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

S ummary of B enefits
A A 000745 / XR 00103 6

                                                                         HM O
A A 000745 / XR 00103 6      

    Health Care S ervices In-N etwork O ut-of-N etwork L imitations
 Plan A ttributes
  Benefit P eriod Ca lenda r Y ea r  
 Annua l Deductible $ 0 Individua l; $ 0 Fa mily N /A    
 Coinsura nce 0% N /A    
 Annua l Coinsura nce M a ximum N /A N /A    

 Annua l O ut-of-P ocket M a ximum $ 6 ,6 00 Individua l; $ 13,200 Fa mily N /A

Th ese va lues do not a ccumula te: P remiums, 
ba la nce-billed ch a rges, a nd h ea lth  ca re th is pla n 
doesn't cover. All oth er cost sh a ring a ccumula tes 
unless oth erwise specified.   

 Preventive S ervices
 O ffice V isit / P h ysica l Exa m / W ell Ba by 
Exa m Covered N /A    

 R ela ted La bora tory a nd R a diology S ervices Covered N /A    
 P a p S mea r, M a mmogra m, Tuba l Liga tion Covered N /A    
 Immuniza tions Covered N /A    
 O utpatient &  Physician S ervices
 P rima ry Ca re O ffice V isit $ 20 Copa y N /A    
 Teleh ea lth  V isit $ 20 Copa y N /A Th rough  our contra cted teleh ea lth  services provider.
 S pecia list O ffice V isit $ 20 Copa y N /A    

 R outine Audiology Exa m Covered N /A O ne exa m per benefit period. For non-routine visits 
see S pecia list O ffice V isit.   

 R outine Eye Exa m Covered N /A O ne exa m per benefit period. For non-routine visits 
see S pecia list O ffice V isit.   

 Ch iropra ctic S ervices N ot Covered N /A    
 Allergy Trea tment Covered N /A    
 Allergy Injections Covered N /A    
 La bora tory &  P a th ology Covered N /A S ome services require prea uth oriza tion.    
 Ima ging M R I, CT &  P ET S ca ns Covered N /A S ervices require prea uth oriza tion.    
 R a diology (X -ra y) Covered N /A S ome services require prea uth oriza tion.    
 R a dia tion Th era py &  Ch emoth era py Covered N /A    
 Dia lysis Covered N /A    
 O utpa tient M edica l Drugs Covered N /A    
 O utpatient S urgical S ervices
 O utpa tient S urgery Covered N /A    
 Ambula tory S urgica l Center Covered N /A    
 P rofessiona l S urgica l a nd R ela ted S ervices Covered N /A    
 E m ergency/Urgent Care
  U rgent Ca re $ 20 Copa y  
  Emergency R oom Ca re $ 15 0 Copa y Copa y will be wa ived if a dmitted 
  Emergency M edica l Tra nsporta tion Covered Emergency tra nsport only.  
 Inpatient Hospital S ervices
 Fa cility Fee Covered N /A    
 P h ysicia n S ervices, S urgery, Th era py, 
La bora tory, R a diology, Hospita l S ervices a nd
S upplies

Covered N /A    

 Ba ria tric S urgery a nd R ela ted S ervices $ 1,000 Copa y N /A O ne procedure per lifetime    
 M aternity S ervices
 R outine P rena ta l O ffice V isits Covered N /A Covered under P reventive S ervices   
 R outine P ostna ta l O ffice V isits Covered N /A Covered under P reventive S ervices   
 La bor Delivery a nd N ewborn Ca re S ee Inpa tient Hospita l S ervices N /A    
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 M ental Health &  S ubstance Use Disorder
 Inpa tient S ervices S ee Inpa tient Hospita l S ervices N /A    
 O utpa tient S ervices $ 20 Copa y N /A    
 O ther S ervices
 Home Hea lth  Ca re Covered N /A Does not include R eh a bilita tion S ervices. U nlimited.  
 Hospice Ca re Covered N /A U p to 210 da ys per lifetime    

 S killed N ursing Ca re Covered N /A
Covered for a uth orized services. U p to 730 da ys. 
M a ximum benefit renews a fter 6 0 da ys of 
nonconfinement.   

 Dura ble M edica l Equipment; P rosth etics &  
O rth otics N ot Covered N /A    

 R eh a bilita tion S ervices: P h ysica l, 
O ccupa tiona l, a nd S peech  Th era py Covered N /A M a y be rendered a t h ome. U p to 6 0 combined visits 

per benefit period.   

 H a bilita tion S ervices: P h ysica l, O ccupa tiona l, 
a nd S peech  Th era py Covered N /A

Limited to  services a ssocia ted with  th e trea tment of 
Autism S pectrum Disorders th rough  a ge 18. Covered
for a uth orized services only.    

 Applied Beh a viora l Ana lysis $ 20 Copa y N /A
Limited to  services a ssocia ted with  th e trea tment of 
Autism S pectrum Disorders th rough  a ge 18. Covered
for a uth orized services only.    

 V olunta ry S teriliza tions S ee O utpa tient S urgica l S ervices N /A Limited to va sectomy    

 Infertility S ervices Covered N /A
S ervices for dia gnosis, counseling, a nd trea tment of 
bodily disorders ca using infertility. Covered for 
a uth orized services only.    

 Assisted R eproductive Tech nologies Covered N /A O ne visit per lifetime    
 Temporoma ndibula r Joint Disorder Covered N /A Covera ge for non-inva sive trea tments only.    
 Pharm acy (A ffiliated pharm acy providers only) 

P referred Generic Drugs $ 7 Copa y 30 da y supply, $ 14 Copa y 90 da y supply 

N on-P referred Generic Drugs $ 7 Copa y 30 da y supply, $ 14 Copa y 90 da y supply 

P referred Bra nd Drugs $ 20 Copa y 30 da y supply, $ 40 Copa y 90 da y supply 

N on-P referred Bra nd Drugs $ 30 Copa y 30 da y supply, $ 6 0 Copa y 90 da y supply 

P referred S pecia lty Drugs $ 30 Copa y 30 da y supply a t specia lty ph a rma cy only 

N on-P referred S pecia lty Drugs $ 30 Copa y 30 da y supply a t specia lty ph a rma cy only 

A 90-da y supply of non-ma intena nce drugs must be 
filled a t our designa ted ma il order ph a rma cy. O th er 
exclusions &  limita tions ma y a pply.

Certa in specia lty drugs ma y be a pproved for 6 0 or 
90 da ys. In th is ca se, if a  copa y or ma x is sh own for 
specia lty drugs, you will pa y two times th a t a mount 
for up to 6 0 da ys, th ree times th a t a mount for up to 
90 da ys.

Templa te R ev 01/2020

- In ca se of conflict between th is summa ry a nd your HM O  S ubscriber Contra ct a nd R iders, th e terms a nd conditions of th e HM O  
S ubscriber Contra ct a nd R iders will govern.
- Elective h ospita l a dmissions require th a t HAP  be notified prior to th e a dmission. HAP  must be notified with in 48 h ours a fter a ny 
emergency h ospita l a dmission. Fa ilure to notify HAP  could result in a  reduction or denia l of benefits.
- S ome services require prior a uth oriza tion. Fa ilure to obta in prior a uth oriza tion before services a re received could result in a  reduction 
or denia l of benefits.
- S tudents a wa y a t sch ool a re covered for a cute illness a nd injury rela ted services a ccording to HAP  criteria .
- For O utpa tient M enta l Hea lth  &  S ubsta nce U se Disorder S ervices delivered via  Teleh ea lth , you will pa y th e lower of eith er th e 
O utpa tient M enta l Hea lth  &  S ubsta nce U se Disorder Cost-S h a re or th e Teleh ea lth  Cost-S h a re.


