you have outpatient
surgery

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

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Physician/surgeon fees
20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

If you need immediate
medical attention

Emergency room
services

$150 co-pay $150 co-pay Co-pay waived if admitted.

Emergency medical
transportation

20% co-insurance after
deductible

20% co-insurance after
deductible

---none---

Urgent care $20 co-pay
40% co-insurance after
deductible

---none---

If you have a hospital stay

Facility fee (e.g.,
hospital room)

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Physician/surgeon fee
20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

http://www.bcbsm.com/druglists


Common
Medical Event

Services You May
Need

Your cost if you use a Limitations & Exceptions
In-Network Provider Out-of-Network Provider

If you have mental health,
behavioral health, or
substance abuse needs

Mental/Behavioral
health outpatient
services

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Mental/Behavioral
health inpatient services

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Substance use disorder
outpatient services

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Substance use disorder
inpatient services

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

If you are pregnant

Prenatal and postnatal
care

Prenatal: No Charge
Postnatal: 20% co-insurance
after deductible

40% co-insurance after
deductible

---none---

Delivery and all
inpatient services

20% co-insurance after
deductible

40% co-insurance after
deductible

---none---

If you need help
recovering or have other
special health needs

Home health care
20% co-insurance after
deductible

20% co-insurance after
deductible

---none---

Rehabilitation services
20% co-insurance after
deductible

40% co-insurance after
deductible

Physical, Occupational, Speech therapy is
limited to a combined maximum of 30 visits
per member, per calendar year.

Habilitation services

20% co-insurance after
deductible for Applied
Behavioral Analysis; 20% co-
insurance after deductible for
Physical, Speech and
Occupational Therapy

20% co-insurance after
deductible for Applied
Behavioral Analysis; 40% co-
insurance after deductible for
Physical, Speech and
Occupational Therapy

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

Skilled nursing care
20% co-insurance after
deductible

20% co-insurance after
deductible

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

Durable medical
equipment

20% co-insurance after
deductible

20% co-insurance after
deductible

---none---

Hospice service No Charge No Charge ---none---

If your child needs dental
or eye care For more
information on pediatric
vision or dental, contact
your plan administrator

Eye exam Not Covered Not Covered ---none---

Glasses Not Covered Not Covered ---none---

Dental check-up Not Covered Not Covered ---none---



Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

· Acupuncture

· Cosmetic surgery

· Dental care (Adult)

· Hearing

· Infertility treatment

· Long-term care

· Routine foot care

· Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

· Bariatric surgery

· Chiropractic care

· Coverage provided outside the United States.
See http://provider.bcbs.com

· If you are also covered by an account-type
plan such as an integrated health flexible
spending arrangement (FSA), health
reimbursement arrangement (HRA), and/or a
health savings account (HSA), then you may
have access to additional funds to help cover
certain out-of-pocket expenses – like the
deductible, co-payments, or co-insurance, or
benefits not otherwise covered

· Non-Emergency care when traveling outside
the U.S.

· Private-duty nursing

· Routine eye care (Adult)



Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at the number on the back of your BCBSM ID card. You may also contact your state
insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact Blue Cross®and Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.
Or, you can contact Michigan Office of Financial and Insurance Regulation at www.michigan.gov/ofir or 1-877-999-6442. For group health coverage subject
to ERISA, you may also contact Employee Benefits Security Administration at 1-866-444-EBSA (3272).

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides. (IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage
provides for all Essential Health Benefit (EHB) categories as defined by the State of Michigan. The minimum value of your plan may be affected if your plan does
not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage of specific EHB categories, for example prescription drugs,
through another carrier.)

Language Access Services
For assistance in a language below please call the number on the back of your BCBSM ID card.
SPANISH (Español): Para ayuda en español, llame al número de servicio al cliente que se encuentra en este aviso ó en el reverso de su tarjeta de identificación.
TAGALOG (Tagalog): Para sa tulong sa wikang Tagalog, mangyaring tumawag sa numero ng serbisyo sa mamimili na nakalagay sa likod ng iyong pagkakakilanlan
kard o sa paunawang ito.

CHINESE (中文): 要获取中文帮助，请致电您的身份识别卡背面或本通知提供的客户服务号码。

NAVAJO (Dine): Taa’dineji’keego shii’kaa’ahdool’wool ninizin’goo, beesh behane’e naal’tsoos bikii sin’dahiigii binii’deehgo eeh’doodago di’naaltsoo bikaiigii
bichi’hoodillnii.

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––

http://www.dol.gov/ebsa/
http://www.cciio.cms.gov/
http://www.michigan.gov/ofir


About these Coverage
Examples:
These examples show how this plan might
cover medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is
not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

Please note: Coverage examples are calculated
based on individual coverage and calculations
may not include a coinsurance maximum.

Having a baby
(normal delivery)

n Amount owed to providers: $7,540
n Plan pays $5,940
n Patient pays $1,600

Sample care costs:
Hospital charges (mother) $2,700

Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total $7,540

Patient pays:
Deductibles $500

Co-pays $20

Co-insurance $930

Limits or exclusions $150

Total $1,600

Managing type 2 diabetes
(routine maintenance of

a well-controlled condition)

n Amount owed to providers: $5,400
n Plan pays $3,830
n Patient pays $1,570

Sample care costs:
Prescriptions $2,900

Medical Equipment and Supplies $1,300

Office Visits and Procedures $700

Education $300

Laboratory tests $100

Vaccines, other preventive $100

Total $5,400

Patient pays:
Deductibles $500

Co-pays $770

Co-insurance $220

Limits or exclusions $80

Total $1,570



Questions: Call the number on the back of your BCBSM ID card or visit us at www.bcbsm.com. If you aren’t clear about any of the underlined terms used in this 
form, see the Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call
the number on the back of your BCBSM ID card to request a copy. 

Questions and answers about the Coverage Examples:
What are some of the
assumptions behind the
Coverage Examples?
· Costs don’t include premiums.

· Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Services, and aren’t
specific to a particular geographic area or
health plan.

· The patient’s condition was not an excluded
or preexisting condition.

· All services and treatments started and
ended in the same coverage period.

· There are no other medical expenses for
any member covered under this plan.

· Out-of-pocket expenses are based only on
treating the condition in the example.

· The patient received all care from in-
network providers.  If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?
For each treatment situation, the Coverage
Example helps you see how deductibles,
co-payments, and co-insurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Can I use Coverage Examples to
compare plans?
üYes. When you look at the Summary of Benefits

and Coverage for other plans, you’ll find the same
Coverage Examples. When you compare plans,
check the “Patient Pays” box in each example. The
smaller that number, the more coverage the plan
provides.

Does the Coverage Example
predict my own care needs?
ûNo. Treatments shown are just examples.

The care you would receive for this condition
could be different, based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Are there other costs I should consider
when comparing plans?
üYes. An important cost is the premium you pay.

Generally, the lower your premium, the more you’ll
pay in out-of-pocket costs, such as
co-payments, deductibles, and co-insurance.
You should also consider contributions to accounts
such as health savings accounts (HSAs), flexible
spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help you pay
out-of-pocket expenses.

Does the Coverage Example
predict my future expenses?
ûNo. Coverage Examples are not cost

estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers charge,
and the reimbursement your health plan
allows.

http://www.bcbsm.com
http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf


CITY OF LINCOLN PARK

Simply Blue PPO HSASM LG with Rx
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Coverage Period: Beginning on or after 07/01/2018 
Coverage for: Individual/Family | Plan Type: PPO

Group Number 007006049-0050 SBC000003603649

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

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back
of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call the number on the back of your BCBSM ID card to request a copy.

Important Questions Answers Why this Matters:
In-Network Out-of-Network

What is the overall deductible?
$6,350 Individual/
$12,700 Family

$12,700 Individual/
$25,400 Family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services covered before
you meet your deductible?

Yes. Preventive care services are covered
before you meet your deductible.

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

Are there other deductibles for
specific services?

No.
You don’t have to meet deductibles for specific services.

What is the out-of-pocket limit for
this plan?
(May include a coinsurance
maximum)

$6,350 Individual/
$12,700 Family

$15,000 Individual/
$30,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in the out-of-
pocket limit?

Premiums, balance-billing charges, any
pharmacy penalty and health care this
plan doesn’t cover.

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

Will you pay less if you use a
network provider?

Yes. See www.bcbsm.com or call the
number on the back of your BCBSM ID
card for a list of network providers.

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

Do you need a referral to see a
specialist?

No. You can see the specialist you choose without a referral.

http://www.bcbsm.com
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/coverage/preventive-care-benefits/
https://www.bcbsm.com


All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event Services You May Need
What You Will Pay

Limitations, Exceptions, & Other Important
InformationIn-Network Provider

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

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

Primary care visit to treat
an injury or illness

No Charge 20% coinsurance None

Specialist visit No Charge 20% coinsurance None

Preventive care/
screening/
immunization

No Charge; deductible does
not apply

Not covered

You may have to pay for services that aren’t
preventive. Ask your provider if the services you
need are preventive. Then check what your plan
will pay for.

If you have a test

Diagnostic test (x-ray,
blood work)

No Charge 20% coinsurance None

Imaging (CT/PET scans,
MRIs)

No Charge 20% coinsurance May require preauthorization

If you need drugs to treat your
illness or condition
More information about
prescription drug coverage is
available at
www.bcbsm.com/druglists

Generic or select
prescribed over-the-
counter drugs

No Charge for retail or mail
order 90-day supply

20% coinsurance plus an
additional 20% of the approved
amount

Preauthorization, step therapy and quantity limits
may apply to select drugs. Preventive drugs
covered in full. 90-day supply not covered out of
network.

Preferred brand-name
drugs

No Charge for retail or mail
order 90-day supply

20% coinsurance plus an
additional 20% of the approved
amount

Non preferred brand-
name drugs

No Charge for retail or mail
order 90-day supply

20% coinsurance plus an
additional 20% of the approved
amount

If you have outpatient surgery

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

No Charge 20% coinsurance None

Physician/surgeon fees No Charge 20% coinsurance None

http://www.bcbsm.com/druglists


Common Medical Event Services You May Need
What You Will Pay

Limitations, Exceptions, & Other Important
InformationIn-Network Provider

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

If you need immediate
medical attention

Emergency room care No Charge No Charge None

Emergency medical
transportation

No Charge No Charge Mileage limits apply

Urgent care No Charge 20% coinsurance None

If you have a hospital stay
Facility fee (e.g., hospital
room)

No Charge 20% coinsurance Preauthorization may be required

Physician/surgeon fee No Charge 20% coinsurance None

If you need mental health,
behavioral health, or
substance use disorder
services

Outpatient services No Charge No Charge None

Inpatient services No Charge 20% coinsurance Preauthorization is required.

If you are pregnant

Office visits
Prenatal: No Charge;
deductible does not apply
Postnatal: No Charge

Prenatal: 20% coinsurance
Postnatal: 20% coinsurance

Maternity care may include services described
elsewhere in the SBC (i.e. tests) and cost share
may apply. Cost sharing does not apply to certain
maternity services considered to be preventive.

Childbirth/delivery
professional services

No Charge 20% coinsurance None

Childbirth/delivery facility
services

No Charge 20% coinsurance None



Common Medical Event Services You May Need
What You Will Pay

Limitations, Exceptions, & Other Important
InformationIn-Network Provider

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

If you need help recovering or
have other special health
needs

Home health care No Charge No Charge Preauthorization is required.

Rehabilitation services No Charge 20% coinsurance
Physical, Speech and Occupational Therapy is
limited to a combined maximum of 30 visits per
member, per calendar year.

Habilitation services

No Charge for Applied
Behavioral Analysis; No
Charge for Physical, Speech
and Occupational Therapy

No Charge for Applied
Behavioral Analysis; 20%
coinsurance for Physical, Speech
and Occupational Therapy

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

Skilled nursing care No Charge No Charge
Preauthorization is required. Limited to 120 days
per member per calendar year

Durable medical
equipment

No Charge No Charge
Excludes bath, exercise and deluxe equipment
and comfort and convenience items. Prescription
required.

Hospice services No Charge No Charge Preauthorization is required. Visit limits apply.

If your child needs dental or
eye care
For more information on
pediatric vision or dental,
contact your plan
administrator

Children’s eye exam Not covered Not covered None

Children’s glasses Not covered Not covered None

Children’s dental check-
up

Not covered Not covered None



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

� Acupuncture treatment

� Cosmetic surgery

� Dental care (Adult)

� Hearing aids

� Infertility treatment

� Long term care

� Routine foot care

� Weight loss programs

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

� Bariatric surgery

� Chiropractic care

� Coverage provided outside the United States.
See http://provider.bcbs.com

� If you are also covered by an account-type plan
such as an integrated health flexible spending
arrangement (FSA), health reimbursement
arrangement (HRA), and/or a health savings
account (HSA), then you may have access to
additional funds to help cover certain out-of-
pocket expenses - like the deductible, co-
payments, or co-insurance, or benefits not
otherwise covered

� Non-emergency care when traveling outside the
U.S.

� Private-duty nursing

� Routine eye care (Adult)



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

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

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

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section. ––––––––––––––––––––––

http://www.dol.gov/ebsa/healthreform
http://www.cciio.cms.gov/
http://www.HealthCare.gov
http://www.michigan.gov/difs
mailto:difs-HICAP@michigan.gov


The plan would be responsible for the other costs of these EXAMPLE covered services.

About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments
and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans.
Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care

and a hospital delivery)

� The plan’s overall deductible $6,350
� Specialist coinsurance 0%
� Hospital (facility) coinsurance 0%
� Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $6,350
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,410

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of

a well-controlled condition)

� The plan’s overall deductible $6,350
� Specialist coinsurance 0%
� Hospital (facility) coinsurance 0%
� Other coinsurance 0%

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

  disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

Total Example Cost $7,400

In this example, Joe would pay:
Cost Sharing

Deductibles $6,350
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $6,410

Mia’s Simple Fracture
(in-network emergency room visit and

follow up care)

� The plan’s overall deductible $6,350
� Specialist coinsurance 0%
� Hospital (facility) coinsurance 0%
� Other coinsurance 0%

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

  supplies)
Diagnostic tests (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900

In this example, Mia would pay:
Cost Sharing

Deductibles $1,900
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900





Vision Coverage 
Blue Cross Blue Shield of Michigan (BCBSM) 

Benefits You Receive: 

The City of Lincoln Park provides vision insurance through Blue Cross Blue Shield of Michigan's
Vision Service Plan. Please take the time to review the following benefits-at-a-glance carefully. 

Important Note: You are encouraged to see a Blue Cross Blue Shield of Michigan Vision 
Service Plan (VSP) network provider.  You may receive services from an out-of-network 
provider, however you can receive the greatest value and maximize your benefit dollars 
by selecting a provider who participates in the network.  Blue Cross Blue Shield of
Michigan VSP providers can be located at www.vsp.com or by calling 800-877-7195.

A child dependent is covered up to the end of the month in which they turn age 26 for the 
Blue Cross Blue Shield of Michigan Vision Service Plan (VSP) coverage. 

http://www.vsp.com/
http://www.vsp.com/


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

CITY OF LINCOLN PARK

Vision Plan
 Benefits-at-a-glance

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible, copay and/or coinsurance. For a
complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten or any other plan documents your
group uses, if your group is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an independent company
providing vision benefit services for Blues members. To find a VSP doctor, call 1-800-877-7195 or log on to the VSP Web site at vsp.com.

Note: Members may choose between prescription glasses (lenses and frame) or contact lenses, but not both.

Member's responsibility (copays)
Benefits VSP Network doctor Non-VSP provider
Eye exam None None
Prescription glasses (lenses and/or frames) None Member responsible for difference

between approved amount and
provider's charge

Medically necessary contact lenses None Member responsible for difference
between approved amount and
provider's charge

Eye exam
Benefits VSP Network doctor Non-VSP provider
Complete eye exam by an ophthalmologist or optometrist. The exam
includes refraction, glaucoma testing and other tests necessary to
determine the overall visual health of the patient.

100% of approved amount (no copay) Reimbursement up to $35 (member
responsible for any difference)

Limited to one vision examination in any period of 12 consecutive months

Lenses and frames
Benefits VSP Network doctor Non-VSP provider
Standard lenses (must not exceed 60 mm in diameter) prescribed
and dispensed by an ophthalmologist or optometrist. Lenses may be
molded or ground, glass or plastic. Also covers prism, slab-off prism
and special base curve lenses when medically necessary.

Note: Discounts on additional prescription glasses and savings on
lens extras when obtained from a VSP doctor.

None Reimbursement up to approved
amount based on lens type (member
responsible for any difference)

Limited to one pair of eyeglass lenses with or without frames, in any period of
12 consecutive months



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

Benefits VSP Network doctor Non-VSP provider
Standard frames

Note: All VSP network doctor locations are required to stock at least
100 different frames within the frame allowance.

$130 allowance that is applied toward
frames (member responsible for any
cost exceeding the allowance)

Reimbursement up to $45 (member
responsible for any difference)

Contact lenses
Benefits VSP Network doctor Non-VSP provider
Medically necessary contact lenses (requires prior authorization
approval from VSP and must meet criteria of medically necessary)

None Reimbursement up to $210 (member
responsible for any difference)

Limited to one pair of contact lenses in any period of 12 consecutive months
Elective contact lenses that improve vision (prescribed, but do not
meet criteria of medically necessary)

$130 allowance that is applied toward
contact lens exam (fitting and
materials) and the contact lenses
(member responsible for any cost
exceeding the allowance)

$105 allowance that is applied toward
contact lens exam (fitting and
materials) and the contact lenses
(member responsible for any cost
exceeding the allowance)

Limited to one pair of contact lenses in any period of 12 consecutive months



Dental Coverage 
Delta Dental of Michigan

Benefits You Receive: 

The City of Lincoln Park provides dental insurance through Delta Dental of Michigan. Please
take the time to review the following benefits-at-a-glance carefully. 

Important Note: You are encouraged to see a Delta Dental PPO network dentist.  You may 
receive services from any dentist, however you can receive the greatest value and maximize 
your benefit dollars by selecting a Delta Dental PPO dentist. Delta Dental PPO Dentists can be 
located at http://www.deltadentalmi.com or (800) 524-0149.

A child dependent is covered up to the end of the month in which they turn 26 for the Delta Dental 
of Michigan dental coverage.

http://www.bcbsm.com/
http://www.bcbsm.com/


Customer Service Toll-Free Number: (800) 524-0149 

www.DeltaDentalMI.com 

Delta Dental PPO (Point-of-Service) 

Summary of Dental Plan Benefits 

For Group# 7425-0001 

City of Lincoln Park 

This Summary of Dental Plan Benefits should be read along with your Certificate.  Your Certificate provides 

additional information about your Delta Dental plan, including information about plan exclusions and limitations.  If 

a statement in this Summary conflicts with a statement in the Certificate, the statement in this Summary applies to 

you and you should ignore the conflicting statement in the Certificate.  The percentages below are applied to Delta 

Dental's allowance for each service and it may vary due to the dentist's network participation.* 

Control Plan – Delta Dental of Michigan 

Benefit Year – January 1 through December 31 

Covered Services – 

PPO Dentist Premier Dentist 

Non-

participating 

Dentist 

Plan Pays Plan Pays Plan Pays* 

Diagnostic & Preventive 

Diagnostic and Preventive Services – exams, 

cleanings, fluoride, and space maintainers 
100% 100% 100% 

Emergency Palliative Treatment – to temporarily 

relieve pain 
100% 100% 100% 

Sealants – to prevent decay of permanent teeth 100% 100% 100% 

Brush Biopsy – to detect oral cancer 100% 100% 100% 

Radiographs – X-rays 100% 80% 80% 

Basic Services 

Minor Restorative Services – fillings and crown 

repair 
90% 80% 80% 

Endodontic Services – root canals 90% 80% 80% 

Periodontic Services – to treat gum disease 90% 80% 80% 

Oral Surgery Services – extractions and dental 

surgery 
90% 80% 80% 

Other Basic Services – misc. services 90% 80% 80% 

Relines and Repairs – to bridges, dentures, and 

implants 
90% 80% 80% 

Major Services 

Major Restorative Services – crowns 70% 50% 50% 

Prosthodontic Services – bridges, implants, and 

dentures 
70% 50% 50% 

Orthodontic Services 

Orthodontic Services – braces 50% 50% 50% 

Orthodontic Age Limit – Up to age 19 Up to age 19 Up to age 19 

* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the portion of

Delta Dental's Nonparticipating Dentist Fee that will be paid for those services.  The Nonparticipating Dentist Fee 

may be less than what your dentist charges and you are responsible for that difference. 

 Oral exams (including evaluations by a specialist) are payable twice in any period of 12 consecutive months.

 Prophylaxes (cleanings) are payable twice in any period of 12 consecutive months.



Customer Service Toll-Free Number: (800) 524-0149 

www.DeltaDentalMI.com 

 People with specific at-risk health conditions may be eligible for additional prophylaxes (cleanings) or fluoride

treatment. The patient should talk with his or her dentist about treatment.

 Fluoride treatments are payable twice in any period of 12 consecutive months for people up to age 19.

 Bitewing X-rays are payable once in any period of 12 consecutive months and full mouth X-rays (which include

bitewing X-rays) are payable once in any five-year period.

 Sealants are only payable once per tooth per lifetime for the occlusal surface of first permanent molars up to age

nine and second permanent molars up to age 14. The surface must be free from decay and restorations.

 Composite resin (white) restorations are optional treatment on posterior teeth.

 Porcelain and resin facings on crowns are optional treatment on posterior teeth.

 Implants and implant related services are payable once per tooth in any five-year period.

Having Delta Dental coverage makes it easy for you to get dental care almost everywhere in the world! You can 

now receive expert dental care when you are outside of the United States through our Passport Dental program. This 

program gives you access to a worldwide network of dentists and dental clinics. English-speaking operators are 

available around the clock to answer questions and help you schedule care. For more information, check our Web 

site or contact your benefits representative to get a copy of our Passport Dental information sheet. 

Maximum Payment – $1,500 per person total per benefit year on all services except orthodontics.  $1,000 per 

person total per lifetime on orthodontic services.   

Deductible – None. 



Your Right To Know ….. 

Women’s Health and Cancer Rights Act of 1998 (WHCRA) 

The W omen’s Health and Cancer Rights Act of 1998 is a federal law that 
provides protection to patients who choose to have breast reconstruction in 
connection with a mastectomy. This required coverage includes all stages of 
reconstruction of the breast on which the mastectomy was performed, surgery 
and reconstruction of the other breast to produce a symmetrical appearance, 
prostheses and treatment of physical complications of the mastectomy, including 
lymph edema. 

Special Enrollment Rights 

If you are declining enrollment for yourself or your dependents because of other 
health insurance coverage, you may in the future be able to enroll yourself or 
your dependents in this plan, provided that you request enrollment within 30 
days after your other coverage ends.  In addition, if you have a new dependent 
as a result of marriage, birth, adoption or placement for adoption, you may be 
able to enroll yourself and your dependents, provided that you request 
enrollment within 30 days after the marriage, birth, adoption or placement for 
adoption. 



Important Notice from City of Lincoln Park About 
Your Prescription Drug Coverage and Medicare 

Please read this notice carefully and keep it where you can find it. This notice has 
information about your current prescription drug coverage with City of Lincoln Park 
and about your options under Medicare’s prescription drug coverage.  This 
information can help you decide whether or not you want to join a Medicare drug 
plan.  If you are considering joining, you should compare your current coverage, 
including which drugs are covered at what cost, with the coverage and costs of the 
plans offering Medicare prescription drug coverage in your area.  Information about 
where you can get help to make decisions about your prescription drug coverage is 
at the end of this notice. 

There are two important things you need to know about your current coverage and 
Medicare’s prescription drug coverage:  

1. Medicare prescription drug coverage became available in 2006 to everyone with
Medicare. You can get this coverage if you join a Medicare Prescription Drug Plan
or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription
drug coverage. All Medicare drug plans provide at least a standard level of
coverage set by Medicare. Some plans may also offer more coverage for a higher
monthly premium.

2. The City of Lincoln Park has determined that the prescription drug coverage offered
by the Blue Cross Blue Shield of Michigan PPO is, on average for all plan
participants, expected to pay out as much as standard Medicare prescription drug
coverage pays and is therefore considered Creditable Coverage.  Because your
existing coverage is Creditable Coverage, you can keep this coverage and not pay
a higher premium (a penalty) if you later decide to join a Medicare drug plan.

__________________________________________________________________________ 

When Can You Join A Medicare Drug Plan? 

You can join a Medicare drug plan when you first become eligible for Medicare and each 
year from October 15th through December 7th.  

However, if you lose your current creditable prescription drug coverage, through no fault of 
your own, you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join 
a Medicare drug plan.   

CMS Form 10182-CC 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB 
control number.  The valid OMB control number for this information collection is 0938-0990.  The time required to complete this information collection is 
estimated to average 8 hours per response initially, including the time to review instructions, search existing data resources, gather the data needed, and 
complete and review the information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this 
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 



What Happens To Your Current Coverage If You Decide to Join A 
Medicare Drug Plan? 

If you do decide to join a Medicare drug plan and drop your current City of Lincoln Park 
coverage, be aware that you and your dependents may not be able to get this coverage 
back.   

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug 
Plan? 

You should also know that if you drop or lose your current coverage with City of Lincoln Park 
and don’t join a Medicare drug plan within 63 continuous days after your current coverage 
ends, you may pay a higher premium (a penalty) to join a Medicare drug plan later.  

If you go 63 continuous days or longer without creditable prescription drug coverage, your 
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per 
month for every month that you did not have that coverage. For example, if you go nineteen 
months without creditable coverage, your premium may consistently be at least 19% higher 
than the Medicare base beneficiary premium. You may have to pay this higher premium (a 
penalty) as long as you have Medicare prescription drug coverage. In addition, you may have 
to wait until the following October to join.  

For More Information About This Notice Or Your Current Prescription 
Drug Coverage… 

Contact our office for further information.  NOTE: You’ll get this notice each year. You will 
also get it before the next period you can join a Medicare drug plan, and if this coverage 
through City of Lincoln Park changes. You also may request a copy of this notice at any time. 

For More Information About Your Options Under Medicare Prescription 
Drug Coverage… 

More detailed information about Medicare plans that offer prescription drug coverage is in the 
“Medicare & You” handbook. You’ll get a copy of the handbook in the mail every year from 
Medicare.   You may also be contacted directly by Medicare drug plans.  

For more information about Medicare prescription drug coverage: 
• Visit www.medicare.gov
• Call your State Health Insurance Assistance Program (see the inside back cover of

your copy of the “Medicare & You” handbook for their telephone number) for
personalized help

CMS Form 10182-CC 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB 
control number.  The valid OMB control number for this information collection is 0938-0990.  The time required to complete this information collection is 
estimated to average 8 hours per response initially, including the time to review instructions, search existing data resources, gather the data needed, and 
complete and review the information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this 
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

http://www.medicare.gov/


• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug 
coverage is available. For information about this extra help, visit Social Security on the web at 
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778). 

Remember:  Keep this Creditable Coverage notice.  If you decide to join 
one of the Medicare drug plans, you may be required to provide a copy of 
this notice when you join to show whether or not you have maintained 
creditable coverage and, therefore, whether or not you are required to pay 
a higher premium (a penalty).  

Date: 
Name of Entity: 

Contact: 
Address:

Phone: 

April 24, 2018 
City of Lincoln Park  
Jennifer Richardson, HR Manager
1355 Southfield Rd.
Lincoln Park, MI 48146 
(313) 386-1800, ext. 1222

CMS Form 10182-CC 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB 
control number.  The valid OMB control number for this information collection is 0938-0990.  The time required to complete this information collection is 
estimated to average 8 hours per response initially, including the time to review instructions, search existing data resources, gather the data needed, and 
complete and review the information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this 
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

http://www.socialsecurity.gov/


Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP)  

 
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your 
employer, your state may have a premium assistance program that can help pay for coverage, using funds from 
their Medicaid or CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be 
eligible for these premium assistance programs but you may be able to buy individual insurance coverage 
through the Health Insurance Marketplace.  For more information, visit www.healthcare.gov.   
  
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact 
your State Medicaid or CHIP office to find out if premium assistance is available.   
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-
877-KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a 
program that might help you pay the premiums for an employer-sponsored plan.   
 
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under 
your employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  
This is called a “special enrollment” opportunity, and you must request coverage within 60 days of being 
determined eligible for premium assistance.  If you have questions about enrolling in your employer plan, 
contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 
 
 
If you live in one of the following states, you may be eligible for assistance paying your employer health 
plan premiums.  The following list of states is current as of January 31, 2018.  Contact your State for more 
information on eligibility – 

 

ALABAMA – Medicaid FLORIDA – Medicaid 
Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

Website: http://flmedicaidtplrecovery.com/hipp/ 
Phone: 1-877-357-3268 

ALASKA – Medicaid GEORGIA – Medicaid  
The AK Health Insurance Premium Payment Program 
Website:  http://myakhipp.com/  
Phone:  1-866-251-4861 
Email:  CustomerService@MyAKHIPP.com  
Medicaid Eligibility:  
http://dhss.alaska.gov/dpa/Pages/medicaid/default.asp
x 

Website: http://dch.georgia.gov/medicaid 
- Click on Health Insurance Premium Payment (HIPP) 
Phone: 404-656-4507 

ARKANSAS – Medicaid INDIANA – Medicaid  
Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1-877-438-4479 
All other Medicaid 
Website: http://www.indianamedicaid.com 
Phone 1-800-403-0864 

COLORADO – Health First Colorado 

(Colorado’s Medicaid Program) &  

Child Health Plan Plus (CHP+) 

IOWA – Medicaid 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/  
Health First Colorado Member Contact Center:  
1-800-221-3943/ State Relay 711 
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus 
CHP+ Customer Service: 1-800-359-1991/  
State Relay 711 

Website:  
http://dhs.iowa.gov/ime/members/medicaid-a-to-
z/hipp 
Phone: 1-888-346-9562 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dch.georgia.gov/medicaid
http://myarhipp.com/
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
https://www.healthfirstcolorado.com/
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp


 

 

 

KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 

Website: http://www.kdheks.gov/hcf/ 
Phone: 1-785-296-3512 

Website: https://www.dhhs.nh.gov/ombp/nhhpp/ 
Phone: 603-271-5218 
Hotline:  NH Medicaid Service Center at 1-888-901-
4999 

KENTUCKY – Medicaid NEW JERSEY – Medicaid and CHIP 
Website: http://chfs.ky.gov/dms/default.htm 
Phone: 1-800-635-2570 

Medicaid Website:  
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/ 
Medicaid Phone: 609-631-2392 
CHIP Website: 
http://www.njfamilycare.org/index.html 
CHIP Phone: 1-800-701-0710 

LOUISIANA – Medicaid NEW YORK – Medicaid 

Website: 
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 
Phone: 1-888-695-2447 

Website: 
https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

MAINE – Medicaid NORTH CAROLINA – Medicaid 
Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html 
Phone: 1-800-442-6003 
TTY: Maine relay 711 

Website:  https://dma.ncdhhs.gov/  
Phone:  919-855-4100 

MASSACHUSETTS – Medicaid and CHIP NORTH DAKOTA – Medicaid 
Website: 
http://www.mass.gov/eohhs/gov/departments/masshe
alth/ 
Phone: 1-800-862-4840 

Website: 
http://www.nd.gov/dhs/services/medicalserv/medicaid
/ 
Phone: 1-844-854-4825 

MINNESOTA – Medicaid OKLAHOMA – Medicaid and CHIP 
Website: http://mn.gov/dhs/people-we-
serve/seniors/health-care/health-care-
programs/programs-and-services/medical-
assistance.jsp 
Phone: 1-800-657-3739 

Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

MISSOURI – Medicaid OREGON – Medicaid 
Website: 
https://www.dss.mo.gov/mhd/participants/pages/hipp.
htm 
Phone: 573-751-2005 

Website: 
http://healthcare.oregon.gov/Pages/index.aspx 
http://www.oregonhealthcare.gov/index-es.html 
Phone: 1-800-699-9075 

MONTANA – Medicaid PENNSYLVANIA – Medicaid 
Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HI
PP 
Phone: 1-800-694-3084 

Website: 
http://www.dhs.pa.gov/provider/medicalassistance/he
althinsurancepremiumpaymenthippprogram/index.ht
m 
Phone: 1-800-692-7462 

NEBRASKA – Medicaid RHODE ISLAND – Medicaid 
Website:  http://www.ACCESSNebraska.ne.gov 
Phone: (855) 632-7633 
Lincoln: (402) 473-7000 
Omaha: (402) 595-1178  

Website: http://www.eohhs.ri.gov/ 
Phone: 855-697-4347 

NEVADA – Medicaid SOUTH CAROLINA – Medicaid 

Medicaid Website:  https://dhcfp.nv.gov 
Medicaid Phone:  1-800-992-0900 

Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 
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To see if any other states have added a premium assistance program since January 31, 2018, or for more 
information on special enrollment rights, contact either: 
 

U.S.  Department of Labor    U.S.  Department of Health and Human Services  
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/agencies/ebsa   www.cms.hhs.gov                                            
1-866-444-EBSA (3272)   1-877-267-2323, Menu Option 4, Ext.  61565  

 
Paperwork Reduction Act Statement 
 
According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a 
collection of information unless such collection displays a valid Office of Management and Budget (OMB) control number.  
The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by 
OMB under the PRA, and displays a currently valid OMB control number, and the public is not required to respond to a 
collection of information unless it displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, 
notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of 
information if the collection of information does not display a currently valid OMB control number.  See 44 U.S.C.  3512.   
 
The public reporting burden for this collection of information is estimated to average approximately seven minutes per 
respondent.  Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this 
collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee 
Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, 
N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

 
OMB Control Number 1210-0137 (expires 12/31/2019) 

SOUTH DAKOTA - Medicaid WASHINGTON – Medicaid 
Website: http://dss.sd.gov 
Phone: 1-888-828-0059 

Website: http://www.hca.wa.gov/free-or-low-cost-
health-care/program-administration/premium-payment-
program 
Phone:  1-800-562-3022 ext.  15473 

TEXAS – Medicaid WEST VIRGINIA – Medicaid 
Website: http://gethipptexas.com/ 
Phone: 1-800-440-0493 

Website:  http://mywvhipp.com/ 
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 
Medicaid Website: https://medicaid.utah.gov/ 
CHIP Website: http://health.utah.gov/chip 
Phone: 1-877-543-7669 

Website:  
https://www.dhs.wisconsin.gov/publications/p1/p10095.p
df 
Phone: 1-800-362-3002 

VERMONT– Medicaid WYOMING – Medicaid 
Website: http://www.greenmountaincare.org/ 
Phone: 1-800-250-8427 

Website: https://wyequalitycare.acs-inc.com/ 
Phone: 307-777-7531 

VIRGINIA – Medicaid and CHIP  
Medicaid Website: 
http://www.coverva.org/programs_premium_assistance.
cfm 
Medicaid Phone:  1-800-432-5924 
CHIP Website: 
http://www.coverva.org/programs_premium_assistance.
cfm 
CHIP Phone: 1-855-242-8282 
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The information in this Benefits Summary is presented for illustrative purposes. The text
contained in this summary was taken from various summary plan descriptions and benefit
information. While every effort was taken to accurately report your benefits, discrepancies 
or errors are always possible. In case of discrepancy between the Benefits Summary and 
the actual plan documents, the actual plan documents will prevail.  All information is 
confidential, pursuant to the Health Insurance Portability and Accountability Act of 1996. If 
you have any questions about this summary, contact the Human Resources Department at 
(313) 386-1800, ext. 1222.
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