
GRAND VALLEY STATE UNIVERSITY 

SCHEDULE OF MEDICAL BENEFITS 

Preferred Provider Organization (PPO) Plan - Retiree Plan 
Effective Date: January 1, 2022 

Plan year: The 12 month period beginning each January 1 and ending each December 31. 

Network Benefits are provided by a network provider (except as otherwise provided by the summary plan description (SPD)), 
and may require prior certification with the Benefit Administrator (except in a medical emergency). For a directory of Priority 
Health and Cigna Open Access network providers, call the Customer Service Department at 616 956-1954 or 800 956-1954 or 
access the Find a Doctor tool on the Priority Health website at priorityhealth.com. For a current status of Upper Peninsula 
Health Plan (UPHP) Network providers, visit their website at www.uphp.com. 

Non-Network Benefits are provided by non-network providers. Services may require the satisfaction of deductibles and 
coinsurance amounts, and are subject to reasonable and customary charges. Some benefits must be prior certified with the 
Benefit Administrator (except in a medical emergency). 

Prior Certification: Prior certification is required for all inpatient hospital or facility services. Non-emergency admissions 
must be prior certified at least five working days before admission. For emergency admissions, you must notify the Benefit 
Administrator as soon as reasonably possible after admission. You or your physician must call (800) 269-1260 to prior certify 
services. If you are receiving intensive treatment for mental health services, including inpatient hospitalization and partial 
hospitalization, you must notify the Behavioral Health Department as soon as possible for assistance. Call the Behavioral 
Health department at (616) 464-8500 or (800) 673-8043 for assistance. You do not need prior approval from Benefit 
Administrator for hospital stays for a mother and her newborn of up to 48 hours following a vaginal delivery and 96 hours 
following a cesarean section. Other services requiring prior certification are: 

• Home Health Care
• Skilled Nursing, Sub acute & Long-term Acute Facility Care
• Inpatient Rehabilitation Care
• Durable Medical Equipment over $1,000

• Pain Management Services
• Gender Dysphoria or Reassignment Services

• Transplants
• Advanced Diagnostic Imaging Services
• Prosthetic Devices over $1,000
• Morbid Obesity Treatment

The full list of services that require prior certification is included in the SPD and may be updated from time to time. A current 
listing is also available by calling the Priority Health Customer Service Department at (616) 956-1954 or (800) 956-1954. 
Other services may be prior certified by you or your provider to determine medical/clinical necessity before treatment. Prior 
certification is not a guarantee of coverage or a final determination of benefits under this plan. 

Network deductible and coinsurance maximum amounts apply to non-network deductible and coinsurance maximum amounts, 
and non-network deductible and coinsurance maximum amounts apply to network deductible and coinsurance maximum 
amounts. 

The following information is provided as a summary of benefits available under your plan. This summary is not intended as a 
substitute for your SPD. It is not a binding contract. Limitations and exclusions apply to benefits listed below. A complete 
listing of covered services, limitations and exclusions is contained in the SPD and any applicable amendments to the plan. 

BENEFITS 

Deductibles 

Benefit Percentage Rate 

Coinsurance Maximums 

Out-of-Pocket Limit (Annual out-of-
pocket costs for health care, including 
deductibles, co-insurance and co-
payments, are limited under the ACA.) 

Reduction of Benefits Penalty 

GVSU 

Retiree PPO Plan 

NETWORK BENEFITS NON-NETWORK BENEFITS 

$250 per individual; $500 per individual; 
$500 per family per plan year $1,000 per family per plan year 

90% paid by the plan; 10% paid by the 70% paid by the plan; 30% paid by the 
participant, unless otherwise noted. participant, unless otherwise noted. 

$1,000 per individual; $2,000 per $2,500 per individual; $5,000 per 
family per plan year. All services apply family per plan year. All services apply 
to the maximum except as noted. to the maximum except as noted. 
Please note the deductible does not Please note the deductible does not 

aoolv to the coinsurance maximum. aoolv to the coinsurance maximum. 

$8,700 per individual; $8,700 per individual; 
$17,400 per family per plan year. $17,400 per family per plan year. 

$300 penalty if not prior certified. 
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