Choose

A health plan that works for you.

O Physicians
Health Plan

517.364.8500 PHPMichigan.com

2018 Individual Plans

PHP has some of the lowest cost individual plans in mid-
Michigan!

PHP has been a member of the local community for over
35 years.

With a variety of plans to suit your budget, PHP can help
you get the care you need at a price you can afford.

All PHP individual plans include:

e Preventive services covered at 100%
e Office visits
e Hospital coverage

e Prescription drug coverage with the option of having
your prescriptions mailed directly to your home

e Annual out-of-pocket maximums
e PHP wellness programs

e My PHP- 24/7 access, online or with our app, to your
plan coverage and benefits, claims history,
deductible balances, authorizations, and more.

e Local customer service
e FastCare office visits at the standard office visit copay

e Access to a doctor online 24/7/365 with TeleHealth

Take a look at the plans we offer on the back of this
page. When you're ready to get a quote, just go to
ChoosePHPmi.com to get prices or more information.
You can also contact Holly Schoenbachler in our Sales
Department at 517.364.8273 with questions or help
enrolling.




) Physicians
Health Plan

2018 Individual Plans

Cost Share

Office Visit

Maximum Out il i E P ipti
Marketing Name Deductible |  After | of pocket FastCare [ Specialist Visit|  Urgent Care | BTN 0 e
Deductible TeleHealth
Sparrow PHP Platinum 250 * 250/500 20% 1,500/3,000 20 35 50 150 10/40/80/150
Sparrow PHP Platinum 500-100% 500/1000 0% 2,200/4,400 20 35 50 200 10/40/80/150
Sparrow PHP Gold 500 500/1,000 20% | 5,200/10,400 30 60 50 ey 20 | 20/50/80/150
Sparrow PHP Gold 500 Basic * 500/1,000 30% 7,350/14,700 25 50 50 350 20/50/80/150
Sparrow PHP Gold 1000 1,000/2,000 20% 5,000/10,000 25 50 50 250 20/50/80/150
0% 0% 0% 0% 0% 20/50/80/150
SpateLy PP G0 F LT 5HEA: 1,400/2,800 0 4,000/6,650 After deductible | After deductible | After deductible | After deductible After deductible
Sparrow PHP Gold 1400 1,400/2,800 20% | 5,000/10,000 20 50 60 20 | 10/40/75/30%
Sparrow PHP Gold 2000 2,000/4,000 30% 6,800/13,600 30 60 50 350 20/50/80/150
Sparrow PHP Silver 2000 2,000/4,000 30% | 7,350/14,700 40 Ar o e 50 rior 20 | 30/65/150/200
Sparrow PHP Silver 2500 2,500/5,000 30% | 7,350/14,700 40 75 50 rr 20 | 30/75/200/250
N 20% 20% 20% 20% 25/50/80/120
Sty PEIE Sl R 2’700/3’400 20% 4’000/8’000 After deductible After deductible After deductible After deductible After deductible
Sparrow PHP Silver 3000 * 3,000/6,000 40% 7,350/14,700 40 60 50 i gezdictible 30/65/150/200
; 3,500/7,000 20%
Sparrow PHP Silver 3500 o R el it 20% 7,350/14,700 30 65 75 e Tl 15/50/100/40%
Sparrow PHP Silver 4000 4,000/8,000 30% | 7,350/14,700 35 60 50 aer 22 | 30/65/150/200
Sparrow PHP Silver 5000 5,000/10,000 30% 7,350/14,700 40 60 50 425 30/65/120/200
Sparrow PHP Silver 7000 7,000/14,000 40% 7,350/14,700 30 60 50 i gezdictible 30/65/150/200
40% 40% 40% 40% 40/80/160/200
Sparrow PHP Bronze 5500 H.S.A. | 5,500/11,000 40% 6,500/13,000 After deductible After deductible After deductible After deductible After deductible
0% 0% 0% 0% 0%
Sparrow PHP Bronze 6000 H.S.A.| - 6,000/12,000 0% 6,000/12,000 After deductible After deductible After deductible After deductible After deductible
o 0% 0% 0% 0% 0%
Sparrow PHP Bronze 6550H.S.A *|  6,550/13,100 0% 6,550/13,100 After deductible After deductible | After deductible | After deductible After deductible
40% 35
Sparrow PHP Bronze 6650 6,650/13,300 40% 7,350/14,700 35 75 75 After deductible | 35%/40%/45%
0% 0% 0% 0%
Sparrow PHP Healthy HMO * 7,350/14,700 0% 7,350/14,700 0 After deductible | After deductible | After deductible After deductible

(Sparrow PHP Healthy HMO- Only offered in HMO: 3 PCP visits and preventive services paid 100%; otherwise all eligible expenses subject to deductible.)

* Offered in both the Exclusive and PHP HMO Network option




Exclusive

Exclusive
HMO only — no out-of-network benefits
(urgent & emergent covered as in-network)

Service Area
Individual must live in the following
counties:

Eaton, Clinton, Ingham, lonia
Shiawassee, Montcalm (partial)

Network Hospitals

Bronson South Haven
EW Sparrow
EW Sparrow — St. Lawrence
Hayes Green Beach Memorial
McLaren Central Michigan

McLaren Greater Lansing
Memorial Healthcare
Oaklawn Hospital
Sheridan Community
Sparrow Clinton
Sparrow lonia Hospital
Sparrow Carson Hospital

Providers
Any PHP Exclusive contracted provider,

unless affiliated with a non-network hospital

Use the Find a Doctor tool at
PHPmichigan.com and select PHP
Exclusive Network to search for
providers

Physicians
Health Plan

HMO

HMO

HMO only — no out-of-network benefits
(urgent & emergent covered as in-network)

Service Area

Individual must live in the following
counties:

Clinton, Eaton, Gratiot, Ingham, lonia,
Isabella, Montcalm (partial), Shiawassee

Allegan General Hospital

Bronson Methodist

Bronson Lakeview

Bronson South Haven

Community Health Center of
Branch County

Eaton Rapids Medical Center

Hayes Green Beach Memorial

Henry Ford Allegiance Health

Hillsdale Community Health
Center

Mary Free Bed Hospital &
Rehab

Network Hospitals

McLaren Central Michigan
McLaren Greater Lansing
Memorial Healthcare

Mid-MI Medical Center — Clare
Mid-MI Medical Center — Gladwin
Mid-MI Medical Center — Gratiot
Mid-MI Medical Center — Midland
Oaklawn Hospital

Sheridan Community

Sparrow

Sparrow Clinton

Sparrow lonia Hospital

Sparrow -St. Lawrence

Sparrow Specialty

Spectrum Health Pennock

Hospital

St Joseph Mercy- Chelsea

Sturgis Hospital

Three Rivers North Health
System

University of Michigan

Providers

Any PHP HMO contracted provider, unless

affiliated with a non-network hospital

Use the Find a Doctor tool at

PHPmichigan.com and select HMO/POS

to search for providers







Individual Health Enrollment Form (Off-Marketplace)

[0 Open Enroliment Benefit Plan Selected:

O Exclusive O HMO
Receipt of completed application between 11/1/17 — 12/15/17, the effective date is 1/1/18

Special Enroliment due to life event: Date of Event:

Please provide documentation of life event.

[ Marriage [ bivorce Osirth
O Legal Guardianship ] court or Administrative Order [JDeath
[C] Adoption or Placement for Adoption [ Gain Citizenship

[] Loss of Health Coverage — Reason for loss of health coverage:

Voluntary loss of health coverage is not considered a life event

Enrollee Name: Legal Marital Status: EISingIe [varried
Social Security Number: Birthdate: Omale [JFemale
u.S. citizen? [Clyes [INo Permanent resident of the U.S.? [Jvyes [No

Tobacco User? []Yes CIno (If you are interested in quitting, please visit phpmichigan.com)

Enrollee Address: Billing Address (if different):
Street: Street:
City: City:
State: Zip: State: Zip:
County: County:
Preferred Telephone: Alternate Telephone:
ClHome [ cell [J work CHome [Ccel Cwork

Email Address:
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Individual Health Enrollment Form (Off-Marketplace)

DEPENDENT INFORMATION (IF APPLICABLE)

You may only enroll the following dependents — Your legal spouse (who resides with you), a dependent child (a natural
child, a stepchild, a legally adopted child, a child placed for adoption, a child for whom legal guardianship has been
awarded to the Applicant or the Applicant’s legal spouse) less than 26 years of age, or an unmarried dependent over the

age of 26 who is disabled.

Name Social Security # Relatior_wship to Birthdate Gender
Applicant mm/dd/yyyy M/F
1 [Imale
EIFemaIe
U.S. Citizen? [] Yes CINo Permanent Resident of the U.S.? [] Yes [CINo
Tobacco User []Yes []No
) [Cvale
[CJFemale
U.S. Citizen? [] Yes [JNo Permanent Resident of the U.S.? []Yes [ No
Tobacco User [JYes Q No
3 [Omale
CJremale
U.S. Citizen? []Yes [JNo Permanent Resident of the U.S.? []Yes []No
Tobacco User []Yes [INo
4 [vale
[JFemale
U.S. Citizen? [dYes [INo Permanent Resident of the U.S.? []Yes []No
Tobacco User [dYes [JNo
Cvale
5
[CJFemale

u.S. Citizen? O Yes O No
Tobacco User []Yes []No

Permanent Residen

tof the U.S.? []Yes []No

[0 Additional dependents on attached page

COORDINATION OF BENEFITS (FAILURE TO COMPLETE THIS SECTION MAY RESULT IN DELAYS IN ENROLLMENT OR CLAIMS PAYMENTS)

On the day your coverage begins, will you or any family members be covered by other medical, dental or Medicare*

insurance? [JYes O No

If “Yes”, please complete the following section:

Name of Policy

Name Holder

Policyholder’s
Date of Birth

Insurance
Company Name | Policy Number
& Phone Number

Policyholder’s
Employer (if
applicable)

* If you are enrolled in or entitled to Medicare, you cannot be covered under this policy.

Page
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Individual Health Enrollment Form (Off-Marketplace)

PEDIATRIC DENTAL COVERAGE ATTESTATION — REQUIRED TO PURCHASE THIS POLICY*

Our PHP health benefit plans do not include pediatric dental coverage. If you want to cover a child
under your plan, federal and state laws require you to purchase pediatric dental coverage offered by
an Exchange-certified standalone dental plan to be eligible to purchase one of PHP’s health benefit
plans.

PHP is required to obtain reasonable assurances from you that you have such coverage before PHP is
permitted to sell you this health benefit plan. Therefore, please attest to the following:

¢ | understand that I am only eligible to purchase this PHP health bengfit plan if | also purchase pediatric
dental coverage offered by an Exchange-certified standalone dental plan.

o | certify that | have purchased pediatric dental coverage offered by an Exchange-certified standalone
dental plan.

o | willinform PHP immediately if this pediatric dental coverage is discontinued for any reason.
¢ | understand that if | am not truthful in this attestation, the PHP health benefit plan may be rescinded by

PHP due to fraud or intentional misrepresentation of material fact, and that you may be required to
reimburse PHP for any medical expenses that PHP paid on your (or your dependents) behalf.

Signed: Date:

Printed Name:

*If you are not covering a child under this plan, you do not need to sign this section.

FOR PHP OFFICE USE ONLY

Group Name Group # Sub-Group Class Effective Date

Qualifying Event Date Qualifying Event Reason [JMarriage [Divorce [OBirth [Death [JAdoption
[ Loss of Health Coverage  [JOther
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Individual Health Enrolliment Form (Off-Marketplace)

AUTHORIZATION AND SIGNATURE

| understand and agree that coverage, if approved, will begin as specified above.

| understand that coverage will be provided under an individual contract. | understand that PHP does not issue individual
coverage through any arrangement with an employer. PHP is not responsible for any action taken by an employer that
results in this coverage being considered group coverage under state or federal law. The employer is solely responsible
for any such finding.

| agree that if | am enrolling in a product that features certain designated providers, PHP may share my name, address
and telephone numbers, as well as my past, current and future health and account records with such designated
providers about service | have received from such designated providers and other care providers unrelated to such
designated providers. These records may be used by the designated providers as needed to manage or coordinate my
care and to improve the quality of that care.

PHP primarily relies upon the information provided and full disclosure of the information listed on this enrollment form in
the decision whether to accept the Applicant and/or dependent(s) listed on this enroliment form for coverage. |
acknowledge the importance of providing accurate and complete information. | acknowledge | must answer all questions
in the enrollment form, even if the Applicant, and/or dependent(s) listed on this enrollment form, currently have coverage
or had prior coverage with PHP.

| understand and agree that payment of a claim does not preclude the right of PHP to deny future claims or take any
action it determines appropriate, including cancellation of the policy and seeking payment of claims already paid.

| agree to notify PHP immediately of any change in my, or my dependent(s), enrollment information between the date of
this enroliment form and the effective date of coverage. Failure to notify PHP of any change in the information contained
on this enrollment form may result in the denial of a claim, cancellation of the policy, or a premium adjustment.

Upon request, | agree to furnish additional information needed concerning eligibility of myself and/or any dependent(s)
enrolling for coverage.

| have read the preceding instructions, statements and answers and represent them to be true and complete to the best of
my knowledge and belief. | understand and agree PHP will act in reliance upon the information | have provided in this
enrollment form, which materially affect enrollment eligibility may result in the denial of a claim(s), cancellation of the
policy, or a premium adjustment.

Signed: Date:

Printed Name:

Applicant, Parent, Legal Guardian or Guarantor Signature (if contract holder is a minor)

PAYMENT INFORMATION

e Your invoice will be mailed after the 15w of the month.
e Your payment is due by the last day of the month for the following month’s coverage.

e You may pay by check, money order, or cashier’s check.
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LANGUAGE ASSISTANCE

This Notice has Important Information. This notice has important information about your application or coverage
through Physicians Health Plan. Look for key dates in this notice. You may need to take action by certain deadlines to
keep your health coverage or help with costs. You have the right to get this information and help in your language at no
cost. Call 517.364.8500 or 800.832.9186.

Spanish Este Aviso contiene informacion importante. Este aviso contiene informacion importante acerca de su solicitud
o0 cobertura a través de PHP. Preste atencidn a las fechas clave que contiene este aviso. Es posible que deba tomar
alguna medida antes de determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene
derecho a recibir esta informacion y ayuda en su idioma sin costo alguno. Llame al 517.364.8500 - 800.832.9186.

Arabic
thodsdmasdhladain paagdac Jol QIBEE) ol ag (s ol ae Jgal QPG E) o) (a5 s
Cadai€ aly Jlaills o gl i iy Lale DRI Canila 33 Dlde) ) A3 Cay Males gl d a3l PHP Y J o o 20
uMS\@AJU€u;.J@JJMLcAa€Ld}a\;\l\éd)\ami)ugg)adds_uaéh\dxdw“dl«abaab)uaaﬁa
.8500.364.517 - 9186.832.800 —~ G = d.J

Chinese BB EEME, ZIKJ_%DEEEIM&:ﬁL[#ﬁ)\ SBM IE B R94 8 PHP IR XM B ESIRIGHIE
EHR, EREAENANEE Elﬁﬂo CHREEEEH UL B2 AREITE), LURBRIEABEE RIS

HERMM, CRENREUEHNBESIAABNER, FHEER [HLEARF517.364.8500 -
800.832.9186.

German Diese Benachrichtigung enthdlt wichtige Informationen. Diese Benachrichtigung enthalt wichtige
Informationen bezlglich Ihres Antrags auf Krankenversicherungsschutz durch PHP. Suchen Sie nach wichtigen
Terminen in dieser Benachrichtigung. Sie koénnten bis zu bestimmten Stichtagen handeln missen, um lhren
Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter 517.364.8500 - 800.832.9186.

Italian Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso PHP. Cerca le date
chiave in questo avviso. Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti
di mantenere la tua copertura o sovvenzione. Hai il diritto di ottenere queste informazioni e assistenza nella tua lingua
gratuitamente. Chiama 517.364.8500 - 800.832.9186.

Japanese CDBEMIZIFEELGBEHRNEENTUVET, COBAIZIEL, PHPOBRFF-IIHEZHICAHAT IER
BERNEFENLTVET, COBBMICEHINTWIEELAME CHERCLE SV, BRRROEHYKR—
FHEFTAICIE. BEOHBEETITHBZRLBETAELRLBMEENHY FT., CHFEDEEICKHIERE
HiR— FAVER TR ST I, 517.364.8500- 800.832.9186 F THBEEL FF &Ly,

Korean 2 SX|AM0= 523 HEII =
91H1€|X| of 2ot MEE metstn S

SXNMUM#HAO TSl YMES 5
’.é*?:foDI oM LA SO

=
ot Aoz HIE 2801 2= = Y= Aal)

AL F 0| SXM= Flotel g0 &5t 12|10 PHPS Sot

o A& HHEIXIE HE =XIotHL
US = ASLICHL Aot 0lele HEEA =52

P g
t. 517.364.8500 - 800.832.9186 =2 & 3ot & Al 2.

0 ry

Polish To ogtoszenie zawiera wazne informacje.To ogtoszenie zawiera wazne informacje odnosnie Paristwa wniosku lub
zakresu swiadczen poprzez PHP.Prosimy zwrdcic uwage na kluczowe daty zawarte w tym ogtoszeniu aby nie przekroczy¢
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termin6w w przypadku utrzymania polisy ubezpieczeniowej lub pomocy zwigzanej z kosztami. Macie Paristwo prawo do
bezptatnej informacji we wtasnym jezyku. Zadzworicie pod 517.364.8500 - 800.832.9186.

Russian Hacrosllee yBegoMAeHME COAEPXKUT BaXkKHYIO MHGOPMaLMIO. ITO yBEAOM/IEHNE COAEPIKUT BasKHYIO
MHGOPMaLMIO O Balem 3a8BAEHUN UM CTPAXOBOM MOKPbLITUM Yepe3 PHP. MocMoTpuTe Ha KAoueBble AaTbl B HACTOALEM
yBegom/ieHUn. Bam, BO3MOXKHO, NoTpebyeTca NPUHATbL MepPbl K onpeaeieHHbIM NpeaesibHbIM CPOKaM A/1A COXpaHeHns
CTPaxoBOro MOKPbLITUA UAN MOMOLLM C pacxodamu. Bel MMeeTe npaso Ha becniaTHoe NoaydYeHne 3Toi MHGOPMaLMM 1
NoMOLLb Ha BalleM f3blke. 3BoHUTe no TenedoHy 517.364.8500 - 800.832.9186.

Syriac
o «analall, hao hadd haadaos ml s whihes ) huan halach ol Ehes hihuh e
MR | mnu i inea i’ ane iR L asY, Physicians Health Plan, i reiants « Anofioial
¥ o Radh i (A hnita rhlion a8 0 s amd Shaan o adalnda Radd® ada rhls < Riaus
Houlacs rE ol L adulas haod L daaliue el i Whsias Whitie L odulam o Ldsclioidld el L adusais
'517.364.8500 - 800.832.9186 i . dmlh 14 din Murdxh o dnaiila rhizeo

Tagalog Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito ay naglalaman ng
mahalagang impormasyon tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng PHP. Tingnan ang mga
mahalagang petsa dito sa paunawa. Maaring mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa kalusugan o tulong na walang gastos. May karapatan ka na makakuha
ng ganitong impormasyon at tulong sa iyong wika ng walang gastos. Tumawag sa 517.364.8500 - 800.832.9186.

Vietnamese Théng bao nay cung cap thong tin quan trong. Thong bao nay c6 thong tin quan trong ban vé don nép hoic
hop d6ng bao hiém qua chwong trinh PHP. Xin xem ngay then chét trong thong bao nay. Quy vi c6 thé phai thuc hién
theo thdng bao dung trong thoi han dé duy tri bao hiém sic khoe hodc dwoc tro trap thém vé chi phi. Quy vi c6 quyén
dwoc biét thong tin nay va dwoc tro giup bang ngdn ngitt ctia minh mién phi. Xin goi s6 517.364.8500 - 800.832.9186.

PiiCeg S &gy 3 fodlfiite foor] ficsesifzof o foats Frfaic.a | SimPiR smoafsofs St wifoo! 490 SIER = oF fSifite
i Bifofoots fag 928 @ fool o oo oot o 517.364.8500 -
800.832.9186.

Albanian Ky njoftim pérmban informacion té réndésishém. Ky njoftim pérmban informacion té réndésishém pér
aplikimin ose mbulimin tuaj népérmjet PHP. Kontrolloni pér data té réndésishme né kété njoftim. Mund t'ju duhet té
ndérmerrni veprim brenda afatave té caktuara pér té mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston.
Keni té drejté ta merrni kété informacion dhe ndihmé falas né gjuhén tuaj. Telefononi numrin 517.364.8500 -
800.832.9186.

Serbo-Croatian U ovom obavjestenju su sadrzane vazne informacije. U ovom obavjestenju su sadrzane vazne informacije
o Vasoj prijavi ili osiguranju preko PHP. Pogledajte nalaze li se u ovom obavjestenju neki klju¢ni datumi. MoZda cete
morati poduzeti odredenje radnje u datom roku kako biste i dalje zadrzZali svoje osiguranje ili pomoc¢ pri pla¢anju. Imate
pravo da ove informacije, kao i pomo¢, dobijete besplatno na svom jeziku. Nazovite 517.364.8500 - 800.832.9186.
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