





University of Detroit Mercy
Effective Date07/01/2024

Base Plan

PLAN DESIGN & BENEFITS
Non-Urgent Use of Urgent Care Not Covered Not Covered
Provider
Emergency Room $100 copay; deductible waived Same as in-network care
Copay waived if admitted
Non-Emergency Care in an Not Covered Not Covered
Emergency Room
Emergency Use of Ambulance 20%; after deductible Same as in-network care
Non-Emergency Use of Ambulance Not Covered Not Covered
HOSPITAL CARE IN-NETWORK OUT-OF-NETWORK
Inpatient Coverage 20%; after deductible 50%; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Inpatient Maternity Coverage 20%; after deductible 50%; after deductible
(includes delivery and postpartum
care)
Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Outpatient Hospital Expenses 20%; after deductible 50%; after deductible
Your cost sharing applies to all covered benefits incurred during your outpatient visit.
Outpatient Surgery - Hospital 20%; after deductible 50%; after deductible
Your cost sharing applies to all covered benefits incurred during your outpatient visit.
Outpatient Surgery - Freestanding  20%; after deductible 50%; after deductible
Facility
Your cost sharing applies to all covered benefits incurred during your outpatient visit.
MENTAL HEALTH SERVICES IN-NETWORK OUT-OF-NETWORK
Inpatient 20%; after deductible 50%; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Outpatient $25 copay; deductible waived 50%; after deductible
Your cost sharing applies to all covered benefits incurred during your outpatient visit.
SUBSTANCE ABUSE IN-NETWORK OUT-OF-NETWORK
Inpatient 20%; after deductible 50%; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Residential Treatment Facility 20%; after deductible 50%; after deductible
Outpatient $25 copay; deductible waived 50%; after deductible
Your cost sharing applies to all covered benefits incurred during your outpatient visit.
OTHER SERVICES IN-NETWORK OUT-OF-NETWORK
Skilled Nursing Facility 20%; after deductible 20%; after deductible
Limited to 120 days per calendar year.
Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Home Health Care 20%; after deductible 20%; after deductible
Hospice Care - Inpatient Covered 100%; deductible waived Covered 100%; deductible waived
Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Hospice Care - Outpatient Covered 100%; deductible waived Covered 100%; deductible waived
Your cost sharing applies to all covered benefits incurred during your outpatient visit.
Private Duty Nursing 50%; after deductible 50%; after deductible
Outpatient Short-Term 20%; after deductible 50%; after deductible

Rehabilitation
Includes speech, physical, occupational therapy; limited to 60 visits per calendar year

Spinal Manipulation Therapy $25 copay; deductible waived 50%; after deductible
Limited to 24 visits per calendar year.
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PLAN DESIGN & BENEFITS

* All medical and hospital services not specifically covered in, or which are limited or excluded by your plan documents.
» Cosmetic surgery, including breast reduction.

* Custodial care.

« Dental care and dental X-rays.

* Donor egg retrieval

» Experimental and investigational procedures, except for coverage for medically necessary routine patient care costs
for members participating in a cancer clinical trial.

» Hearing aids

* Home births

» Immunizations for travel or work, except where medically necessary or indicated.

 Implantable drugs and certain injectable drugs including injectable infertility drugs.

« Infertility services, including artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT,
ICSI and other related services, unless specifically listed as covered in your plan documents.

* Long-term rehabilitation therapy.

» Non-medically necessary services or supplies.

« Outpatient prescription drugs (except for treatment of diabetes), unless covered by a prescription plan rider and over-
the-counter medications (except as provided in a hospital) and supplies.

 Radial keratotomy or related procedures.

* Reversal of sterilization.

* Services for the treatment of sexual dysfunction/enhancement, including therapy, supplies or counseling or
prescription drugs.

* Special duty nursing.

* Therapy or rehabilitation other than those listed as covered.

» Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary
regimens and supplements, appetite suppressants and other medications; food or food supplements, exercise
programs, exercise or other equipment; and other services and supplies that are primarily intended to control weight or
treat obesity, including Morbid Obesity,



	PLAN DESIGN & BENEFITS 
	GENERAL PROVISIONS 



