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MACOMB COUNTY PROFESSIONAL DEPUTY SHERIFF'S ASSOCIATION

INTRODUCTION

THIS AGREEMENT was entered into the 1% day of January 1, 2023, between the COUNTY OF MACOMB, hereinafter
referred to as "EMPLOYER" and/cr "COUNTY", and the MACOMB COUNTY PROFESSIONAL DEPUTY SHERIFF'S
ASSOCIATION, hereinafter referred to as "ASSOCIATION", acting on behalf of the Employees within the unit for which
the ASSOCIATION has been recognized as sole bargaining agent.

The provisions of this AGREEMENT shall apply to all Employees regardless of religion, race, color, national origin,
age, height, weight, familial status, marital status, sex, sexual orientation, gender identity.

PURPOSE AND INTENT

The general purpose of this Agreement is to set forth terms and conditions of employment, and to promote orderly
and peaceful labor relations for the mutual interest of the Employer, Employees and Asscciation.

The parties recognize that the interest of the community and the job security of the Employees depend upon the
Employer's success in establishing a proper service to the community.

The Employer and Association encourage, to the fullest degree, friendly and cooperative relations between the
representatives at all levels and among all Employees.

The parties hereto also recognize that it is essential for the health, safety, and public welfare of the County that
services to the public be without interruption, and that the right to strike is forbidden by the statutes of the State of
Michigan. Any Employee guilty of engaging in a slow down, work stoppage, or strike, shall be subject to disciplinary
action up to and including discharge.

To these ends, it is mutually agreed that communication of views and ideas on Sheriff Department matters, the
orderly resolution of grievances, the maintenance of discipline and the promotion of efficiency is essential to the well
being of the Department,

ARTICLE 1

RECOGNITION

A, Pursuant to and in accordance with all applicable provision of Act 379 of the Public Acts of 1965, as amended,
the Employer recognizes the Macomb County Professional Deputy Sheriff's Association (M.C.P.D.S.A.) as the
sole Collective Bargaining Agent for non-supetvisory Employees of the Macomb County Sheriff's Department,
as set forth in Paragraph B, below.

B. The County of Macomb recognizes the Macomb County Professional Deputy Sheriff's Association as the
exclusive bargaining representative on behalf of all Sheriff Department Corrections Deputies, excluding all
other Employees of the Department, for purposes of collective bargaining with respect to rates of pay, wages,
hours of employment, and other conditions of employment.

ARTICLE 2

DUES/SERVICE FEE COLLECTION

A The current or future employment of bargaining unit Employees is not contingent upon membership in the
Association or the payment of Association dues or fees.

B. The Employer agrees to make Association payroll deductions once each month from the second pay of the
Employees who have authorized that such deductions be made as set forth in Subsections D and E.



The Employer shall transmit such deductions, together with a list of Employees paying same, to the Treasurer
of the Association as designated In writing by the Association and shall do so as soon as possible after the
deduction, but no later than the 10th day of the following month. As soon as practicable following the decision
to hire a new Employee into the bargaining unit, the Employer shall notify the Association of newly-hired
bargaining unit Employees and provide the Association an opportunity to meet with newly-hired bargaining
unit Employees to discuss the Employees’ options with respect to becoming or not becoming a member of
the Association.

Any Employee who becomes a member of the Association after June 27, 2018, may sign the Association’s
Application for Association Membership and Authorized Dues Deduction Card, and shall do so with the
understanding that the dues authorization and assignment shall be irrevocable for the term of the applicable
contract between the Association and the Employer or for one year, whichever is the lesser, and shall
automatically renew itself for successive yearly or applicable contract periods thereafter, whichever is the
lesser, unless the Employee gives written notice to the Employer and the Association at least sixty (60) days,
but not more than ninety (90) days before any periodic renewal date of this authorization and assignment of
the Employee’s desire to revoke same. Such authorization and assignment is voluntary and not conditioned
upon present or future membership in the Association.

The Employer shall not make any Association payroll deductions from any Employee without written
authorization from the Employee. In the case of an Employee who becomes a member after June 27, 2018,
written authorization must be in the form of a signed and completed Application for Association Membership
and Authorized Dues Deduction Card, as well as any additional written authorization as the Employer may
require. In the event the terms of the Employer's written authorization conflicts with the terms of the
Assoclation’s Card, the terms of the Card shall be controlling. For an Employee who became a member prior
to June 27, 2018, the Employer must have from the Employee written authorization showing the Employee’s
dlear intent to participate in Association payroll deductions.

Employees may resign their Association membership at any time by notifying the Association, but may still
be responsible for payroll deductions as set forth in Subsection D.

Deductions for any calendar month shall be remitted to the Association. In the event that a refund is due to
any Employee for any sums deducted from wages and paid to the Association, it shall be the responsibility
of such Employee to cbtain the appropriate refund from the Association. '

The Employer shall not be liable for the remittance or payment of any sums other than those constituting
actual deductions made. If the Employer fails to make a deduction for any Employee as provided, it shall
make that deduction from the Employee's next pay period in which such deduction is normally deducted after
the error has been called to its attention by the Employee or the Association.

If there is an increase or decrease in Assoclation payroll deductions, as determined and established by the
Association, such changes shall become effective upon the second pay period following notice from the
Association to the Employer of the new amount(s).

ARTICLE 3
REPRESENTATION

Association business shall not be conducted during working hours or in County Areas, except as provided by
this Agreement.

The Association may be represented in collective bargaining negotiations with the County by a committee
comprised of not more than five (5) members of the Association. Of the five (5) members of the Association
Bargaining Committee, a maximum of three (3) members can be on duty during collective bargaining
negotiations. The three (3) members, only, shall not lose wages or benefits during time spent while attending
negotiations. Additionally, the Association may designate any outside person or organization as its official
representative.



Employees covered by this Agreement shall be represented for purposes of filing grievances by a Steward or
Executive Board Member as hereinafter provided. The Steward or Executive Board Member, during their
regular working hours, without loss of time or pay, may investigate and present grievances to the Employer;
provided, however, that if such Steward or Executive Board Member requires more than one (1) hour to
investigate and present said grievance, a request shall be made for additicnal time to the immediate
supervisor. The privilege of Stewards and elected Association officials leaving their work during regular
working hours without loss of time or pay is subject to the understanding that the time will be devoted to the
proper handling of grievance matters and will not be abused, and that Stewards and elected Association
officials will perform their regularly assigned duties, except as provided herein.

There shall be three (3) Stewards as follows:

DAY SHIFT One (1)
AFTERNOON SHIFT One (1)
MIDNIGHT SHIFT One (1)

The Sheriff agrees to continue his present practice of communicating with the proper Association
Representatives prior to implementing anticipated changes in policies encompassing subject matter contained
in the General Orders, Special Orders and/or Department Memorandum affecting written or verbal policy.
The Association will be afforded reasonable time to offer its response prior to implementation, which response
will be given due consideration.

Emergency exceptions to policy will be implemented, with subsequent communication, as expressed herein,
ARTICLE 4
GRIEVANCE PROCEDURE

The parties intend that the grievance procedure as set forth herein shall serve as a means for a peaceful
settlement of all disputes that may arise between them conceming the interpretation or operation of this
Agreement without any interruption or disturbance in the normal operations of the County.

It shall be the firm policy of the Employer to ensure to its Employees and to the Association the opportunity
to have the unobstructed use of this grievance procedure without fear of reprisal or without prejudice in any
manner to employment status.

Grievances shall be filed within fifteen (15) days of the event, occurrence or circumstances constituting the
subject matter of the grievance.

The parties, recognizing that an orderly grievance procedure is necessary, agree that each step must be
adhered to within the designated time period; provided, however, that the time limits of the grievance
procedure may be extended upon mutual agreement of the Association and the Employer.

If either party fails to timely appeal an answer at any step after Step 1 of the Grievance Procedure, said
grievance shall automatically progress to the next step in accordance with the procedures contained herein.
Exception is made in those instances where the parties have agreed to settle a grievance on the basis of the
last answer. Exception is also made with regard to medical grievances, where the Association shall have an
additional 60 days from receipt of the Employer's answer.

Every Employee of the bargaining unit shall have the right to present a grievance in accordance with the
procedure provided herein. The informal resolution of differences or grievances is encouraged at the lowest
possible level of supervision.

Immediate supervisors, commanding officers and reviewing officers shall consider promptly all grievances
presented to them and, within the scope of their authority, take timely action as is required.



Grievances affecting more than one (1) employee may be treated as policy grievances and entered at the
third (3rd) step of the grievance procedure by the Association.

In instances where the subject matter of the grievance lies within the jurisdiction of a specific County agency,
e.g., Payroll, etc., the grievance steps may be reduced by mutual agreement in order to bring the grievance
to the agency's immediate attention for a recommendation as to the action to be taken at Step 3.

Grievances shall be processed according to the following pracedures:

1.

STEP 1: An Employee who believes he/she has a grievance may discuss the complaint with the
immediate supervisor or designee, with or without the presence of the Steward. The parties shall
discuss the grievance in an informal manner and shall make every effort to reach a satisfactory
settiement at this point. The Employee shall have the right to discuss the complaint with the Steward
before any discussion takes place with the supervisor. If possible, a supervisor will make
arrangements for the Employee to be off the job for a reasonable perfod of time in order to discuss
the complaint with the Steward. The past practice of Employees discussing grievances with the
Steward at the beginning and/or end of the shift shall continue.

STEP 2: If the matter is not settled through informal discussion as provided in Step 1, within fifteen
(15) days following the discussion, said grievance may be submitted in written form by the individual
grievant, co-signed by the Steward and/or Executive Board Member or, in the case of a policy
grievance, by the Steward and/or Executive Board Member only, to such immediate supervisor. The
written grievance shall set forth the nature of the grievance, the date of the matter complained of,
the name(s) of the Employee(s) involved, so far as diligent effort will allow, and the provisions of
this Agreement, if any, that the grievant claims have been violated. The supervisor's answer shall
set forth the facts taken into account in answering the grievance. The written answer shall be
presented to the Steward within five (5) days after receipt.

STEP 3: If the grievance is not satisfactorily adjusted, it shall be referred to the Steward and/or
Executive Board Member who may appeal such grievance to the Sheriff, or in the absence of the
Sheriff, a designee, within fifteen (15) days. The Sheriff, or designee, shall hold a meeting to discuss
the grievance with the Steward, Association President, or designee, and the aggrieved Employee
within five (5) days of receipt of the grievance. If not satisfactorily adjusted at this meeting, the
Sheriff, or designee, shall give a written answer within ten (10) days of such meeting.

STEP 4: If not satisfactorily settled in Steps 1, 2, and 3, the grievance may be submitted in writing
by the Association President, or designee, to the Director, Human Resources and Labor Relations, or
designee, within fifteen (15) days. A meeting between said Director, Human Resources and Labor
Relations, or designee, and a committee of the Association composed of the President, or designee,
or both and the grievant's Steward or representative, shall be held within twenty (20) days after
submission to the Director, Human Resources and Labor Relations, or designee. If not satisfactorily
adjusted at this meeting, the Director, Human Resources and Labor Relations, or designee, shall give
a written answer within ten (10) days of the meeting.

GRIEVANCE MEDIATION: If the grievance is not resolved at Step 3 of the grievance procedure,
either party may pursue the matter to Mediation by filing a request with the Michigan Employment
Relations Commission (MERC) and notifying the other party concurrently within five (5) days of the
grievance meeting. If the mediation process is unsuccessful, either party shall have the right to
move the matter to arbitration.

STEP 5: ARBITRATION: If the grievance is not resolved at Step 3 or Step 4 or through grievance
mediation, if invoked, the Union President or designee has thirty (30) days from the Step 3 answer
or Step 4 answer, or the date of the decision issued by the mediator, if invoked, to file a Notice of
Intent to Arbitrate, by sending a letter to the Director, Human Resources and Labor Relations. If the
Union President or designee falls to request arbitration within this time limit, the grievance shall be

4



deemed not eligible to go to arbitration.

SELECTION OF THE ARBITRATOR:

Within thirty (30) days of the Notice of Intent to Arbitrate, the County and the Association shall attempt
to mutually select an Arbitrator. In the event that the parties cannot agree upon an Arbitrator to hear
the unresolved grievance within that thirty (30) days, the Union will have an additional ten (10) days
to request the Michigan Employment Relations Commission (MERC) provide a list of impartial
arbitrators in accordance with its applicable rules and regulations. Any grievance not scheduled in
accordance with this procedure is considered settled and not subject to further review.

Upon mutual written agreement of the Parties, an arbitrator may hear more than one case.

The party seeking arbitration shall notify the arbitrator within 10 days of their mutual selection and begin
to arrange the scheduling of the arbitration hearing.

AUTHORITY OF THE ARBITRATOR:

1.

All arbitration hearings shall be governed by the rules of the Michigan Employment Refations Commission
{MERC).

Any Arbitrator selected shall have only the functions set forth herein. The scope and extent of the
jurisdiction of the Arbitrator shall only extend and be limited to those grievances arising out of and
pertaining to the respective rights of the parties within the four (4) comers of this Agreement, and
pertaining to the interpretation thereof. The Arbitrator shall be without power or authority to make any
decision contrary to, or inconsistent with, or madifying or varying in any way, the terms of this Agreement
or applicable laws or rules or regulations having the force and effect of law.

To the extent that the laws of the State of Michigan permit, it is agreed that the Arbitrator's decision shall
be final and binding on the Union and its members, the Employee or Employees involved, and the
Employer. There shall be no appeal from any such decision unless the decision extends beyond the limits
of the powers and jurisdiction herein conferred upon such Arbitrator.

In matters concerning discipline imposed, the arbitrator shall have the authority to sustain, overrule or
mitigate the disciplinary action.

The decision of the arbitrator shall be in writing and due within thirty (30) days of the close of the
hearing. This time [imit may be waived by mutual written consent of the Parties.

The fees and approved expenses of the Arbitrator, shall be paid by the party who does not prevail in the
case as determined by the Arbitrator. In the event that each party prevails in part, the fees and approved
expenses of the Arbitrator shall be shared equally by the parties.

GENERAL CONDITIONS:

1.

Withdrawal Of Grievances: A grievance may be withdrawn and, if so withdrawn, all financial liability
shall be cancelled, unless agreed otherwise. If the grievance is reinstated, the financial responsibility
shall date only from the date of reinstatement. If the grievance is not reinstated within fifteen (15)
days from the date of withdrawal, the grievance shall not be reinstated.

Computation Of Back Wages: All claims for back wages shall be limited to the amount of straight time
wages less any unemployment compensation or compensation for any employment or received from
other sources during the period in question.



Time Of Appeals: Any grievance not appealed within the time specified in the particular step of the
Grievance Procedure, shall be considered settled and not subject to further review. In the event that
the Employer shall fail to supply the Union with its answer in writing to the particular step within the
specified time limits, the Union may appeal the grievance to the next step with the time limit for
exercising said appeal, commencing with the expiration date of the Employer's period for answer.

Time limits may be extended or shortened by mutual written consent of the Parties,

The aggrieved, the Association representative and prospective witnesses shall not lose pay or benefits for
the time off the job while attending the arbitration proceedings; provided, however, that attendance by
such on duty arbitration participants shall be subject to the approval of the Sheriff, or designated
representative, In accordance with manpower requirements. The aggrieved and prospective witnesses, if
on duty, shall be afforded time away from the job without loss of pay for meetings held with legal counsel
for the purpose of arbitration preparation. The Employer will provide meeting space onsite for preparatory
meetings; however in the event that preparatory meetings must be held offsite, there shall be no more
than one (1) employee allowed away from the job at any time, and not to exceed three (3) hours, unless
authorized by the Sheriff, or designated representative. Seventy-two (72) hours notice must be given by
the employee directly to the Jail Captain and shall be subject to appraval, in accordance with manpower
requirements. In the event in which an exigent circumstance arises, the employee may be called back
and required to return to the job.

All records, reports and other information pertaining to a grievance which are to be utilized in an
arbitration proceeding shall be made available for inspection by the Association, provided a request for
the specific documents is made.

Notwithstanding any other provisions herein, an individual Employee(s) may present a grievance to the
Employer and have it adjusted without the intervention of the Steward or Asscciation Deputies; provided,
however, that the Employer has given the Steward and Association Deputies notice and an opportunity
to be present at such adjustment. In no event shall any such adjustment be contrary to or inconsistent
with the terms of any Agreement between the Employer and the Association.

The settlement of any grievance shall be reduced to writing and signed by a representative of the County,
a member of the Association Executive Board and the affected Employee's Steward (if applicable).

All references to days as they pertain to the Grievance Procedure shall mean "working days.” They do
not include Saturdays, Sundays and designated holidays.

ARTICLE 5
EMPLOYEE'S BILL OF RIGHTS
No Employee shall be ordered or coerced, in any manner, to submit to a polygraph examination, a lie detector
or similar test, chemicals such as Sodium Pentothal, or truth serum or similar tests, by whatever name called,

for any reason, unless such member shall demand an examination and/or test in writing.

No Employee shall be discharged, disciplined, or in any way discriminated against for refusing or declining to
submit to a polygraph examination, lie detector or similar test by whatever name called.

The Employer, or its agent, shall not utilize any type of recording or electranic surveillance device to record
or transcribe any conversation between the Employer and any Employee, unless discdosure of such device is
made to the Employee prior to such conversation.

Except when on duty, or when acting in an official capacity, no Employee shall be prohibited from engaging
in political activity or be denied the right to refrain from engaging in political activity.

Employees shall have the right to bring civil suit against any person, group of persons, organization or



corporation, or the head of such organization or corporation, for damages suffered, either pecuniary or
otherwise, and/or for abridgement of their civil rights, arising out of the Employee's performance of official
duties,

Nothing of an adverse nature shall be added to an Employee's personnel file without prior written
acknowledgement by the Employee. In the event an Employee refuses to acknowledge receipt of any such
matter to be added to the personnel! file, it shall be so noted and witnessed by the Employee's Association
representative and then filed.

The Employee’s files shall not be made available to any person or organization other than the Employer
and Employee without the Employee’s express authorization, unless pursuant to Court order or as
otherwise provided by law.

No Employee shall be required or requested, for purposes of assignment or other personnel action, to disclose
any item of his/her property, income, assets, source of income, debts, or personal domestic expenditures
(including those of any member of his/her family or household), unless such information is obtained under
proper legal procedures or tends to indicate a conflict of interest with respect to the performance of the
Employee's official duties. This paragraph shall not prevent inquiries made by authorized agents of legally
constituted agencies in accordance with acceptable and legally established procedures.

Whenever any Employeea is under investigation or subjected to interrogation by members of this or any cther
investigative agency, for any reason which could lead to disciplinary action, demotion, dismissal or criminal
charges, such investigation or interrogation shall be conducted under the following conditions:

1 The interrogation shall be conducted at a reasonable hour, preferably, but not necessarily limited to,
when the Employee is on duty.

2. Any Employee, upon his/her request, shall have the right to be represented by counsel and/or
Association representatives of the Employee's choice, prior to and during the making of any
statements, written or verbal, concerning any act, incident or occurrence, from which disciplinary
action, criminal prosecution or civil suit may possibly result.

3. The Employee under investigation shall be informed of the rank, name and command of the Officer
in charge of the investigation, the interrogating Officer and all persons present during the
interrogation.

4, Prior to any questioning, the Employee under investigation shall be informed of the nature of the

investigation and the name of the complainant.

5. Interrogating sessions shall be for reasonable periods and shall be timed to allow for such personal
necessities and rest periods as are reasonably necessary.

6. The Employee under interrogation shall not be subjected to offensive language or threatened with
transfer, dismissal, or any disciplinary action. No promise or reward shall be made as an inducement
to answering any question.

7. The complete interrogation of any Employee, including all recess periods, shall be recorded and there
shall be no unrecorded questions or statements.

8. If the Employee under interrogation is under arrest, or is likely to be placed under arrest as a result
of the interrogation, hefshe shail be completely informed of all his/her rights prior to the
commencement of the interrogation. ~

Employees will not be deprived of liberty or property without due process of law, nor denied the equal.
protection of the laws.

Any Employee involved in a shooting shall not be bound, as a condition of employment, to make a written or
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oral statement, or submit a preliminary crime report, until such time as the Employee has been able to contact
an Association representative and has had a reasonable time to discuss the incident with an Asscciation
attorney. The attorney shall be permitted to counsel the Deputy during preparation of the preliminary crime
report or any other oral or written statement that may be required. Subject to consultation with the attorney,
under all circurnstances, an Employee shall be required to submit his/her P.C.R. as a condition of employment.
Additionally, when requested by a Command Officer at the shooting scene, an Employee shall be required,
as a condition of continued employment, to inform said Command Officer who fired the shots, the direction
at which they were fired and the direction of any escaping perpetrator.

An Employee's locker shall not be opened for any reason, including inspection, without the Employee or an
Association representative being present. In no event shall an Employee's locker be opened in order to
search through personal property, without the Employee's consent.

Command Officers shall treat Employees under their command in a respectful, dignified and professional
manner and, if possible, shall give disciplinary advice to an Employee in private, not in the presence of other
Employees.

No Employee shall be favared or discriminated against, nor disciplined, demoted or transferred for exercising
any of the above rights, or any rights afforded him/her by this Agreement.

ARTICLE 6

DISCIPLINARY PROCEEDINGS

The Parties hereto agree that all aspects of disciplinary proceedings shall be conducted only in accordance
with the procedures contained in this Article.

No Employee shall be discharged, demoted, or otherwise disciplined except for just cause. Disciplinary action
may include oral reprimand, written reprimand, suspension, demotion and discharge. Although the Employer
recognizes progressive discipline, nothing in this section shall prevent the Employer from appropriately
disciplining an employee, should circumstances warrant, up to and including discharge. All disciplinary
measures, including written reprimands through discharge, sought to be imposed upon Employees shall be
based upon specific written charges which give reasonable notice to the Employee of the nature of the
charged offenses and the facts relating thereto. A copy of such.charges shall immediately be forwarded to
the Association and the charged Employee.

Except in situations requiring immediate action, no disciplinary measures, which result in the suspension,
demotion or discharge of an employee, shall be implemented until there has been a full and complete
investigation of the matter, and the Employee has been furnished with a written statement of the charges
and reasons, as outlined in Paragraph B. Any such investigation must commence within 90 days of the
alleged violation being made known to, or should have been known by, a member of Command staff or
above.

Any disciplinary action, including reprimands, taken by the Shetiff or his representative may be appealed by
the Employee to the Sheriff with a copy to the County Human Resources and Labor Relations Director within
five (5) days (excluding weekends and holidays) from the date of service of the charges of the Employee.

The Employee has the right to appeal any disciplinary action taken by the Sheriff, or his representative, by
filing a grievance which is automatically processed at Step 3 of the Grievance Procedure. In the event that
disciplinary action is appealed to the Grievance Procedure, and said grievance is not satisfactorily settled at
Step 3 or 4, it may be appealed to Arbitration in accordance with Article 4, Grievance Procedure, Step 5.

An Employee's decision to appeal a disciplinary action pursuant to the grievance procedure shall be the
exclusive method of appealing discipline actions and shall not have any appeal rights as provided under PA
298 of 1966.



NOTICE OF APPEAL - OPTION AND WAIVER FORM

I, (Employee's Name) , hereby give notice that I am appealing the imposition of the (degree
of action) _disciplinary action taken against me on or about __(date).

Received By:

Employee's Name
Dated:

Address
Witnessed By:

FOR MACOMB COUNTY PROFESSIONAL
DEPUTY SHERIFF'S ASSOCIATION

In the event that there are criminal charges in conjunction with a disciplinary investigation, the Employee
may request that disciplinary action or appeal shall not proceed, and that the process be held in abeyance
pending resolution of the underlying criminal charges. If the Employee makes such a request, they may be
placed in an unpaid leave status during the pendency of their criminal proceeding and until the discipline
appeal is concluded and/or they are returned to active status. During this leave of absence, the Employee
shall not be eligible to accrue or receive fringe benefits and their senfority date shall be tolled until the
conciusion of the internal proceeding. Medical, dental and vision coverage are not considered fringe benefits
for this paragraph only and will continue during the pendency of said investigation.

Nothing in the foregoing sections shall be construed to prejudice, or understood to constitute a waiver of, an
Employee's right to lost wages or benefits in the event said Employee is returned to active employment.

In no event shall the disciplinary action imposed at the initial stage of the disciplinary proceedings be
increased or broadened at any stage of this appeal process.

In the event that an Employee shall agree to and accept the reprimand or di;.;ciplinary action imposed by the
Sheriff, or his designated representative, it shall be final and binding upon all parties.

In all cases of disciplinary proceedings, the Employee being investigated or questioned shall be entitled, upon
request of said Employee, to Association representation by a duly elected or appeinted Association Official
and/or Association attorney. Nothing in the foregoing shall abridge the right of a Command Officer to counsel,
advise, and/or instruct an Employee under his/her command in private, provided such is accomplished in a
civil tone,

Before any reprimand is placed in an Employee's file, it shall be explained by the Supervisor to the Employee
and receipt of a copy thereof shall be acknowledged by the Employee on the file copies.

Records of disciplinary actions shall remain in the employee's personnel file for a period of two (2) years,
unless, prior to the end of said two (2) year period, the employee is disciplined for a similar incident. In
such case, the records of both disciplinary actions shall be maintained in the employee's personnel file for
an additional two (2) years, or a total of four (4) years for each incident based upon the date of occurrence.

The Sheriff's ability for disciplinary demations into this bargaining unit, beyond the established probationary
periods, shall be limited to Deputies within twenty four (24} months from leaving this bargaining unit.



ARTICLE 7

EMPLOYEE DEFINED

A regular full-time employee is an individual employed in a full-time budgeted position and regularly
scheduled to work forty (40) hours per week for six (6) consecutive months. Full-time employees are entitled
to benefits as specifically outlined in this Labor Agreement.

A regular part-time employee is an individual employed in a part-time budgeted position and regularly
scheduled to work thirty-two (32) or less hours per week for six (6) consecutive months. Regular part-time
employees shall not be entitled to any benefits pursuant to this Labor Agreement.

ARTICLE 8

PROBATIONARY PERIOD

Newily hired Employees will serve a probationary period of twelve (12) months during which time an Employee
may be terminated by the Employer. During this twelve (12) month probationary period, new Employees
shall have the benefit of union representation, however, no disciplinary dispute or

termination arising during this probationary pericd shall be made the subject of a grievance or processed
through the grievance procedure herein except those based upon union or political activities.

It is expressly understood that members of the bargaining unit who have been reclassified into a higher paid
classification shali be required to serve a probationary period in the new classification. In the event that the
Employee does not satisfactorily complete the aforementioned probaticnary period, said Employee shall be
returned to the first occurring vacancy in his/her former dassification and shall perform the remainder, if any,
of his/her twelve (12) maonths of probation remaining in that classification.

ARTICLE 9
SENIORITY

Departmentai seniority of a new Employee shall commence after the Employee has completed the twelve
(12} month probationary period and shall be retroactive from the initial date of full-time employment with
the Department, in accordance with Civil Service regulations.

Classification senicrity shall commence when an employee is placed in a classification and shall continue until
such time as said Employee is placed in a different classification. The time spent in the previous classification
shall be frozen in its entirety. If the employee reverts back to the former classification, the Employee shall
receive full credit for the time previously spent in that classification. An Employee who is placed in a higher
classification and successfully completes the probationary period shall accrue classification seniority
retroactive to the date of the initial placement in the higher classification. In the event that an Employee
who is placed in a higher classification does not successfully complete the probationary period, the time spent
in the higher classification shall accrue to the previous classification. Classification seniority shall prevail for
purposes of vacation and overtime preference as well as to other items that the parties may agree upon in
writing.

An Employee shall forfeit seniority rights only for the following reasons:
1. The Employee resigns or terminates employment with the Department.

2. The Employee is dismissed and not reinstated by the Civil Service Commission, Arbitration, a Court
of competent jurisdiction or through other methods of reinstatement.

3. The Employee is absent without leave for a period of three (3) consecutive working days without
notification to the Employer. After such ahsence, the Employer will send written notification to the
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Employee at the last known address indicating that seniority has been forfeited and employment
terminated. If the disposition of any such case is not satisfactory, the matter may be referred to the
grievance procedure.

4, The Employee retires.

5. The Employee does not return to work when recalled from layoff. In special cases, exceptions shall -
be made by the Employer.

6. Return from Sick Leave and leaves of absence will be treated the same as subparagraph 3, above.

7. If the employee, except for participants in the Deferred Retirement Option Plan, withdraws hisfher

contributions from the Macomb County Employee’s Retirement System.

DROP Participants: DROP participants shall continue to accrue seniority in the same manner as Active
Employees, except as otherwise provided in this Agreement.

Membership Lists: The Employer will report incoming and/or outgoing members in classifications reflected
in the Agreement between the Parties on a monthly basis, except in July, when seniority reports are
distributed.
ARTICLE 10
PREFERRED JOB ASSIGNMENTS

The Sheriff retains the right to make all assignments, but the Sheriff shall make preferred job assignments
as set forth in this Article. Preferred job assignments shall be made as follows:

1. When a job opening is available for any preferred assignment, the Department will post the opening
for a ten (10) day period.

2. Any non-probationary Employee may file a written request for the preferred job assignment.

3. Except as otherwise set forth herein, the filling of a preferred job opening shall be determined from

the list of Employees who file written requests.
4, The following shall be recognized as preferred jobs:

Jail Information Corrections Deputy, Classification Corrections Deputy, Visiting Carrections Deputy,
Video Court Corrections Deputy, Booking Court Corrections Deputy, Body Scanner Corrections
Deputy, Mail Room Corrections Deputy, Writ Corrections Deputy, Michigan Indigent Defense
Commission Corrections Deputy (contingent upon grant funding of this position) and one (1} Clinic
Assigned Corrections Deputy or any newly created position to be staffed by a Corrections Deputy.

Preferred jobs shall be posted annually. Selection to preferred positions shall be determined on the basis of
qualifications, ability and seniority. The Association, through a designated representative, shall participate in
the process of formulating recommendations to the Sheriff on the selection of applicants. It is recognized
that the assessment of ability and qualifications of applicants requires subjective judgment by the
Department. As such, the determination of the best qualified candidate shall be made by the Sheriff at his
discretion.

Deputies assigned preferred positions will have a Monday through Friday work schedule, with the exception
of Classification Deputy and Visiting Corrections Deputy.
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The Department shall maintain two (2) Corrections Deputies on Day Shift, one (1) on Afterncon Shift and
one (1) on Mid-afternoon Shift as Jail Information Corrections Deputy. One (1) Corrections Deputy will be
assigned as the Video Court Corrections Deputy.

An employee is permitted to remain in a preferred job for three (3) years before the possibility of removal
through the exercise of bumping rights by a senior employee, which bump is subject to the Sheriff’s discretion.
If a senior employee does not bump, the incumbent employee may remain in a preferred job for one (1)
additional year. There will be a one year exclusionary period before reapplying for the preferred position
previously held. Any additional assignment to the Jail Information Corrections Deputy job shall be at the sole
discretion of the Sheriff and may be offered to any employee within the Department.

In the event that no employee signs up for a specific preferred position, the Sheriff may fill the position with
the least senior employee. An employee may elect to leave the position after one (1) year. If no employee
submits a bid for the vacancy, the Sheriff must select the next least senior employee if the job is to remain
filled.

When an Employee is reassigned from a preferred assignment back to regular duties, said Employee shall be
afforded an opportunity to select a shift preference as provided in this Agreement.

All preferred jobs shall be posted in November of each year. The assignment shall then be made effective,
subject to scheduling, as near January 1 as possible. The holding of any job under this Article is subject to
the Employee's ability to perform satisfactorily in the assignment. In the event that an Employee is reassigned
to regular duties, the Sheriff, or designated representative, will explain to the Employee the reasons for the
reassignment.

Probationary Employees, as defined in Article 8, Probationary Period, Paragraph A (New Employees), shall
not be eligible for any preferred assignment.

For the purpose of this Article, any newly created job assignment may be deemed to be a Preferred Job
Assignment by mutual agreement of the parties. The Employer shall meet and confer with the MCPDSA
prior to establishing any newly created job assignment.

ARTICLE 11

SHIFT PREFERENCE

Employees in the classification of Corrections Deputy who have at least two (2) years seniority in their
respective classification, shall be given the opportunity to bid for shift assignments (days, :
afternoons, midnights or rotating) based upon classification seniority. Employees shall be placed in their
requested shift preference in order of highest to lowest classification seniority permissible within the confines
of shift manpower limits designated by the Sheriff.

Corrections Deputies with less than two (2) years seniority in their respective classification shall be given shift
assignments, including regularly rotating shifts, within the discretion of the Sheriff; provided, however, that
said Employees shall not be removed from their assigned shift more than one (1) time period extending from
one (1) day to twenty-seven (27) days inclusive, during a twenty-eight (28) day period, unless said Employee
consents to more than one such movement.

Unless otherwise provided in this Agreement, shift preference shall be effective for a period of one (1) year.
Shift preference re-bidding shall be open on December 1 of each year to be effective on the January 1,
thereafter. Upon good cause shown, the Sheriff may permit an Employee to change shift preference,
provided there is ancther qualified Employee to trade shifts for the requested period.

Nothing in this Article shall abridge or otherwise interfere with the right of the Sheriff to create additional
shifts, make special assignments, and/for alter shift manpower requirements at any time.

In the event there arises the need, as determined by the Sheriff, to transfer an Employee to or from one shift
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to or from another, requests shall first be made for volunteers. If there are not sufficient volunteers, required
Employees shall be transferred in order of lowest classification senicrity in the shift from which Employees
are to be transferred. The term of the shift transfer shall initially be explained in full by the Sheriff to all
potential Employees subject to transfer.

ARTICLE 12

EMPLOYEES -- SALARIES -- CLASSIFICATION CHANGES

A new Employee shall start at the minimum salary level based upon the applicable hourly rate as designated
for the position. If the new Employee, however, has previous experience in work similar to the type of work
to be performed for the County, upon consultation between the Sheriff, the Director of Human Resources
and Labor Relations and the Finance Director, the Employee may be given credit for one-half (1/2) of such
experience, and the minimum salary may be increased commensurate with the allowable credit. In no case,
however, shall the starting salary be in excess of one-half (1/2) of the total increments allowed in the salary
range. If the Sheriff is desirous of allowing a greater starting salary than set forth above, it must be approved
by the Chairman of the Office of the County Executive, the Chairman of the Budget Committee, the Finance
Director and the Human Resources and Labor Relations Director.

After employment, each employee will be entitled to one (1) normal increment after each thirteen {13)
continuous complete pay periods. Such increment will become effective the first day of the fourteenth (14th)
complete pay period. All increments are to be approved by the Sheriff before becoming effective; provided,
however, any disapproval of an increment by the Sheriff shall be set forth in writing together with the reasons
therefore and a copy furnished to the Employee and the Director of Human Resources and Labor Relations.

When a new job Is created and cannot be properly placed in an existing classification, the Emplayer will
establish a rate pursuant to the provisions of Act 298 of the Public Acts of 1966, as amended. In the event
the Employee or Association does not agree that the rate is proper, the Association or Employee shall have
the right to submit the matter to the grievance procedure at the second step.
Payroll errors will be corrected by the Employer as scon as administratively possible.
ARTICLE 13

SCHEDULING AND HOURS
The regular work week for all Employees covered by this Agreement shall constitute a twenty-eight (28) day
work period, during which every effort will be made to create one (1) four (4) day non-work break period
which will include both Saturday and Sunday.

The work schedule shall normally be posted at least ten (10) days in advance of the start of a new schedule.

The past practice of trading days andj/or shifts shall be continued subject to the written approval of the Shift
Commander.

ARTICLE 14

SHIFT PREMIUM

Shift premium shall be paid to Employees in the classification of Corrections Deputy as follows:

Eligible Employees working the afterncon shift shall receive a $.50 per hour addition to their base
hourly wage rate. Eligible Employees working the midnight shift shall receive a $1.00 per hour
addition to their base hourly wage rate. Corrections Deputies must have completed one (1) year
in their respective classification to be eligible for the shift premium.
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For purposes of this Article, the term "afterncon shift" shall mean any shift with a scheduled starting time on
or after 1:00 p.m. and before 10:00 p.m. The term "midnight shift" shall mean any shift with a scheduled
starting time on or after 10:00 p.m. and before 6:00 a.m.

Shift premium shall be paid in accordance with the shift in which an Employee started working. Examples:
An Employee who begins on the midnight shift and works over into the day shift would receive midnight shift
premium for all hours (see below) including time on the day shift. An Employee who begins on day shift and
works over into the afterncon shift would receive no shift premium (see below) for afternoon shift hours;
PROVIDED, HOWEVER, if an Employee works four (4} or more hours into another shift, said Employee shall
receive the premium (if any) of that succeeding shift. Bxamples: An Employee working from afternoons four
{4) hours into the midnight shift would receive four (4) hours of midnight shift premium. An Employee
working from midnights four (4) hours into the day shift would not receive midnight shift premium for the
four (4) hours into the day shift. Shift premium shall be paid only for hours worked, except for compensatory
time and_funeral leave.

ARTICLE 15

HOLIDAY BENEFITS

Employees shall be entitled to haliday pay, compensated in cash, for sixteen and one-half (16 1/2) holidays.*
Payment in cash is to be made in December of each year. If an employee works part of the year or receives
payment for any of the enumerated holidays currently, compensation in cash shall be adjusted accordingty.
Payment shall be based on the salary scale in effect on the date of payment.

The holidays included are:

January 1% (New Year's Day)* November 11% (Veteran's Day) (cbserved)
Martin Luther King Jr. Day Thanksgiving Day*

Lincoln's Birthday Day after Thanksgiving*

Washington's Birthday December 24t +

Memorial Day* (observed) December 25% (Christmas Day) *

June 199 (Juneteenth) (observed) December 315+

July 4% (Independence Day)* General Election Day *

Labor Day* (observed) Good Friday (1/2 day)

Columbus Day (observed)

* In those years which contain a General Election Day; General Election Day occurs on the Tuesday
following the first Monday of November of even-numbered calendar years. In other years, fifteen
and one-half (15 ¥2) days.

* These holidays are considered Specified Holidays for the purposes found in Section B.2. of this
article,

Employees reqularly scheduled to work any or all of the above-listed holidays will, in addition to holiday pay,
receive a holiday premium rate of time and one-half (1 1/2) for all regular hours worked. The holiday
premium rate shall be paid, no later than, the end of the pay pericd following the pay period in which such
holiday premium rate was earned.

Employees who are scheduled to work the holiday must work the holiday and the scheduled day before and
the scheduled day after the holiday, unless excused with pay for the entire day, in order to qualify for
payment. In order to be excused from work for holiday pay purposes:

1. Employees utilizing a sick day or family sick day on any of the holidays listed above, excluding

Specified Holidays, must secure a medical certificate (as defined in paragraph B.4.) or wiitten
approval by the Sheriff, or designee.
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2. Employees utilizing a sick day or family sick day on any of the Specified Holidays listed above shall
be required to be seen by a physician on the day of these specific halidays. Employees must submit
a medical certificate (as defined in paragraph B.4.) upon return to work.

3. If the employee had been seen by a physician prior to the holiday in question, and had submitted a
medical certificate (as defined in B.4.) in which the medical absence includes the date of the holiday
in question, the employee shall be determined eligible for that holiday.

4, Medical Certificate: written on authentic letterhead containing the name of the employee (or name
of the employee's family member if utilizing a family sick day), date of absence, general nature of
illness or injury, return to work status, and an authorized signature of treating physician/doctor.

The foregoing excuse provision relating to qualification for holiday pay, shall not apply to employees on Sick
Leave, if such Sick Leave is in effect prior to the beginning of the current pay pericd in which the holiday
falls. Additionally, the above-enumerated holidays, occurring after one (1) year from date of any
incapacitating injury for which Worker's Compensation benefits are paid, shall not be credited to the
Employee, or otherwise qualify the incapacitated Employee for holiday payment, and such disqualification
shall continue so long as the incapacity exists.

In instances where an employee is declared ineligible for a holiday, the Employee shall be notified in writing,
with a copy to the appropriate representative of the Bargaining Unit, that payment for the holiday in question
is being denied and the reason for such denial. Notice shall be submitted not later than the end of the next
pay pericd following the pay period in which the holiday in question falls.

Holiday pay payments shall be included in the first regular payroll check of December.

DROP Participants: At the ime an employee elects to participate in the DROP he/she shall receive as part of
their payoff, a prorated amount of Holiday Pay. Payment for the balance of that years hclidays and
subsequent holiday pay shall be made in December of each year. Payment shall be as described in Section
A above.

ARTICLE 16

OVERTIME PAY AND PROCEDURE

Overtime Pay:

1. Overtime Pay shall be allowed at the rate of time and one-half {1 1/2) for work in excess of eight (8)
hours; and, in the case of an emergency occurring at a time other than the normal scheduled shift.
This provision does not include, or apply te, off-duty Court appearances by employees, which
appearances are covered under Article 17, Court Time.

2. An Employee called in for work at times other than his/her normal scheduled shift, shall receive a
minimum of four (4) hours pay at time and one-half (1 1/2) and such Employee-may, at the discretion
of the Shift Commander, be required to perform a minimum of four (4) hours work within his/her
classification.

3. The final average compensation (FAC) used for calculating pension benefits, for all members hired
into the bargaining unit on or after January 1, 2008, under this contract and the Macomb County
Employees Retirement System Ordinance shall exclude all overtime payments.

4, All overtime shall be paid at the employee’s hourly rate at the time the overtime was worked.

Compensatory Time Procedure:

1. Employees working overtime, call-in time and/ar Court time shall have the option of receiving pay at
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the rate of time and one-half (1 1/2) or receiving compensatory time off. Employees shall select one
(1) of the above options and properly notify the appropriate Command Officer. An employee who
has accrued compensatory time and requests the use of the time, shall be permitted to use the time-
off; provided, however, that it does not unduly disrupt the operations of the Department. However,
no member of the bargaining unit may utilize compensatory time for time off in excess of one
hundred and four (104) houts per calendar year. Employeas may not under any circumstances
accumulate more than one hundred (100) hours of compensatory time. Upon termination of
employment, an Employee shall be paid for unused compensatory time.

An employee may convert compensatory time o a cash payment by notifying the appropriate
Command Officer of the number of hours of compensatory time to be converted to cash payment.

Retirement contributions shall be deducted from the cash payment for compensatory time and the
amount paid shall be included in an employee’s Final Average Compensation (FAC) for retirement
purposes, as limited by Article 24, Retirement Benefits.

General Overtime Procedures:

1.

When the Sheriff determines that manpower requirements necessitate overtime waork, the
assignments for such overtime shall be made in accordance with the provisions of this Article.

The Employer shall maintain a record of overtime hours worked by each employee of the bargaining
unit. These records shall be maintained by a Command Officer in the "Corrections Deputy Overtime
Call-In Book(s)". Additionally, overtime work shall be logged in the "Overtime Log" which shall be
maintained by the Asscciation. Overtime hours shall be logged only in units of two (2) hours or
more.

Corrections Deputies wishing to work overtime shall indicate their availability twenty-four (24) hours
prior to their leave days by signing up in the overtime log. The overtime log will be kept at the Shift
Commander’s desk. Failure to indicate availability twenty-four (24) hours prior to leave days shall
be considered refusal for overtime. All requests shall be legged in accordance with the information
request in said log book.

The Employer shall make every attempt to equalize overtime by first offering overtime to the
Carrections Deputy who: (1} has requested overtime; (2) has the least amount of overtime hours
waorked as recorded in the Overtime Log and (3) has the highest senicrity.

All new employees shall start out with the same amount of hours as that employee having the most
warked overtime hours.

Carrections Deputies will first be called from the shift for which the overtime is required to be worked.
In the event that there are no Corrections Deputies that desire to work avertime on the shift in which
it is required, the employees on the following shifts will be called for the available avertime.

If the overtime opportunity cannot be filled as described above, those employees in the Corrections
Deputy classification who have signed up to work a double shift and employees in other
classifications, provided that they are trained and qualified to perform the work, may be called for
overtime in order of the least amount of overtime worked. In the event employees have an equal
number of cvertime hours worked, the overtime shall be worked by the employee with the most
departmental seniority.

If the overtime opportunity cannot be filled as described above, then the Employer shall order

progressively, the employee(s) with the least amount of classification seniority working the shift
previous to the shift with the vacancy to work the required overtime.
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A record of this mandatory overtime will be kept by the Employer, listing the date and shift ordered
for that employee. When any employee is ordered to work overtime, he/she will be exempt from
mandatory overtime until such time that the progressively senior most employee on that shift has
also been ordered to work mandatory ovettime.

8. Whenever a Corrections Deputy Is off work due to Sick Leavé or has been approved to have someane
scheduled to work for them, that Corrections Deputy will not be allowed to work overtime on that
shift or the following two (2) shifts.

9. When compensatory time is taken by a bargaining unit member, the time shall be treated as a day
worked for overtime purposes. The bargaining unit member is prohibited from working the shift for
which they have taken compensatory time. To be eligible for other overtime on the day
compensatory time is taken, a bargaining unit member must sign up for overtime twenty-four (24)
hours in advance and will be the last person called prior to the ordering of overtime.

10. Any Deputy, who is available for assignment to Road Patro! and, who refuses to work a Road Patrol
opportunity, shall not be eligible to work any overtime opportunity governed by this collective
bargaining agreement on the shift for which the Road Patrol overtime was offered and refused.

11. In the event an employee is passed over due to an error, that employee will be given the first
overtime opportunity that he/she signs up for, regardless of seniority or overtime hours previously
recorded. Hours worked as a remedy will be exempt from the overtime hours worked.

ARTICLE 17
COURT TIME

Sheriff Department Employees while appearing in Court during off-duty hours shall be paid a minimum of
four (4) hours straight pay or time and one-half (1 1/2), whichever is greater, and according to the following
provisions:

1. If an Employee appears in Court on the same case running from A.M. to P.M., time shall run
continuously (for example, same case 10:00 a.m. to 3:00 p.m. equals five [5] hours at time and one-
half [1 1/2]);

2. If an Employee appears in Court on two (2) different cases or more in the A.M. ar in the P.M,, time
shall run continuously (for example, two [2] cases, one [1] at 9:00 a.m. and another at 5:30 a.m.,
one [1] Court slip-continuous time);

3. If an Employee appears in Court on two (2) different cases or more, one (1} or more in the A.M, and
one (1) or more in the P.M., then there shall be two (2) Court slips (for example, 9:00 a.m. case,
different case 1:00 p.m.—two [2] Court slips).

Stand-By: Sheriff Department Employees, upon being served a Court Appearance Summons for actions
taken in the line of duty and which require the presence of the Employee in Court while not on duty, and
further being advised not to appear in Court, but to "stand-by" while not on duty, will be paid a two (2) hour
salary at their minimum hourly rate; Employees on stand-by over a two (2) hour peried will be paid fifty
percent (50%) of their hourly rate, total compensation period not to exceed eight (8) hours in any one stand-
by day. The following controls shall be followed In order to properly document Court appearances outlined
above:

An overtime card shall be used and will include in writing:
1. Identification of Court matter, date, time and Judge;

2. Name and organization of person who advised not to appear in Court and to stand-by;
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3. Signature of the person invoking stand-by status, affixed to a brief entry indicating the number of
hours of stand-by and such other pertinent data.

Witness fees received in Civil Cases while on duty shall be returned to the County General Fund.
ARTICLE 18

ANNUAL LEAVE/PAID TIME OFF (PTO)

Participants in the Deferred Retirement Option Plan are not subject to Article 18, Annual Leave/Paid Time
Off, but shall receive Paid Time Off in the manner described in Article 25, Deferred Retirement Option Plan.

Full-time employees shall be entitled to accrue Annual Leave/Pald Time Off time bi-weekly according to the
following schedule:

Years Of Consecutive Full Annual

Time Service Completed: Equivalent Of:

less than 3 15 days
3 15 days
5 20 days
10 21 days
13 24 days
20 25 days
21 26 days
22 27 days
23 28 days
24 29 days
25 30 days

The paid leave provisions in this contract apply only to full time employees working 37.5 hours or more.
All other employees accrue paid leave time In accordance with Michigan’s paid leave act and that leave
time will be administered according to the acts provisions (PA 338 of 2018 as amended).

Annual Leave/Paid Time Off days may be accumulated to a maximum of thirty (30) work days.
Annual Leave/Paid Time Off shall be available for use upon accrual.

Upon termination of employment, an Employee shall be compensated for their Annual Leave/Paid Time Off
at the rate of pay said Employee received at the time of termination.

Employees who are working as regular Employees, but for a period each week less than the hours of normal
employment, shall be entitled to Annual Leave/Paid Time Off as above on a basis proportionate to the time
they have worked. '

Full time employees may request Annual Leave/Paid Time Off conversion to cash payment of up to forty (40)
hours per conversion, maximum of eighty (80) hours per year. Employees requesting Annual Leave/Paid
Time Off conversion must have a minimum of one hundred twenty (120) hours of Annual Leave/Paid Time
Off to be eligible for the conversion. The requested Annual Leave/Paid Time Off conversion(s) must be
submitted by February with the cash payment to be made on the second pay of March and August with the
cash payment to be made on the second pay of September in a regular paycheck with normal deductions.

Vacation schedules for Employees of all Departments shall be developed by the Sheriff or designee and must

have their approval; provided, however, that Employees shall be granted vacation preference in order of
classification sentority subject to the following restrictions:
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L Employees receiving at least twenty (20) leave days annually andfor who have in their Annual
Leave/Paid Time Off sufficient time, shall receive two (2) weeks summer Annual Leave/Paid Time
Off (April/ September) and two (2) weeks winter Annual Leave/Paid Time Off (October/March).
Exceptions to the two (2) weeks summer, two (2) weeks winter leave can be made by mutual
agreement between the Sheriff and the Association.

2. As of March 1 for summer Annual Leave/Paid Time Off (April/September), and September 1 for
winter Annual Leave/Paid Time Off (October/March), senior Employees shall not be able to remove
the names of less senior Employees from the vacation schedule, unless there is mutual consent
among the affected Employees.

3. Vacations will be granted at such times during the year as are suitable, considering both the wishes
of the Employees and the efficient operation of the Department.

4. Vacation time in excess of two (2) days must be requested at least three (3) weeks in advance,
unless otherwise approved by the Sheriff or designee.

5. When a holiday is observed by an Employee on a day other than Saturday or Sunday during the
scheduled vacation, the vacation will be extended one (1) day, continuous with the vacation, except
for those Employees receiving Holiday Pay, as outlined in the Holiday Pay provision of this
Agreement.

6. Upon direction by their respective supervisor, Employees may be requested to work during periods
of Annual Leave/Paid Time Off and shall receive Annual Leave/Paid Time Off in lieu of time off and
such leave pay shall be deducted from their accumulated Annual Leave/Paid Time Off. This shall be
restricted to a period of one (1) week in any Annual Leave/Paid Time Off,

Subject to the terms and conditions of this Article, fourteen (14) vacation slots shall be available and the
current procedures for selecting vacations for Corrections Deputies, will remain in full force and effect.

ARTICLE 19
SICK LEAVE

Participants in the Deferred Retirement Option Plan are not subject to Article 19, Sick Leave, but shall receive
Slck Leave in the manner described in Article 25, Deferred Retirement Option Plan.

Regular full-time employees shall accrue a Sick Leave bank at the rate of up to 12 days per year. Sick leave
shall accumulate cnly on hours paid.

The paid leave provisions in this contract apply only to full time employees working 37.5 hours or more.
All other employees accrue paid leave time in accordance with Michigan's paid leave act and that leave
time will be administered according to the acts provisions (PA 338 of 2018 as amended).

For Sick Leave usage only, the unused Sick Leave accumulation maximum that an employee can earn will be
one hundred eighty (180) work days.

For accumulated Sick Leave payoff purposes, as provided in this article, the maximum Sick Leave
accurmulation will retain its cap of one hundred twenty-five (125) work days.

An Employee may utilize available Sick Leave for absences:
1. Due to personal illness or physical incapacity caused by factors that the Employee has no reasonable

immediate control. Personal iliness includes a woman's actual physical inability to work as a result
of pregnancy, child birth, or related medical condition.
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2. Necessitated by exposure to contagious disease or condition in which the health of others would be
endangered by attendance on duty.

3. Due to illness of a member of their immediate family who requires their personal care and
attention, not exceeding five (5) Sick Leave days in any one calendar yeat. The term "immediate
family" as used in this section shall mean parent, current step parent, current mother-in-law,
current father-in-law, current spouse, children, current daughter-in-law, current son-in-law,
current step children, brother, sister, grandparent or grandchildren. It shall also include any
person who is a member of the Employee's household.

4, To report to the Veteran's Administration for medical examinations or other purposes relating to
eligibility for disability pensicn or medical treatment.

5. Personal Days:

a. Employees may use two (2) days per year for personal business reasons not to be deducted
from Sick Leave.

b. For Christmas Eve (December 24), Christmas Day (December 25), New Year's Eve
(December 31), and New Year's Day (January 1), only, the Employer may deny the use of
a Personal Day to a Corrections Deputy when it would result in more than two (2) Corrections
Deputies below the minimum complement on that shift.

The maximum number of hours that can be accumulated in an Employee's Sick Bank has
not been increased by the provisions of this Section C.5.

Any Employee absent for one of the reasons mentioned above shall inform their immediate Supervisor of
such absence as soon as possible, and the failure to do so within a reasonable time may be cause for denial
of Sick Leave with pay for the period of the absence.,

The Employee may be required to produce evidence, in the form of a medical certificate or otherwise, of the
adequacy of the reason for absence during the time for which Sick Leave is granted.

Sick Leave shall be taken upon a regularly scheduled work week basis. Holidays falling within a period of
Sick Leave shall not be counted as work days, except as provided for in the Holiday Pay provision of this
Agreement.

Sick Leave shall not accrue during a Leave of Absence Without Pay. Sick Leave time accumulated at the time
of commencement of a leave of absence shall, however, be restored upon return to active employment by
the Employee, provided the Employee does not exceed the approved length of the leave of absence;
otherwise, such accumulated Sick Leave time shall be forfeited.

An Employee who is seriously ill for more than five (5) days while on Annual Leave/Paid Time Off may, upon
application, have the duration of such illness charged against Sick Leave bank, rather than against Annual
Leave/Paid Time Off. Notice of such illness must be given immediately. Proof of such iliness in the form of a
physician's certificate shall be submitted by the Employee.

Sick Leave shall be available for use upon accrual. Employees shall not be entitled to use Personal Business
Days until the completion of three (3) months of service from the date of hire, except in cases of injury
incurred in the line of duty.

Accumulated Sick Leave Payoff for employees in the Defined Benefit Plan

1 The maximum Accumulated Sick Leave available to be paid off is one hundred twenty-five {(125)
work days. Any accumulated sick leave above the one hundred twenty-five (125) work days will be
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L.

considered excess sick leave.

2. Retirement: An employee who leaves employment because of retirement and is eligible for receives
a pension under Macomb County Employees’ Retirement Ordinance, shall be paid for seventy percent
(70%) of their accumulated and unused Sick Leave at employee's then current rate of pay.

3. Payoff When There is No Retirement: In case of death of an employee, payment of seventy-five
percent (75%) of their accumulated and unused Sick Leave, at deceased employee's then current
rate of pay, shall be made to the deceased employee's estate.

4, Excess sick leave, up to a maximum of 440 hours, will be paid at the time of separation from the
County to either those eligible to receive benefits under Macomb County Employees' Retirement
Ordinance or to those who have participated in the DROP. The cash payment will be made in
the payoff check with normal deductions. This payment will not be included in the Final Average
Calculation (FAC).

Sick Leave payoff for employees in the Defined Contribution (401(a) Plan):

Upon separation of employment, an employee shall be compensated for a portion of their unused sick
leave up to one hundred twenty-five (125) work days. The rate of pay will be based on the employee’s
hourly rate at the time of separation. The payoff will be based on a percentage in accordance with the
following schedule:

Continuous years of Full Time Service Percentage Payoff Amount
After 5 years 25% of a maximum of 125 work days
After 10 years 50% of a maximum of 125 work days

The cash payment will be made in the final payoff check with all normal payrol! deductions.
ARTICLE 20

BEREAVEMENT LEAVE

Upon presentation of proof as required by the Employer, such as, but not limited to, newspaper death or obituary
notices, the following Bereavement Leave Policy shall apply:

A,

A full-time employee may elect to take up to three (3) days off with pay due to a death in the Employee's
family as follows: parent, current step parent, current mother-in-law, current father-in-law, current spouse,
children, current daughter-in-law, current son-in-law, current step children, brother, sister, grandparent, or
grandchildren. It shall also include any persen who is normally a member of the employee’s household.

The Employee may elect to take up to three (3) bereavement leave days chargeable to Sick Leave or Annual
Leave/Paid Time Off due to the death of an Employee’s friend or family member, other than those listed in
section A. of this article.

Full-time employees are permitted to take up to four (4} hours of bereavement leave with pay to attend
the funeral of an employee who worked within the same department, provided attendance is during the
employee’s normaily scheduled work hours and does not interfere with the operational needs of the
Department/County.

Bereavement Leave requests made pursuant to sections B. and C. of this article are subject to prior approval by
the Employer and shall not be unreasonably withheld or denied.
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ARTICLE 21

WORKER'S COMPENSATION

The Employer shall provide and assume the premium for Worker's Compensation and Liability Insurance in
accordance with the Statute.

A County Employee who has incurred bodily injury arising out of and in the course of actual performance of
duty in the service of the County, which bodily injury totally incapacitates such Employee from performing
any available County employment, shall be entitled to disability compensation upon the following basis, and
subject to the following provisions:

1.

The Employee must be eligible for and receive Worker's Compensation on account of such bodily
injury.

The total incapacity, as above set forth, must coniinue for the duration of the period of
compensation.

Any Employee suffering an injury within the meaning and definition of this paragraph shall file a
report in writing, relating to such injury, with the Sheriff or Designee on the day such injury occurs
or, if physically unable to do so because of the nature of the injury, then a physician's report in
writing relating to such injury shali be filed with the Sheriff or Designee within cne (1) week from
the date of the injury. The report shall be made upon the form furnished by the County of Macomb,
and when received by the Sheriff or Designee, shall be transmitted forthwith to the office of the
Human Resources and Labor Relations Department Director.

The Employee shall furnish to the Human Resources and Labor Relations Department a written
medical certificate which includes a description of the injury and, to the extent medically possible,
the period of incapacity, as well as periodic written medical progress reports upon request.

Compensation received by an Employee who has incurred bodily injury arising out of and in the
course of actual performance of duty, which bodily injury totally incapacitates such Employee from
performing any available County employment, shall be paid on the following basis:

The compensation received by such Employee under the Worker's Compensation Act shall
be supplemented by the amount necessary to equal their regular salary, such payments to
continue for a period of six (6) menths from date of incapacitating injury. Atthe end of said
six (6) month period, the Human Resources and Labor Relations Department shall review
the disability status of the injured Employee to determine if up to an additional six (6) month
extension shall be granted, dependent upon the physical condition and ability of the
Employee to perform other available County employment. In the event that the period for
supplementation under this provision exceeds one (1) year from the incapacitating injury,
the Employee shall be permitted to continue a Worker's Compensation Leave of Absence for
an additional one (1) year, receiving their statutory weekly Worker's Compensation benefit,
while being required to exhaust their entire remaining sick, paid time offfannual leave,
compensatory time and personal day accruals. If disability exists at the end of the two (2)
year period, the Employee shall seek to becorme eligible for coverage under the appropriate
disability provisions of the Macomb County Employees' Retirement Ordinance. Employees
receiving disability compensation hereunder shall continue to accrue Sick Leave days on the
same basis as Employees on the active payroll, and such disability sick days compensated
for under this paragraph shall not be deducted from the Employee's Sick Leave Bank.
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A.

B.

ARTICLE 22

LEAVE OF ABSENCE

Full-time employees are eligible and may request a ieave of absence in writing for any of the following reasons:

Personal Leave
Medical Leave for Employee and/or Family
Military

Personal Leave:

An employee may be eligible for a Personal Leave upon completion of 12 months of service from
their date of hire.

An employee absent from work for more than 15 consecutive working days shall be required to
apply for and submit a request for Personal Leave in writing using forms required by Human
Resources and Labor Relations. ,

All requests for a Personal Leave must be submitted at least thirty (30) days prior to the effective
date of the Personal Leave,

While on an approved Personal Leave, an employee must exhaust annual leave/paid time off and
compensatory time prior to entering unpaid status.

An approved Personal Leave shall not exceed 6 months.

An employee approved for a Personal Leave shall not accrue credited service for retirement during
the time which the employee is on said Personal Leave without pay.

While on an unpaid Personal Leave, benefits will be cancelled at the end of the month from the
point of unpaid status. Upon return from an unpaid Personal Leave of Absence, insurance benefits
will be reinstated effective immediately.

The Department Head/designee and the Director, Human Resources and Labor Relations/designee
shall approve or disapprove all requests for Personal Leave.

An employee that fails to report for duty upon expiration of a Personal Leave shall be subject to [oss
of seniority as outlined in Article 9, Seniority and termination of employment.

1.

2.

3.

Provisions:

1.
a.
b.
C.
d.
e.
f.
g.
h.

2.

Medical Leave for Employee and/or Family:

a.

An employee may be eligible for a Medical Leave upon completion of 6 months of service from their
date of hire.

An eligible employee who is unable to work due to their own medical condition caused by an
illness or injury or the medical condition of a family member caused by illness or injury may
request a Medical Leave.

A family member shall be defined as parent, current step parent, current spouse, children, current

step children, brother, sister, grandparent or grandchild. It shall also include any person who is
normally a member of the employee’s household.
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d. Anemployee absent from work for more than 5 consecutive working days shall be required to apply
for and submit a request for Medical Leave in writing using forms required by Human Resources
and Labor Relations.

e. All foreseeable requests for a Medical Leave must be submitted in writing to the Depértment Head
or designee at least thirty (30) days prior to the effective date of the Medical Leave.

f. An eligible employee must complete a request for Medical Leave of Absence and Certification of
Health Care Provider form provided by the U.S. Department of Labor.

g. Medical certification must be received in the Human Resources and Labor Relations Department
within 15 days from the employee’s last day worked.

h. While on an approved Medical Leave, an employee must exhaust sick leave and compensatory time
prior to entering unpaid status.

i. Medical Leaves are approved for a period of no more than 6 months. Medical Leave requested
beyond 6 months, may be approved for an extension, but not to exceed an aggregate total of no
more than 12 months.

j»  Medical Leave extension requests must be submitted in writing at least 5 working days prior to the
expiration of the current approved Medical Leave.

k. Anemployee on an approved unpaid Medical Leave shall not accrue credited service for retirement
during the time which the employee is on said Medical Leave without pay.

I.  While on an unpaid Medical Leave, benefits will be cancelled at the end of the month following six
(6) months of unpaid status. Upon the return from the unpaid Medical Leave, benefits will be
reinstated in accordance with the waiting periods as outlined in Article 23, Insurance Benefits.

m. The Employer may exercise the right to have the employee examined by a physician selected by
the Employer before approving and granting such request for Medical Leave and/or Medical Leave
extension at the Employer's expense.

n. The Department Head/designee and the Director, Human Resources and Labor Relations/designee
shall approve or disapprove all requests for Medical Leave.

0. Inorderto return from a Medical Leave, the employee must have the ability to perform the essential
functions of the job with or without reasonable accommodation. At the Employer's sole discretion,
a medical examination may be conducted at the Employer's expense.

p. Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of seniority as
outlined in Article 9, Senicrity and termination of employment.

Military:

a. The Employer complies with the Uniform Services Employment and Reemployment Right Act
(USERRA), 38 USC, Chapter 43 Employment and Reemployment Rights of Members of the
Uniformed Services. An employee whose absence from employment is necessitated by reason of
duty in the uniformed services, shall notify the Elected Official/Department Head or designee of the
upcoming military service requirements.

b. Benefits provided for employees absent under this Article shall be provided consistent with the

Uniform Services Employment and Reemployment Right Act (USERRA), 38 USC, Chapter 43
Employment and Reemployment Rights of Members of the Uniformed Services as determined by

24



4.

Human Resources and Labor Relations. Employees absent under USERRA should provide the County
with a copy of their military orders.

¢. Any employee on an approved USERRA Military Leave of Absence shal! be eligible for the following
benefits as a result of their Military Leave of Absence: differential pay, medical, prescription drug,
dental and vision benefits, life insurance, Retirement eligibility, or 401(a) vesting, Sick Leave, Annual
Leave/Paid Time Off (PTO) and Longevity as determined by Human Resources and Labor Relations.

Family And Medical Leave Act: The Employer shall comply with all aspects of the Family and Medical
Leave Act (FMLA). Leaves will run concurrent with any FMLA eligible Leave.

ARTICLE 23

INSURANCE BENEFITS

A. Life Insurance:

1.

Full-time Emplovees (including DROP Participants):

a.  The life insurance benefit provided by the Employer shall be $50,000.

The Employer will provide a payroll deduction option for employees wishing to purchase additional
$25,000 increments of life insurance to a maximum of $325,000. Rates and conditions shall be
those established by the insurance carrier.

Based on the above language, an employee exercising their ability to purchase the maximum life
insurance benefit of $325,000 would then have a total life insurance benefit of $375,000.

Retirees: The Employer will provide a life insurance benefit, in the amount of two thousand dollars
($2,000), to employees covered by this Agreement who retire and are eligible for and receive a
retirement allowance under the Macomb County Employees' Retirement Ordinance. Employees hired
on or after January 1, 2016 will not be eligible for this life insurance benefit.

B. Insurance Benefits:

1.

Only full-time employees (including DROP participants) and their eligible dependents will be eligible
for Macomb County's Insurance Benefits which includes medical, prescription drug, dental and vision
plans, effective their first day of employment with Macomb County.

Dependent Eligibility:

Full-time employees (including DROP participants) may elect to cover their current spouse on Macomb
County’s medical, prescription drug, dental and vision plans.

Full-time employees (including DROP participants) may elect to cover their eligible children up to the
age of 26 on Macomb County’s medical, prescription drug, dental and vislon plans. Supporting
documentation must be provided to the Human Resources and Labor Relations Department as
necessary.

C.  The Employer shall provide two medical plan options: a Preferred Provider Organization (PPO) and an Health
Maintenance Organization (HMO) to all regular eligible full-time employees and their eligible dependents
including prescription drug coverage, as outlined in Appendix B, Active Employee Benefits or its substantial
equivalence. Full-time employees shall be required to comply with PA 152, Prior to the implementation of
any deductions, the Employer will meet and confer on design, plan or carrier changes to comply with PA 152,
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Full-time employees who have a current spouse who is also employed full-time by Macomb County
will be entitled to only one (1) medical, prescription drug, dental and vision plan for both employees
and all eligible dependents. Such employee shall not be eligible for the insurance waiver.

Full-time employees who elect not to participate in Macomb County’s medical and prescription drug
plans and who has coverage elsewhere shall receive a monthly insurance waiver payment of $167.00.
The insurance wailver will be paid in the employee's regular paycheck.

a Full-time employees shall establish proof of their eligibility to receive the insurance waiver.

b.  Full-time employees participating in the insurance waiver who lose coverage shall be allowed to
enroll in Macomb County’s medical, prescription drug, dental and vision plans as soon as
administratively possible and the insurance waiver payments shall cease as soon as
administratively possible.

Retirees: Full-time employees hired into the County before October 1, 2008 the Employer will provide
a fully paid medical and prescription drug plan to the employee and the employee's eligible spouse, as
defined in D.1.a. after eight (8) years of actual service with the Employer, for the employee who leaves
employment because of retirement and is eligible for and receives benefits under the Macomb County
Employees’ Retirement Ordinance.

Full-time employees hired into the County on or after October 1, 2008, the Employer will provide a fully
paid medical and prescription drug plan to the employee and the employee’s eligible spouse, as defined
in D.1.a. after fifteen (15) years of actual service with the Employer, for the employee who leaves
employment because of retirement and is eligible for and receives benefits under the Macomb County
Employees’ Retirement Ordinance.

a. Coverage shall be limited to the spouse of the retiree, at the time of retirement or DROP.

b. Coverage for the eligible spouse will terminate upon the death of the retiree unless the retiree
elects to exercise a retirement option whereby the eligible spouse receives applicable retirement
benefits following the death of the retiree.

Full-time employees hired into the County on or after June 1, 2013 will not be eligible for Macomb
County’s medical, prescription drug, dental and vision plans for the employee’s spouse in retirement.

All employees who retire or DROP after November 1, 2013, will have the medical and prescription drug
plan as outlined in Appendix C, Post-November 1, 2013 Retirees, until they are Medicare eligible, subject
to the limitations and provisions of D.2. and D.4. of this Article. This provision does not apply to
employees who retire or DROP prior to November 1, 2013.

Full-time employees hired into the County on or after January 1, 2016 will not be eligible for Employer
provided retiree medical, prescription drug, dental or vision coverage and life insurance.

Retired employees and/or their eligible spouse as defined in D.1.a. shall apply and participate in the
Medicare Program, if eligible, at their expense as required by the Federal Insurance Contribution Act, a
part of the Social Security Program, At that time the Employer's obfigation shall be only to provide
medical and prescription drug coverage that will coordinate or supplement with Medicare. Failure to
participate in the aforementioned Medicare Program shall be cause for termination of Employer paid
coverage of applicable hospital-medical benefits, as outlined herein for employees who retire and/or
their eligible spouse as defined in D.1.a.

Employees who retire under the provisions of the Macomb County Employees’ Retirement Ordinance
and eligible spouse as defined in D.1.a., shall, if eligible apply for and participate in ANY National Health
Insurance program offered by the U.S. Government. Failure to participate, if eligible, shall be cause for
termination of Employer paid hospital-medical benefits as outlined.
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7.  Retirees who are eligible for Macomb County’s medical and prescription drug plan and elect not to
participate and who has coverage provided elsewhere, shall receive a monthly insurance waiver
payment of $167.00 The insurance waiver will be paid in the retiree’s regular retirement check.

a. Retirees shall establish proof of their eligibility to receive tﬁe insurance waiver.

b. Retirees patticipating in the insurance waiver who lose coverage shall be allowed to enroll in
Macomb County’s medical and prescription drug plans as soon as administratively possible and
the insurance waiver payments shall cease as soon as administratively possible.

Dental Plan:

The Employer shall provide a dental plan to full-time employees (including DROP Participants) and their eligible
dependents as outlined in Appendix D, Active Employees Dental Benefits or its substantial equivalence.

Vision Plan:

The Employer shall provide a vision plan to full-time employees (including DROP Participants) and their
eligible dependents as outlined in Appendix E, Active Employees Vision Benefits, or its substantial
equivalence.

Liability: The County shall provide for each regular Full-time Active Employee (including DROP Participants),
Bodily Injury and Property Damage Liability Insurance and Personal Injury Insurance, including "false arrest"
coverage, for actions taken in the course of and arising out of the lawful performance of duties. The limits
of insurance for each occurrence will be $450,000 in excess of $50,000 self-insured retention per occurrence
with an annual aggregate of $450,000. The cost of this insurance will be borne by the County.

Long Term Disability: Full-time employees (including DROP Participants) covered by this Agreement will be
provided a Long Term Disability program with benefits as currently provided by the present provider, or its
substantial equivalence.

The County shall provide, at its discretion, a Voluntary Benefit Program to include, but not limited to,
supplemental life insurance, pet insurance, critical care insurance, short term disability and legal services. The
Employer will provide a payroll deduction for employees (including DROP participants) wishing to purchase
these voluntary benefits.

Part-time employees shall not be eligible for Macomb County’s medical, prescription drug, dental and vision
plans, life insurance, Voluntary Benefit Program and long term disability during employment and/or upon
retirement.

ARTICLE 24
RETIREMENT BENEFITS

The Employer shall continue the benefits as provided under the presently constituted Macomb County

Employees' Retirement Ordinance, except as otherwise modified by the provisions of this Retirement Benefits
Article.

Full-time employees hired into the County prior to January 1, 2016:
1. Thefinal average compensation (FAC) used for calculating a pension for all members of the bargaining
unit under this contract and the Macomb County Employees’ Retirement System Ordinance shall

exclude fump sum Sick Leave Bank and Annual Leave/Paid Time Off bank payments made at the time
of retirement.
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The final average compensation (FAC) used for calculating a pension, for all members hired into the
bargaining unit on or after January 1, 2008, under this contract and the Macomb County Employees
Retirement System Ordinance shall exclude all overtime and compensatory time payments.

The final average compensation (FAC) used for calculating a pension for all members of the bargaining
unit under this contract and the Macomb County Employees’ Retirement System Ordinance shall treat
any retroactive wage payments as if the retroactive wages were paid to the employee when the
wages were paid, not when they were earned by the employee.

Corrections Deputy: Corrections Deputies who are eligible for and retire under the provisions of the

Macomb County Employees' Retirement Ordinance, and this Agreement, shall receive:

a. A straight life retirement allowance consisting of:

1.

An employee pension which shall be the actuarial equivalent of the accumulated contributions
standing to the employee's credit in their savings fund at the time of retirement; and

.a.

A County pension which when added to the employee's pension will provide a retirement
allowance equal to the number of years and fraction of a year of credited service
multiplied by the sum of 2.40% of the employee's final average compensation for the
first twenty-six (26} years and one percent (1%) for each year thereafter. In no case
shall the employee's County pension exceed 66% of the employee's final average
compensation. The 2.40% multiplier applies to years of credited service through
January 6, 2023.

Effective January 7, 2023, a County pension which when added to the employee's
pension will provide a retirement allowance equal to the number of years and fraction
of a year of credited service multiplied by the sum of 2.64% of the employee's final
average compensation up to twenty-five (25) years and nothing thereafter. The
2.64% multiplier applies to years of credited service beginning January 7, 2023. In
no case shall the employee's County pension exceed 66% of the employee's final
average compensation.

Employees who have credited service under both B.3.a.2.a. and B.3.a.2.b. above
will receive a calculation under each for a combined County pension.

For example, the calculation for an employee hired on December 31, 2002 that
retires on December 31, 2027 with 25 years of service would be calculated as
follows 2.4 x 20 (service credit through 1-6-2023) 2.64 x 5 (service credit from
1-7-2023 through 12-31-2027).

Effective January 1, 2008, in no case shall the Straight Life pension for a bargaining unit
member under this contract exceed 100% of the employee's base salary at the time of
retirement. Such limitation shall be applied to a bargaining unit member's straight life
pension calculation prior to an applicable actuarial adjustment, if any, for the member's
selection of an optional form of pension or the annuity withdrawal option and shall also
apply to the member’s DROP benefit.

Employees in the classification of Corrections Deputy shall contribute four percent (4%) of their
compensation to the retirement system.

Effective January 7, 2023, employees in the classification of Corrections Deputy shall contribute
five and eighteen hundredths percent (5.18%) of their compensation to the retirement system.
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The final average compensation used for calculating a pension for Corrections Deputy shall be based
on the average of an employee's seventy-eight highest consecutive pay periods of compensation out
of the last two hundred and sixty (260) pay periods.

Upon written application, an employee in the classification of Corrections Deputy may apply for
voluntary retirement after completing twenty-five (25) years of credited service regardless of age or
upon completing eight (8) years of credited service and attaining age sixty (60): Said application
shall set forth at what time, not less than thirty (30) days nor more than ninety (90) days subsequent
to the execution and filing therecf, that they desire to be retired. Upon their retirement they shall
receive a retirement allowance as provided in the Macomb County Employees’ Retirement Ordinance
and the provisions of this Article.

Employees hired into the County after June 1, 2013 may apply for voluntary retirement after
completing twenty-five (25) actual years of credited service regardless of age or upon completing
fifteen (15) credited years of service and attaining age sixty (60).

In the event a former member is re-employed by the County as a full-time employee within four
(4) years from their last separation date, membership is reinstated.

1.  For employees who have multiple terms of employment as a member in Macomb County
Employees’ Retirement System, the following shall apply:

a. If an employee was vested during the first term of employment, the pension will be
calculated per the terms of the original date of hire.

b. If an employee was not vested during the first term of employment, the pension will
be calculated per the terms of the employee's rehire date.

In the event a former member is re-employed by the County as a full-time employee and it has
been four (4) or more years since their last separation date, their membership will not be re-
instated, and they will enter the 401(a) Defined Contribution plan.

Survivor Benefit: Any vested Corrections Deputy who continues County employment and (1) dies
while in County employment and (2) leaves a spouse, the spouse shall immediately receive a
retirement allowance computed in the same manner in all respects as if the member had (1)
retired the day preceding the date of their death, notwithstanding that they might not have
attained age sixty (60) years, (2) elected Option A of the Retirement Ordinance, and (3)
nominated their spouse as beneficiary.

Annuity Withdrawal: Any member employed by the Macomb County Sheriff's Department in the
classification of Corrections Deputy who retires on or after January 1, 1984, pursuant to this
Ordinance may elect, prior to the effective date of retirement but not thereafter, to be paid the
accumulated contributions including interest as defined in the Macomb County Employees’
Retirement Ordinance, standing to the member’s credit in the Employee’s Savings Fund, excluding
non-duty disability and non-duty death. Upoen this election and the payment of the accumulated
contributions and interest, the retiring member’s monthly straight life retirement allowance shall
be reduced by an amount which is the actuarial equivalent of the accumulated contributions paid.
The actuarial equivalent shall be determined on the basis of the interest rate established by the
Pension Benefit Guaranty Corporation, or, if such a rate is unavailable, by the Macomb County
Employees’ Retirement System Ordinance for such annuity withdrawals. Such rates to be
adjusted semi-annually on January 1, and July 1, of each year. After such reduction, the member
may elect to receive the actuarial equivalent of the reduced allowance in accordance with the
provisions of Option A, B or C as described in the Ordinance.

Pop Up Option: A retirant may elect this option in combination with Option A or B. Under this
option, a reduced retirement allowance is payable during the joint lifetime of the retirant and
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their beneficiary nominated under Cption A or B, whichever is elected. Upon the death of the
retirant, their beneficiary will receive a retirement allowance for life equal to the percentage
specified by Option A or B of the reduced retirement income payable during the joint lifetime of
the retirant and their beneficiary. Upon the death of the beneficiary, the retirant will receive a
retirement allowance equal to one hundred percent of the amount specified by the Macomb
County Employees’ Retirement Ordinance for the remaining lifetime of the retirant. The reduced
retirement allowance payable during the joint lifetime of the retirant and their beneficiary together
with the retirement allowance payable to one upon the death of the other will be actuarially
equivalent to the retirement allowance provided by the Macomb County Employees' Retirement
Ordinance as a single life annuity. This provision shall be without force or effect unless or until
the retirant submits acceptable documentation of the death of their beneficiary to the Secretary
of the Retirement Board.

Deferred Retirement Option Plan (DROP): The Memorandum of Understanding executed in 2007 regarding

the Deferred Retirement Option Plan (DROP) is incorporated by reference herein as Article 25, Deferred
Retirement Option Plan. Vesting for purposes of DROP excludes service time under Reciprocal Act 88.

Full-time employees hired into the County on or after January 1, 2016:

1.

Will be eligible to receive a one-time fixed payment of $1000 from the Macomb County Employees’
Retirement System. This payment will be made to an employee after separation from employment
who meets the Employer contribution vesting requirements as outlined in Section D.5 and after the
completion of five {5) years of service.

Will not be eligible for or participate in the Macomb County Employees’ Retirement System for any
other benefit, including DROP, ather than for the fixed payment as outlined in Section D.1.

Will participate in a Defined Contribution Retirement Plan. Employees shall contribute three percent
(3%) of the employee’s base pay and the Employer shall contribute six percent (6%) of the
employee’s base pay.
Upon the completion of 5 years of actual service with the Employer, employees shall be eligible to
elect to increase their contribution by one percent (1%) of the employee’s base pay. Per IRS
regulations, the additional 1% contribution is a post-tax contribution. If such election is made by
the employee, the Employer shall increase its contribution from six percent {6%) to eight percent
(8%) of the employee’s base pay.
Will not be eligible for Employer provided retiree medical, prescription drug, dental or vision
coverage and life insurance. The eligible employee, however, shall receive $100 per pay period
deposited by the County, into the Defined Contribution Retirement Plan, not to exceed $2600 per
year.
Employees shall have the following schedule as it relates to vesting for the Employer contributions:

Completion of 1 year of service 20%

Completion of 2 years of service 40%

Completion of 3 years of service 60%

Completicn of 4 years of service B0%

Completion of 5 years of service 100%
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ARTICLE 25

DEFERRED RETIREMENT OPTION PLAN (DROP)

Eligible employees may elect to participate in the Deferred Retirement Option Plan (DROP). Eligibility, terms, and
conditions of DROP participation are set forth below, including the payment of certain fringe benefits to. DROP
participants, Longevity, Paid Time Off and Sick Leave.,

A,

Eligibility: An employee who is a member of the Macomb County Employees’ Retirement System may
voluntarily elect to participate in the DROP with a minimum of a thirty (30) day notice, at any time after
attaining the minimum age and service requirements for a normal service retirement. Vesting for the
purposes of DROP excludes service time under Reciprocal Act 88.

Participation: The maximum period for DROP payments credited to the account is five (5) years (the
“Participation Period™). There Is no minimum time period for participation.

Effective January 1, 2023, for new entries into DROP, upon reaching the five (5) year maximum DROP
participation period, the DROP participant shall terminate his/her employment.

DROP Payment: Upon termination of employment, the retiree shall receive the monthly pension
previously credited to their DROP account. Failure to terminate employment at the expiration of the
DROP Participation Period shall result in forfeiture of the employee’s monthly pension otherwise payable
to the DROP account. Interest on the DROP account will continue to accrue during such a forfeiture.

Election to Participate: Participation in the DROP is irrevocable once an employee begins participation. An
employee who wishes to participate in the DROP shall be eligible to begin at the start of a pay period and
must complete and sign such application form. Such application shall be reviewed by the Human Resources
and Labor Relations Department within a reasonable time pericd and a determination shall be made as to
the member’s eligibility for participation in the DROP. On the date upon which the member’s participation in
the DROP shall be effective, they shall be considered to be a DROP participant and shall cease to be an active
member of the Macomb County Employees Retirement System. The amount of credited service, multiplier
and final average compensation shall be fixed as of the employee’s DROP date. When an employee’s Final
Average Compensation is calculated, any retroactive wages provided shall be counted as if the retroactive
wages were paid to the employee when the wages were paid, not when they were earned the employee.
Increases or decreases in compensation during DROP participation will not be factored into retirement
benefits of active or former DROP participants. DROP participants accrue no service time credit for retirement
purposes pursuant to the Macomb County Employees Retirement System.

DROP Account: The employee’s DROP Account shall be the regular monthly pensian with interest to which
the employee would have been entitled if they had actually retired on the DROP date. The payment shall
be credited monthly to the employee’s individual DROP account. At the time an employee elects to
participate in the DROP, their optional form of retirement allowance as set forth in the Macomb County
Employee Retirement Ordinance and/or the applicable Collective Bargaining Agreement shall be
irrevocable. All individual DROP accounts shall be maintained for the benefit of each employee
participating in the DROP and will be managed by the Retirement System in the same manner as the
primary retirement fund. DROP interest for each employee who participates in the DROP shall be at a
fixed rate of 3.5% per annum, calculated in the same manner as the interest in the employee savings
accounts in the Macomb County Employees Retirement System.

Annuity Withdrawal: An employee who elects to participate in the DROP may elect the Annuity Withdrawal
option provided by the retirement ordinance at the time of electing DROP participation. Such election
shall be made commensurate with the employee’s DROP election, but not thereafter. Such annuity
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withdrawal will be utilized to compute the actuarial reduction of the member’s DROP benefit, as well as
the member’s monthly pension from the Macomb County Employees Retirement System, after termination
of employment.

The annuity withdrawal amount (accumulated contributions and interest) will be disbursed from the
Macomb County Employees Retirement System within sixty (60) days from the first DROP deposit. All
withdrawal provisions and options under the Retirement Ordinance, which are available to Retirement
System members shall be available to the employee participating in the DROP at such time that they elect
to participate in the DROP,

Contributions: The employee’s contributions to the Macomb County Employees Retirement System shall
cease

Distribution of DROP Account Funds: The employee participating in the DROP must choose cne, or a
non-inconsistent combination of, the following distribution methods to receive payment(s) from their
individual DROP account:

1) A lump sum distribution to the employee; AND/OR

2) A lump sum direct rollover to another qualified plan to the extent allowed by federal law and in
accordance with any procedures established by the Retirement System for such rollovers.

Failure to elect one of the above options and receive such distribution within 60 days of termination of
employment shall result in a lump sum distribution to the employee.

Death During DROP Participation: If an employee participating in the DROP dies either: (1) before full
retirement, that is before termination of employment with the County, or (2} during full retirement (that
is, after termination of employment with the County but before the DROP account balance has been fully
paid), the employee’s designated beneficiary(ies) shall receive the remaining balance in the employee’s
DROP account in the manner in which they elect from the previously mentioned distribution methods
above. If there is no such beneficiary, the account balance shall be paid in a lump sum to the estate of
the employee. Benefits payable from the Macomb County Employees Retirement System shall be
determined as though the employee participating in the DROP had separated from service on the day
prior to the employee’s date of death.

Disability During DROP Participation: In the event an employee participating in the DROP becomes totally
and permanently disabled from further service in the employment of the Macomb County Office of the
Sheriff, the employee’s participation in the DROP shall cease, and the employee shall receive such benefits
as if the employee had retired and terminated employment during the participation period.

Internal Revenue Code Compliance: The DROP is intended to operate in accordance with Section 415 and
other applicable laws and regulations contained within the Internal Revenue Code of the United States.
Any provision of the DROP, or portian thereof, that is in conflict with an applicable provision of the Internal
Revenue Code of the United States is hereby null and void and of no force and effect,

Other Provisions: The Macomb County Employees Retirement System is a defined benefit plan. Should
that plan be modified to include a defined contribution plan, this DROP account established is only part
of a defined benefit plan. It is intended that this DROP be a “forward” DROP only and contains no DROP
“back” provision, which would allow members to retire retroactively.

Annual Leave/Paid Time Off, and Sick Leave in Final Average Calculation: The collective bargaining
agreement may provide for the crediting of both Annual Leave/Paid Time Off and Sick Leave banks for
inclusion in determining an employee’s final average compensation for purposes of computing an
employee’s pensicn.
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At the effective date of an employee’s participation in the DROP, an employee’s Annual Leave/Paid Time
Off and Sick Leave bank shall be “credited” and/or paid as provided for in the collective bargaining
agreement or the Macomb County Employees Retirement Ordinance.

After the effective date of an employee’s participation in the DROP, the employee’s Annual Leave/Paid
Time Off and Sick Leave shall be determined as set forth in the collective bargaining agreement.

Longevity, Annual Leave/Paid Time Off and Sick leave: After the effective date of an employee’s

participation in the DROP, the employee’s Longevity, Annual Leave/Paid Time Off and Sick Leave shall be
determined as set forth below.

1. Longevity for DROP Patticipants:

a.

DROP Participants: At the time an employee elects to participate in the DROP they shall
receive, as part of their payoff, a prorated amount of longevity compensation. Payment
for the balance of the DROP years’ longevity payment and subsequent longevity payments
shall be made in December of each year as described in section b, below.

For DROP participants, the amount of [ongevity compensation paid in subsequent years
shall be determined by the step level achieved by the employee at the time they elected to
DROP. Step levels are listed below.

CONTINUOUS YEARS OF FULL TIME SERVICE

ON OR BEFORE OCTOBER 31ST
STEP OF EACH YEAR AMOUNT
1 15 through 19 $600
2 20 through 24 $800
3 25 and thereafter $1,000

Longevity compensation shall be added to the regular payroll check, when due, for eligible
DROP participants. It shall be considered a part of the regular compensation and, as such
subject to Federal and State withholding tax, social security, retirement deductions,
regulations and ordinances of the County of Macomb and other applicable statutes.

Payments to eligible DROP participants as of October 31st of any year shall be included in
the first regular payroll check of December. The annual period covered in computation of
longevity shall be from November 1 of each year through and including October 31st of the
following year.

DROP participants who terminate employment shall be entitled to and receive a longevity
payment upon a pro-rated basis for that portion of the year employed.

Annual Leave/Paid Time Off for Drop Participants:

d.

DROP participants shall receive, on January 1% of each year of DROP participation, a
number of hours of Annual Leave/Paid Time Off equal to the number of hours of Annual
Leave/Paid Time Off earned based upon their years of service at the commencement of
DROP participation, according to the following schedule.

Years Of Consecutive Full-time Annual
Service Completed: Equivalent OF;
less than 3 15 days

3 15 days

5 20 days
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10 21 days

13 24 days
20 25 days
21 26 days
22 27 days
23 28 days
24 29 days
25 30 days

Employees whose DROP participation begins at a time of year other than January 1%,
shall receive a pro-rata share of Annual Leave/Paid Time Off for the balance of the
calendar year computed in the same manner as paragraph a, above.

Annual Leave/Paid Time Off not utilized by an employee by December 31% of a calendar
year shall be forfeited,

There shall be no compensation for Annual Leave/Paid Time Off time remaining in an
employee's Annual Leave/Paid Time Off bank upon separation from employment.

DROP participants who utilize Annual Leave/Paid Time Off in an amount in excess of a
proportionate share prior to voluntarily or involuntarily discontinuing employment shali be
obligated to compensate the Employer for all Annual Leave/Paid Time Off used in excess of
such proportionate share. This provision shall not apply to an employee whose involuntary
discontinuance of employment is caused by duty related death or disability.

DROP participants may request Annual Leave/Paid Time Off conversion to cash payment of
up to forty (40) hours, maximum of eighty (80) hours per year. Employees requesting
Annual Leave/Paid Time Off conversion must have a minimum of one hundred twenty (120)
hours of Annual Leave/Paid Time Off to be eligible for the conversion. The requested Annual
Leave/Paid Time Off conversion(s) must be submitted by February with the cash payment
to be made in the second pay in March and August with the cash payment to be made in
the second pay in September in a regular paycheck with normal deductions.

Vacation schedules for Employees of all Departments shall be developed by the Sheriff or
designee and must have his/her approval; provided, however, that Employees shall be
granted vacation preference in order of classification seniority subject to the following
restrictions:

L. Employees receiving at least twenty (20) leave days annually and/or who have in
their Annual Leave/Paid Time Off sufficient time, shall receive two (2) weeks
summer Annual Leave/Paid Time Off (April/ September) and two (2) weeks winter
Annual LeavefPaid Time Off (October/March). Exceptions to the two (2) weeks
summer, two (2) weeks winter leave can be made by mutual agreement between
the Sheriff and the Association.

il. As of March 1 for summer Annual Leave/Paid Time Off {April/September), and
September 1 for winter Annual Leave/Paid Time Off (October/March), senior
Employees shalf not be able to remove the names of less senior Employees from
the vacation schedule, unless there is mutual consent among the affected
Employees.

iii. Vacations will be granted at such times during the year as are suitable, considering
both the wishes of the Employees and the efficient operation of the Department.
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vi.

Vacation time in excess of two (2) days must be requested at least three (3) weeks
in advance, unless otherwise approved by the Sheriff or designee.

When a holiday is observed by an Employee on a day other than Saturday or Sunday
during the scheduled vacation, the vacation will be extended one (1) day,
continuous with the vacation, except for those Employees receiving Holiday Pay, as
outlined in the Holiday Pay provision of this Agreement.

Upon direction by their respective supervisor, Employees may be requested to work
during periods of Annual Leave/Paid Time Off and shall receive Annual Leave/Paid
Time Off in lieu of time off and such leave pay shall be deducted from their
accumulated Annual Leave/Paid Time Off. This shall be restricted to a period of
one (1) week in any Annual Leave/Paid Time Off.

h. Subject to the terms and conditions of this Article, fourteen (14) vacation slots shall be
available and the current procedures for selecting vacations for Corrections Deputies, will
remain in full force and effect.

3. Sick Leave for DROP Participants:

a. DROP participants shall be entitled to Sick Leave calculated in the following manner:

ifi.

DROP participants shall be provided with six (6) days of Sick Leave on January
1%t of each year the employee participates in the DROP.

Employees who begin DROP participation at a time other than January 1%, shall
receive a pro-rata share of six {6) Sick Leave days for the balance of the calendar
year.

After the exhaustion of the six (6) Sick Leave days provided for above, DROP
participants may utilize that Excess Sick Leave, accrued during the period of
employment prior to the effective date of DROP participation, for which the
employee was not compensated at the time of entry into the DROP.

DROP participants who are employed on December 31% of each year and have
not exhausted the six (6) sick leave days provided for in paragraph i., above,
shall receive a pay out of up to three (3) of the unused sick leave days. Payment
will be made the following January.

There shall be no compensation for any Sick Leave time remaining in the DROP
participant’s Sick Leave bank upon separation from employment.

b. DROP participants may utilize available sick leave for absences:

iii.

Due to personal iliness or physical incapacity caused by factors that the Employee
has no reasonable immediate control, Personal illness includes a woman's actual
physical inabllity to work as a result of pregnancy, child birth, or related medical
condition.

Necessitated by exposure to contagious disease or condition in which the health of
others would be endangered by attendance on duty.

Due to illness of a member of their immediate family who requires their personal
care and attention, not exceeding five (5) Sick Leave days in any one calendar
year. The term "immediate family" as used in this section shall mean parent,
current step parent, current mother-in-law, current father-in-law, current
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spouse, children, current daughter-in-law, current son-in-law, current step
children, brother, sister, grandparent or grandchildren. It shall also include any
person who is a member of the Employee's household.

iv. To report to the Veteran's Administration for medical examinations or cther
purposes relating to eligibility for disability pension or medical treatment.

v. Personal Days:

a. Employees may use two (2) days per year for personal business reasons
not to be deducted from Sick Leave.

b. For Christmas Eve (December 24), Christmas Day (December 25), New
Year's Eve (December 31), and New Year's Day (January 1), only, the
Employer may deny the use of a Personal Day to a Corrections Deputy
when it would result in more than two (2) Corrections Deputies below the
minimum complement on that shift.

The maximum number of hours that can be accumulated in an Employee's
Sick Bank has not been increased by the provisions of this Section.

DROP participants absent for one of the reasons mentioned above shall inform their
immediate Supervisor of such absence as soon as possible, and the faiiure to do so within a
reasonable time may be cause for denial of Sick Leave with pay for the period of the absence.

The DROP participant may be required to produce evidence, in the form of a medical
certificate or otherwise, of the adequacy of the reason for absence during the time for which
Sick Leave is granted.

Sick Leave shall be taken upon a regularly scheduled work week basis. Holidays falling
within a period of Sick Leave shall not be counted as work days, except as provided for in
the Holiday Pay provision of this Agreement.

Sick Leave shall not accrue during a Leave of Absence Without Pay. Sick Leave time
accumulated at the time of commencement of a leave of absence shall, however, be restored
upon return to active employment by the Employee, provided the Employee does not exceed
the approved length of the leave of absence; otherwise, such accumulated Sick Leave time
shall be forfeited.

A DROP participant who is seriously ill for more than five (5) days while on Annual Leave/Paid
Time Off may, upon application, have the duration of such iliness charged against Sick Leave
bank, rather than against Annual Leave/Paid Time Off. Notice of such illness must be given
immediately. Proof of such illness in the form of a physician's certificate shall be submitted
by the Employee.

Sick Leave shall be available for use upon accrual.
ARTICLE 26

LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 26, Longevity, but shall receive
Longevity in the manner described in Article 25, Deferred Retirement Option Plan.

The Parties recognize 'employees who have a record of long continued employment and service with the
County of Macomb and value the experience gained through such length of service.
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The basis of longevity compensaticn is as follows:

1.  Eligibility of a full-time employee shall commence when such employee shall have completed fifteen
(15) years of continuous full-time employment on or before October 31st of any year.

2. Continuous employment shall not be considered interrupted when absences arise as paid vacations,
paid Sick Leave, approved Leave of Absence and paid Worker's Compensation period not to exceed one
year.

3.  The following schedule shall be used as a basis for longevity payments, paid to such employees as of
October 31st, provided said employees qualify as to length of service, as per Paragraph C.1 of this
Article, as follows:

CONTINUOUS YEARS OF FULL TIME
SERVICE CN OR BEFORE OCTOBER

STEP ___ OCTOBER 31* OF FACH YEAR AMOUNT
1 15 through 19 $600

2 20 through 24 $800

3 25 and thereafter $1,000

Longevity compensation shall be added to the regular payroll check, when due, for eligible employees. It
shall be considered a part of the regular compensation and, as such subject to Federal and State withholding
tax, social security, retirement deductions, regulations and ordinances of the County of Macomb and other
applicable statutes.

Payments to employees eligible as of October 31st of any year shall be included In the first regular payroll
check of December. The annual period covered in computation of longevity shall be from November 1 of each
year through and including October 31st of the following year.
Employees leaving the employ of the County by reason of retirement and receiving benefits under the Macomb
County Employees' Retirement Ordinance, or by reason of death from any cause shall be entitled to and
receive a longevity payment upon a pro-rated basis for that portion of the year employed.
Employees hired into the County after January 1, 2012 will not be eligible for Longevity.

ARTICLE 27

MANAGEMENT RIGHTS

The Employer retains and shall have the sole and exclusive right and authority to of facilities to be
operated; to determine the methods, procedures and services to be provided; to comply with P.A. 390,
as amended, known as the State's Emergency Management Act and the County’s Emergency Management
resolution as well as all related plans, policies and procedures covered by these statutes, however, such
rights shall not be exercised by the Employer manage and operate its affairs, including all of its operations
and activities; to decide the number of employees; to establish the overall operation, policies and
procedures of the Employer; to assign employees ta shifts in order to adequately staff shifts with
experienced personnel; to schedule the shifts of all employees; to direct its working force of employees;
to determine the type and scope of services to be furnished, and the type in violation of any of the express
terms and provisions of this Agreement.

The Employer, in addition to the rights set forth in Paragraph A above, shall have the right to hire,
promote, assign, transfer, discipline (up to and including discharge), layoff and recall; to establish work
rules, and to fix and determine penalties for the violation of such rules; to maintain discipline and
efficiency among the employees, provided that such rights shail not be exercised by the Employer in
violation of any of the express terms and provisions of this Agreement.
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C. The Employer retains and shall have the sole and exclusive right to administer, without limitation, implied
or other, all matters not specifically and expressly covered by the provisions of Paragraphs A and B of
this Article, except as otherwise provided in this Agreement.

ARTICLE 28

EMERGENCY MANAGER

The Parties égree that this Collective Bargaining Agreement is applicable to an emergency manager as defined in
Pubiic Act 4 of 2011. The Union’s agreement to this provision was not by negotiation, rather, this provision is
required by Public Act 9 and accordingly is a prohibited subject of bargaining.

ARTICLE 29
JURY DUTY

If an Employee is called for jury duty, the Employee shall promptly provide a copy of the official notice to his/her
immediate supervisor. An Employee who is assigned to the afternoon or midnight shift shall be switched to the day
shift as hisfher regularly scheduled shift for purposes of jury duty, provided, however, should any Employee be
released from jury duty prior to the end of that day's shift, the Employee shall return to the department and work
until the conclusion of that day's shift. The Employee shall be paid his/her normal daily wage for the assigned shift.
The Employee shall endorse any payment received as a result of jury duty service and deliver that payment to his/her
immediate supervisor. Expenses provided to Employees as a result of jury duty service, such as mileage, parking or
meal expenses, may be retained by the Employee.

ARTICLE 30
SPECIAL CONFERENCES

Special conferences, mutually agreed upon for important matters, will be arranged between the Union representative
and the Employer, or its desighated representative, upon the request of either party. Such meetings shall be between
up to three (3) representatives of the Employer and up to three (3) representatives of the Union. Arrangements for
such special conferences shall be made in advance and an agenda of the matters to be taken up at the meeting shall
be presented at the time the conference is requested. Matters taken up in special conferences shall be confined to
those included in the Agenda. The members of the Union shall not lose time or pay for time spent in such special
conferences.

ARTICLE 31
HAZARD PAY

A. Hazard pay, as hereinafter set forth, shall be paid to eligible employees as a single annual payment. This
payment shall not be considered, nor construed, as salary or base wages.

B. Eligible employees shall receive the following annual Hazard Pay:
Corrections Deputy $420
C. Hazard Pay will be paid in accordance with the employee’s dassification in effect at the time of payment,

and will be paid in a regular paycheck on the first pay date in July.
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ARTICLE 32
ASSOCIATION BULLETIN BOARDS
The Employer shall permit the Association to place Union bulletin boards in the following locations:
Booking, Locker Room Hallway, Side Entrance

Association bulletin boards shall be kept under lock and key and may be used by the Association for purposes
of Association business only. Said bulletin boards shall not be used by the Association to disseminate
propaganda, or the posting of non-Association political matters.

ARTICLE 33
EDUCATION ALLOWANCE

The Employer and Association maintain that it is in the best interest of the public and the Sheriff's Department
to encourage and promote higher education in those academic areas which benefit law enforcement
Employees in the performance of their duties. Accordingly, the parties agree to provide a mutually acceptable
and comprehensive list of law enforcement college level credits and/or degrees or certificates, the completion
of which shall qualify an Employee for an education allowance. The list shall contain courses offered by
nationally accredited colleges and universities, with the express understanding that Employees must carry a
minimum of a 2.00 GPA in order to qualify for the benefit contained in this Article.

All eligible Employees who desire to qualify for the Education Allowance shall have semi-annual opportunities
to do so on January 15 and July 1 by submitting authorized college and/or university transcripts to the Finance
Department at least ten (10) days prior to the qualification dates. An Employee may request that the ten
(10) day requirement be waived.
Upon receipt of evidence that an Employee qualifies for the Education Allowance, the Finance Director shall
give notice to the Director of Human Resources and Labor Relations of the Employee's right to receive the
allowance. Where applications are timely under Paragraph B, payments shall be made to all qualified
Employees commencing with the January 15 or July 1 qualification date.
Members shall be eligible to qualify for Education Allowance, as follows:

$150 for Certificate, or 30 semester credits, or 45 quarter credits

$250 for Associate Degree, or 60 semester credits, or 90 quarter credits

$500 for Bachelor's Degree

$800 for Master's Degree
Eligible members shall receive a proportional amount of Education Allowance, in addition to base rate of
pay, each pay day, after their initial qualifying date. Education Allowance shall be included in overtime
pay, when overtime pay is warranted under the terms of this Collective Bargaining Agreement, but shall
not be added to the Wage Schedules that are listed in Appendix A of this Collective Bargaining Agreement.

ARTICLE 34
UNIFORM ALLOWANCE

Uniform Allowance, as hereinafter set forth, shall be paid to eligible employees as a single annual payment.
This payment shall not be considered, nor construed, as salary or base wages.
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Eligible employees shall receive the following annual Uniform Allowance payment:
Corrections Deputy: $750

In order to be eligible for the Uniform Allowance payment, employees must have completed a minimum of 6
months of service in the Corrections Deputy dassification.

Uniform Allowance will be paid in accordance with the employee’s classification in effect at the time of
payment, and will be paid in a regular paycheck on the first pay date in July.

Newly hired Corrections Deputies shall have a $1,200 account established at a uniform vendor determined
by the Sheriif to be solely used to purchase uniform and related equipment that complies with the
specifications set forth by the Macomb County Sheriff’s Department.

1. If the Employee voluntarily leaves the Corrections Deputy classification within one year of hire,
the Employee will reimburse Macomb County, on a prorated basis, the amount provided for per
Section C.

Effective May 9, 2018, currently employed Macomb County Corrections Deputies, chosen to be sponsored by
the Macomb County Sheriff’s Office to attend the Police Academy, shall be eligible for $1,000 in an established
account at a uniform vendor prior to attending the Police Academy to purchase necessary gear. At the time
of the promotion to Deputy, an additional $1,000 will be available in the established account at the uniform
vendor to purchase any additional uniform and related equipment that complies with the specifications set
forth by the Macomb County Sheriff's Department.

1, If the Employee voluntarily leaves the sworn Deputy classification within two years of hire
or graduation from the Police Academy, the Employee will reimburse Macomb County for
the full amount provided for per Section D.

Employees will be permitted to purchase uniforms and equipment at the establishment of their choice;

provided, however, that the items purchased must strictly comply with the specifications set forth by the

Macomb County Sheriff's Department. The purchase and use of any item which deviates from Department

specifications shall be made at the Employee's personal cost and risk of Department disciplinary action.
ARTICLE 35

CLEANING AND LAUNDRY

Corrections Deputies shall be eligible for dry cleaning and/or laundry according to the following provisions:

Uniforms as required by Department regulations, shall be taken to a designated commercial establishment
for cleaning, at the Employer's expense. The items covered include trousers, shirts and sweaters.

ARTICLE 36

OUT OF CLASSIFICATION ASSIGNMENTS

The Employer may not assign any employee to perform work in the Corrections Deputy classification unless that
person is trained and qualified to act as a Corrections Deputy.

ARTICLE 37

DRUG AND ALCOHOL TESTING

The parties agree that all drug or alcohol testing of bargaining unit members only shall be conducted in
accordance with State and Federal law and the provisions of this Article.
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B. All drug testing shall be performed by an independent medical labaratory through use of the urine sample
screening procedure. All tests shall be conducted according to established professional standards. Measures
shall be adopted to ensure accuracy, verification and maintenance of the proper chain of evidence. All

. samples which test positive shall be subject to the Chromatography/Mass Spectrometry (GC/MS) technique.
A superiar state of the art technique, upon mutual agreement of the parties, may be substituted for GC/MS.

C. Any departmental action which results from the use of, participation with, or festing for alcohal and/or drugs
shall be subject to the "just cause" provision of this Agreement.

D. All test results shall be confidential. Test results will be used solely and exclusively for intermal departmental
purposes, and shall not be provided to subsequent andfor potential employers or utilized in any criminal
prosecution.

E. Employees testing positive for alcohol or drug use may be subject to discipline up to and including discharge,

subject to the "just cause” provision of the Agreement,
In a circumstance where an Employee tests "positive” under conditions where:
a. The Employee has a goad work record;

b. There is no evidence of any other lllegal conduct other than use (such as unlawful selling and/or
distribution);

c. Thereis no pricr record of use;

d. The Employee has no prior criminal record;

L

The Employee’s disciplinary record is not substantial;
the Employer, consistent with "just cause”, may at its sole discretion, consider a program of rehabilitation.
ARTICLE 38
WAGES
The Wage Schedule, Appendix A, is attached to and is a part of this Agreement.
ARTICLE 39

LAYOFF/RECALL

Layoffs and/or recall of Employees covered by this Agreement shall be effectuated in accordance with the provisions
of Act 298 of the Public Acts of 1966, as amended.

ARTICLE 40
PROMOTIONS
A, Notwithstanding the provisions of Act 298 of the Public Acts of 1966, being MCLA 51.351, et. seq., the parties
hereto in pursuance of their collective bargaining rights and obligations under the Public Employees' Relations
Act, being MCLA 423,201, et. seq., agree that promotions to the rank of Corrections Sergeant I in the Macomb
County Sheriff's Department shall be made in accordance with this Article.

B. Corrections Sergeant I examinations shall consist of the following components which shall be scored and
weighted as follows:
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1. Written - up to 50 pts. - (job related test)
2. Inside oral — up to 15 pts. - (job related test)
3. Outside oral — up to 30 pts. - (determine promotion ability)
4, Seniority up to 1 point (1/2) for each year of service in the Sheriffs Department (maximum of 15
points).
5. Education up to - 6 pts.
Certificateor - 1pt
30 semester credits, or
45 quarter credits.
Asscciate or - 3 pts.
60 semester credits, or
90 quarter credits
Bachelor's - 5 pts.
Master's- 6 pts.
These are non-cumulative.
(o The parties recognize that the form, substance and procedures of each part of the Corrections Sergeant I

promotion examination shall be negotiated between the parties, which shall then be administered by the
Macomb County Sheriff's Department Civil Service Commisston. This shall include, but not be limited to,
examination type, author, materials, composition, objective and sources. The written examination shall be
based upon a comprehensive and professionally developed job analysis.

D. Corrections Sergeant I vacancies shall be filled by the Sheriff as foliows:

1.

First vacancy shall be selected by the Sheriff from among those qualifying on the current eligibility
list.

2. Second vacancy shall be selected by the Shetiff from among the top three (3) composite scorers on
the current eligibility list only.

3. Third vacancy shall be filled in the same manner as first vacancy.

4, Fourth vacancy shall be filled in the same manner as second vacancy.

5. Subsequent odd numbered vacancies shall be filled in the same manner as the first vacancy;
subsequent even numbered vacancies shall be filled in the same manner as the second vacancy.
This process shall continue until the current eligibility list expires. Upon issuance of the new eligibility
list, the first vacancy shall be filled as provided in F.1. above,

E. Test results shall be posted by name of examinee in order of overall score. Actual scores shall not be posted,

only the names of those receiving a passing grade {70 points or over), in order of achievement shall be

posted.

ARTICLE 41

SAVINGS CLAUSE

The parties hereto realize that certain Court decisions or change in legislation during the term of this Agreement may
make certain portions of said Agreement invalid andfor illegal. In that case, it is the intent of the parties hereto that
only that provision which is inconsistent with the law or legislation is invalid and the remaining portion of this
Agreement shall remain in full force and effect.
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ARTICLE 42

STATUTORY RIGHTS AND RESPONSIBILITIES

The parties hereto agree that this Agreement shall not be construed or utilized in any manner that may impede or
prevent any elected or appointed Macomb County Official from fulfilling or carrying out the Statutory or Constitutional
duties of his/her office; provided, however, that the foregoing shall not be construed to diminish, impede, or abrogate
the responsibilities, duttes and obligations of the Employer as provided by the Public Employment Relations Act, as
well as other applicable statutes and case law.
ARTICLE 43
TRAINING TIME

Regarding training time that is mandated by the Sheriff, nothing herein shall be deemed to relieve the Employer of
the obligation to pay overtime if required by the Fair Labor Standards Act and applicable federal regulations.

ARTICLE 44

TERMINATION OR MODIFICATION

A This Agreement shall be and continue in full force and effect until December 31, 2024.

B. If either party desires to terminate or modify this Agreement,, it shall, no later than one hundred twenty (120)
days prior to the termination date, give written notice of termination or modification. If neither party gives
notice of termination, or notice of amendment as hereinafter provided, or if each party giving notice of
termination or modification withdraws the same priot ta the termination date, this Agreement shall continue
in effect from year to year thereafter subject to notice of termination or modification by either party no later
than one hundred twenty (120) days written notice prior to the current year's termination date.
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IN WITNESS WHEREOF, the Office of the County Executive, by its Director, Human Resources and Labor Relations,
and the Macomb County Sheriff and representatives Macomb County Professional Deputy Sheriff's Association, on
behalf of its represented employees, hereby cause this Agreement to be executed.

FOR THE UNION: FOR THE EMPLOYER:

-

LY
Jim Stachgivski, Busifless Representative Karlyn Semlo {_Director

POLC W Wr R

Anthony M. Wickersham, Sheriff
Macomb County

Brvamard S

Brian W. Pingilley, Vice-President
MCPDSA
-]

Dated: ?" 15— 23

MCPDSA
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APPENDIX A

MCPDSA - Corrections Deputies
effective January 1, 2023 - December 31, 2023

Step 1 Step 2 Step 3 Step 4
$59,156.66 $60,755.50 $62,354.32 $63,953.15

MCPDSA - Corrections Deputies
effective January 1, 2024 - December 31, 2024

Step 1 Step 2 Step 3 Step 4

$62,706.06 $64,400.83 $66,095.58 $67,790.34



Appendix B

Active Employee Benefits

Appendix B — Active Employee Benefits - 1




Blue Care Network




BCN HMO Active Employees

As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCN does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs. This
SBC template document is being provided as an example that may contain useful information concerning your BCN administered coverage as you create your own
group health plan's SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with your legal
counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit design,
compliance or other advice. BCN disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations relating to
creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your specific group
health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA), health
reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, weliness programs, reference based pricing or benefits, or coverage not
administered by BCN, or whether the coverage provides minimum essential coverage.



CLSSLG
Macomb Co Employees - Hard Cap-Active/COBRA

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

BCN HMO Active Employees

Coverage for: All Plan _Types Plan Type: TPA

ﬂ'

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share -
dLI, ' the cost for covered health care services. NOTE: Information about the cost of this pian (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call 800-662-6667 .
. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

Important Questions

Glossary. You can view the G[ossary at https://www.healthcare. govlsbc-glossagg or call 800-662-6667 to request a copy.

Why This Matters:

iAnswers: Member / Family

for this plan?

1$6,350/$12,700

What is the overall deductible? |$0 See the Common Medical Events chart below for your costs for services this plan covers.
Are there services covered - . . ,
before you meet your deductible? No ‘You will have to meet the deductible befere the plan pays for any services.
Are tygre oth.er deductibles for No You don't have to meet deductibles for specific services.
specific services?

o o 77 [The out-of-pocket limit is the most 3—(5u- could péy in a;rear for covered services. If jc;ughave"
What is the out-of-pocket limit other family members in this plan, they have to meet their own out-of-pocket limits until the

overall family out-of-pocket limit has been met.

What is not included in the out-
of-pocket [imit?

Premiums, balance billed charges and
health care this plan does not cover

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been mét.

Will you pay less if you use a
network provider?

*|ves. see .‘www.bcbsm.'c_orﬁ‘o'r callthe
{phone number on the back of your ID

card for a list of network providers.

[800-662-6667 for a list of network

"~ |This m uses a Qrovidef network. You will pa'y less if idd_use a Qro-viaer' in tﬁ-e—p-l_am-'—s—_ -

network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider's charge and what your plan pays
(balance billing). Be aware, your network provider might use an out-of-network provider for

specialist?

|providers. |some services (such as lab work), Check with your provider before you get services.
Do you need a referral to see a Yes This plan will pay some or all of the costs fo see a specialist for covered services but only if

you have a referral before you see the specialist.




BCN HMO Active Employees

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Medical Event

{Services You May Need

‘WhatYou Will Pay

Network Provider
(You will paythe least)

{You wil

Out-of-Network
Provider
| pay the most)

Limitations, Exceptions, & Other Important

Information

Primary care visit to treat an injury or illness |$20 copay/visit Not covered $20 copay for online viits.
Requires referral. No charge for allergy
injections, allergy office visit and testing /30
Specialist visit $30 copay/visit Not covered combined visits for spinal manipulations
If you visit a health care performed by a chiropractor or osteopathic
provider’s office or clinic physician
You may have to pay for services that aren't
Preventive carefscreening/immunization  |No charge Not covered preventive. Ask your M ifthe services
you need are preventive, Then check what
your plan will pay for.
Diagnostic test (x-ray, blood work) No charge Not covered May fequire preauthorization /No charge for
If you have a test lab services
Imaging {CT/PET scans, MRIs) No charge Not covered Requires preauthorization
: Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treatj .. o _ : drugs.
your illness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered covered in full

coverage is available at

80 day mail order and retail copays are 2x the

wwwibcbsm,com/customdr standard retail copays.
uglist Tiered copays listed above .

Specialty drugs

apply

Not covered

Limited to a 30 day supply

If you have outpatient
surgery

May require preauthorization/50% coinsurance

Facility fee (.., ambulatory surgery center) |No charge Not covered . for TMJ, orthognathic surgery, reduction
mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered "|See "Outpatient surgery facility fee"




BCN HMO Active Employees

What You Will Pay

e b e S

Out-of-Network
Provider
(You will pay the most)

Limitations, Exceptions, & Other important
Information

Common

Medical Event Services You May Need

Network Provider
(You will pay the least)

Emergency room care $100 copay/visit $100 copay/visit Copay waived if admitted
If you need immediate , , Non-emergent transport is covered when
medical attention Emergency medical transportation No charge No charge preauthorized
{Urgent care $30 copay/visit $30 copay/visit None
' o Preauthorization is required. 50% coinsurance
If you have a hospital  |acility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee"
If you need mental Qutpatient services No Charge Not covered Preauthorization is required
health, behavioral health, -
or substance use Inpatient services No Charge Not covered Preauthorization fs required
disorder services
Office Visits No charge Not covered PlOfstnataI and non-routine prenatal office
visits-$20 copay
If you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
Home heaith care $30 copay/visit Not covered E;?;Zﬁs preaythorization. Custodial care not
Requires preauthorization/ One period of
freatment for any combination of therapies
Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
episode. Subject to meaningful improvement
if you need help _ within 60 days.
recovering or have other Habiltation services $§§c-o$2a0 C—z%%smg;"sm Not covered PT/OT/ST for autism spectrum disorder has
special health needs  |nabilitation Services BT /(fj%ﬁ}‘l P unlimited visits. Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
. . obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfort items not covered. Diabstic
supplies covered in full




BCN HMO Active Employees

! | What You Will Pay |

Common , . - 1" Out-of-Network  Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider y Provifl:;,or ! Information

| | (You will pay the least) (You will pay the most) |

fr——

iy . " } |inpatient care requires preauthorization. h
Hospice services ) No .charge Not covered |Housekeeping and custodial care not covered.
Children's eye exam Not covered Not covered Contact benefit administrator for coverage.
If your child needs (Chidrems alasses " lNotcovered ~INotcovered Noontactbenafit administrator for coverage.
dental or eye care |Children’s glasses . . [Not covere ot covere ontact benefit administrator for coverage.
" |[Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

| » Acupuncture (if prescribed for rehabilitation » Long-term care » Routine eye care (Adult)
purposes) o Non-emergency care when traveling outside the e  Routine foot care
»  Cosmetic surgery Us. » Weight loss programs
o Dental Care {Adult) e Private-duty nursing

s FElective Abortion

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

o Bariatric surgery

o Chiropractic care

Infertility treatment
Hearing Aid

Macomb County Blue Care Network Plans generally requires/allows the designation of a primary care provider. You have the right to designate any primary care provider who
participates in our network and who is available to accept you or your family members. Until you make this designation, Blue Care Network Plan designates one for you. For
information on how to select a primary care provider, and for a list of the participating primary care providers, contact the Macomb County at (586) 469-5280,

For children, you may designate a pediatrician as the primary care provider,

You do not need prior authorization from Blue Care Network or from any other person {including a primary care provider) in order to obtain access to obstetrical or gynecological
care from a health care professional in our network who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with certain
procedures, including obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for making referrals. For a list of participating
health care professionals who specialize in obstetrics or gynecology, contact the Macomb County HRLR Department at (586) 469-5280.



BCN HMO Active Employees

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.O. Box 284,Southfield, Ml 48086 or fax. 1-866-522-7345, For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O, Box 30220, Lansing, Ml 48903-7720, http://iwww.michigan.qgov/difs; call 1-877-999-6442 or fax: 517-284-
8838.

For Department of Labor assistance contact the Employee Benefits Security Administration at 1-866-444- EBSA (3272) or www.dol.gov/ebsa/healthreform

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48909-7720, http://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this Plan Provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retumn unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this Plan Meet the Minimum Value Standard? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. (IMPORTANT: Blue
Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefits (EHB) categories as defined by the State of Michigan. The minimum
value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage for specific EHB
categories, for example, preseription drugs, through another carrier.)

Translation available
To get help reading in your language call the customer service number on the back of your ID card
To see excamples of how this plan niight cover costs for a sample medical sitnation, see the next page.




About these Coverage Examples:

. This is not a cost estimator, Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

. depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under dtfferent
health plans. Please note these coverage examples are based on self-only coverage. |

Peg is Having a Baby Managing Joe's Type 2 Diabetes Mia’s Simple Fracture
{9 months of in-network pre-natal care (a year of routine in-network care of (in-network emergency room visit and
and a hospital delivery) a well-controlled condition) follow up care)

® The plan’s overall deductible $0 R The plan’s overall deductible $0 M The plan’s overall deductible- $0

M Specialist copayment $30 W Specialist copayment $30 W Specialist copayment $30

M Hospital (facility) coinsurance 0% M Hospital (facility) coinsurance 0% M Hospital (facility) coinsurance 0%

W Other coinsurance 0% M Other coinsurance 0% W Other coinsurance 0%

This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:

Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical

Childbirth/Delivery Professional Services disease educafion) supplies)

Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic tests (x-ray)

Diagnostic tests (ulfrasotnds and blood work) Prescription drugs Durable medical equipment {cruiches)

Specialist visit (anesthesia) Durable medical equipment (giticose meter) Rehabilitation services (physical therapy)

| Total Example Cost | $12,700 | | Total Example Cost | $7.400] | Total Example Cost | $1,900 |

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

: Cost Sharing I { ‘ Cost Sharing "i l Cost Sharing i
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $70 Copayments $800 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0

P What isn’t covered I | What isn’t covered 'I |  Whatisntcovered |
Limits or exclusions $60 Limits or exclusions $60 Limtsorexclusions | %0

[ The tofal Peg would payis |  $130 | | The total Joe would pay is - | 860} [ The total Miawould payis |~ $200 |
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
If you, or soriéone you'ré helping, néeds:astistance, ygu
havé the right to get help and information in your
language at no cost. To talk to-an Interpreter, call the
Customer Service numbér on the back of yourcard, or
877-469:2583, TTY: 711 If you are nct already a- member,
S5i usted, o alguién a quien usted.est4 ayudando, necesita
asistencla, tiene. derecho a obtener: ayuda e Informacidn
en-su idioma sin.costo alguno. Para hablar con un
intérprete, llameal niimero telefénico de Servicio al
cliente, que-aparece en ld.parte trasers de su'taijeta, o,
877-469-2583; TTY: 711 i usted todavia no es:un
miembro.
wﬁu;\.ui..luh -mmh‘a;aacu)ﬂumu‘,l ot e 13
LT P FOPONEL A R FIPTR (LN A6 191 JOL 1 d,...;h
LR - AUPYS Sy VRN P DV PRERS 73 I PN PP JLICEL
Jeals 1S 5% o5 A 5] [877-469-2583 TTY:711 iy
mBE, ZESTEEDHNHS. FERL. SHEN
KELEIBIESTNENNE, ZAN—EERA.

WRESNFEANESPRHSE IR ERRER

. IHIDSEES 877469:2583, TTY: 711,
B o Sl st o Shiginarhy v A8 of ca Sl Lo
r¢foui yorha wehitj o Shulas wfiand L_dsalhicd | share
TS c\n 'rd:ﬂ.\ﬂm m'.m-t{h:np»m\ v{.‘:np}b sy mml.!:
K] ..H_n:\unm;r( ....u.‘;.tdur{a rdim uBJ.\l‘\
-iﬁam QM rd'm -t 877-469- 2583 TTY 71 1
Néu quy vi, hay ngiréi ma quy vi dang gitp d&; 'cin tig
gip, quy vis& cé quyin-duryc glip va c6'thém thang tin
bang'ngén nglk clia minh mién phi, Bénol chuyén v&l mat
thong dich vién, Kin- gol s& Dich vi-Khdch hang, & mitsau
thé cla quy vi, hojic 877-469-2583, TTY: 711 néu quy vl
-chisa pharla mét thanh'vién,
Nése ju, ose'dikush gé po ndihmoni, ka nevojé pér
asistence, keni t& drgjté t& mermi ﬁdihmé'dhe informacian
falashe’ ‘gjuhén tizaj: PEr ta foltr me njé pérkthyes;
telefononl numrin e Sherbimit t& Kllentit né anén e pasme
té k_artés tuaj, ose- 877-469- 2583, TTY: 711 nése nuk jent
ende nj& anétar,

ket 1 &HE = ASI B0 Y= A0l A"l
EQSICH, st =30 28 Aote] A2 IS
2 g0l LS 4= AT Y ELICh BEAS
CHatatai - 45le) ts Bl Y= 02 MHIA
ola 2 &atat AL, 010l 3”0l Ol B
877-469-2583, TTY: 7112 HE5l A Al S,

W APTAE, A NRAY T 2379 T, T
TGN T A TR | {(PTAT AT0RT (TS RIS F
T TS, @]‘F{WWW CR3TT RS WIS 9T
T T AL.877-469-2583, TTY: 711 I BCSTIy Sirtfar
YA 4P|

ledli Ty lub osoba, ktérej pomagasz, potrzebujecle pomidcy,
masz prawo do uzyskania bezplatne] Informacji  pomocy
we wlasnym Jezyku, Aby porozmawliaé z thumaczem;
zadzwoii pod numer dzialu obshugi klienta, wskazanym na
odwroclé Twole] karty lub pod numer 877:469-2583,.

TTY: 711, jezeli jeszcze nie:masz-crionkostwa,’

Falls:Sie oder jemand,-dem Sie heifen, Unterstatzung.
bendtigt; haben Sie das Recht, kostenlose Hilfe und
lrifoi'mafiéngn in Ihfer Sprache zu erhalten. Um mit einem’
Dolmetscher zu-sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der-Rilckseite |hrer Karte an oder
877-469-2583, TTY: 711, wenn Sie-noch kein Mitglied sind.
Se tu o:-qualeuno che'stal ajutando avete bisogno di-
assistenza, hai Il diritto.dl ottenere aiuto-e Informaziont
nella tua lingua gratuitamente. Per parlare con-un
_intqrprgte,‘rivplgiti.al Servizio Assistenza al numero
indicatd sul retro-della tua schéda o chiama il
877-469-2583, TTY: 711.se.non sel ancora membre.
CEAME FELEEBROGOEY DS CEREHE
LERSETIHAMNSENELES, CREOEBE
THR—+ERFEY, EREAFLEYTIZEN
TEET. BRI DYELL, BREBESH D
BiEEHFLOh— FoERICBRREHAA ST
—ERDBEES (* v i—THNERL.
8774692583, TTY: 711) FTHERES 281,

Ecwa Bant HIId THIy, EOTOPOMY BH [OMOTAETE, HYXHA
TOMOINE, TC Bl HMEETE Hpase Ba OecnzaTHoe gomy cHie
TOMOIE X m!qmpunmm Ha pameN gasixe. g pasrozopa
C NepeROIIHEOM TIOIBOHITE 10 HoMepy Teredora orxeta

OGCAYAMBARNA KIHEHTOB, YE33AHEOMY H 05paTHOM
CTOpOKE Bameft KAPTEL WM 0. HOMEpY

‘B77-469-2583, . TFY: 711, ecipt y BaC HeT wIEHCTRA.

Ukoliko Vama ilt hekeme kome Vi pomaZete treba pomod;
imate pravg da besplatno dobijete pomoé i informacije na
ivom jeziku. Da blste razgovaralisa prevadiacem, pozovite
broj korisnicke sluZbe sa zadn]e strane kartice ili
877-469-2583, TTY: 711 ako veé niste &lan.

Kung tkaw; o.ang iyong tinutulungan, ay nangangailangan
ng tuleng, may. karapatan ka na makakuha ng; tulong at
impormasyon sa’lyong wika ng walang gastos. Upang,
makausap angisang tagasalin, tumawag sa numero ng
Customer Service sa likod ng lyongtarheta,

o 877-469-2583, TTY: 711 kung fkaw ay hindl.pa Isang
miyembro.

Important disclosure:

BlueCross Bliie Shield of Mictiigan-and Blue'Care Netitork
comply with-Federal civil rights laws and do not
discriminate:on the basis of race,.color, national origin,
age, disabllity,.or sex. Blue Cross-Blue Shield of Michigan
and Blue Care Netiwork provide free auxiliary aids-and
services to people with-disabilities to communicate
effectively with us, such as qualified sign language
intarpréters and mformatxon in otherformats. (Fy you rieed
these services, call the Customer, Service number on'the

back of your-card, or 877-469-2583,; TTY: 711 ifyou are'not:

already a membér. If you belleve that'Blue Cross.Blie
shield of Michigan or Blue Care Network has falled to
provide services or discriminated In:another wayon the
basis of race, calor, natianal origin, age, disability, or sex,
you ¢an file.a giievance:in; person, by mall, fax, or email
with: Office.of Civil Rights Coordinator;

‘600 E. Lafayette Blvd., MC 1302, Detroit, M- 48226,

phorie: 888:605- 5461 TTY: 711, fax: 866-559—[]578

ernail: CivilRights@bcbsm.com. i you need help filing a
grievance, the Office of Civil Rights Coardinator Is.available
ta help you.

You can alsg file 4 civil rights complaint with.the U.S,
Départment of Health & Human Services Office for Civil
Rights electronicallythrough the Gffice for Civil Rights
Complaint Portal avallab!e at

phone, or emalf at' LS, Department: of Health & Human

Servjces, 200 lndependence Ave; S\W., Washington, D.C.

20201, phone:, 800- 368:1015, TTD: 800-537-7697, email:

OCRComEIaInt@hhs gov. Complaint forms are available at
o/ fww 'h_hs_ 7 cr/o, il
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Blue Cross Blue Shield

Community Blue PPO ASC




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan's SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
heaith reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or
coverage not administered by BCBSIM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
in only a limited way.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2021

Note to ASC groups: Before completing this template,
please reference the disclaimer on the attached cover page.

MACOMB COUNTY EMPLOYEES

Community Blue PPOSY ASC Coverage for: Individual/Family | Plan Type: PPO

‘ A " The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
43  the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm:com.or call the number on the back
of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https:/www.healthcare gov/sbe-glossary or call the number on the back of your BCBSM ID card to requesta copy.

Important Questions

Answers

Why this Matters:

What is the overall deductible?

) I-ﬁ-Nétv;ork B _I Out-of-ﬁléhf;lork

$1,500 Individual/
$3,000 Family

$3,000 Individual/
$6,000 Family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services covered before
you meet your deductible?

Yes. Preventive care services are covered
before you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at hitps:/Aww.healtticare.gov/icoverage/preventivescare-benefits/,

Are there other deductibles for
specific services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-pocket [imit for
this plan?

(May include a coinsurance
maximum)

1$12,700 Individual/
$25,400 Family

$6,350 Individual/
$12,700 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits unfil the
overall family out-of-pocket limit has been'met.

What is not included in the out-of-
pocket limit?

Premiums, balance-billing charges, any

pharmacy penalty and health care this
plan doesn't cover.

Even though you pay these expenses, they don’t count toward the out—of-pocket limit.

Will you pay less if you use a
network provider?

Yes. See www.bcbsm.com or call the
number on the back of your BCBSM ID
card for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider's charge and what your pian pays
(balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0033
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[ ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

]
Common Medical Event

If you visit a health care
provider’s office or clinic

Services You May Need | |n-Network Provider
(You will pay the least)

Primary care visit to freat

What You Will Pay

$40 copay/office visit;

Qut-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important

Information

o
an injury or illness deductible does not apply 40% coinsurance None
Specialist visit ﬁggs"ﬁgfzgﬁg deductible 1409, coinsurance None

\Preventive carg/

screening/
immunization

No Charge; deductible does
not apply

Not covered

You may have to pay for services that aren't
preventive. Ask your provider if the services
needed are preventive. Then check what your plan
will pay for.

|Diagnostic test (x-ray,

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage

prescribed over-the-

“icounter drugs

icopay/prescription for retail or
mail order 90-day supply;
deductible does not apply

additional 25% of the approved
amount; deductible does not

apply

is available at
www.hcbsm.com/druglists

Preferred brand-name
drugs

$35 copay/prescription for
retail 30-day supply; $70
copay/prescription for retail or
mail order 90-day supply;
deductible does not apply

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

20% coinsurance 40% coinsurance None
blood work)
If you have a fest - -
Hsg)"g (CT/PET scans, 20% coinsurance 40% coinsurance May require preauthorization )
$7 copay/prescription for retail |,
Generic or select 30-day supply; $14 In-Network copay plus an

Preauthorization, step therapy and guantity limits

Nonpreferred brand-name
drugs

$70 copay/prescription for
retail 30-day supply; $140
copay/prescription for retail or
mail order 90-day supply;
deductible does not apply

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

may apply to select drugs. Preventive drugs
covered in full. 90-day supply not covered out of
network. Select diabetic supplies and devices may
be covered under the prescription drug program.

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery

center)

20% coinsurance

40% coinsurance

None
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'Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Oﬁf:c;f-l\letwork Provider
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emergency room care

$250 copay/visit; deductible
does not apply

$250 copay/visit: deductible does

Copay waived if admitted or for an accidental

not apply

injury,

Emergency medical

transportation

20% coinsurance

20% coinsurance

Mileage limits apply

\Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

If you have a hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorizafion is required

Physician/surgeon fee

20% coinsurance

40% coinsurance

None

If you need behavioral

20% coinsurance for mental

Your cost share may be different for services

services

health services (mental Outpatient services 20% coinsurance health; 40% coinsurance for erformed in an office settin
health and substance use substance use disorder P :
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
Maternity care may include tests and services
Prenatal: No Charge; . . -
Offce vsis dedutive doesnotopply  Prental:40% coinsurance  [cpo oC SRR 8 ORISR
Postnatal: No Charge; Postnatal: 40% coinsurance pl c g hari yp q Nlor
| deductible does not apply may apply. M 0es not apply for
If you are pregnant — preventive services.
'Chl!dblr_thldelwery 20% coinsurance 40% coinsurance None
professional services E—
Childbirth/delivery facility 20% coinsurance 40% coinsurance None

If you need help recovering
or have other special health
needs

Home health care

20% coinsurance

20% coinsurance

Physician cerfification required.

Rehabilitation services

20% coinsurance

40% coinsurance

Physical, Speech and Occupational Therapy is
limited to a combined maximum of 60 visits per
member, per calendar year.

Habilitation services

Not covered for Applied
Behavior Analysis; Not
covered for Physical, Speech
and Occupational Therapy

Not covered for Applied Behavior

Analysis; Not covered for
Physical, Speech and
Occupational Therapy

None
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What You Will Pay

Common Medical Event  [Services You May Need |~ In-Network Provider ] " Out-of-Network Provider Limitations, Exﬁf‘?g:’g:t'ig‘nomer Important

|
| (You will pay the least) (You will pay the most)

Skilled nursing care 20% coinsurance 20% coinsurance Preauthorization is required. Limited to 120 days
EE— EE— per member per calendar year
Durable medical Excludes bath, exercise and deluxe equipment
=== 20% coinsurance 20% coinsurance and comfort and convenience’items. Prescription
equipment — _ )
‘ required.
. . No Charge; deductible does  [No Charge; deductible does not - o . ek
Hospice services not apply apply Physician certification required. Visit limits apply.
If your child needs dental or [Children’s eye exam Not covered |Not covered INone N ._
eye care . )
For more information on Children's glasses Not covered _ _ Not covered 7 None
pediatric vision or dental, .
contgqt.your plan Children's dental check- Not covered Not covered INone
administrator up .
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover {Check your policy or plan document for more information and a list of any other excluded services.)

¢ Acupuncture treatment o Infertility treatment + Routine foot care
¢ Cosmetic surgery » Long term care ¢ Weight loss programs
« Dental care (Adulf) * Routine eye care (Adulf)

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

e Bariatric surgery o Coverage provided outside the United States. ¢ Non-emergency care when traveling outside the U.S

See http://provider.bcbs.com

» Chiropractic care » Private-duty nursing

o Hearing aids
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor’s Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/eaithreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HeaithCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, Ml 48909-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coveraae generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this. plan meet Minimum Value Standards? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit fo help you pay for a plan through the Marketplace.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.}

Language Access Services: See Addendum

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
. depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deducfibles,
i copayments and coinsurance) and éxcluded services under the plan. Use this information to-compare the portion of costs you might pay under different

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care
and a hospital delivery)

M The plan's overall deductible $1,500
B Specialist copayment $40
W Hospital (facility) coinsurance 20%
B Qther coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uffrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of
a well-controlled condition)

M The plan’s overall deductible $1,500
W Specialist copayment $40
= Hospital (facility) coinsurance 20%
| Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (giucose mefer)

Mia's Simple Fracture
{in-network emergency room visit and
follow up care)

M The plan’s overall deductible $1,500
M Specialist copayment $40
® Hospital {facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

| Total Example Cost [ $12,700 | Total Example Cost _ [ $5,600 | Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay: .
| . Cost Sharin ! e Cost Sharin | l Cost Sharing _ ;
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $10 Copayments $800 Copayments $90
Coinsurance $1,700 Coinsurance $0 Coinsurance $70
} “What isn't covered | | What isn’t covered | | What isn’t coveréd i
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions _$0
| The total Peg would pay is $3,270 | | The total. Joe would payis $1,720 | | The total Mia would pay is $1,660 |
If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), and/or a health savings account {HSA), then you may have access to addifional funds to help cover certain ouf-of-pocket expenses — like the
deductible, copayments, or coinsurance, or benefits not otherwise covered.
The plan would be responsible for the other costs of these EXAMPLE covered services. 8of9



ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. To talk to an Interpreter, caltthe
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member,

Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e Informacién
en su [dioma sin costo alguno. Para hablar conun
intérprete, llame al namero telefanico de Servicio al
cliente, que aparece en la parte.trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
mlembro.
allelpb gcbud Axtag sl AT padd o vl ek 1y
AdlEEA ¢ g bialyidy  y pecall il laally saolasal) e § suandd
oF Uy g e 3y salt oSl A o 3y ol g s B Craa)
iy 16 5 S5 0 13} (87 7-469-2583 TTY:711 o4
Rt RESEERMANER, REGER), SHEN
KRUENZESIEMNALS. EAD—SETA,
FRESHFTENEFRBRSE | AREETEGR
. TARTEIE 877-469-2583, TTY: 711,
sreRaih o dhu pope s o Shotqudn b b ab ot bl o ¢
hulacio hiid sl hood o faaliun LS
L St srdih w¥on ap nd reioapadd s, /e L Saalils
& —oadnley ¢ 50 A ey réiion ol
wrenich - ol o ¢ 877-469-2583 TTY:711
Né&u quy vi, hay nguéi ma quy vi dang giip dd, can trg
gitp, quy vi s& cé quyén durge gidp va ¢d thém thang tin
béng ngdn ngl?.clia minh mign phi. D& néi ctiuyén véi mat
théng dich vién, xin.goi sé Dich vu Khich hang ¢ mit sau
thé cda quy vi, hofic 877-469-2583, TTY: 711 néu quy v|
chira phéi la mgt thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevoj& pér
asistencé, keni té dre|té t& merrnl ndihmé dhe informacion
falas né gjuhé&n tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit t& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jenl
ende n)é anétar.

ghol 33l &= A5 §2 U= ME0| T~
2osltiH, Meh= 23 A2 S Al dHZ HIE
R0 € 4 = A USLID. SH A
Chztetci ™ 7812l St o s DA AU~
HS2 Azl ol0 2ol otd B
877-469-2583, TTY: 711= HSISI& A 2.

A% ST, TS TR SR A5 DAL, AW,
TEBH T, ST ATHE SR AT TR 8 O
TRATA NPT AT TAR! (P IPO (ST TN
FY] TS, TTATT SNET (T (WaT] F5F O 559
T S5 41 877-469-2583, TTY: 711 It SIS Pl
ST ] 3 4TS

Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wiasnym Jezyku. Aby porozmawiac z tiumaczem,
zadzwori pod numer dziatu obstugl klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jetell jeszcze nie masz czionkostwa.

Falls Sie oder jerand, dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite Ihrer Xarte an oder
877-469-2583, TTY: 711, wenn Sie noch keln Mitglied sind.

Se tu o qualcuno che stal ajutando avete bisogno di
assistenza, hai il diritto di ottenere aluto e Informazioni
nella.tua lingua gratuitamente, Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sel ancora membro.

CHEAME, FEESFGOSORY DS TIWEDE
LERDATCIHMMOEWELE L, CHEOEBE
THR—bERIIY. RBEAFLEYT S &N
TEET. HEZHMMY EHA. BREEEENDH
BRXEHLOI—FOBMRRShi-hR 27—
—EAOBEHE (F o/ i—THLHI

877-469-2583, TTY: 711) FETCHBEEC &L,

Ecom pay wim eI, KOTOPOoMY BE! DOMOTAETE, HYKHA
TIOMOIIE, TO BET HMCCIC NPABC HA OCCILIATHOE HOMYICHAS
TOMOITH K KHOOPMALME HA BameM J36Ke. A pasroeopa
C DEPEBOIMHEONM IIOIBOHKTE O HOMEpY Tenedona oTxena
00CAYAHMBIHIA KTHEHTOR, YEIIAHHOMY Ha obpaTHoOil
CTOpOHe BAlIeH KAPT!, HIH 10 HOMEPY

877-469-2583, TTY: 711, ecqm y Bac HET WISHCTBA.

Ukoliko Vama ili nekame kome Vi pomalete treba pomad,
imate pravo da besplatno dobijete pomoé i informacije na
svom jeziku. Da biste razgovarall sa prevodiocem, pozovite
broj korisnicke sluibe sa zadnje strare kartice ill
877-469-2583, TTY: 711 ako vet niste &lan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa fyong wika ng walang gastos. Upang
makausap ang Isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng lyong tarheta,

0 877-469-2583, TTY: 711 kung-lkaw ay hind! pa Isang
miyembro.

Impoertant disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
Interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national orlgin, age, disability, or sex,
you can file a grievance In person, by mail, fax, or emall
with: Office of Civil Rights Coordinatar, .

600 E. Lafayette Blvd., MC 1302, Detroit, Ml 48226,
phone: 888-605-6461, TTY: 711, fax;: 866-559-0578,

email: CivilRights @bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal avallable at
https:/focrportal.hhs.govi/ocr/portal/lobby.fsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:

OCRComplaint@hhs.gov. Complaint forms are available at

L h 0 r/o; i h
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Blue Cross Blue Shield

Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, inciuding SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an.example that may contain useful information: concerning your BCBSM administered coverage as you create
your own group health plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements {HRA), and health savings accounts, {(HSA), or for example, wellness programs, reference based pricing or benefits, or

coverage not administered by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
in only a limited way.



MACOMB COUNTY EMPLOYEES

Simply Blue PPO HSAS™ ASC with Rx

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Note to ASC groups: Before completing this template, please
reference the disclaimer on the attached cover page.

Coverage for: Individual/Family | Plan Type: PPO

7'

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan {called the premium) will be provided separately.

This is s only a summary. For more information about your.coverage, or o get a copy of the complete terms of coverage, visit wwwibcbism.com.or call the number on the back :
of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other. underlined

Important Questions

ternis see the Glossary. You can view the Glossary at https:/www.healthcare.gov/sbe=glossary or call the number on the back of your BCBSM ID card to request a copy.

Answers
in-Network : Out-of-Network

Why this Matters:

What is the overall deductible?

$2,000 Individual/
$4,000 Family

$4,000 Individual/
$8,000 Family

Generally, you must pay all.of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the policy, the overall family
deductible must be met before the plan begins to pay.

Are there services covered before
you meet your deductible?

Yes. Preventive care services are covered
before you meet your deducfible.

This plan covers.some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered

|preventive services at hittps:/iWww.healthcare:gov/coverage/preventive-care: benefits/:

Are ihere other deductibles for
specific services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket limit for
this plan?

(May include a coinsurance
maximum)

$3,000 Individual/
$6,000 Family

1$6,000 Individual/
$12,000 Family

[The out-of-pocket limit is the most you could pay in a year for covered services. If you have
|other family membeérs in this plan, the overall family out-of-pocket limit must be met.

What is not included in the out-of-
pocket limit?

Premiums, balance-billing charges, any

pharmacy penalty and health care this

plan doesn’t cover.

Even though you pay these expenses, they don't count toward the out—of-pocket limit.

Will you pay less if you use a
network provider?

Yes. See www:bchsm.com or call the
number on the back of your BCBSM ID
card for a list of network providers.

i Trhi_s M uses a pro\}idéf network. You will pay less if you use a provider in the plans |

|bill from a provider for the difference between the provider's charge and what your plan pays
|(balance billing). Be aware, your network provider might use an out-of-network provider for

network. You will pay the most if you use an out-of-network provider, and you might receive a

some services {such as lab work). Check with your provider before you get sérvices.

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0047
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Common Medical Event

Services You May Need

Primary care or Online

What You Will Pay

" in-Network Provider
(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions, & Other Important
Information

visit fo treat an injury or  [No Charge 20% coinsurance None
illness

If you visit a health care Specialist visit No Charge 20% coinsurance None

provider's office or clinic Sreventive care/ You may have to pay for services that aren't
screening/ No Charae Not covered preventive. Ask your provider if the services you
Wigtion g need are preventive. Then check what your pian

will pay for.

bDII:]oS(\):élrrl:()teSt (eray, g Charge 20% coinsurance None

If you have a test maging (CTIPET
[\Tsl%')ng ( SCans, Ino Charge 20% coinsurance May require preauthorization

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
www:bcbsm.com/druglists

Generic or select
prescribed over-the-
counter drugs

$10 copay/prescription for
retail 30-day supply; $20
copay/prescription for retail or
mail order 90-day supply

In-Network copay plus an
additional 20% coinsurance of
the approved amount

Preferred brand-name
drugs

$40 copay/prescription for
retail 30-day supply; $80
copay/prescription for retail or
mail order 90-day supply

In-Network copay plus.an
additional 20% of the approved
amount

Preauthorization, step therapy and quantity limits

Non preferred brand-
name drugs

$80 copay/prescription for
retail 30-day supply; $160
copay/prescription for retail or
mail order 90-day supply

In-Network copay plus an
additional 20% of the approved
amount

may apply to select drugs. Preventive drugs
covered in full. 90-day supply not covered out of
network.

Facility fee (e.g.,

If you have outpatient ambulatory surgery No Charge 20% coinsurance None
surgery center)
Physician/surgeon fees  {No Charge 20% coinsurance None
Emergency room care  [No Charge No Charge None
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.Common Medical Event

Services You May Need

What You Will Pay

Qut-of-Network Prof:iﬁ;r )

Limitations, Exceptions, & Other Important
Information

Emergency medical

In-Network Provider ’

(You will pay the least)

(You will pay the most)

If you are pregnant

Postnatal: No Charge

Postnatal; 20% coinsurance

If you need immediate liransnortation No Charge No Charge Mileage limits apply
medical attention :

Urgent care No Charge 20% coinsurance Nene

) Facilty fee (e.g., hospital No Charge 20% coinsurance Preauthorization is required

If you have a hospital stay room)

Physician/surgeon fee  |No Charge 20% coinsurance None
If you need mental health, |Oufpatient services No Charge No Charge None
behavioral health, or
substance use disorder ||npatient services No Charge 20% coinsurance Preauthorization is required.
services

Prenatal: No Charge; Maternity care may include services described
. ) . 0 H ' .
Office visits deductible does not apply Prenatal: 20% coinsurance elsewhere in the SBC (i.e. tests) and cost share

may apply. Cost sharing does not apply to certain
maternity services considered to be preventive.

Childbirth/delivery

or i
professional services No Charge 20% coinstirance None
Chllr.lib[rth!dellvery facility No Charge 20% coinsurance None
services
Home health care No Charge No Charge Preauthorization is required.
Physical, Speech and Occupational Therapy is
Rehabilitation services  |No Charge 20% coinsurance limited to a combined maximum of 30 visits per
member, per calendar year.
If you need help recovering Habilitation services Not covered Not covered None
or have other special health | . Preauthorization is required. Limited to 90 days
needs Skilled nursing care No Charge No Charge per member per calendar year
Durable medical Excludes bath, exercise and deluxe equipment
FSTEVEE— No Charge No Charge and comfort and convenience items. Prescription
equipment )
required.
Hospice services No Charge No Charge Preauthorization is required. Visit limits apply.
If your child needs dental or |[Children’s eye exam Not covered Not covered None
eye care Children's glasses Not covered Not covered None
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': | What You Will Pay

Common Medical Event Services You May Need o In-Network Provider ; Out.of.Ne{\R;Ek_P[a-iagr Limitations, Exﬁﬁ?;lr?_]?:{ignomer Important

(You will pay the least) 1 (You will pay the most)

For more information on

pediatric vision or dental, I o 4 |
contact your plan S hildren's dental check |Not covered Not covered [None
administrator P ’
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Excluded Services & Other Covered Services: 7
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and aTist of any other excluded services.)

s Acupuncture treatment »  [nfertility treatment » Routine foot care
o Cosmetic surgery » Long term care » Weight loss programs
» Dental care (Adult) e Roufine eye care (Adul})

Other Covered Setvices (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) i

« Bariatric surgery » Hearing aids o Private-duty nursing

o  Chiropractic care s [f you are also covered by an account-type plan
such as an integrated health flexible spending
arrangement (FSA), health reimbursement
arrangement (HRA), and/or a health savings
account {HSA), then you may have access to
additional funds to help cover certain out-of-
pocket expenses - like the deductible, co-
payments, or co-insurance, or benefits not
otherwise covered

o Coverage provided outside the United States.
See hitp:/fprovider.bcbs.com

¢ Non-emergency care when traveling outside the
U.S.
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM [D card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or calt 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal, For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents alsc provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, Ml 48908-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.gov
Does this plan provide Minimum Essential Coverage? Yes

if you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Markefplace.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this plan might cover costs for a sample medical situation, see the next section,
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About these Coverage Examples:

'y
|

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deducfibles,

, 'copayments-and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
— - health plans. Please note these coverage examples are based on self-only coverage..

Peg is Having a Baby

(9 months of in-network pre-natal care
and a hospital delivery)

B The plan’s overall deductible $2,000
B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of
a well-controlled condition)

M The plan’s overall deductible $2,000
B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Cther coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

| Total Example Cost | $12,700]  [Total Example Cost [ $7,400]

In this example, Peg would pay: In this example, Joe would pay:

i Cost Sharing | L Cost Sharing :.
Deductibles $2,000 Deductibles $2,000
Copayments $30 Copayments $700
Coinsurance $0 Coinsurance $0

i What isn't covered i i What isn’t covered i
Limits or exclusions $60 Limits or exclusions $60

| The total Peg would pay is $2,090 | | The total Joe would pay is $2,760 |

The plan would be responsible for the other costs of these EXAMPLE covered services.

Mia's Simple Fracture

{in-network emergency room visit and
follow up care)

B The plan’s overall deductible $2,000
MW Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
| Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment {crutches)
Rehabilitation services {physical therapy)

| Total Example Cost | $1,900 1

In this example, Mia would pay:

L, Cost Sharing
Deductibles $1,900
Copayments $0
Coinsurance $0

: What isn't covered !
Limits or exclusions $0

| The total Mia would pay is 1 $1,900]
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Wae speak your language
If you, or someorie you're helping, needs assistance, you
have the right to get help and infermation in your
language at no cost. To talk to an interpreter, calk the
Customer Service number on the back of your card, or
B77-469-2583, TTY: 711 If you are not already a member.
Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en st idioma sin costo alguno.-Para hablar con un
intérprete, llame al nimero telefanico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no as un
miembro.
hoallolpl Gaeluddatayencls jal yais glod el
AlGa oy Aahydy )y sl e gl yszebuall to  jaalt
_,i ‘éﬁuﬁ&!"w&' a,;;_,.i\ eM‘L&"i‘ndﬂﬂ&fM‘;\uﬂn
el 18 isia o83 113 .877-469-2583 TTY:711 S0
mESE SRGTFERBMNHS BERS. SHEH
#RLUEMSERSIRBNNE, BAB—UBEA.

HREENFTONEFREREE | NREETFEYA
. EHSEEE 877-469-2583. TTY: 711,
R o d¥u gt | Shatouda rha 4S 2 (RS L g,

r(ﬁl;\n.\cmo [ T nh-pl:l-p: nff\q\nq: ___.c\;Jh,u( nM
‘-.._,_mmhaan’ _ﬁ.\;.lﬁ..ﬂt’:rﬁim aadh
i o odul A e 877-469-2583 TTY 711
Néu quy vi, hay ngudi m3a quy vi dang gitp dd, can trg
gilip, quy vi s& cé quyEn duoc gilp va 6 thém thang tin
bing ngdn ngf ca minh mién phi. D& néi chuyéh véi mat
théng dich:vién, xin-goi s& Dich v Xhich hang & mit sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vj
chura phai [a mgt thanh vién,

Niése ju, ose dikush gé po ndihmoni, ka nevojé pér

asistencé, keni té drejté té mermi ndihmé che informacion’

falas né gjuhén tuaj. P&r t& folur.me njé pérkthyes,
telefononi. numrin e Shérbimit t& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar,

otol HEH = AGHOHED U AIEO! AK0]
Eesie, Hole =SSN H2E Aole dUHR HIE
FE L0 22 5 U= AR USLICL SSASE
CHErsted © A st 2t St le D2 Al A

WS 2 F3lshL, 0[0] S0 ot B2

B77-469-2583, TTY: 7112 HEIGHAI A2,

% ST, <A T T 30 FIET, N
SRS 2, ST AP ST R TR 3 639
TSI AT WA TR I IF0 (ST T
P TS, AP PHGH (TR (TIT] AT OS] T
T FHA A1877-469-2583, TTY: 711 T RESTET AP
HOY A1 2 AR

Jedli Ty lub osaba, ktére] poragasz, potrzebujecie pomocy,
masz prawo do.uzyskania bezptatnej infoermacji i pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwori pad numer dziatu obstugi klienta, wskazanym na
odwrocie Twoje| karty lub pod numer 877-469-2583,

TTY: 711, jeteli jeszcze nie masz czlonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in threr Sprache zu erhalten. Um mit einem
Dalmetscher zu sprechen; rufen Sie bitte die Nummer des
Kundendienstes auf der Rilckseite threr Karte an oder
877-469-2583, TTY: 711, wenn Sie noch keln Mitglied sind.
Se tu o qualcuno che stai alutando avete bisagno di.
assistenza, hat 1l diritto di ottenere aluto-e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiamaiil

'877-469-2583, TTY: 711 se non set ancora membro.

TEAE. FEEEROSGORY QAT ELE
LERBATIHBMNIENWELESL, CHHEDOEE
THR— FERMFY, REEAFLEYTLHIEA
TEFET, HERDbAYELA, BAREEESh DB
SREHLOM—FORAEICRBRINEDRIT—H
—EAOTRERE (A v —TLAR

§77-469-2583, TTY: T11) FTHTEEL &L,

Eci BaM HIH JHITY, KOTOPOMY BE! IOMOTACTE, HYAHA
IIOMONIB, TO BH IDseeTe NPaBo HA GecIUIaTHOe oIy ICHHE
oMoy M HHQOPMAIRIH BA BameM S3pke. Jna paaroBopa
€ NepeBOTTHKOM NO3BOHKTE IO HoMepy Tenedona oraemna
OGCHyAHBAHIA KITHCHTOB, YKA3aHHOMY HA ofparHoit
CTOPOHE BAIIeHl KAPTEL, W/ IO HOMepY

877-469-2583, TTY: 711, ecti ¥ Bac HeT WIeHCTBA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomaoé,
irate pravo da besplatno dobijete pomodéiinformacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluZbe sa-zadnje strane kartice ili
877-469-2583, TTY: 711 ako veé niste clan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang Isang tagasalin, tumawag sa numero ng
Custoemer Service sa liked ng iyong tarheta,

0 §77-463-2583, TTY: 711 kung ikaw ay hindl pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disabllity, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and infarmation in other formats. if you need
these services, call the Customer Service number on the
back.of your card, or 877-469-2583, TTY: 711 if you are not
already a member, If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to.
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance In person, by mail, fax, or emall
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, Ml 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights@bcbsm.com. I you.need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a-civil rights complaint with the U.5.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https:/focrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phene, or emall at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washii'lgton, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
CCRComplaint@hhs.gov. Complaint forms are available at
http: hbs.qov/ocr/offi index.h
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Health Alliance Plan




Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Alliance Health
and Life

hap_

Cemgany

e AS000098 / XR002358 / XW000713

Coverage Period: 01/01/2021 - 12/31/2021

Coverage for: Individual + Family | Plan Type: ASO HMO
AS000098 XR002358 XW000713

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-422-4641 or visit hitp.//www.hap.org. For
general definitions of common terms, such as ‘allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

Glossary. You can view the Glossary at https://www:healthcare.gov/sbe-glossary/ or call 1-800-422-4641 to request a copy.

What is the overall

Important Questions |

Answers

$0

__Why This Matters:

See the Common Medical Events chart below for your costs for services this plan covers.

deductible?

Are there services :

-covered before you meet | No. You will have to meet the deductibles before the plan pays for any services.

your deductible?

Are there other

deductibles for specific | No. You don't have to meet deductibles for specific services.

services?

What is the out-of-nocket | Out-of-Pocket Limit: Ttr;]e og_t-o_fl-pocketbllmlt_lsttr?e n?ost %;]ou c;]ould {)ay in ?tg}{]eza_ur for ?Oviref? se_rlznct:%s. 'Itf yout 'Pte;lvee
linilt for this plan? $6,600 individuall $13,200 family. other family members in this plan, they have to meet their own out-of-pocket limits unti

overall family out-cf-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges,
and health care this plan doesn't
cover, All other cost share
accumulates unless otherwise
specified in Plan Documents.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network-provider?

Yes. See-www.hap.org or call 1-
800-422-4641-for a list of nefwork:

This plan uses a provider.network. You will pay less if you use a provider in the plans network.
You will pay the most if you use anout-of-network previder, and you might receive a bill from a
provider for the difference-between the provider's charge and what your plan pays (balance

see a specialist?

providérs. billing). Be aware your network provider might use an-eut-of-network-provider for some
o services (such as lab work). Check with your provider before you get services,
Do you need a referral to Written referrals are not required for specialist visits within the member's assigned network for
v a— Yes. selected services. Referrals or oral approvals are required in other instances. Further

information on the referral process can be found at www.hap.org.
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A All copaymient.and coirisurance costs shown in this chart are after your deductible has been met, if a deductiblé applies.

What You Will Pay ) i
Network Provider | Limitations, Exceptions, & Other Important
(You will paythe Information '

Commeon

Out-of-Networlk Provider
(You will pay the most)

Services You May Need

|
Medical Event l

Primary care visitto freatan | gop . A
8| injury or ness $25 Copay Not Covered
8| Specialist visit , | $40 Copay. __ | Not Covered
Telehealth Visit: _ y
S 3 . $25 Copa Telehealth: Through our contracted telehealth
& Other practitioner office visit Chiroup—lpractic Visit: Nof Not Covered services provider.
Covered
: | Coverage information available at
| | www.hap.org. You may have to.pay for
Rreventive P i . | services that aren't preventive services, Ask
‘care/scréening/immunization No Charge : Not Covered 1 your-provider if the services needed are |
' preventive services. Then check what your
o ' 1 plan will pay for.
El:?rk')"osm test (x-ray, blood No Charge Not Covered Some services require preauthorization
;\:]nsg)ng (CTIPET scans, J' : No Charge Not Covered Services require preauthiorization
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Common

Medical Event
I

Services You May Need

What You Will Pay

Network Provider
{(You will pay the

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

i maq{l ﬁa
trour

condltlon

Nlore |

grescrlgtlon drug
coveragelis! avallab{e

ARG -

lsmrmﬂ
medicallattention)

Ifyyoulhaveialhospitall
stay, -

R least) (You will pavtflgimfﬁt) |
Costs shown apply to a 30-day supply of
drugs. A 90-day supply of non-maintenance
. $20 Copay / drugs must be filled at our designated mail
Preferred Generic drugs prescription (retail) Not Covered order pharmacy. Other exclusions &
limitations may apply. Applies to all Generic
and Brand type drugs.
. | $20 Copay / E
- \ ;
Non-preferred Generic drugs | prescription {retail) 5 Not Covered
$40 Copay /
Preferred Brand drugs orescription (retail) Not Covered
| $60 Copay /
Non-preferred Brand drugs | prescription {retail Not Covered
All specialty drugs are limited to a 30-day
supply at a specialty pharmacy only. Certain
. specialty drugs may be approved for 60 or 90
: $60 Copay / days. In this case, if a Copay or max is
Preferred Specialty drugs prescription (retai) Not Covered shown, You will pay 2 times that amount for a
supply up to 60 days, and 3 times that amount
for a supply of up to 90 days. Other
’ exclusions & limitations may apply.
B Non-preferred Speciaity | $60 Copay / |
j| drugs prescription (retail) ! Not Covered
| Facility fee (e.g., ambulatory , , _
Il surgery center{ASC)) No Charge Not Covered Some services require preauthorization.
_ '_ Physician/surgeon fees No Charge | Not Covered
e 3| Emergency room care $200 Copay $200 Copay Copay will be waived if admitted
Emergency medical 1w f ‘
transportation No Charge | No Charge | Emergency transport only
Urgent care $50 Copay $50 Copay |
‘;aocr;]h)ty fee (e.g., hospital No Charge ' Not Covered Some services require preauthorization. |
Physician/surgeon fees No Charge | Not Covered |
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the
~ least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important
Information \

o o - - | Some services require Ipreauithorization. |
_ Ar-wruerssr- g | Outpatient services $25 Copay | Not Covered | Services can be accessed by calling 1-800-
ﬂmﬁ[ﬂ, R : | 444-5755.
healthorsubstance : . , Services require preauthorization. Services
Eﬂﬂﬂ“ﬂ) e Inpatient services No Charge Not Covered can be accessed by caling 1-800-444-5755.
RN | Officc visits | $40'Copay | Not Covered | Prenatal covered under Preventive Services.
BRI O | Childbirth/delivery |
ifiyoularelpreanantiiill| professional services No Charge Not Covered
_i o sC:;\ilcii(t:)érsth/delwery facilty No Charge Not Covered Some services require preauthorization
Bl Lome heatth care No Charge Not Covered Does not include Rehabilitation _Serwces;
: Unlimited.
o | e B May be rendered at home; Up to 60 combined
Rehabilitation services | No Charge Not Covered visits per benefit period.
Limited to Applied Behavior Analysis (ABA)
and Physical, Speech, and Occupational
' Therapy services associated with the
Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
through age 18. Covered for authorized
services only. See Outpatient Mental Health
for ABA cost sharing amount.
e | [ Covered for authorized Services; Upto 730
3| Skilled nursing care | No Charge | Not Covered | days. Maximum benefit renews after 60 days
; 1 | | of nanconfinement.
Durable medical equipment No Charge | Not Covered Covered for approved equipment only
lHospite semvices | No Charge { Not Covered | Upto 210 days per lifetime.
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What You Will Pay

Limitations, Exceptions, & Other Important
Information

Network Provider
(You will pay the
__least)

Out-of-Network Provider
(You will pay the most)

Medical Event Services You May Need

{
I
Common i
i

One exam per benefit period. For non-routine
visits see Specialist Office Visit.

Glasses or contacts for adults and children

| are covered once during each 12-month *

Iipyourlchildneds i f ed once during each 12-mor
; N ) ; : consecutive period. Detailed information
[dentatloeyelcare | Children's glasses | No Charge Not Covered regarding coverage of lenses and Collection

frames can be found in your policy or plan
documents.

Children's eye exam $40 Copay Not Covered

Children's dental check-up Not Covered Not Covered

|
|
|
i
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

« Acupuncture « Chiropractic Care « Cosmetic Surgery
« Dental Care (Adult) « Long-Term Care « Non-Emergency Care Outside the U.S.
« Private Duty Nursing - Routine Foot Care » Voluntary Terminafion of Pregnancy

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

» Bariatric Surgery « Hearing Aids « Infertility Treatment
+ Routine Eye Care (Adult) « Weight Loss Programs

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: contact
the plan at 1-800-422-4641 you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272
or www.dol.qovfebsa/ealthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
hitp://www.cciio.cms.gev.Other coverage options may be available to you, too, including buying individual insurance coverage through the Heatth Insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.qov or call 1-800-318- 2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This compiaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan, For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Cttawa, 3rd Floor, P.0.Box 30220, Lansing, M| 48908-7720, hitp:/imichigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or http:/fwww.dol.goviebsa/healthreform. Additionally, a consumer assistance program can help you file
your appeal, Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0O.Box
30220, Lansing, MI 48909, phone 1-877-999-6442, website: hitp://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Please see a full list of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.

To see examples of how this plan might cover costs for a sample medical situation, see the nexf secfion.
PRA Disclesure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number, The valid OMB control
number for this information collection Is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, Including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection, If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to; CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Ballimore, Maryland 21244-1850.
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About these Coverage Examples:

iThis is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your-providers charge, -and many other factors. Focus on the cost'sharing. amounts (deductibles,
'cogayments;and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

. ‘health plaris: Please nofe these coverage examples are based on self-only coverage.

Peg is Having a Baby Managing Joe's type 2 Diabetes Mia's Simple Fracture
(9 months of in-network pre-natal care | (a year of routine in-network care of a | (in-network emergency room visit and
and a hospital delivery) well-controlled condition) follow up care)
‘W The plan’s overall deductible $0 W The plan’s overall deductible $0 M The plan’s overall deductible $0

W Specialist copayment $40 W Specialist copayment $40 W Specialist copayment $40

W Hospital (facility) $0 W Hospital {facility) $0 M Hospital (facility) $0

M Other coinsurance 0% M Other coinsurance 0% M Other coinsurance 0%

This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)

Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic tests (x-ray)

Diagnostic tests (uffrasounds and blood work) Prescription drugs Durable medical equipment {crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

| Total Example Cost | '$12,700 | | Total Example Cost | $5,600 | | Total Example Cost | $2,800 |

In this example, Peg would pay: _In this example, Joe would pay: In this example, Mia would pay:

[ Cost Sharing I Cost Sharing P Cost Sharing i
Deductibles $0  Deductibles $0  Deductibles $0
Copayments $10  Copayments $944  Copayments $325
Coinsurance $0  Coinsurance ~$0  Coinsurance $0

| What isn’t covered 1 ~ What isn't covered R - What isn’f covered |

_Limits or exclusions $61  Limits or éxclusions $22  Limits or exclusions $0

l The total Peg would pay is $71 ] | The total Joe would pay is $966 | | The total Mia would pay is $325 ]

The plan would be responsible for the other costs of these EXAMPLE covered services.
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m Language Assistance

“We want you to easily get the-information you need. To-request assistance in a language other than English, call (800) 422-4641.(TTY: 71.1).
VINI RE: Nése flisni shigip, ju ofrohen shitbime ndihme gjuhésore falas. Telefononi fninin (800) 422-4641 ose TTY: 711.
T11 il el a2l i (800) 422-4641 o fla-daalt Lilaa &y gl Saobucall iladdh 1 i3 Ut g padt Al Z2a5 2 13 st
TR e ST IR ST ST TI6T, SR NRIAOTH A& Ry SeTs ey S| (300) 422-4641 IATTY: 711 FFH $4 DA
AT RGERTEER - S REIBEESIRINRT - $YEUH (300) 422-4641 B TTY JlJ~ 5EHE 711 -
HINWEIS: Wénn Sie Deutsch spfech’en, stehen Thnen kostenlos Sprachassistenzdienste zur Verfigung. Rufiummer; (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso la lingtia-parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare 1l numero (800) 422-4641 (TTY: 711).

FTEY . AASEEINIHE. BHOSEXIEETCHAW=EHED, (800)422-4641 £ T, SFEFICTITER S,
TTY 2—H—if 711 FTITEHBCFEEL,

=9} GTo| B ARSIA = A2, 2 9o AY AH|2E o] 884 £ A EH T 800-422-4641 ¥ EE TTY: 711 HeR A EH*J'*] 2.

UWAGA.: jezeli méwisz po polsku, mozész skorzystaé z bezplatnej pomocy jezykowej, Zadzwon pod numer (800) 422-4641 lub TTY: 711.

BHIMAHHE! Ecan sam poaHoil A3EK PYCCKHEIL, BAM MOIYT OBTh NPEHOCTABICHE OECILTATHRIC EPeBOITECKAE YCIyTH, O0pamaiiTecs 1o HOMEPY
(800) 422-4641 (reneraitm: 711).

NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrika na Vadem jeziku. Kontaktirajte (800) 422-4641 ili tekstualni telefon
zn osobe oftedena shthar 711, .

ATENCION: si habla espafiol, los servicios de asistencia de idiomas se encuenuan disponibles gratuitamente para usted. Llame al (800) 4224641,
losusuarios TIY deben lldamar al 711.

(800) 422-rfizra 13 Huion Ails Raiais wHie o ahuloa o G % srsiahi\rdisiaed RiE) el Laheapad iy LR e Ieidar
TTY: 711 12 aie 4641

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang giiragamit-mo, may makukuha kang mga serbisyong long sa wika na walang bayad.
Tumawag sa (800} 422-4641 o TFY: 711. '

CHU Y: Néu quy vi noitiéng Viét, ching t81 ¢d cdc dich vp hd trg ngén g mién phi danli cho quy vi. Hay £oi (800) 422-4641 hode TTY: 711.
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Blue Care Network

(Post November 1, 2013 Retirees)




- I E“{e Cal:e
VY v ofeMgl?gran CLSSLG

Anonprefh corporalion and independent [cansas - [Magcomb Co Employees - Hard Cap-Retired Coverage Period: Beginning on or after 1/1/2020 )
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: All Plan Types . PlanType: TPA

f ﬂ s The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
' This is only a summary. For more information about your coverage, or to geta copy of the complete terms of coverage, visit www. bebsm:com or call 800-662-6667 .
- For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
' Glossary. You can view the Glossary at https:/Aww.healthcare gev/she-glossary or call 800-662-6667 to requestacopy. | o

Important Questions !Answers: Member / Family iWhy This Matters:

What is the overall deductible? |$0 See the Common Medical Events chart below for your costs for services this plan covers.

Are there other deductibles for  [No

specific services? You don't have to meet deductibles for specific services.

. o The -dut-of-gocket limit is the most you could pay in a year for covered services. If you have
th - L » 1] . e
for ?I:if t?:n__p___%ut—of ocke imit $6,350/$12,700 other family members in this plan, they have fo meet their own out-of-pocket limits until the
| _L' overall family out-of-pocket limit has been met.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in the out— |Premiums, balance billed charges and
of-pocket limit? health care this plan does not cover

‘ [This plan uses a provider network. You will pay less if you use a provider in the plan's

[Yes. See wwwibcbsm.comorcallthe  {network. You will pay the most if you use an out-of:network provider, and you might receive a
phone number on the back of your ID  {bill from & provider for the difference between the provider's charge and what your plan pays
¢ard for-a list-of network providers. (balance billing). Be aware, your network provider might use an out-of-network provider for
Isome services (such as lab work). Check with your provider before you get:services.

Will you pay less if you use a
network provider?

Do you need a referral to see a Yes This plan will pay some or all of the costs to see a specialist for covered services but only if
specialist? you have a referral before you see the specialist.
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‘ﬁ) All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Conimon
Medical Event

Services You May Need

Primary care or Online visit to treat an injury

What You Will Pay
Out-of:Network

Network Provider
(Youwill pay the least)

Provider
{You will pay the most)

~| Limitations, Exceptions, & Other Important

Information

orilness $20 copay/visit Not covered $20 copay for online visits.
Requires referral. No charge for allergy
injections, allergy office visit and testing /30
If you visit a health care Specialist visit $30 copay/visit Not covered combined visits for spinal manipulations
v 3 per . e performed by a chiropractor or osteopathic
provider’s office or clinic ohysician
You may have to pay for services that aren’t
. o . preventive. Ask your provider if the services
Preventive carefscreening/immunization No charge Not covered you need are preventive, Then check what
your plan will pay for.
Diagnostic test (x-ray, blood work) No charge Not covered May req'uire preauthorization / No charge for
If you have a test lab services
Imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply fo select
If you need drugs to treat|t:.. o _ drugs.
your iliness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 confraceptives are
prescription drug ier 3 - Non- covered in full
coverade is available af Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retail copays are 2x the
www.bcbsm.com/customdr standard retail copays.
uglist ' i
Specialty drugs prrid copays listed above Not covered Limited to a 30 day supply
May require preauthorization/50% coinsurance
If you have outpatient Facility fee (e.g., ambulatory surgery center) [No charge Not covered for TMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered See "Outpatient surgery facility fee”
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Wht You Will Pay

Common . : ot Netwrrk Limitations, Exceptions, & Other Important
Medical Event Services You May Need Net‘{vork Provider Outpt::) ‘I:gte\nriork nformation
| (Youwill pay the least) (You will pay the most)
Emergency room care $100 copay/visit $100 copay/visit Copay waived if admitted
If you need immediate . , Non-emergent transport is covered when
medical attention Emergency medical transportation No charge No charge preauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you have a hospital ~ |Facility fee (e.g., hospital room} No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay facility fee”
If you need mental Outpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
. Postnatal and non-routine prenatal office
Office visits No charge Not covered Visits-$20 copa
If you are pregnant Childbitth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
Home health care $30 copayhvisit Not covered ?;quuriéss breauthorization. Custodtal care not
Requires preauthorization/ One period of
treatment for any combination of therapies
If you need help Rehabilitafion services $30 copay/visit Not covered within 60 consecutive days per medical
recovering or have other episode. Subject to meaningful improvement
special health needs within 60 days.
ABA - $20 copay per visit. , -
I . Lt PT/OT/ST for autism spectrum disorder has
Habilitation services $30 copay per visit for Not covered unlimited visits. Requires preauihorization.
PT/OT/ST preatiinorizaton
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
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What You Will Pay

‘Common e

Mediical Event 1Services You May Need ~ Network Provider
: | ! (Youwill pay the least)
| i

“Out-of-Network | Limitations, Exceptions, & Other Important.
Provider ; Information

(You will pay the most) |

Requires preauthorization and must be
: . obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfort items not covered. Diabetic
supplies covered in full
. - ; ; Inpatient care requires preauthorization.
HO\SDICE se_-rﬂ\{:ceis? » No charge N ‘ ,NOt_COV?FEd ) _|Housekeéping and custodial care not.covered.
, Children’s eyé exam Not covered Not covered Contact benefit administrator for coverage.
If your child needs Children’s glasses ~ |Not covered ~ |Not covered Contact benefit administrator for coverage
dental or eye care g : - ‘ ge.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Acupuncture (if prescribed for rehabilitation

. Long-temn care

» Routine fobt care

purposes) » Non-emergency care when fraveling outside the o Weight loss programs
e Cosmetic surgery U.s. : e Hearing Aids
e Dental Care (Adult) » Private-duty nursing
s Elective Abortion » Routine eye care (Adult)

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

e Bariatric surgery

o Chiropractic care

Infertility treatment

Macomb County Blue Care Network Plans generally requires/allows the designation of a primary care provider. You have the right to designate any
primary care provider who participates in our network and who is available to accept you or your family members. Until you make this designation,
Blue Care Network designates one for you. For information on how to select a primary care provider, and for a list of the participating primary care
providers, contact the Macomb County at (586) 469-5280.

For children, you may designate a pedian'ician as the primary care provider.

You do not need prior authorization from Blue Care Network Plan or from any other person (including a primary care provider) in order to obtain
access to obstetrical or gynecological care from a health care professional in our network who specializes in obstetrics or gynecology. The health
care professional, however, may be required to comply with certain procedures, including obtaining prior authorization for certain services, following
a pre-approved treatment plan, or procedures for making referrals. For a list of participating bealth care professionals who specialize in obstetrics or
gynecology, contact the Macomb County HRLR Department at (586) 469-5280.
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Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2536.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Yourplan documents also provide complete information to submit a claim, appeal ora
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284,Southfield, Ml 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O. Box 30220, Lansing, MI 48909-7720, hitp://www.michigan.govidifs: call 1-877-998-6442 or fax; 517-284-
8838.

For Department of Labor assistance contact the Employee Benefits Security Administration at 1-866-444- EBSA (3272) or www.dol.goviebsa/healthreform

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, M! 48909-7720, http:/Mww.michigan.govidifs or dits-HICAP@michigan.cov

Does this Plan Provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have health coverage for that month. -

Does this Plan Meet the Minimum Value Standard? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. (IMPORTANT: Blue
Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefits (EHB) categories as defined by the State of Michigan. The minimum
value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage for specific EHB
categories, for example, prescription drugs, through another carrier.)

Translation available
To get help reading in your language call the customer service number on the back of your ID card
To see excanmples of how this plan might cover costs for a sample nedical situation, see the next page.
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About these Coverage Examples:

. This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

| depending on the actual care you receive, the prices your providers charge, and many other factors, Focus on the cost sharing amounts (deductibles,

" B, | copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
----—' health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

{9 months of in-network pre-natal care

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)

and a hospital delivery)

B The plan’s overalt deductible $0
W Specialist copayment $30
M Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests {uffrasounds and blood work)
Specialist visit {anesthesia)

a well-controlled condition)

W The plan’s overall deductible $0
W Specialist copayment $30
W Hospital {facility) coinsurance 0%
B Other coihsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meler)

W The plan’s overall deductible $0
B Specialist copayment $30
W Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care {including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crufches)
Rehabilitation services (physical therapy)

[ Total Example Cost [ ¢t2700]  [TotalExampleCost | $7,400]
In this example, Peg would pay: In this example, Joe would pay:
| _Cost Sharing i L Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $0
r What isn’t covered | | _ Whatisn'fcovered
Limits or exclusions $60 Limits or exclusions $60
| The total Peg would pay is $130 | | Thetotal Joewould payis |  $860 |

[ Total Example Cost 1 $1,900 !

In this example, Mia would pay: _

| ~ Cost.Sharing ;
Deductibles $0
Copayments $200
Coinsurance $0

| What isn’t covered |
Limits or exclusions $0

[Thetotal Miawouldpayis = | $200 |
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Woe speak your language

If you, or someohe you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 If you are not already a member.

Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su Idiomna sin costo alguno. Para hablar con un
intérprate, llame al ndimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
il sactud dalag e ls jal pass jicul i 1
GG A ¢ g0 Dy B 5 el e laally e lisall e o] ganad)
o odtithy ek o agp gall eDlaadl dani o8 ot ppe e ) sanl]
et 18 i S5 4 13) 1B77-469-2583 TTY:711 S0
NRE RBEEERVNNR. BEGR, SHLH
RRUEABITH/BIFNEIHIAL, Eidh—AHIERA.
FRESHFEANZTFABRE  IREERTEYR
. BHRIMEE 877-469-2583, TTY: 711,
s Rdich o AW panm ¢ L ahaigudn nfha 48 b  te ol L e
Rl oche hiih . dhulam rhood.. daaliye s
L L Si0 iRy, 1Hen ap wi reRonpaal dti, rfla L fnalils
o ~oadnhon ne o Ay dirta ndilom L anudh
wetien o ol o e 877-469-2583 TTY:711
N&u.quy vi, hay ngurdri ma quy vi dang giup dd, can trg
giap, quy vi.sé cé quysn durge gldp va cé thém thing tin
bing ngén ngi? cda minh mi#n phi. D& néi chuy@n véi mit
théng dich vién, xin goi s6 Dich vy Khich hang ¢ mit sau
thé clia quy vi, ho3c 877-469-2583, TTY: 711 néuquy vi
chura phéi 13 mgt thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencd, keni t& drejté té& merei ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefonont numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jenl
ende njé anétar.

ok Y3 E= SIS0 U= MEO] AI-HO0I
HoIOY, Aol =SSN LS AHold dZ U8
2egiol 28 5 U= A0 ASLICH SSAS
CHatatd™ A 5te 3= Soig) ol D AUl A
S 2 ML, o0l S0l ol He
877-469-2583, TTY: 7112 &S5l N 2.

[ AT, 1 ATIA HIRE DR 5 AT, [
SCATST T, ST AT ST (SARIE TR 8 B9y
AT AL AT TR G AT (UG HT Y
T TS, A PHGR (T (37T IRT TTTe| F0H
o] FTaFel 41 877-469-2583, TTY: 711 v XGPS AfH
ST =7 X AT

Jedli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne] informacji | pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwori pod numer dziatu obstugl klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jetell jeszcze nie masz czlonkostwa.

Falls Sie oder jemand, dem Sie heifen, Unterstitzung
benétigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in threr Sprache zu'erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sle bitte die Nummer des
Kundendlenstes auf der Riickseite Ihrer Karte an oder
B77-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stal alutando avete bisogno di
asslstenza, hal Il diritto di ottenere aiuto e informazionl
nella tua lingua gratuitamente. Per parlare con un ‘
Interprete, rivolgit! al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sei ancora membro.

CEAGR, FLERBEROSGOBYOLETCIHRESLE
EEhBACTHHAMITZVELEL, CHREOER
THHR— h 282V, FHEAFLIEZYTHEA
TEET, HEEMIMYFEA, BRESESHh S
EERLOI—FORAIIEREhI-ARAZT—Y
—EROBHERE (£ 2/ —THLEIE
8774692583, TTY: 7TII) FETHBIECEE L,

Ecmy Ban 10TH JTHITY, EOTOPOMY B IOMOTacTe, HYKH)
TIOMOIDE, TO BRI HMeeTe npaso B3 GecnumaTHoe nomyIcHNE
TICMOITH H MHGOPMAMHH Ha BameM Z3EIKe. [{ng parosopa
€ DepeBOIIHEOM NO3BOHHTE IO HOMepY TeledoHa oTaem
ofCcTyEHBIHHA KICHTOB, YEAIARHOMY Ha o6paTHOR
CTOpOHe BamIeit KEAPTH, H/D{ IO HOMEPY

877-469-2583, TTY: 711, eciH ¥ BaC HeT TICHCTBA.

Ukollko Vama ili nekome kome Vi pomaiete treba pomoé,
imate pravo da besplatno dobijete pomoé 1 informacije na
svom jeziku. Da biste razgovarall sa prevodiocern, pozovite
broj korisnitke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vef niste Elan,

Kung ikaw, o ang lyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa lyong wika ng walang gastos. Upang
makausap ang Isang tagasalin, tumawag sa numere ng
Customer Service sa likod ng lyong tarheta,

0 877-469-2583, TTY; 711 kung ikaw ay hindl pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national orlgin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxillary aids and
services to people with disabilities to communicate
effectively with us, such as quallfied sign language
interpreters and information in-other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has falled to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd,, MC 1302, Detroit, Ml 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you,

You can also file a civil rights complaint with the U.S.
Dapartment of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at

htips:/focrportal. hivs.goviocr/portal/lobby,jsf, or by mail,
phone, or emall at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, emall:
OCRComplaint@hhs.gov. Complaint forms are avalilable at
httg:[[ym.ﬁh's;gov[ocr[ofﬂce(ﬁfeﬁnge;.ﬂgml.

8of8



Blue Cross Blue Shield

Community Blue PPO ASC

(Post November 1, 2013 Retirees)




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating fo your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group heaith plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or ather requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, {HSA), or for example, wellness programs, reference based pricing or benefits, or
coverage not administered by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Madification, it may be defined here
in only a limited way.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

MACOMB COUNTY EMPLOYEES

Community Blue PPOSM ASC

Coverage Period: Beginning on or after 01/01/2021

Note to ASC groups: Before completing this template,
please reference the disclaimer on the attached cover page.
Coverage for: Individual/Family | Plan Type: PPO

£

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan {called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back '
of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined -

terms see the Glossary. ou can view the Glossary at https://www.healthcare.gov/sbe-glossary or call the number on the back of your BCBSM ID card to request a copy.

Important Questions

What is the overall deductible?

Answers
Qut-of-Network

.In-N‘etwork

$1,500 Individual/
$3,000 Family

$3,000 Individual/
$6,000 Family

Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible untit the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services covered before
you meet your deductible?

Yes. Preventive care services are covered
before you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https:/www.healihcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for
specific services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket limit for
this plan?

{May include a coinsurance
maximum)

$12,700 Individual/
$25,400 Family

$6,350 Individual/
$12,700 Family

The out-of-pocket limif is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the

|overall family out-of-pocket limit has been met.

What is not included in the out-of-
pocket limit?

Premiums, balance-billing charges, any

pharmacy penalty and health care this
plan doesn't cover.

Even though you pay these expenses, they don't count toward the out—of-pocket limit.

Will you pay less if you use a
nefwork provider?

Yes. See www.bcbsm.com or call the
number on the back of your BCBSM 1D
card for a list of network providers.

This plan uses a provider network. You will pay less if you use a providér in the plan's

[network, You will pay the most if you use an out-of-network provider, and you might receive a

bill from a provider for the difference between the provider's charge and what your plan pays
(balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0056

SBC000017925282 20f9




_ A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

|Services'You May Need |

What You Will Pay

" In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

if you visit a health care
provider’s office or clinic

Primary care visit to treat

(You will pay the least)
$40 copay/office visit;

(You will pay the most)

o
an injury or illness deductible does not apply 40% colnsurance None
Specialist visit $40 copay/visit; deductible 40% coinsurance None

does not apply

Preventive care/

No Charge; deductible does

You may have to pay for services that aren't
preventive. Ask your provider if the services

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at

www.bchsm.com/druglists

deductible does not apply

apply

Preferred brand-name
drugs

$35 copay/prescription for
retail 30-day supply; $70
copay/prescription for retail or
mail order 90-day supply;
deductible does not apply

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

m{ion not apply Not covered needed are preventive. Then check what your plan
will pay for.
afogﬁlr?()teﬁ (cray, 20% coinsurance 40% coinsurance None
If you have a test maaing (CTIPET
maging ( SCaNS, 120% coinsurance 40% coinsurance May require preauthorization
MRIs)
$7 copay/prescription for retail
Generic or select 30-day supply; $14 Lndmﬁéwnglrkzg—;% t%lgsaggrove g
prescribed over-the- copay/prescription for retail or amount: deductible does not
counter drugs mail order 90-day supply; HRt—

Preauthorization, step therapy and quantity limits

Nonpreferred brand-name
drugs

$70 copay/prescription for
retail 30-day supply; $140
copay/prescription for retail or
mail order 90-day supply;

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

may apply to select drugs. Preventive drugs
covered in full. 90-day supply not covered out of
network. Select diabetic supplies and devices may
be covered under the prescription drug program.

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery
center)

deductible does not apply

20% coinsurance

40% coinsurance

None
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Commen Medical Event

Services You May Need

What You Will Pay

In-Network Provider
{You will pay the least})

Qut-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emergency room care

$250 copay/visit; deductible
does not apply

$250 copay/visit; deductible does

Copay waived if admitted or for an accidental

not apply

injury.

Emergency medical
transportation

20% coinsurance

20% coinsurance

Mileage [imits apply

Urgent care

%40 copay/visit; deductible
does not apply

40% coinsurance

None

If you have a hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorization is required

Physician/surgeon fee

20% coinsurance

40% coinsurance

None

If you need behavioral

20% coinsurance for mental

Your cost share may be different for services

health services (mental Qutpatient services 20% coinsurance health; 40% coinsurance for erformed in an office setting
health and substance use substance use disorder P
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
Maternity care may include tests and services
Prenatal: No Charge; ) . ;
: ’ , described elsewhere in the SBC (i.e. ultrasound)
. o
Office visits ,d_ed_uc_:ilb_le.: does ot aPply Prenatal: 40{: consurance and depending on the type of services cost share
Postnatal: No Charge; Postnatal: 40% coinsurance i
deductible does not apply - may apply. Cos.t sharing does not apply for
If you are pregnant — preventive services.
Chlldblr.th/dehvery 20% coinsurance 40% coinsurance |None
professional services
Childbirth/delivery facility 20% coinsurance 40% coinsurance None

services

If you need help recovering
or have other special health

heeds

Home health care

20% coinsurance

20% coinsurance

Physician certification required.

Rehabhilitation services

20% coinsurance

40% coinsurance

Physical, Speech and Occupational Therapy is
limited to a combined maximum of 60 visits per
member, per calendar year.

Habilitation services

Not covered for Applied
Behavior Analysis; Not

and Occupational Therapy

covered for Physical, Speech

Not covered for Applied Behavior
Analysis; Not covered for
Physical, Speech and

Occupational Therapy

None

40f9



1 What You Will Pay
| . SR o fichalfl Ao AU — . Limitati ;
Services You May Need ' in-Network Provider ¢ Out-of-Network Provider | - mitations, Exceptions, & Other Important

Common Medical Event

| (You will pay the least) (You will pay the most) Information
Skilled nursing care 20% coinsurance 20% coinsurance Preauthorizafion is required. Limited to 120 days
per member per calendar year
- | - |Excludes bath, exercise and deluxe equipment
‘—Durgbl_e medical 20% coinsurance 20% coinsurance and comfort and convenience items. Prescription |
equipment - ) )
‘ required. |
, . No Charge; deductible does  [No Charge; deductible does not . I , T
Hospice services not apply apply Physician certification required. Visit limits apply.
If your child needs dental or Children’s eye exam |Not covered h ) [Not covered | None , !
eye care ; o la
For moré information on : Chl_ldren s glasses Not covered Not covered None .‘
pediatric vision or dental, :
contgqt your plan Children’s dental check- Not covered {Not covered None : :
administrator up o ‘ )
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture treatment e Hearing aids ¢ Routine eye care (Adult) .
s Cosmetic surgery » Infertility treatment » Routine foot care
o Dental care (Adult) o |ongterm care o Weight loss programs

QOther Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

o Bariatric surgery o Coverage provided outside the United States. o Private-duty nursing

e Chiropractic care See http.//provider.bchs.com

¢ Non-emergency care when traveling outside the
U.S
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and [nsurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card, Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HeaithCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, M| 48909-7720 or hitp:/fwww.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium fax credit to help you pay for a plan through the Marketplace.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

!

. This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
| depending on the actual care you receive, the prices your providers charge, and many othér factors. Focus on the cost sharing amounts (deductibles,
* copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

r
1 —= 1

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care
and a hospital delivery)

H The plan’s overall deductible $1,500
M Specialist copayment $40
B Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uffrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes

(a year of routine in-network care of
a well-controiled condition)

B The plan’s overall deductible $1,500
W Specialist copayment $40
W Hospital (facility) coinsurance 20%
W Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests {blood work)

Prescription drugs

Durable medical eguipment (glicose meter)

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)

N The plan’s overall deductible $1,500
M Specialist copayment $40
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x—ray)

Durable medical equipment (crufches)
Rehabilitation services (physical therapy)

| Total Example Cost | $12,700 | Total Example Cost | $5,600 | | Total Example Cost T ] $2,800 |

In this example, Peg wouid pay: In this example, Joe would pay: __ In this example, Mia would pay:

' Cost Sharing | i Cost Sharing ! P Cost Sharing .
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $10 Copayments $800 Copayments $30
Coinsurance 7$1,700 Coinsurance o $0 _'Coinsuirance I $70

f What isn’t covered B l What isn't covered | | What isn't covered §
Limits or exclusions . ‘ $60 _L_imri_ts o_[__e;clusions $20 Limits or exclusions . $0

| The total Peg would pay is $3,270 | | The total Joe would pay is $1,720 | The total Mia would pay is $1,660 |

If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), and/or a health savings account {HSA), then you may have access to additional funds to help cover certain out-of-pocket expenses — like the
deductible. copayments, or coinsurance, or benefits not otherwise covered.
The plan would be responsible for the other costs of these EXAMPLE covered services. Bof9



ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
If you, or someone you’re helping, needs assistance, you
have the right to gethelp and Infarmation in your
language at no cost. To talk to an‘interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member,
St usted, o alguien a.quien usted esta ayudando, necesita
asistencia, tiéhe derecho a obtener ayuda e informacién
en su idiomna sin costo alguno. Para hablar con un
‘Intérprete, llame al namero telefonico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no.es.un
miembro.
i all el ackud dals jose i 3l pads o ca i 13}
A oy R Ay sl e ladlyioe Ludh e ) geaall
__,1 .\!EU:)J&LEJ; a3 gall sM‘ha;riﬁM&juul‘h:uaiﬂ
el 18 jina K511 L877-469-2583 TTY:711 280
IR BRREEEGRMNHER. WEEE,
RBLUENSIESIRNBNAE. ESH—uHREE.

BRESHETSENETSRETE nRERFEe8

. IHIRTEET 877-469-2583, TTY: 711,
2 TH wOMa poqate ¢ _ ohalqads ha _‘\é Al i w Sl -
rhquiyotha e Riji n}u!:u,u rt’l-\qmq: PEPAS W ok
A waio vﬁm\ihﬁwm:{&mmn& rﬂu%rd: mml.‘:
W esaanhty e 28 14 redluets ndliop RETALY
ik o&u.\ X e B77-469-2583 TTY:711
N&u quy vi, hay ngu&i méa quy vi dang gidp dd, ¢an tre
gilip, quy vi s& cd.quyén dugc giip va cb thém thing tin
bang ngén nglt cla minh.mién phi. D& néi chuyén voi mjt
thdéng dich vién, xin gol <6 Dich vy Khich hang ¢ m3t sau
thé ctia quy vi, hodc 8§77-469-2583, TTY: 711 néu quy vi
chua phéi la mét thanh vién.
Nése ju, ose dikush q& po.ndihmoni, ka nevajé pér
-asistencé, kenl t& dre]té té mermi ndihmé dbe infermacion
falas né& gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né& anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende nj& anétar.

L e

ohok 25t E= Ao B0 Y= AR XI=”0]
HQFICHH, Ast= =S F28 F5l2 o2 HIE
Reholg 23 4 Q= ACIT USLICH BHALS
CHetelei™ F6te) 71 RS U= DA AblL
HSE2 AststAHL, o]0l 51K0| O FHs
877-469-2583, TTY: 7112 HEIatAI Al 2.

fo ST, [T TS TR I ST, =Y
SO T, BT AT S R H1ET 3 O

TS HRETT ST TR | (FIEAT A (TSI J
T[S, AR FUEH (TRET (T3] TR ST T
o] Peel 1 877-469-2583, TTY: 711 Tt ROSTAICHT-SHF.
Y AT AT AR

1eéli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskanta-bezplatnej informacji.i;pomocy
we wiasnym jezyku. Aby porozmawia¢ z ttumaczem,
zadzwodi pod-numer dziatu obstugi klienta, wskazanym na

odwrocie Twojej karty lub/pod numer.877-463-2583,
TTY: 711, jezeli jeszcze nie masz cztionkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstatzung
bendtigt, haben Sie das Recht; kostenlose Hilfe und
informationen in threr Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickseite |hrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stal alutando avete bisogno di
assistenza, hai Il diritto di ottenere aluto e informazioni
nella tua lingua gratuitamente. Per parlare con un
Interprete; rivolgitl al Servizio Assistenza al numero
indicato sul retro della tua scheda-o chiama il
877-469-2583, TTY: 711.52 non Sei ancora membro,

CEAME FRESEROSGOBY OFTXRELE
EShBFTIHENSTWELES, CHTEDER
THR— R ERFY., MMEAFLEYTHI A
TEET, HERFMHYERL, AREBEENSE
ARERL>ON— FORBILEH I AR ZT—Y
—~EROBERES (A o/ i—THLBIK

8774692583, TTY: TI-FCHEECES L,

Ecmz an WTd JEY, KOTOPOMY BEI TOMOTAETE, HY/KHA
TMOMOITE, TO BEI FOMeeTe Ipaso Ha GccinarHoe HOMydeHHE
moxomur 1 HHGOPMANRE HA BameM A3EIKe. JUit paironopa
C Hepeno;TioM NIOBOHATE 110 EoMepy Tenedona oTaema
OOCHYAHBAHESA ESTHEHTOR, YKAIAHHOMY Ha ofparHoi
CTOpPOHE BaDlel KapTEl, HTH IO HOMEPY

877-469-2583, TTY: 711. ecan ¥ BAC HET WICHECTEA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomot;
imate pravo da'besplatno dobijete pomoé ] informacije na
svom jeziku. Da biste razgovarzli sa prevodiocem, pozovite
broj korisnitke sluZbe sa zadnje strane kartice Ili
877-469-2583, TTY: 711 ako vec niste &lan,

Kung ikaw, o angiyong tinutulungan, ay nangangailangan
ng tuleng, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos..Upang
makausap ang Isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

o 877-469-2583, TTY: 711 kung ikaw ay hindl pa Isang
miyembra.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do.not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card; or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on'the
basis of race, color, naticnal origin, age, disability, orsex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Bivd., MC 1302, Detroit, M| 48226,
phone: B88-605-6461, TTY: 711, fax: B66-555-0578,

email: CivilRights@bchsm.com. If you need help filirg-a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file-a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights elactronically through the Office for Civil Rights
Complaint Portal avallable at
hﬂ‘gs':ﬁé@ortal,hhs.gov[ocrégortalﬂqbbg.isf, or by.mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OcRComplaint@hhs.gov. Complaint forms are avallablé at
http://w hs.gav/ocr/office/filefindex. ht
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HAP Same As Active Retiree SBC

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Admunistered by Athanece Health
and Lifg Insurance Company

Coverage Period: As f01/01/2020
Coverage for: Individual+Family | PlanType: ASOHMO

A

The:Summary of Benefits and €ovérage (SBCydocumentwill help you'chioose athiealth flan. Thie SBC shows you howyouandthe planwoiild share:the
costfor covered iealthcare services: NOTE: Information aboutthe costof this plafi{calledthe: gremlum)mll ‘be provided separately: This is only:a
‘summary..Formore information about your.coverage, orto geta copy of the: complete terms of coverage; call 1-866-766-4709 or visitwww.hap.org.  For
general definitions of common terms; such.as allowed amount, balance'billing; colsurance;, copayment. deductible, provider;or other. underlined: tems see:

the Glossary: Youican viewthe Glossary:at http:/Aswwi.dol,goviebsa/pdffiSBCUniformGlossary.pdf-or calt 1:866-766:4709 10 lequest acopy..

Important Questions
Whatis the

Why This Matters:

See the Common Medical Events chart below for your-costs for services this plan

pocket limit for this
plan?

overall $0 COVers.

deductible?

Arethere services —

covered'before you No. You will have to meet the deductible before-the plan pays forany.sefvices.

meet your deductible?

Arethereother No You don't have to meet deductibles for specific services, but see the chart starting on

deductibles for specific . page 2 for other costs for services your plan covers.

services? |

Whatisthe out:c;f:_ T m T . S The out of pocket limit is the most.you could pay.in a'year for.covered services. If
PO sy $6,600 person{ $13,200 family, you have other:family.members in this:plan, they have to'meet their: own-out.of.pocket

fimit until the overall famtly out of pocket limit Fias been'met.

Whatis notinciudedin
the out-of-pocket limit?

Premiums, Balancé billing Charges, and Health
Care this plan does riot cover.

Even though you pay these expenses, they don't count toward the out of pocket limit.

Willyoupaylessifyou

use’a-network provider?

Yes.Seewww.hap:org orcali1-866-766-4709
foralistof network providers.

This plan uses a provider network. Youwilk pay less'ifyouluse'a’ ‘providerin the
plan's.network. You will pay the:most if yolr-Use*an out of: networkiprovider, and:you.
might receive a’bill fromra’ grovzde rfor the differerice bétween the provider's charge
and-what yeur plan: pays: (balance: billing): Be aware yournetwork provider mightuse
an out of network provider for somie services (such as:.labwork). Checkwith-your
provider tiefore you get seivices.

Doyouneedareferral
to see aspecialist?

Yes.

Written referrals are not required for specialist visits within the member’s assigned
network for selécted services. Referrals or oral approvals are required in other

instances. Further information on the referral process can be found at www.hap.org

AS000096 XR002356
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A ¢All:gopayment-and'coinsurance costs shown in-this chaitare after your deductiblehas been met, if a dediuctible applies.

Common
Medical Event

Services You May Need

WhatYouWillPay

Network Provider
{You will pay the least)

Qut-of-Network Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the most)

Primaiy care visitto treatan |qon. . N Visits are facé:to-face; telephonic, or through
tinjury or illness $20'copayiper visit Not Covered secure-electroriic portal
1Specialist visit ___ {¥30 copay pervisit Not Covered None
, $20 PCP Other Practitioner
. . . |copay per visit/ $30 Specialist Chiropractic Care and Acupuncture Not
If;you visnt 3 health |Other practitioner office visit Other gm ctitioner-co % per Not Covered C overpiad P
caregrovider ofﬁceor visit
clinic: — _ ___
Coverage information available at
‘ www.hap.org. Yowmay have to:pay for
| Preventive care/ - services that aren't preventive services.'‘Ask
Iscregningfimmunization No:Charge Not Covered your-provider if the services neededare
preventive services. Then check what your
. _ - i al L m_n_ will pay for. .
|Diagnostic test (x-ray, blood
P ~Jwork) No Charge .Not Covered Some services require preauthorization.
ffyouhaveatest limanina (CTPET — e e - —
g &"F?Psl)ng T scans, No.Charge Not Covered Services require preauthorization.
< o Retail: 30 day supply for non-maintenance
- getaegsrqegrsiption (retail) drugs at 1 copay; 90 day supply for eligible
- |Generic drugs _UNQn;Erefen'ed $15 Not Covered maintenance drugs at 2 copays; Mail Order.
Ifyowneed drugs tor p— Jprescription (retail 90 day supply for both eligible maintenance
treatyourillnessor: copay and non-maintenance drugs at 2 copays.
condition” - P i € inti i [Not-C
Vore inforatioriabout referred brand drugs $30 cogay!pmscrfptfon (reta!l) ot-Covered -
grescngtlon'dmg Non-preferred brand drugs 350 copay/prescription (retail) |NotCovered
coverageis-available Preferred $50
atwww.hap.org copay/prescription. (retail) it - . an AL
S P TP - Specialty drugs notavailable-at 90.day or
| - .{Specialtydiugs Non:Preferred $50 Not Covered mailorder.
N copay/prescription (retail)
|fyou have outpatient: E:%ttyyfggn(t%g” ambulatory - |ng Charge Not Covered Some services require preauthorization.
'surge; S e — : :
_ 9 4 "'~ _-Physician/surgeonfees NoCharge Not.Covered None-
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Common — R _.Mouﬂ%y,_ oo — | Limitations, Exceptions, & Other Important

Metlical Event Services You May Need " Network Provider Outsof-Network Provider Information
N e _ {You will pay the least) (You will pay the most)
f - * ~."| Ememency room care $150.copay per visit $150 copay per visit | Copay will be waived if admitted
lfgyouaneed:immedlater Eimergency medical’ | " "
medical aftention ~ \fansportation'

No.Charge: No'Charge ) iE'm’em.éng\f:fnbd_ipéli'ranspp'[t_étiéh ‘Only

*‘_, Py .> |Ument care $30 copay per visit $30 copay per visit None

ST = Facility fee (eg hospltal.- o Rt S e Seniinet i 1thoiization... -
lf ypg‘have aihos pltal |room) ,  |NoCharge NotCovered [ Same services requie preaithorizaion..
istay. ;e ‘Phys:manlsungeonfees No Charge Not Covered None—
If}yourneedmental - - eon o o * Services can bie accessed by.calling 1-800-
Aheaith;. behavioral: Qutpatientservices 20 copay per-visit Not Covered ycaiing
hgalthwor substance_ fpatient: $ P . 4445755
& pse Senviees . . , ** Services can be-accessed by calling 1-
: . + - 7| Inpatientservices No Charge Not Covered. 800-444-5755
5' ‘ % o /{Officevisits $30 copay per visit Not Covered No Charge for Prenatal care

.7 2 [ Childbirthidelivery

;I}ﬁéﬁjﬁi—'“e:ptégnéﬁt; ;. professional services No Charge Not Covered | ——None

ﬁ LTI ggrl\llcilgérsthldehveryfaclllty No:Charge. Not Covered **Snme’services.requiré{gréauthori;atioh.

=2 s -+ [Home health care No Charge Not Covered —None—

e e e (I O It Cruarad Up'to 60;combined visits per benefit period:-

T e Rehabilitationservices No.Charge NotCovered My be reridered at home

S ' Limited to Applied Behavior Analysis (ABA)

R -_ _ and Physical, Speech and Occupational

Yoo ‘Therapy services associated with the

|fy°u need'ﬂélb' Habilitation services No Charge Not Covered {treatment of Autism Spectrum Disorders
recovenngorhave through age 18. Services require
otherspemalhealth preauthorization. *See outpatient Mental
needsi T | Health for ABA cost sharing amount.
e P Ok o Covered for.authorized services- Up to 730"

SR | Skillednursing'care: No'Charge Not Covered |days; reneviable after60'days

gl T e ‘ Coverage provided for approved equipment
- w--y -+ |Durable medical equipment  (No Charge Not Covered based on HAP's guidelines. Some services
s | require preauthorization.

B C ooy ¢ Hospicesenviges,  [NoCharge Not Covered [Upta210°days perifetime
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Limitations, Exceptions, & Other important

~ WhatYouWillbay ™~~~
Common

Medical Event Services You May Need | “Network Provider | Out-of-Network Provider Information
(You will pay the least) (You will pay the most)
.I-" - ‘h'ld i Children’s eye exam $30 copay per visit Not Covered No Charge for one routine eye exam
Iifyourchildngeds & |m——n oo TR - —— -
entaloreyecare: | :Chfldrensglasses . |NotCovered: Not Covered None
o | Children's dental check-up | Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan'GenerallyDoes NOT Cover.(Check your:policy or plan document for more information and a list of any other excluded services.)

Acupuncture *  Hearing Aids *  Private-Duty Nursing
»  Chiropractic Care + Long-Tem Care * Rautine Foot Care (Only when.meets plan
guidelines)
Cosmetic Surgery *  Non-Emergency Care When Traveling Qutside ~ +  Vision Hardware (Unless additional rider
the U.S. purchased)

Dental Care (Aduit)

Other Covered Services (Limitations may apply to these services, This isn't acomplete list. Please see your plan document.)

Bariatric Surgery * Routine Eye Care (Adult) » Weight Loss Programs
lnfgrti,jty Treatment (Only when meets plan
guidelines)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue coverage after it ends. Formore information on you rights to continue
coverage, contact the plan.at 1-866-766-4709; you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol govfebsa/healthrefom, or the U.S. Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.Healthcare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaintis called a
grievarice-or appeal. For more information about your rights, ook at the explanation of benefits you will receive for that medical ¢laim. Your plan documents also
provide complete information fo submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, Ml 48909-7720, htip://michigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration'at 1-866-444-EBSA (3272) or www.dol.gov/iebsa/healthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact Michigan Health Insurance ConsumerAssistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0.Box 30220,
Lansing, M148909, phone 1-877-899-6442, website: hitp://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.
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Does this plan provide Minimum Essential Coverage? Yes

If you don't have Minimum essential coverage for a month, you'll have to pay when you file-your tax retum unless you qualify for an exemption from the requirement
that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn't meet the Minimum value standards, you may be eligible for premium tax credits to help you pay for a plan through the Marketplace.

Language Access Services:
Please see a full list of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.
To see exampies of how this plan might cover costs for a sample medical situation, see the next section.

Macomb County Heaith Alliance Plans generally requires/allows the designation of a primary care provider. You have the right to designate
any primary care provider who participates in our network and who is available to accept you or your family members. Until you make this
designation, Health Alliance Plan may designate one for you. For information on how to select a primary care provider, and for a list of the
participating primary care providers, contact the Macomb County at (586) 469-5280.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from Health Ailiance Plan Plan or from any other person (including a primary care provider) in order to
obtain access to obstetrical or gynecological care from a health care professional in our network who specializes in obstetrics or gynecology.
The health care professional, however, may be required to comply with certain procedures, including obtaining prior authorization for certain
services, following a pre-approved treatment plan, or procedures for making referrals. For a list of participating health care professionals who
specialize in obstetrics or gynecology, contact the Macomb County HRLR Department at (586) 469-5280.
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About these Coverage Examples:

A

Thils s not a'cost estimator. Treatments shown‘are justexamples ofhow this plan'might covermedical care. Youractualicosts will be different .
depend[ng on the-actual’care you receive, the' prices-your growders charge, andimany Gtherfactors. Focus on:tfie'costsharing amounits:
(deduchbles copaymients and coinsurance)-and.excluded servicesTunder the plan::Use this information.to.compare the"portion'of costs you: m:ght
pay.underdifterent health plns; Pleasenote: thesé'coverage examplesiare based on seffonly-coverage.

Pegis HavingaBaby Managing Joe's type 2 Diabetes Mia's Simple Fracture
{9 months of in-network pre-natal care and a (2 year of routine in-network care of a well- {in-network emergency room visit and follow up
hospltal delivery) controlled condition) care)

W Theplan's overall deductible $0 W Theplan'soveralldeductible $0 m Theplan's overalldeductible $0
W Specialist copayment $30 W Specialistcopayment $30 W Specialistcopayment $30
W Hospital (facility) copayment $0 w Hospital {facility) copayment $0 W Hospital (facility) copaynient $0
W Other coinsurance 0% = Other coinsurance 0% m Other coinsurance 0%
This EXAMPLE eventincludes services Iike: This EXAMPLE event includes services like: This EXAMPLE eventincludes services like:
Specialist office visits (prenalal care) Primary care physician office visits (including Emergency room care {including medical
Childbirth/Delivery Professional Services disease education) supplies)

Childbirth/Delivety Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)

Diagnostic tests (uffrasounds and blood work) Prescription drugs Durable medical equipment {crutches)

Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

| Total Example Cost: .-~ 1 '$12.800- |TotalExaniple’Cost I $7:400% :Total ExampleCost )
Inthis example, Peg would pay: In this example, Joe would pay: Inthis example, Mia would pay:

Co'st:Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles _ 30 Deductibles $0
Copayments $610  Copayments | %075 Copayments $90
Coinsurance $0  Coinsurance $0  Coinsurance $0
What fsn't.covered: _ What isn't covered ‘What isn'tcovered:

Limits or exclusions $60 Limits orexclusions | $55  Limits orexclusions $0
| Thietotal Pegwould:pay is: $670| |The totalJoewould payis | $1430; | The'total Miawouldipayis " %00

The plan would be responsible for the other costs of these EXAMPLE covered services.
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VINI RE: Nése flisni shqip, ju ofrohen shérbime ndihme gjuhésore falas. Telefononi numrin (800) 422-4641
ose TTY: 711.

Language Access Services

citg daop 5l (800) 422-4641 i ducit 10N D Bac il ilaxis Al g il gl Bl avnicss K 13) g
gl
AGS oA B0 Aol BIFOTT BT (0w, ST RO (HIFIT foIATN (e S=old T usFb |
(800) 422-4641
TTY: 711 ImCod B F 7|

R IMEEERERh oy, BA A RBEE SRR, FHEE (800)422-4641 3K TTY F A &5
w711,

1l

HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos Sprachassistenzdienste zur Verfiigung.
Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso la lingua parlata sia ’italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

EBE: BABLESLIEBE. BHOFBEXIEZ CRRAVEEITET . (800) 4224641 £ T,
3‘5%;21_1 TEEEE N, TTY :L—"f'—'lét 711 FTTEH/IIEELN,

ZFO|. 20 E A ESHAIE 882, £8 0 X8 MHE[AE 0| 2814 4= QU&L|CL 800-422-4641 ¥l EE=
TTY: 711 HO 2 QA2 =AM L. '

UWAGA: jezeli mowisz po polsku, mozesz skorzystaé z bezplatnej pomocy jezykowej. Zadzwon pod numer
(800) 422-4641 lub TTY: 711.

BHHUMAHHE! Ecnu at poiHoii si3blk pyCCKHif, BaM MOIyT OBITH IIpeiOCTABIICHEI OecIIiaTHEIe
nepeeogueckue yenyri. Obpawaiitecs no nomepy (800) 422-4641 (resneraiin: 711).

NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrska na Vasem jeziku.
Kontaktirajte (800) 422-4641 ili tekstualni telefon za osobe otecena sluha: 711.

ATENCION: si habla espafiol, los servicios de asistencia de idiomas s¢ encuentran disponibles gratuitamente
para usted. Llame al (800) 422-4641, los usuarios TTY deben llamaral 711.

-

o}

r<6;.6 AE K}\F_\C—’pg 20 e gnighlona 1 el ioe L4 md _ahypvmo ..,_gl'unfé < smd
whyios -<h a,{,é \rﬁé r<6 <n
ds 0 ~a)800(4641-422 <, ©
v2, ITY: 711 1o
PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong
tulong sa wika na walang bayad. Tumawag sa (800) 422-4641 o TTY: 711.

CHU Y: Néu quy vi noi tiéng Viét, ching t6i c6 cac dich vu hé tro ngén ngir mién phi danh cho quy vi. Hay goi
(800) 422-4641 hodc TTY: 711.
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Deita Dental of Michigan
Dental Benefit Highlights for

Macomb County Active and Retiree Dental Plan

. ; C. . ]
* Deita Dental PPO (Point-of-Service) . ‘Delta Dental - Delltrig?::a] pa rt?tl:?:ating
, PPODentist ©  pentist Dentist
¢ Plan Pays _. _Plan Pays Plan Pays*

Diagnostic & Preventive
Diagnostic and Preventive Services -exams, |  Jomp..
cleanings, fluoride, and space maintainers
Emergency Palliative Treatment - to
temporarily relieve pain

Radicgraphs - X-rays

100%

100%

100%
100%

100%
100%

Basic Servces
Minor Restorative Services - filings and crown | = 80‘;/; )

75%

! 75%
repair . :
Endodontic Services - root canals . 80%. 75% 75%
Periodontic Services - to freat gum disease K 75%
Surragesr;[rgery Services - extractions and dental : 80% 75% 5%
Major Restorative Services - crowns i B0% 75% %
Other Basic Services - misc. services € 80%: ' 75% 5%
Relines and Repairs - to bridges, implants, and i 80% | . 75% 5%

dentures L
Prosthodontic Services - bridges, implants, ] 50% 50% ' 50%
and dentures i
* When you receive services from a Nonparticipating Dentist, the percentages in this column indicale the
portion of Deffa Denfal's Nonparticipating Denfist Fee that will be paid for those services. The
Nonparticipating Dentist Fee may be less than whaf the dentist charges and you are responsible for that
difference.

[ Maximum Payment - $1,000 per persen total per Benefit Year on all services. ]

[ Deductible - None. |

Note - This document is only intended to provide a brief description of your benefifs. Please refer to your
Cerfificate and summary for a complefe descripfion of benefits, exdlusions, and limitafions.

& DELTA DENTAL

Welcome to Michigan's largest dental
benefits family!

As a member of Delta Dental of Michigan,
you have access to the nation's largest dental
networks; Delta Dental PPO and Delta Dental
Premier.

» Iis easy o find a denfist! Four out of five
dentists nationwide parficipate in cur network.

e You have superior access to care and fee
savings because of our agreements with
perticipating dentists.

« Qur dentists cannot balance bill you, which
means more money in your pecket!

« No froublesome paperwork!  Network
denfists will fil out and file your claims.

« Pay only your copayments andfor
deductibles when you receive care from
network dentists — there are no hidden fees.

« You can still visit nonparticipating dentists,
but you may be billed the full amount at the
time of service and then have to wait fo be
reimbursed.

Quality Dental Pregram

With our quick and accurate claims
processing, we pay more fthan 90% of claims
in 10 days or less. Delta Dental also offers
world-class customer senvice from our
Certified Center of Excellence call center, as
awarded by Benchmark Portal.

Online Access

Cur online Consumer Toolkit lels you access
your dentzal plan securely over the Intemet. You
can find a dentist, check benefits, select
paperess nolices, review claims and amounts
used foward maximums, print ID cards, and
more — all at your own convenience.

A Healthy Smile

Keep your smile healthy with dental benefits
from Delta Dental, Your smileis a good indicator
of your health. Did you know that your dentist
can detectup to 120 different diseases, including
diabetes and heart disease? Early detection is
one of the best ways to prevent further
complications.

Questions?

If you have questions, please call our
Customer Service team at 800-524-0149
(TTY users call 711) or look online at
www.DeltaDentalMIl.com.
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__‘
fis1den Bamal Plans
Certificate of Coverage

Macomb County

OFFICE VISIT CO-PAY

$5.00

CLASSI

Diagnostic and Preventive:

Exams, Radiographs, Prophylaxis, Fluoride Treatment (up to age 19),
Sealants (1% and 2™ Molars only — once in lifetime up to age 18),
Space Maintainers (Primary Teeth only up to age 19)

100%

CLASS 11

Restorative:

Fillings,

Root Canals and Routine Extractions performed by General Provider

90%

CLASS IIT

Prosthetic:
Crowns, Bridges, Partial and Complete Dentures

75%

CLASS IV .

Specialty Care:

Oral Surgery (including General Anesthesia)
Endodontics

Periodontics

Pedodontics

75%

ORTHODONTICS: _
Dependents up to-age 19 (Lifetime Maximum )
Member & Spouse (Lifetime Maximum)

$2,200
$1,800

Annual Maximum (per member per year):

Unlimited

Annual Renewal:

01/01

Membership Card Reads:

MACOMB

Dependents are covered up to the age of 26 for CLASS I -1V only.

29377 Hoover Road — Warren, MI 48093
Phone: 1-800-451-5918 * Fax: 586-573-8720
website: www.goldendentalplans.com




GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

|. General Exclusions, Limitations, and Exceptions

NOTE: No benefits will be paid under this Policy for the following treatments, services and care, unless otherwise

indicated.

1 |Dental services not appearing on the Schedule of Benefits.

2 |Dental treatment for cosmetic purposes, unless specifically indicated on a specific plan.

3 |Dental treatment performed in a hospital and/or any related hospital-fee.

4 [Treatment of cleft palate, anodontia and mandibular prognathism.

5 |[cases in which, in the professional judgment of the attending Dentist, a satisfactory result cannot
be obtained.

6
The cost of services secured from physicians, Dentists or Dental Surgeons, other than authorized
GDP Providers, will not be paid for unless expressly authorized in writing by the Primary Care
Dentist as cited under Emergency Coverage and Out-of-Area Emergency Coverage provisions.

7 |Treatment for any condition for which benefits of any nature are recovered or found to be
recoverable, whether by adjudication or settlement under any Workmen's Compensation or
Occupational Disease Law, even though You or Your Covered Dependent fails to claim the right of
such benefits, provided that this exclusion will only apply to the extent that such benefits are
payable through other plans.

8 |Treatment for any disease, condition or injuries sustained, as a result of war, declared or
undeclared, or any illness or injury occurring after the effective date of the Policy and caused by
atomic explosion or exposure, whether or not the result of war.

9 [Care of treatment obtained from or for which payment is made by any Federal, State, or County
Municipal, or other governmental agency, including any foreign government.

10 |Dental implants or transplants.

11 |No Covered Person will be denied dental coverage due to trauma. However, dental care
coverage under this Policy may not cover the Covered Person for certain traumatic events that
may occur if those procedures are specifically excluded in this Policy. A Covered Person who
requires dental care due to a serious trauma will hot be covered for dental care in those areas
that are specifically described as excluded.

12 |A nominal administrative fee (i.e., sterilization, office visit, etc.) charged by selected dental
offices. '

13 |Services or appliances started before a Covered Person became eligible under this Policy (i.e.,
teeth prepared for crowns or root canals in progress).

14 |Prescription drugs.

15 |Nitrous oxide analgesia.

16 |Preventative control pragrams, including home care items.

17 |Services started after termination of coverage.

18 |Charges for failure to keep a scheduled visits with the Dentist.

19

Lost, missing, or stolen appliances (i.e., retainers, Occlusal guards, partial or completé dentures,
or flippers).
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GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

. General Exclusions, Limitations, and Exceptions, continued

20 |Duplicate full or partial dentures.
21 [inlays, unless listed as a Covered Service in the Schedule of Benefits.
22 |Porcelain, porcelain substrate, and cast restorations on primary (baby) teeth.
23 |Cysts and malignancies.
24 |Removal of impacted teeth that exhibit no symptoms or pathology.
25 {Consultations or examinations/evaluations for non-covered services.
26 |Services or appliances performed by a Dentist whose practice is limited to prosthodontics
27 |Behavior management fees for covered persons requiring additional or unusual efforts to
complete a dental procedure. '
28 |Soft tissue management (i.e., irrigation, infusion, or special toothbrush).
29 |Restorative work caused by orthodontic treatment.
30 |Composite resin restorations on occlusal surfaces of bicuspids and molars.
31 |Biopsy or Brush Biopsy to detect cancer.
Claims submitted due to auto accident, which should be submitted to automobile insurance
32 |carrier.
Claims reported as accident on school grounds, which should be submitted to school's primary
33 |insurance.
General anesthesia and the services of a special anesthesiologist unless authorized by employer
34 |group.
35 [Treatment of fractures and dislocations.
36 [Any service that is not specifically listed.
37 |Congenital malformation.
38 |Dispensing of drugs not normally supplied in a dental office.
Accidental injury. Accidental injury is defined as damage to the hard and soft tissues of the oral
cavity resulting from forces external to the mouth. Damages to the hard and soft tissues of the
oral cavity from normal masticatory (chewing) function will be covered at the normal schedule of
39 |benefits.
40 {Prophylactic removal of impactions (asymptomatic nonpathological).
41 |Specialist consultations for noncovered banefits.
42 |Dental expenses incurred with any dental procedure started prior to the enrollee's eligibility.
43 |Services rendered by a dentist beyond the scope of his/her license.
Services rendered by a dental or medical department maintained by or on behalf of an employer,
44 |a mutual benefit association, labor union, trustee or similar person or group.
45 |Charges for duplication of radiographs.
46 |Charges for temporary appliances.
47 |Charges for experimental or investigational services or supplies.
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48

GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

Services that the dentist fesls, in his or her professional judgement, should not be provided.

49

Instructions in dental hygiene, dietary planning or plaque control.

50

Missed appointments or completion of claim forms. Infection control, including sterilization of
supplies.and equipment.

1. Orthodontic Exclusions, Limitations, and Exceptions

1

Retreatment ofprior Orthodontic problems, unless provided under this policy or any extension
or renewal of this Policy

Patients with severe disabilities that may prevent satisfactory Orthodontic results

Any charge made by the Orthodontist for the cost of replacement and/or repair of an appliance
furnished to the patient, which is lost or broken through no fault of the Orthodontist

Interceptive Orthodontic Treatment is not a covered benefit

Surgical procedures incidental to orthodontic treatment

Myofunctional therapy

Supplemental appliances not routinely used in typical orthodontic cases {i.e., Invisalign)

| Nl jn|

Active treatment extending more than 24 months form the point of banding due to lack of
patient cooperation. For cased extending past 24 months, the Covered Person will be charged a
monthly fee that is prorated at the Orthodontist's Submitted Fees.

Treatment started before the Covered Person became eligible under this policy

10

Transfer to another Dentist after banding has been initiated

11

Composite bands and lingual adaptation of orthodontic bands are considered optional treatment
and are subject to additional charges.

12

Orthodontic Benefit is once in a lifetime benefit per member.
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BCBSM Vision Benefits




MACOMB COUNTY EMPLOYEES
0070004480075 - 08BG2
Effective Date: 01/01/2023

Vision Coverage

This is intended as an easy-to-read summary and provides only a general overview of your benefits. it is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete
description of benefils please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Blue Visicn benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an independent company
providing vision benefit services for Blues members. To find a VSP docter, call 1-800-877-7195 or log on to the VSP Web site at vsp.com.

Note: Members may choose between prescription glasses (lenses and frame) or contact lenses, but not both

Note: Discounts up to 20% for additional prescription glasses and any amount over the allowance plus savings on non-covered lens extras {up o
25%) when obtained from a VSP provider

Member's respon5|blllty (copays)

l Benefits _ ]{ VSP network doctor Non-VSP provider
Eye exam iNone ' ) 1 ‘None
Prescription glasses {lenses and/or frames) iNone None (member responsible for
! difference between approved
! amount and provider's charge)
e e e e e e ———— = — —— T
Medically necessary contact [enses iNone None (mernber responsible for
‘ difference between approved
Contact lens suitahility examination (fitting and evaluation) iUp to $60 copay amount and provider's charge)
!
Note: No copay is required for prescribed contact lenses that are not H
medically necessary. i
Eye exam
| Benefits ﬂ VSP nétwork doctor " JNon-VSPprovider |
Complete eye exam by an aphthalmologist or optometrist. The exam f 100% of approved amount Reimbursement up to $58 less $5
includes refraction, glaucoma tesling and other tests necessary to ; copay (member responsible for
determine the overall visual health of the patient. ’*-_ o {any difference),

Cne eye examin any penod of 12 consecutive months

Lenses and frames

| Benefits ]] VSP network docfor [[Non-VSP provider |
Standard lenses {must not exceed 60 mm in diameter) prescribed and 100% of approved'amounl Reimbursement up to approved
dispensed by an ophthalmaologist or optometrist. Lenses may be malded or ! - ) amaunt based on lens type
ground, glass or plastic. Also covers prism, slab-off prism and special base { (member responsible for any
curve lenses when medically necessary. e 1 difference)
* Standard Progressive Lenses - Covered when rendered by a V&P One pair of lenses, with or without frames, in any period of 12 consecutive
nelwork doctor months

ADM PLANYR JAN;ASCMOD 9778 VIS;BLUE VISION;BV SPL;BV-CLSE;BVC;BVFL;BVPP CHOICE NET

Blue Cross Blue Shield of Michlgan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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ﬁenefits. 7 ' _ J[VSP network doctor 'NBHV-VSP provider J

Standard frames $100 allowance that is aﬁplied- foward | Reimbursement upto $65 less
frames (member responsible for any cos% $10 copay {(member responsible
lexceeding the allowance) less | for any difference)

Note: All VSP network doctor locations are required lo stock at least 100 One frame in any period of 12 consecutive months
different frames within the frame allowance.

Contact Lenses

| Benefits |, - VSP network doctor ) 'Non-VSP provider J
Medically necessary contact lenses (requires prior authorization approval | 100% of approved amount Reimbursement up to $210
from V'SP and must meet criteria of medically necessary) " (member résponsible for any
“difference)

Contact lenses up to the allowance in any period of 12 consecutive months

Contact lens suitability examination (fitting and evaluation) '$120 allowance that is applied toward | $105 allowance that is applied
contact lens exam (fitting and materials) | toward contact lens exam (fitting
Elective contact lenses that improve vision (prescribed, but do notmeet  {and the contact lenses {member and materials) and the contact
criteria of medically necessary) ‘responsible for any cost exceeding'the { lenses (member responsible for
allowance) any cost exceeding the
. allowance)

Contact lenses up to the allowance in any periad of 12 consecutive months

ADM PLANYR JAN;ASCMOD 9778 VIS;BLUE VISION;BV SPL;BV-CLSE;BVC;BVFL;BVPP CHOICE NET

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Associatfon.
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HAP

Please refer to the HAP Medical Benefits Summary




MEMORANDUM OF UNDERSTANDING

REGARDING

CERTAIN HEALTH BENEFITS

WHEREAS, the County of Macomb currently offers health insurance coverage to covered females that
includes an elective abortion benefit and excludes prescription drug coverage for contraceptives and
excludes coverage for voluntary sterilization; and,

WHEREAS, the Macomb County Board of Commissioners has, by resolution, forbidden the use of public
funds for elective abortion;

NOW BE IT RESOLVED THAT, the County of Macomb and the Macomb County Professional Deputy Sheriffs
Assaciation, on behalf of the Macomb County Sheriff Department Corrections Deputies hereby agree to
remove elective abortion coverage from the health insurance offered through their collective bargaining
agreement and substitute prescription drug coverage for contraceptives and coverage for voluntary
sterilization. Provided, however, nothing in this Memorandum of Understanding shall deny medically
necessary care to a covered female, or apply in cases where pregnancy is the result of criminal sexual
assault.

FOR THE UNION FOR THE EMPLOYER:

Q&’ o_l{ Oa Q.E o meM
Jim Staci{m‘fvski, Busihess Representative Karlyn Semloly, Director
POL Wan abor Relation

Anthony M. Wickersham, Sherlff
Macomb County

W/
Dennis Felsner, Sgtf({ Arms ( Dated: ?" L&- 2 3

MCPDSA



