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BCBSM Frequently Asked Questions 
(Related to Livingston ESA 2018 Open Enrollment) 

This document was compiled based on questions asked by staff during the open 

enrollment meetings and before.  We have tried to capture as many of the common 

questions that we could, and it is broken down in sections by Common 

Terminology, General questions (pertains to all plans), BCN HMO questions, Simply 

Blue &, Community Blue Questions and FSA/HSA Questions.   

 

In addition, we also have a section set up on the Agency’s web site dedicated to the 

2018 Open Enrollment: 

 

 
 

We hope you find this FAQ and the website helpful! 

 

Common Terminology 

 

BCN = Blue Care Network    HSA = Health Savings Account 

PCP  = Primary Care Physician 

DME = Durable Medical Equipment 

FSA = Flexible Spending Account 

 

General Questions 

1. How do I find out if my current doctor is in network with either the PPO plan 

or the HMO plan? 

Go to www.bcbsm.com - Click on "Find a Doctor" (on the left margin)  - Click 

on “Search without logging in” - Enter the location (city) where you would like 

to search - Click on the words next to "Your Plan" - says "all plans" and then 

select Employer Group Plans, then select either PPO Plans or Blue Care 

http://www.bcbsm.com/
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Network (HMO). Search by doctor name, facility name or type of practice (i.e. 

family practitioner).  If you are not finding your provider OR want to double 

check, the best way to do that is to call your doctors billing department 

directly as they will know for sure.  You'd want to ask if they participate in the 

BCBSM PPO plan or the Blue Care Network (BCN) HMO plan. 

 

2. Is the BCN of SE MI network the same as the BCN HMO plan network that is 

being offered?  
The BCN of SE MI is a narrow HMO network used by the Individual market or 

Blue Cross’s Marketplace Glidepath. All doctors that are in-network with BCN 

of SE MI are also in the larger BCN HMO network 
 

3. Why do I have to submit a copy of my health insurance card if I am declining 

coverage through the Agency? 

This was a new regulation that was put into place in 2017 related to the 

Affordable Care Act.  Given that you are eligible for, at a minimum, single 

coverage employer paid insurance through the Agency and you are declining 

it, we need to keep records for our files that prove to us that you are covered 

under another plan. 

 

4. If I select a “first-dollar” high-deductible health plan, how do prescription co-

pays work? 

With a first-dollar high-deductible plan, you pay 100% of the cost of all 

services and prescriptions until you have met your deductible.  If you have to 

fill a prescription on January 2 and the Blue Cross negotiated discounted cost 

is $500, you will have to pay the full $500 to get the prescription (if you didn’t 

have something happen to you on January 1 that caused you to use your 

whole deductible).  Once you have met your deductible, you will then have 

prescription co-pays based on the plan you select. 

 

5. I plan on taking a cruise overseas during the summer of 2018.  Will my 

insurance cover me? 

Yes, no matter if you are covered under the PPO plan or the HMO plan, your 

coverage will take care of any urgent care or emergency room visits that you 

may have to make (on the ship or on land).  PLEASE NOTE:  As with the 

MESSA plan, you may have to pay for the services and then request 

reimbursement; every facility is different. 

 



3 | P a g e  
 

6.  I went to pick up my prescription after January 1, 2018 and the pharmacist 

said that the prescription was not covered by insurance.  What do I do? 

Should this happen do not pay for the prescription and take it anyways, 

thinking it will get worked out on the back end.  Contact Blue Cross using the 

number on the back of your ID card and speak to a representative or contact 

Mary Dare at 1-517-540-6813 for assistance. 

 

7. How can I see where my current medications fall in the prescription tiers for 

the new PPO and HMO plans? 

If you go out to the Agency Web Site under the 2018 Open Enrollment 

Information, under “FAQ’s and Other Information” you will find the BCBSM 

Drug Formulary workbook and you will be able to look up your medication 

(listed by type of medication) to see what tier it falls under and accordingly, 

what your cost will be. 

 

8. Our family currently uses a case manager to manage the health care of a 

member of our family. What will happen with the new Blue Cross Plans? 

If you move to the Simply Blue PPO plan you will be able to retain your 

existing case manager. If you choose the BCN HMO plan, you would be 

assigned a new case manager. 

 

9. The medication I am currently on required a pre-authorization/step-therapy 

to be able to have it prescribed.  Will I need to go through that process again?   

Your prior authorization (or medical necessity form) completed for approval 

of their medication through MESSA should transfer over to any BCBS PPO 

plan, but would not transfer over for a BCN plan.  BCN would require a new 

prior authorization/medical necessity form.  Your prescription history related 

to step therapy should automatically transfer assuming the step therapy 

criteria hasn’t changed. 

 

10. Will the mental health coverage that we currently have under MESSA be the 

same under the Blue Cross plans? 

BCBSM and BCN would cover mental health issues the same as physical 

issues due to the Mental Health Parity law (which also applied to the MESSA 

plans). Both plans also have unlimited days for inpatient and outpatient 

mental health services. 
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11. What will happen on the new plan if I have a pre-existing condition?  Will my 

rates go up? Will I be denied coverage? 

At this time there is nothing in federal law that would single out those with 

pre-existing conditions; accordingly, coverage will be the same and at the 

same cost as all other staff members. 

 

12.  If I have to go to the emergency room will I have to pay the $150 co-pay? 

If you are covered by a first-dollar, high deductible plan, you will pay 100% of 

the cost until you have reached your deductible. If you are covered by a low-

deductible plan and you head to the emergency room and you are not 

admitted, yes you will need to pay the $150 co-pay. If you are admitted, the 

co-pay will be waived. These rules apply to both in-state and out-of-state 

emergency room visits. 

 

13. With MESSA I had the option of “going” to the doctor through an on-line visit 

through Amwell.  Is that still an option under the stand-alone BCBSM Plans? 

Yes, the stand-alone Blue Cross plans also have the Amwell provision, only 

starting on January 1, 2018 it will be known as Blue Cross Online Visits.  If you 

are covered by a low deductible health plan, then the cost will be the co-pay 

associated with your plan.  If you are covered under a first-dollar, high-

deductible plan, then the cost will be $49 (until the point you hit your 

deductible, and then it will be free). 

 

14. At what point should I pay for medical services rendered to me or my family? 

You should always wait to pay for services until you have received your 

Explanation of Benefits (EOB) statement from Blue Cross.  If you pay in 

advance, you may end up overpaying and then it will be up to you to get 

those funds back from your provider.  The only exception to this is if you are 

on a low-deductible plan and you have a flat dollar co-pay (office, urgent care 

or emergency room) for the service. 

 

15. Are providers able to bill me for the amounts not covered by insurance? 

As long as you are obtaining services in-network, the provider is NOT able to 

bill you for amounts not covered by insurance.  The Provider has signed an 

agreement to receive a specific amount for the services performed therefore 

they are not allowed to ask for more.  IF you receive services that are out-of-

network, then YES, they are able to bill you the balance of any bill not 

covered by insurance. 
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16.  If I receive services from a provider that is out-of-network, do the amounts 

that I pay for services go towards my in-network deductible? 

No, only payments made when obtaining in-network services go against your 

deductible.  Costs paid when receiving care out-of-network will go towards 

your out-of-network deductible for the PPO plans and will not go towards 

any deductible for HMO plans. 

 

17.  What costs that I pay go towards my deductible? Which costs go towards my 

out-of-pocket maximum? 

Amounts paid for services go towards your deductible and your out-of-

pocket maximum.  Prescription costs go toward your out-of-pocket 

maximums only unless you are on one of the first dollar, high deductible 

plans then prescription costs go toward your deductible and your out-of-

pocket maximum. 

 

18. I currently use Express Scripts mail order for my maintenance prescriptions.  

Will I need to do anything after we transition to Blue Cross given the provider 

is the same? 

Yes! You will need to re-enroll with Express Scripts as although it is the same 

provider that was in place for the MESSA plans, it is a different group plan. 

 

 

Questions Specifically Related to BCN HMO Plan 

1. When looking at services that could have a 50% Co-insurance, is that Co-insurance 

capped by the Out of Pocket Maximum, or will I continue to pay 50% of the cost of 

the service/procedure each time the service/procedure needs to be performed?   

Yes, all co-insurances are capped by the out of pocket maximums for the plan. 

 

2. Under chiropractic spinal manipulation it says “when referred”.  Does that mean 

that in order to see a chiropractor that I will need my primary care physician to refer 

me to a chiropractor? 

Yes. 

 

3. Do I need a referral to go to an OB-GYN doctor or my child’s pediatrician? 

No.  As long as the OB-GYN and Pediatrician are in the BCN HMO Network, you do 

not need a referral to see this type of doctor.  They are both considered a PCP under 

BCN HMO Plans. 
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4. Do I need to stay within the same Hospital system with all of my providers? 

No.  The key is that your provider is in the BCN HMO Network.  For instance, if your 

PCP is in the U of M Health System and a specialist that you see (i.e. back doctor) is 

in the St. Joseph Mercy Health System, your U of M doctor is able to write a referral 

to the provider that is out of the St. Joes system.  As long as the provider is in the 

HMO network, the PCP will be able to write a referral. 

 

5. Are 90-day maintenance fills on the BCN HMO required to be done through mail 

order? 

No.  90-day prescriptions for maintenance meds can be filled through either mail 

order or at retail locations. 

 

6. What do I need to do to identify my PCP? 

Upon enrolling in the BCN HMO plan, you will need to either provide Mary Dare with 

the name and their National Provider ID (a 10-digit number).  If you need to change 

your PCP you will log into your account on www.bcbsm.com and select your primary 

care provider.   

 

7. Once I identify a PCP, do I have to continue to stay with him/her? 

No, you are able to change your PCP at any time. 

 

8. What happens if when I identify my PCP their profile says that they are not 

accepting new patients? 

If you are not already a patient of the provider, they may not take new patients and 

you will have to select another PCP.  However, if you are a current patient and newly 

enrolling, you will need to call BCBSM and register with a BCBSM representative 

over the phone. 

 

9. If I am, and/or my family is traveling, how does BCN HMO plan work for either 

Urgent Care or Emergency Room Services?  What is considered “traveling”? What 

about dependents living out of state? 

All Urgent care facilities and Emergency Rooms are treated as in-network, regardless 

if you are 2 miles away from home or 2,000.  A child living out of state would have 

the same coverage at an Urgent Care or Emergency Room where they are living.  

With regards to other providers for the dependent living outside of Michigan 

(internal medicine, chiropractor, etc.), a referral would need to be made by the 

dependents PCP that is located in Michigan to the provider in the state where they 

are living. At that point the provider would be considered in-network for the BCN 

HMO plan. 

 

 

http://www.bcbsm.com/
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10. I currently use a C-PAP machine at night.  Is the coverage for this equipment the 

same as I currently have under MESSA? 

Although the coverage is the same, what may be different is the type/brand of your 

machine.  You will want to make sure that the equipment you use is approved 

equipment under the HMO Plan.  See the additional contact information for BCN 

under the “FAQ and Other Information” section under the 2018 Enrollment 

Information on the LESA web site.  

 

11. Do I need to get a referral for a provider from my PCP each time I go and see that 

provider? 

No, you only need to get a referral once a year for a provider from your PCP. For 

example, if you have a dermatologist that you want to go see, you could have your 

PCP write the referral to cover the entire year. 

 

12. Will I need to go into the office to pick up a paper referral to take to the provider? 

No, all referrals are done electronically by the PCP’s office. 

 

13. Do I need to go in and meet with my PCP to get a referral for another provider? 

It depends on your relationship with your PCP. In all likelihood if you have been 

having a health issue addressed on an ongoing basis, your PCP probably would be 

willing to talk to you over the phone and issue the referral.  However, if it is a new 

health issue, odds are they would want to see you. 

 

14. How do referrals to the Mayo Clinic or Cleveland Clinic work? 

If your PCP requests a referral to either of these facilities, the medical records will be 

reviewed, and then BCBSM will look in the current HMO and PPO networks to see 

what is available, and may re-direct to a BCBSM/BCN provider or approve your 

request if a provider cannot be found that addresses your medical issue.  

 

 

Questions Specifically Related to Simply Blue PPO Plan & Community Blue PPO Plan 

1. What is the main difference between the Community Blue and Simply Blue 

plans? 

Along with various visit limits (i.e. chiropractic, OT/PT/Speech) the major 

difference between the Community Blue and Simply Blue plans is that if an 

in-network provider refers you to a doctor that is out of the BCBSM network, 

they are treated as in-network on the Community Blue Program. An out –of-

network provider is treated as out-of-network in the Simply Blue plan. 
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         Questions Related to Flexible Spending Accounts (FSA) and Health Savings 

Accounts (HSA) 

 

1. Am I allowed to have a HSA with a low-deductible plan? 

No, the IRS limits the use of an HSA to having coverage through a first-dollar, high 

deductible plan (i.e. the BCN HMO HSA and the Simply Blue PPO HSA plans). 

 

2. What plan can I have a FSA with? 

You can have a FSA plan with any of the four plans offered through open enrollment 

OR if you elect to decline coverage through the Agency, as long as your spouse does 

not have you covered under a high-deductible plan through their employer.  If that 

is the case, then you would only be able to utilize a limited-purpose FSA. 

 

3. Am I able to have a FSA and an HSA during the same year? 

Yes and No.  You are able to have a HSA plan and a Limited Purpose FSA in the same 

year.  However, you are not able to have a full FSA and a HSA in the same year. 

 

4. What is a Limited Purpose FSA? 

This is just like the full FSA except that you are only able to use the money put into 

the Limited Purpose FSA for dental and/or vision expenses. 

 

5. What is the difference between a FSA and an HSA? 

The following chart gives the details of the main differences between a FSA and a 

HSA: 

 FSA HSA 

Can have with a low-

deductible plan 

Yes No 

Can have with a high-

deductible plan 

Yes Yes 

When do contributions 

start? 

On the first pay of the 

play year. 

Flexible – contributions 

can start any time during 

the plan year 

When do contributions 

end? 

On the last pay of the 

plan year. 

Flexible – contributions 

can end any time during 

the plan year. 

Can I adjust the amount 

of my contribution during 

the plan year? 

No Yes 

Can I stop my 

contributions during the 

plan year? 

No. Once elected, your 

contribution election is 

irrevocable. 

Yes 
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When are my funds 

available to me to use? 

From the first day of the 

plan year (January 1) 

When the fund are 

posted to your HSA 

account. 

Do my funds carry over 

until they are fully used? 

No. Funds in a FSA are 

use it or lose it. 

Yes 

 

How much am I able to 

contribute to my 

account? 

For 2018, an individual 

may contribute up to 

$2,650. 

For 2018,  individuals can 

contribute up to $3,450 

and families up to $6,900. 

 

6. I am in a high-deductible plan and decided not to start contributing to my HSA at 

the beginning of the year and I ended up in the emergency room in March. If I start 

my HSA deduction in April, can I pay for the costs related to my emergency room 

visit in March? 

Unfortunately, no.  In order to cover those costs, you would have had to start your 

contributions to your HSA account prior to the emergency room visit.  

 

7. I am in a high-deductible plan and I started contributing to my HSA at the beginning 

of the year.  I ended up in the emergency room in March, but I do not have enough 

in my HSA to cover the costs of the visit.  If I up my contribution in April, am I able to 

pay for the costs related to my emergency room visit in March with those additional 

funds? 

Yes.  As long as you started your HSA deduction prior to the service being rendered, 

you can adjust and “make up” for any cost you may incur. 

 

8. What are the times I can change my HSA contribution amount? 

You can adjust your HSA contribution at any time during the year. 

 

9. I have an FSA this year and will be doing a FSA again next year.  Will my card be the 

same or will I receive a new card? 

The same company will be managing the FSA accounts, so your card will stay the 

same.  

 

10. I have a HSA account this year with Health Equity.  What will happen to my balance 

in that account?  Where will my new contributions go for next year? 

The balance in your Health Equity account will remain with Health Equity.  BCBSM 

also uses Health Equity to manage the HSA plan, so your new contributions will go 

to Health Equity also and be combined with your current account. 

 

11. If I currently have a FSA or HSA account and I want to contribute the same amount 

next year, do I need to complete a new form for that deduction or will it continue 

from this year? 

You will need to complete a new form or $-0- will come out of your check. 

 



10 | P a g e  
 

12. If I have durable medical equipment (DME) expenses that are not covered by the 

plan, can I use my FSA or HSA to pay for them? 

Yes, for any DME expenses prescribed by a provider that are not covered by the 

insurance plan, you are able to use your FSA (full, not limited purpose) or HSA 

account.  So far we have had confirmed that in order to cover compression socks, 

they have to be rated 30-40 mmHg or above. 

 

13. If I spend $500 of my FSA for glasses, will that expense apply against my deductible 

on my medical plan?  

Although you can use your FSA to pay for medical, dental and vision expenses, your 

payments made for vision (or dental) expenses will not go against your medical 

deductible. 

 

14. I would like to sign up for a HSA (with my high-deductible plan) but my spouse is on 

Medicare.  Am I allowed to do this? 

Given that the HSA is in the employee’s name, yes, the employee is able to 

contribute to an HSA even if their spouse is on Medicare.  

 

15. I currently have a FSA and I will be moving to a high deductible plan for 2018, and 

would like to start an HSA.  What happens to the remaining money in my FSA? 

If you want to contribute to a HSA in 2018 you will need to roll your FSA into a 

limited purpose FSA, where you are only able to spend that money on Dental and 

Vision expenses.  The other option is that you do not start an HSA in 2018 and you 

use the $500 that is rolled over for your medical expenses.  You would be able to 

start your HSA in the 2019 year when the carryover expires. 

 

 

 

  

 

 

 

 


