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AGREEMENT

This Agreement entered into on the first day of January, 2023, between the County of Macomb, hereinafter
collectively referred to as the Employer, and the Technical, Professional Officeworkers Association of Michigan
(TPOAM), hereinafter referred to as the Union, on behalf of employees set forth in Article 21, Recognition.

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 interests of the Employer, its employees and the Union.

The Parties recognize that the best interests of the community and the job security of the employees depend
upon the Employer’s success in establishing a proper service to the community.

To these ends, the Employer and the Union encourage to the fullest degree friendly and cooperative relations
between the respective representatives at all levels and among all employees.

NON-DISCRIMINATION

The provisions of the Agreement shall apply to all employees equally regardless of religion, race, color, national
origin, age, height, weight, familial status, marital status, sex, sexual orientation, gender identity, union affiliation
or political affiliation.

ARTICLE 1
BEREAVEMENT LEAVE

Upon presentation of proof as required by the Employer, such as, but not limited to, newspaper death or abituary
notices, the following 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, step children, brother, sister, grandparent, or
grandchildren. It shall also include any person who is normally @ member of the employee's household.

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

C. 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 normally scheduled work hours and does not interfere with the operational needs of the
Department/County.

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

ARTICLE 2
DISCIPLINE AND DISCHARGE
A,  Discipline:
1. Should circumstances warrant, an employee may be disciplined for just cause. Disciplinary actions or

measures may include, but are not limited to, the following: oral reprimand, written reprimand,
suspension or discharge.



Employees in the bargaining unit shall be entitled to their right to representation at an interview or
meeting that the employee reasonably believes could result in disciplinary action or discharge.

Any disciplinary action or measures imposed upon an employee may be processed as a grievance
through the regular grievance procedure or through the special conference provisions as provided for
in this Agreement. .

If the Employer has reason to reprimand an employee, it shall be done in a manner that will not
embarrass the employee before other employees or the public.

B. Suspension And Discharge:

1,

If the Employer feels there is just cause for suspension or discharge, the employee and hisfher steward
will be notified in writing that the employee has been so disciplined. Such notification shall contain the
charge(s) against the employee.

The Union shali have the sole right to take a suspension and/for discharge as a grievance at the 3rd
Step of the Grievance Procedure, and the matter shall be handled in accordance with this procedure.

C. Records in Personnel Files:

1.

Where disciplinary action has been put in writing, a copy shall become part of the employee’s
personnel file,

Any record of disciplinary action shall remain in the employee's personnel file. If after two (2)
years of the date of discipline there have been no further incidents of a similar nature, the
employee may request in writing for the Employer to remove the discipline from the personnel
file. If the employee has not violated paragraph 3, below, the employer will remove such
discipline from the employee’s personnel file. When such request has been granted, the discipline
shall be kept by the Employer in a separate file and shall be maintained for record keeping
purposes only and will not be used in progressive discipline.

If, prior to the end of the above two (2) years, the employee is disciplined for a similar incident,
the record of the first disciplinary action shall be maintained in the employee’s file for an additional
two (2) years, or a total of four (4) years. Record(s) of any similar incident(s) which causes
subsequent disciplinary action to be imposed shail remain in the employee’s personnel file until
the previous similar discipline is authorized to be removed pursuant to paragraph 2, above.

If a record of discipline is not subject to paragraph 3 above and is older than two (2) years, it will
not be relied upon for the purposes of progressive discipline.

It is the responsibility of the Employee or the Association to petition the Employer for removal of
discipline records. Employees are encouraged to exercise their right to review their personnel
files in accordance with the provisions of this collective bargaining agreement and/or human
resources policies.

ARTICLE 3

EMERGENCY MANAGER

The Parties agree that this Collective Bargaining Agreement is applicable to an emergency manager as defined in
Public 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 4

EMPLOYEE DEFINED

A.  Reqular Full-Time Employee: A“Regular Full-Time Employee” is an individual employed in a full-time budgeted
position and regularly scheduled to work thirty (30) hours or more per week for six {6) consecutive months.
Regular full-time employees are entitled to benefits as specifically outlined in this Labor Agreement.

B.  Regular Part-Time Employee: A “Regular Part-Time Employee” is an individual employed in a part-time
budgeted position and regularly scheduled to work less than thirty (30) 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 5

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, including but not limited to dismissals, suspensions, demotions and other disciplinary actions of
any type that may arise between them concerning the interpretation or operation of this Agreement without any
interruption or disturbance of the normal operation of the Employer's affairs. Any employee having a grievance
in connection with their employment MUST present it to the Employer within fifteen (15) days after the occurrence
of the alleged event causing the grievance in the following manner:

Step 1;

The employee must first discuss the specific grievance with their immediate Supervisor or designee. A Steward or
Union President shall be present at this meeting; otherwise, the complaint shall not be considered a formal grievance,
as outlined In this Article. The immediate Supervisor shall attempt to adjust the matter consistent with the terms of
this Agreement as soon as possible, and shall, within five (5) days give a verbal answer to the employee.

Step 2:

" If the grievance is not settled at the verbal step, a written grievance may be filed by the Steward or Union
President with the employee's Department Head within ten (10) days after the immediate Supervisor's response
at Step 1. When a grievance is reduced to writing, it shall contain the name, position and department of the
grievant, a clear and concise statement of the grievance, the relief sought, the date the incident or violation took
place, the specific section(s) of the Agreement, if any, alleged to have been violated, the signature of the Steward
or Union President and the date the grievance is reduced to writing. Inadvertent omission of minor information
will not prejudice the processing of the grievance.

A meeting shall be held between the Parties within ten (10) days, unless mutually waived in writing. Within five
(5) days after the completion of the meeting, or the waiver thereof, the Department Head shall give a written
answer to the Steward or Union President.

Step 3:

If the grievance is not settled at Step 2, such grievance may be submitted by the Steward or Union President to
the Director, Human Resources and Labor Relations or their designee, with a courtesy copy to the Department
Head, within ten (10} days after the Department Head's written response has been received by the Union President
or Steward. A grievance number shall be assigned when the grievance is submitted to the Human Resources and
Labor Relations Department.

The Union President or designee must make a request in writing to conduct a Step 3 grievance meeting. A
Grievance Committee, composed of the Union President, the Steward, the Director, Human Resources and Labor
Relations or their designee and the Department Head or their designee shall conduct a Step 3 meeting within



fifteen (15) days of the receipt of the Union President’s written request. An officer of TPOAM may be present at
the Step 3 meeting. In addition, a witness(es) may be in attendance if deemed necessary by both Parties.

The decision of the Director, Human Resources and Labor Relations or designee shall be given in writing to the
Union President within ten (10) days of the completion of the Step 3 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 4:

If the grievance is not resolved at Step 3, or through grievance mediation, the Union President or designee has thirty
(30) days from the Step 3 answer or the date of the decision issued by the mediator in the event of grievance
mediation, 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 fail to request arbitration within this time limit, the grievance shall be
deemed not eligible to go to arbitration.

A. Al arbitration hearings shall be governed by the rules of the Michigan Employment Relations Commission
(MERC) to the extent that those rules are not inconsistent with this Agreement.

B.  Any arbitrator selected shall have only the functions and authority set forth herein. The scope and extent of
the jurisdiction of the arbitrator shall be limited to those grievances arising out of and pertaining to the
respective rights of the Parties within the terms of this Agreement. The arbitrator shall be without power or
authority to make any decision contrary to or inconsistent with in any way, the terms of this Agreement or of
applicable laws or rules or regulations having the force and effect of law. The arbitrator shall be without
power to modify or vary in any way the terms of this Agreement.

C. The arbitrator shall have no power to establish or modify job classifications, to establish wage rates, or to
change any existing wage rate, work schedule, or assignment, except for grievances arising out of Article 34,
Wage Rates For New Classifications.

D.  Inthe event a grievance is submitted to an arbitrator and the arbitrator finds that they have no jurisdiction to
rule on such grievance, it shall be referred back to the Parties without an answer or recommendation on the
merits of the grievance,

E.  Tothe extent that the laws of the State of Michigan permit, it is agreed that any arbitrator's decision shall be
final and binding on the Union and its members, the employee or employees involved, and the Employer, and
that there shall be no appeal from any such decision unless such decision shall extend beyond the limits of
the powers and jurisdiction herein conferred upon such arbitrator.

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

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

H.  The parties will bear their own expenses individually. The fees and expenses of the arbitrator shall be paid
equally by the Parties. Neither party shall be responsible for the expense of witnesses called by the other.

GENERAL CONDITIONS:
A.  Selection of the Arbitrator:

1. Within thirty (30) days of the written 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
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to hear the unresolved grievance within that thirty (30) days, the Union will have an additional (10) days
to request the Michigan Employment Relations Commission (MERC) to provide a list of impartial
arbitrators in accordance with its applicable rules and regulations. Any grievance scheduled in accordance
with this procedure is considered settled and not subject to further review.

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

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

Withdrawal Of Grievances: A grievance may be withdrawn. A withdrawn grievance may be reinstated within
twenty (20) days from the date of withdrawal. If a grievance is not reinstated within twenty (20) days of the
date of withdrawal it cannot 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, and/or wages earned from any cther 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 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.

Legal Rights: Nothing contained herein shall be deemed to abrogate or limit the rights guaranteed by existing
statutes or court decisions,

Time Limits: Time limits may be extended or shortened by mutual written consent of the Parties.

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

Access to Records: Records, reports and other information pertaining to a grievance which are requested by
the Union shall be made available for inspection and copying by the Union, provided the proper representative
of the Union makes a request for the specific document referenced above and, if applicable, the affected
employee has authorized, in writing, the release of said information.

ARTICLE 6

HOLIDAY BENEFITS
The designated holidays are:
January 1% (New Year's Day) Martin Luther King, Jr. Day
Presidents Day One-half (1/2) day Good Friday
Memorial Day Independence Day
Labor Day ‘Columbus Day
November 11% (Veterans' Day) Thanksgiving Day
The day AFTER Thanksgiving December 24% (Christmas Eve)
December 25% (Christmas Day) December 31% {(New Years Eve)
Juneteenth (June 19) General Election Day in the EVEN numbered years

Employees covered by this Agreement wha normally work a regularly scheduled five (5) day week, Monday
through Friday, shall be granted time off with pay for the designated holidays.

1. The holiday designated must fall on the week days, that is, Monday through Friday.



Should the holiday fall on Saturday, the immediately preceding Friday shall be observed as the
designated holiday for that year.

Should the holiday fall on Sunday (except for December 24t and December 31%t, which are detailed
in B.4 of this Article) the immediately succeeding Monday shall be observed as the designated
hcliday for that year.

December 24 and December 31t

a. Should December 24" and December 31 fall on Friday, the preceding Thursdays will be
observed as the designated holidays for that year.

b. Should December 24" and December 31% fall on Sunday, the preceding Fridays will be
observed as the designated holidays for that year.

The foregoing shall not apply if January 1% falls on Saturday in any year which is subsequent to the
year of expiration of this Agreement.

An employee shall receive holiday pay provided that he/she works the scheduled day before and
the scheduled day after the holiday and the holiday, if scheduled, or is excused with pay for the
entire day from work.

ARTICLE 7

INSURANCE BENEFITS

A. Life Insurance:

1.

Full-time Employees (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 vision plans. Supporting
documentation must be provided to the Human Resources and Labor Relations Department as
necessary.

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 C, 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,

1,

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 employee
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 waiver 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 before January 1, 2006, 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 wha leaves
employment because of retirement and is eligible for and receives benefits under the Macomb County
Employees' Retirement Ordinance.

Full-time employees hired on or after January 1, 2006, 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 on or after January 1, 2012 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 D 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.



5.  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 obligation 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 whe retire and/or
their eligible spouse as defined in D.1.a.

6. 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.

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 the insurance waiver.

b. Retirees participating 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 E, 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 F, Active Employees Vision Benefits or its substantial equivalence.

Liability Insurance: The County shall provide for each regular employee (including DROP Participants) Bodily
Injury and Property Damage Liability Insurance while acting within the scope of their duties and Personal
Injury Insurance including "false arrest” when also arising out of and in the line of duty and in the conduct of
duly constituted Employer business. The cost of this insurance will be borne by the Employer.

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 eguivalence.

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 patticipants) 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 8
JOB POSTINGS

A.  Postings shall be made for a minimum of five (5) working days. Posting periods may be shortened or
eliminated by agreement of the Parties. :

B.  The posting will include the following information: The job classification, department, salary range, hours,
starting time, qualifications and any testing requirements.

C.  Any employee interested in a position must apply through the Human Resources and Labor Relations
established application process within the posting period. The employee must meet the minimum qualifications
before the closing date of the posting, unless otherwise specified by Human Resources and Labor Relations
or this collective bargaining agreement.

D.  If necessary, a temporary appointment may be made by the Department Head.
ARTICIE 9
JURY DUTY

In the event an employee is called for jury duty, the employee shall promptly provide a copy of the official notice to
his/her immediate supervisor. The employee's schedule may be adjusted by the Employer, provided, however, no
employee shall be required to work any number of hours, when added to the number of hours the person spends
on jury duty, that exceeds the number of hours normally and customarily worked by the person during a work day.
An employee working second shift, whose schedule has not been adjusted, shall be released from the shift scheduled
for the same date as the scheduled jury duty. An employee working third shift, whose schedule has not been
adjusted, shall normally be released from the shift scheduled on the date prior to the scheduled jury duty, except,
with approval of the Department, an employee may be released from the scheduled shift on the date after the
scheduled jury duty.

Should any employee be released from jury duty prior to the end of that shift, the employee shall, when practicable,
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 each day worked and/or assigned to jury duty. The
employee shall pay to the Employer an amount equal to any payment received as a result of jury duty service.
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 10
LAYOFF AND RECALL
Layoff and Recall is defined as follows:
A. The word "layoff" means a reduction in the working force.
B. If a layoff becomes necessary the following procedures will be mandatory:
1. Such reductions will be made in the first instance by terminating temporary, probationary and part-

time employees in the affected department. Positions/assignments that are statutorily mandated
will be exempt from section B.1., of this article.

2. Layoffs, as required, shall be made within the affected classification in the affected department;

3 If a further reduction in force is required, such reduction, in the case of seniority employees, will
be made in inverse order of classification seniority within the affected department.
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When an employee is laid off, due to a reduction in the work force, hefshe shall be permitted to exercise
their seniority rights to "bump” or replace an employee with less departmental bargaining unit seniority in
classifications covered by this Agreement in the affected department only. Such employee may "bump” an
employee in an equal or lower job classification under the following conditions:

1. They shall have seniority as required and as defined in the Seniority article.

2. Current ability to do the available work, meet the qualifications and perform the duties of the job
without a trial or training period.

3 An employee who qualifies for rights as set forth above, shall have the right to exercise such right
or to accept layoff, by so notifying their Department Supervisor in writing. Failure of the affected
employee to exercise such "bumping rights" at the time of layoff will result in forfeiture of "bumping
rights" during the term of such layoff.

Employees to be laid off for an indefinite period of time will have at least seven (7) calendar days notice of
such layoff. The Unit Chairperson shall receive a list from the Employer of the employees being laid off on
the same date the notices are issued to the employees.

RECALL PROCEDURE; When the working force is increased after a layoff, employees will be recalled
according to classification seniority. Notice of recall shall be sent to the employee at his/her last known
address, as listed in their personnel file, located in the Human Resources and Labor Relations Department,
and sent by Certified Mail. If the employee fails to report for work within ten (10) days from date of mailing
of notice of recall, his/her employment shall be considered terminated. Extension will be granted solely by
the Employer, in proper cases.

Recall rights for laid off employees who have completed their probationary period will be limited to length
of the employee's Departmental Bargaining Unit seniority, up to a maximum of eighteen (18) months. Upon
expiration of this period, the Employer shall be under no further obligation to recall the laid off employee
and such employee shall forfeit his/her seniority.
ARTICLE 11
LEAVE OF ABSENCE
Full-time employees are eligible and may request a leave of absence in writing for any of the following reasons:
1.  Personal Leave
2. Medical Leave for Employee and/or Family
3. Military
Provisicns:

1. Personal Leave:

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

b. 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.

c. All requests for a Personal Leave must be submitted at least thirty (30) days prior to the effective
date of the Personal Leave.
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While on an approved Personal Leave, an employee must exhaust paid time off and compensatory
time. ’

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 in accordance with the waiting periods as outlined in Article 7, Insurance Benefits.

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 loss
of seniority as outlined in Article 27, Seniority, and termination of employment.

Medical Leave for Employee and/or Family;

a.

An employee may be eligible for a Medical Leave upan 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.

An employee 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.

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

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.

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

While on an approved Medical Leave, an employee must exhaust sick leave and compensatory time.

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,

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

An employee 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.
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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 effective immediately.

. The Employer may exercise the right to have the emiployee 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.

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

In order to 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.

Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of seniority as
outlined in Article 27, Seniority, and termination of employment.

Military:

d.

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.

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
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 shall 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, 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 12

LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 12, Longevity, but shall receive
Longevity in the manner described in Article 25, Deferred Retirement Option Plan.

The Partles 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.

The basis of longevity compensation is as follows:

Eligibility of a full-time employee shall commence when such employee shall have completed fifteen
(15) years of continuous fuli-time employment on or before October 31st of any year.
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2. Continuous employment shall not be considered interrupted when absences arise as paid vacations,
paid Sick Leave, approved Leave of Absence and/or 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

ON OR BEFORE OCTOBER 315T
STEP OF FACH YFAR 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 13
MANAGEMENT RIGHTS

The Employer retains and shall have the sole and exclusive right and authority to 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 to shifts in order to adequately staff
shifts with appropriate personnel; to schedule the shifts of all employees; to direct its working force of
employees; 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. All of such rights
are vested exclusively in the Employer.

The Employer, in addition to the rights set forth in Section A above, shall have the right to hire, promote,
demote, assign, transfer, suspend, discipline, discharge, layoff, recall; to establish schedules of work for
employees; to establish work rules and rules of conduct, and to fix and determine penalties for the violation
of such rules; to maintain discipline and efficiency among the employees, provided that such rights shall not
be exercised by the Employer in violation of any of the express terms and provisions of this Agreement.

The Employer retains and shall have the sole and exclusive right to administer, without limitation, implied or
otherwise, all matters not specifically and expressly covered by the provisions of Paragraph A and B of this
Article, or accepted by the provisions of any other Article of this Agreement.

The Employer retains and shall have the sole and exclusive right and authority to convert full time vacant
positions to part time.
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ARTICLE 14
MILEAGE

Mileage reimbursement will be made for employees required to use their personal vehicles while performing assigned
County business. The mileage reimbursement rate will be established in accordance with the Internal Revenue
Service mileage reimbursement formula. Mileage reimbursement will be paid based on the rate in effect at the time
the mileage was incurred.

Mileage reimbursement must be authorized in advance by the Department Head or designee and in accordance with
County and Department Policy.

ARTICLE 15

OVERTIME/COMPENSATORY TIME

A Full-time employees shall receive compensation at the rate of 1 1/2 times their regular hourly rate for all
hours scheduled and authorized over and above their regular work week. Compensation as used in this
Article shall mean either cash payment or compensatory time. The Employer has the right to offer overtime
compensation either in the form of cash payment or compensatory time. An employee has the right to
refuse overtime if it is offeréd as compensatory time; however, the Employer may then offer the overtime,
in the form of compensatory time, to other employees. There will be no accrual of compensatory time in
excess of 40 hours.

B. Employees shall be permitted to utilize compensatory time with the prior approval of their Department
Head or designee, provided, it will not unduly disrupt the operations of the department.

C. Employees may request to be paid for unused compensatory time and the County shall, within thirty (30)
days of such request, pay the employee for unused compensatory time.

ARTICLE 16

PAID TIME OFF

A Participants in the Deferred Retirement Option Plan are not subject to Article 16, Paid Time Off, but shall
receive Paid Time Off in the manner described in Article 25, Deferred Retirement Option Plan,

B. The purpose of Paid Time Off (PTO) is to provide employees with flexible paid time off from work that shall
be used for such employee needs as vacation, personal business and other activities, without disrupting the
operations of the department. Paid Time Off (PTO) shall also be used for employee absences incurred from
inclement weather.

C. Full time employees, except for participants in the Deferred Retirement Option Plan (DROP), shall be entitled
to accrue Paid Time Off (PTO) according to the following schedule. DROP participants shall receive Paid
Time Off (PTO) in the manner outlined in Article 25, Deferred Retirement Option Plan.

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).

YEARS OF ANNUAL
CONSECUTIVE FULL TIME EQUIVALENT
SERVICE COMPLETED: OF;
less than 5 15 days

5 20 days

10 21 days
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13 24 days

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

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

Full-time employees shall be entitled to accumulate Paid Time Off as above for each fully paid two (2) week
pay period of service. Paid Time Off shall accumulate only on hours paid.

F. Paid Time Off requests shall be reviewed by the Department Head/designee, and must have their approval.
Such approval shall be at the Department Head/designee’s discretion to ensure efficient operations.

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

H. Upon termination of employment, an employee shall be compensated for their Paid Time Off at the rate of
pay said employee received at the time of termination.

ARTICLE 17
PROBATIONARY PERIOD
A.  Probationary Period For New Full-time Employees: All full-time employees newly hired into this bargaining
unit shall be required to successfully complete a probationary period; the length of said probationary period

shall be the first six (6) months of employment from the date of hire. During the probationary period of a
new employee, sfhe may be terminated at any time without the right of appeal or a statement of cause.

B.  Probationary Period For New Part-time Employees: All part-time employees newly hired into this bargaining
unit shall be required to successfully complete a probationary period; the length of said probationary period
shall be the first nine (9) months of employment from the date of hire. During the probationary period of a
new employee, sfhe may be terminated at any time without the right of appeal or a statement of cause.

C.  Probationary Period For Employees Who Have Had a Change in Classification: Employees in this bargaining

unit who have had a change in classification (promotion, demotion, lateral transfer, bump or recall) shall serve
a probationary period of four (4) months from the date of change in classification. Employees who have had
a change in classification shall have the opportunity to return to their prior classification within one (1) month
from the date of change in classification. During the probationary period of an employee who has had a
change in classification, the employee may be returned to his/her former classification at any time without
the right of appeal or statement of cause. Such decision shall be within the sole discretion of the Employer.

ARTICLE 18

PROCEDURE FOR CLASSIFICATION REVIEW

If, in the opinion of an employee, the duties and responsibilities of that employee have evolved to a state that the
classification the employee currently holds is not reflective of the current job duties, then the employee may apply
for a classification review as follows:
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The employee shall make a request for classification review, in writing, to the Human Resources and Labor
Relations Department with copies to the Union President and to the Department Head. Contained in the
written request must be the following:

The current classification the employee holds; the classification in the Unit to which the employee
feels he/she is entitled; and, supporting documents and reasons why the employee feels the new
classification is warranted.

The review by the Human Resources and Labor Relations Department should be completed within 130
working days of the written request.

Subsequent to completion of the investigation, the Human Resources and Labor Relations Department will
provide a preliminary written recommendation of its findings within forty-five (45) calendar days. The
employee requesting the reclassification will have the opportunity to respond to the preliminary written
recommendation in writing or request a meeting with Human Resources and Labor Relations in order to
provide additional information. Present at this meeting, if requested, shall be the Union President or
designee, the employee requesting the reclassification, the Department Head and/or designee, and a
representative from the Human Resources and Labor Relations Department, Within forty-five (45) calendar
days of the aforementioned preliminary written recommendation or meeting date, if applicable, the Director,
Human Resources and Labor Relations will state the determination in writing to the employee and to the
Union President.

Should the Union be dissatisfied with the result of this procedure, the Union may request a Spedial
Conference pursuant to Article 29, Special Conferences. There shall be no appeal to the Grievance
Procedure.

Upon completion of the Classification Review process, no request for Classification Review shall be processed
from the same employee for a period of one (1) year.

ARTICLE 19

PROFESSIONAL MEETINGS AND SEMINARS

The Employer will encourage attendance at Seminars or Conferences, where in the view of the Employer,
attendance is likely to increase the competency of an employee's professional capacity in his/her respective
position.

The Union may make recommendations to the Employer regarding functions where attendance by an
employee is desirable and may submit the names of employees whose attendance would be beneficial.

Notice of appropriate meetings or events will be circulated and/or posted as soon as possible by the
Employer.

With prior approval of the Employer, employees shall be given time off without loss of pay to attend such
meetings.

Employees requesting time off to attend professional meetings shall notify the Employer at the earliest time
practicable of the date of the professional meeting.

ARTICLE 20

PROMOTIONS

Promotions to a higher classification within the bargaining unit will be based on qualifications. The Employer shall
offer the promotion to the bargaining unit employee, or other interested person, who has the best abilities and
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qualifications. After the interview, if the employer in its sole discretion has determined employees to be equal in
all other ways, the employee with the greatest amount of departmental seniority will be offered the promotion.

ARTICLE 21

RECOGNITION

Pursuant to and in accordance with all applicable provisions of Act 379 of the Public Acts of 1965, as amended,
the Employer does hereby recognize the Union as the sole and exclusive representative for the purpose of
collective bargaining with respect to wages, hours and other terms and conditions of employment for the term of
this Agreement for all classifications (full-time or part-time) of TPOAM — Specialized Employees, provided it is
agreed and understood that the County of Macomb does not, by entering into this Agreement, purport to assume
control or exercise jurisdiction in those areas where statutory and constitutional powers have been exclusively
vested in County or State elected and/or appointed officials.

ARTICLE 22
REIMBURSEMENT ACCOUNT PROGRAM

The Employer shall offer a pre-tax Reimbursement Account Program, as authorized by Section 125 of the Internal
Revenue Service Code. The Reimbursement Account Program shall be limited to the Health Care and Dependent
Care provisions of the IRS Code. Employees shall have the option of participating in the Health Care and/or
Dependent Care program. The Employer supports the establishment of a Premium Only Plan (POP) based upon
the limitations of the Internal Revenue Service code and the vendor administering the program.

ARTICLE 23 '

REPRESENTATION

A.  The Union shall notify the Employer in writing of the name(s) of the Officer and Steward for their bargaining

unit. In the event there is a change in the Officer or Steward, the Union shall inform the Employer forty-eight
(48) hours prior to such Union Officer or Steward taking over their duties.

B.  The Employer agrees to recognize one (1) Officer and one (1) Steward for the bargaining unit,

C.  The bargaining unit will be permitted a maximum of five (5) hours per calendar week during their working
hours, without loss of time or pay, for the purpose of conducting labor relations related union business, to
include, but not limited to, investigating and presenting grievances to the Employer. A greater period of time
may be permitted by prior authorization from their immediate Supervisor or the Department.

D. Bargaining Committee:

1.  The Bargaining Committee shall be comprised of two (2) local union members and a TPOAM
representative,

2. The Bargaining Committee shall be released from regular duty and compensated for all time spent
negotiating durlng the member's regular work schedule.

ARTICLE 24

RETIREMENT SYSTEM

A.  Retirement Benefits: The Employer shall continue the benefits as provided by the presently constituted
Macomb County Employee’s Retirement Ordinance, and the Employer and the employee shall abide by the
terms and conditions thereof, provided, that the provisions thereof may be amended by the Employer as
provided by the statutes of the State of Michigan and provided further, that an annual statement of employee’s
contributions is available upon request.
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Full-time employees hired into the County prior to January 1, 2016:

1

Employee Contribution: For any employee hired on or before December 31, 2001, or who is vested as

of February 27, 2009, the employee’s contribution to the retirement system is three and five tenths
percent (3.5%) of the employee's compensation.

For employees hired on or after January 1, 2002 the employee’s contribution to the retirement system
is two and five tenths percent (2.5%) of the employee’s compensation.

County Pension Maximum: For any employee hired on or before December 31, 2001, or who is vested
as of February 27, 2009, the County pension shall not exceed sixty-five percent (65%) of annual average
compensation.

For employees hired on or after January 1, 2002, the County pension shall not exceed sixty-six percent
(66%) of an employee’s final average compensation.

Pension Muitiplier: For any employee hired on or before December 31, 2001, or who is vested as of
February 27, 2009, the pepsion multiplier is two and four tenths percent (2.4%) for the first twenty-six
(26) years of credited service and one percent (1%) for each year of credited service thereafter.

For employees hired on or after January 1, 2002, the pension multiplier is two and two tenths percent
(2.2%) for all years of credited service,

Final Average Compensation Formula: For any employee hired on or before December 31, 2001, or
who is vested as of February 27, 2009, the formula for computing final average compensation, used for
caleulating pension benefits for eligible bargaining unit members, shall be based on the average of an
employee's one hundred and four (104) highest consecutive pay periods of compensation out of the
last two hundred and sixty (260) pay periods.

For employees hired on or after January 1, 2002, the formula for computing final average compensation,
used for calculating pension benefits for eligible bargaining unit members, shall be based on the average
of an employee’s one hundred and thirty (130) highest consecutive pay periods of compensation out of
the last two hundred and sixty (260) pay periods.

Retroactive Effect: Notwithstanding the provisions of the Macomb County Employees’ Retirement
System Ordinance, 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 by the employee.

Pension Calculation; For any employee hired on or before December 31, 2001, or who is vested as of
February 27, 2009, the County pension, which when added to an employee pension, will provide a
straight [ife retirement allowance equal to the number of years, and fraction of a year, of an employee's
credited service multiplied by the sum of 2.4% of the employee’s final average compensation for the
first twenty-six (26) years of credited service and one percent (1%) for each year of credited service
thereafter,

For employees hired after January 1, 2002, the County pension, which when added to an employee
pension, will provide a straight life retirement allowance equal to the number of years, and fraction of
a year, of an employee’s credited service multiplied by the sum of 2.2% of the employee’s final average
compensation for all years of credited service,

Effective January 1, 2020 in no case shall the Straight Life pension benefit 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 benefit calculation prior to an applicable
actuarial adjustment, if any, for the member’s selection of an optional form of benefit or the annuity
withdrawal option and shall also apply to the member's DROP benefit.
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Eligibility:

a.

For employees hired on or before December 31, 2001, or who is vested as of February 27, 2009,
who meets the following criteria may retire upon the employee’s written appllcatlon filed with the
Retirement Beard:

1.  Attained age 60 years and has 8 or more years of credited service; or

2. Attained the age of 50 with at [east 8 years of credited service, if the employee’s age, when
added to the employee’s years of credited service, equal the sum of 70 or more.

For employees hired on or after January 1, 2002, any member who meets the following criteria
may retire upon the employee’s written application filed with the Retirement Board:

1.  Attained age 60 years and has B or more years of credited service; or

2. Attained the age of 55 with 25 years of credited service.

For employees hired into the County on or after January 1, 2012, any member who meets the
following criteria may retire upon the employee’s written application filed with the Retirement
Board:

1. Attained age 60 years and has 15 or more years of credited service; or

2.  Attained the age of 55 with 25 years of credited service,

Upon the employee’s retirement, the employee shall receive a pension as provided in the
Retirement Ordinance.

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 émployees 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,

Annuity Withdrawal: Members of the Macomb County Employees’ Retirement System may elect to take

an Annuity Withdrawal, excluding non-duty disability retirement and non-duty death. The utilization of
this option shall be governed by any applicable Annuity Withdrawal provisions of the Macomb County
Employees’ Retirement System Ordinance.

Purchase of Military Service Credits: A member who wishes to purchase military service credits as

provided in the Macomb County Employees’ Retirement Ordinance shall be allowed to purchase said
credits through payroll deduction. If a member chooses the payroll deduction option, the cost to
purchase military service credit shall be computed as provided in the aforementioned Ordinance.
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10.

11,

12,

Option D: A retirant shall have the option of selecting survivor's benefits in conjunction with the
retirement option described in the Macomb County Employees’ Retirement Ordinance commonly known
as “Option D — Level Income Option”. Said survivor's benefits shall correspond to those benefits known
as Option A - 100% Survivor Allowance, Option B — 50% Survivor Allowance and Option C — Allowance
for 10 Years Certain and Life Thereafter, as described in the Ordinance.

Pop Up Option: A retirant may elect this option in combination with Option A or B of the Ordinance.
Under this option, a reduced retirement allowance is payable during the joint lifetime of the retirant and
their beneficiary nominated under Option 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 Allowance Option: In the event a vested bargaining unit member, leaves the
employ of the County prior to the date they have satisfied the age and service requirements for
retirement provided in the Macomb County Employees’ Retirement Ordinance, for any reason except
their disability retirement or death, they shall be entitled to retire at the normal retirement age and be
subject to the retirement formula in effect at the time they left County employment and as provided for
in the Macomb County Employee’s Retirement Ordinance, provided that they did not withdraw their
accumulated contributions from the employees savings fund. Their retirement allowance under the plan
in effect at the employee’s termination of County employment shall begin the first day of the calendar
month next following the date their application for same is filed with the Board after the employee would
have become eligible for retirement under the plan had the employee’s employment not been
terminated, but not later than 90 days after the employee becomes 65 years of age.

A vested former member who withdraws accumulated member contributions and voluntarily forfeits
credited service in the System thereby forfeits all rights in and to the portion of the pension attributable
to the forfeited credited service.

There shall be no pension paid to an efigible vested former member until an application for retirement
is submitted and approved. In the event an eligible vested member dies prior to applying for their
pension, their beneficiary or estate/trust shall not be entitled to a pension. The vested member’s
beneficiary or estate/trust shall receive the contributions and interest earned as of the date of the vested
member's death.

Non-Duty Death Before Retirement, Beneficiary Nominated: Any bargaining unit member who is vested

may at any time prior to the effective date of their retirement elect Option A provided in the Macomb
County Employees’ Retirement System Ordinance in the same manner as if they were then retiring from
county employment, and nominate a beneficiary whom the Retirement Board finds to be dependent
upon the said member for at least 50 percent of their support due to lack of financial means. Prior to
the effective date of their retirement a member may revoke their said election of Option A and
nomination of beneficiary and they may again elect the said Option A and nominate a beneficiary as
provided in this section. Upen the death of a member who has an Option A election in force their
beneficiary, if living, shall immediately receive a retirement allowance computed in the same manner in
all respects as if the said member had retired the day preceding the date of their death, notwithstanding
that they might not have attained age 60 years. If a member has an Option A election in force at the
time of their retirement their said election of Option A and nomination of beneficiary shall thereafter
continue in force; provided, that prior to the effective date of their retirement, they shall have the right
to elect to receive their retirement allowance as a straight life retirement allowance or under Option B
provided in the Ordinance. No retirement allowance shall be paid under this section on account of the
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13.

14.

15,

death of a member if any benefits are paid or will become payable under the Ordinance on account of
their death.

Non-Duty Death Before Retirement, Non-spousal Beneficlary Nominated: In the event of a non-duty

death of a vested member prior to retirement, a non-spousal beneficiary shall receive only contributions
and interest.

Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit member 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 the member’s death, notwithstanding
that the member might not have attained age 60 years, (2) elected Option A in the Macomb County
Employees’ Retirement Ordinance.

Deferred Retirement Option Plan (DROP): The Memorandum of Understanding regarding the Deferred
Retirement Option Plan (DROP) is incorporated by reference herein as Article 25, Deferred Retirement
Option Plan (DROP) as part of this Agreement. Vesting for the purposes of DROP exdudes service time
under Reciprocal Act 88.

Fulltime 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 and
who meets the Employer contribution vesting requirements as outlined in Section C.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, other than for the fixed payment as outlined in Section C.1.

Will participate in a Defined Contribution Retirement Plan. Employees shall contribute 3% of the
employee’s base pay and the Employer shall contribute 6% of the employee’s base pay. Upon the
completion of five (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 one percent (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 pericd, 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%
Completicn of 2 years of service 40%
Com;:;letion of 3 years of service 60%
Completion of 4 years of service 80%
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 Peried”). There is no minimum time period for participation. Employees may continue to
work beyond the five (5) years, but DROP payments will cease at the end of the participation period.

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 benefit 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 period 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 by 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 pension 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 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
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.
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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 pension check. 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 as of the date that the employee begins participation in the DROP.

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

Fallure 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/trust
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 Macomb County, 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 portion 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.

Paid Time Off and Sick Leave in Final Average Calculation: The collective bargaining agreement may
provide for the crediting of both Paid Time Off and Sick Leave banks for inclusion in determining an

employee’s final average compensation for purposes of computing an employee’s pension.

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

DROP, the employee's Longevity, Paid Time Off and Sick Leave shall be determined as set forth below.

1. Longevity for DROP Participants:

d.

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 below.

For DROP participants, the amount of longevity 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, 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.

2. Paid Time Off for DROP Participants

a.

The purpose of Paid Time Off (PTO) is to provide employees with flexible paid time off from
work that shall be used for such employee needs as vacation, personal business and other
activities, without disrupting the operations of the department. Paid Time Off (PTO) shall
also be used for employee absences incurred from inclement weather.

Employees who are participants in the Deferred Retirement Option Plan (DROP) shall
receive Paid Time Off in the following manner.

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

YEARS OF ANNUAL
CONSECUTIVE FULL-TIME EQUIVALENT
SERVICE COMPLETED: QF:
less than 5 15 days

5 20 days

10 21 days
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13 24 days

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

Paid Time Off requests shall be reviewed by the Department Head/designee, and must have
their approval. Such approval shall be at the Department Head/designee’s discretion to
ensure efficient operations.

DROP participants may request Paid Time Off conversion to cash payment of up to forty
{40) hours per conversion, maximum of eighty (80) hours per year. Employees requesting
Paid Time Off conversion must have a minimum of one hundred twenty (120) hours of Paid
Time Off to be eligible for the conversion. The requested 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.

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

Paid Time Off not utilized by an employee by December 31% of a calendar year shall be
forfeited.

There shall be no compensation for Paid Time Off remaining in the DROP participant’s Paid
Time Off bank upon separation from employment.

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

Sick Leave for DROP Participants:

d.

DROP participants shall be provided with six (6) days of Sick Leave on January 1% 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 in paragraph a, 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 a, 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.

An employee may utilize available Sick Leave for absences:
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i Due to personal illness or physical incapacity caused by factors that the employee
has no reasonable immediate control. Personal illness includes a woman's actual
physical inability to work as a result of pregnancy, child birth, or related medical
condition.

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

iii. Due to iliness of a member of their inmediate family who requires their personal
care and attention. The term "immediate family” as used in this section shall mean
parent, current step parent, current mother-in-law, current father-in-faw, 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 normally a member of the employee’s household.

iv. To report to the Veterans' Administration for medical examinations or other
purposes relating to eligibility for disability pension or medical treatment.

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

h. When an absence occurs as defined in this Article, and the Department Head or designee
suspects abuse, a medical certificate may be required.

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

ARTICLE 26
SAVINGS CLAUSE

Should any part of this Agreement be rendered or declared illegal or invalid by legislation, decree of a court of
competent jurisdiction, Michigan Employment Relations Commission or other established or to be established
governmental administrative tribunal, such invalidation shall not effect the remaining portions of this Agreement.
Should a provision(s) be declared invalid, the Union and the County may agree on a replacement for the affected
provision(s).

ARTICLE 27
SENIORITY

A, Full-time employees, newly hired into this bargaining unit shall be considered as probationary employees
for the first six (6) months of employment from the date of hire. When an employee completes the
probationary period, they shall be entered on the seniority list as of the date of employment into the
bargaining unit. There shall be no seniority among probationary employees.

Part-time employees, newly hired into this bargaining unit shall be considered as probationary employees
for the first nine (9) months of employment from the date of hire. When an employee completes the
probationary period, they shall be entered on the seniority list as of the date of employment into the
bargaining unit. There shall be no seniority among probationary employees.
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The Union shall represent probationary employees for the purpose of collective bargaining in respect to rates
of pay, wages, hours of employment and other conditions of employment as set forth in Article 17,
Probaticnary Period, Section C, of this Agreement, except discharges, suspensions or discipline for other
than Union activity.

1. “Benefit Seniority” is the accumulated time from the date of entry into County employment and will
be the seniarity that will prevall for purposes of accumulation and eligibility for Paid Time Off, Sick
Leave, longevity, retirement and similar "fringe benefits" the Parties hereto may have agreed to.
Benefit seniority may be adjusted pursuant to applicable provisions of this Labor Agreement.

2. “Bargaining Unit Seniority” is the accumulated time from the date of entry into the Union.

3. “Departmental Bargaining Unit Seniority” is the accumulated time from the date of entry into the
Union and in the respective Department. An employee hired, transferred or promoted into the
Department shall enter the Department with date of entry seniority.

4. “Classification Seniority” is the accumulated time from the date of entry into a classification. An
employee transferred, or promoted, from one classification to ancther classification shall enter the
new classification with date of entry seniority.

Ties in seniority will be broken by the following criteria in the following order: length of service in the
current job classification; length of service in the Bargaining Unit in the Department; length of total
accumulated time in County Service; by the flip of a coin while both employees are present.

An employee wha moves to a classification that is not in the bargaining unit shall have their bargaining unit
seniority frozen as of the date of said move; the employee shall not accumulate any bargaining unit seniority
while working in the classification that is not in the bargaining unit. If/fwhen such employee returns to the
bargaining unit, they shall resume the accrual of seniority from the date from which their seniority was
frozen.

Seniority rights shall be forfeited if the employee:

1. Resigns or terminates employment.

2 Is discharged and not subsequently reinstated in accordance with appropriate provisions of the
Agreement.

3. Is absent without leave for a period of three (3) consecutive working days without notifying the

Employer. After such absence, the Employer will send written certified notification to the employee
at their last known address that they have has lost seniority, and that employment has been
terminated. If the disposition made of any such case is not satisfactory, the matter may be referred
to the Grievance Procedure. In proper cases, exceptions shall be made by the Employer.

4, Retires.

5. Withdraws their contributions from the Macomb County Employees' Retirement Fund (except for
patticipants in the Deferred Retirement Option Plan).

6. Does not return to work when recalled from layoff.

7. Fails to return from Sick Leave or Leave of Absence when scheduled. This shall be treated the
same as 3 above.

DROP Participants: DROP participants shall continue to accrue seniority in the same manner as Active
Employees, except as otherwise provided in this Agreement.
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Membership Lists: The employer will report incoming and/or outgoing members in classifications reflected
in the Agreement between Parties on a monthly basis, except in July, when seniority reparts are distributed.

ARTICLE 28
SICK LEAVE

Participants in the Deferred Retirement Option Plan are not subject to Article 28, Sick Leave, but shall receive
Sick 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 only 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 the maximum Sick Leave accumulation 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 iflness includes a woman's actual physical inability to work as a result
of pregnancy, child birth, or related medical condition.

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.
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 normally a member of the employee’s household.

4, To report to the Veterans' Administration for medical examinations or other purposes relating to
eligibility for disability pension or medical treatment.

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

When an absence occurs as defined in this Article, and the Department Head or designee suspects abuse, a
medical certificate may be required.

An employee who is seriously ill for more than five (5) days while on Paid Time Off, may, upon application,
have the duration of such iliness charged against their Sick Leave bank rather than against 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.

Accumulated Sick Leave Payoff (does not apply to employees hired after 1-1-16)
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1. The maximum Accumulated Sick Leave available to be paid off is one hundred twenty-five (125)
work days.

2. Retirement: A regular employee, as defined in Article 4, Employee Defined, who [eaves
employment because of retirement and is eligible for and receives a pension under Macomb County
Employees' Retirement Ordinance, shall be paid for fifty percent (50%) of their accumulated and
unused Sick Leave at employee's then current rate of pay.

3. In case of death of a regular employee, as defined in Article 4, Employee Defined, payment 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/trust.

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).

1. 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 payroll deductions.
ARTICLE 29

SPECIAL CONFERENCES

A.  Special Conferences mutually agreed upon will be arranged between the Union President and the Director,
Human Resources and Labor Relations, or designated representative, for purposes of discussion of important
matters. Such meetings shall be between up to three (3) representatives of the Employer and up to three (3)
representatives of the Union, unless the Parties mutually agree to include additional persons.

B.  Arrangements for such Special Conferences shall be made in advance, in writing, and an agenda of the matters
to be taken up at the meeting shall be presented at the time the conference is requested and agreed upon.
Matters taken up in Special Conferences shall be confined to those included in the Agenda.

C.  The members of the Union shall not lose pay for time spent in such Special Conferences.

ARTICLE 30

STRIKES AND LOCKOUTS PROHIBITED

The Parties hereto 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 slowdown, work stoppage, or strike, shall be subject to disciplinary
action up to and including discharge.

The Employer agrees that it shall not lock out its employees.
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ARTICLE 31
TEMPORARY ASSIGNMENT

Temporary assignments are made at the discretion of the Employer in order to ensure orderly performance and
continuity of services. A regular employee temporarily assigned to a higher job classification for a period in excess
of five (5) consecutive working days will receive the minimum rate of the higher classification or one increment
added to their current salary, whichever is greater. The employee temporarily assigned must have the current
ability to do the available work and meet the minimum qualifications of the higher classification.

The employee temporarily assigned shall be eligible for increments until the maximum salary for the temporary
assignment is reached. Payment for such temporary assignment must be authorized in writing by the Department
Head and approved by the Director, Human Resources and Labor Relations before the salary adjustment is made.

The procedure set forth in Article 33, Wage and Increment Schedule, shall be utilized to approve or disapprove
increments pursuant to this provision.

ARTICLE 32
UNION BULLETIN BOARDS

A.  The Employer will provide bulletin boards in the respective departments and locations, which may be used by
the Union for posting notices of the following topics:

1. Notices of Union Meetings.
2. Notices of Union Elections and results of said Elections
3.  Notices of recreational, educational and social events.

B.  The bulletin board shall not be used by the Union for disseminating propaganda and among other things, shall
not be used by the Union for posting or distrlbuting pamphlets pertaining to political matters.

ARTICLE 33
WAGE AND INCREMENT SCHEDULE
A.  Bargaining Unit Wage and Increment Schedules are attached in Appendix B of this Agreement.

B.  INCREMENTS: After employment commences, an employee will be eligible to receive one (1) normal wage
increment after each thirteen (13) biweekly pay periods of continuous employment until the employee
reaches the maximum of his/her wage range. Such increments are found in Appendix B. All increments are
to be approved or disapproved by the respective Department Head, If the increment has been disapproved,
the employee and the Director, Human Resources and Labor Relations shall be notified in writing by the
Department Head of the reason(s) for such disapproval.

ARTICLE 34
WAGE RATES FOR NEW CLASSIFICATIONS
When a new classification is established by the Macomb County Office of the County Executive that is to be placed
n the bargaining unit, the Employer shall place the new classification in the County Departments and
Classifications schedule that is found in Appendix A of this Agreement. If the Union does not agree with the Wage

Schedule that was assigned by the Employer, the Union may submit the assignment of the Wage Schedule to the
Grievance Procedure at the Third Step.
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ARTICLE 35
WORKERS' COMPENSATION
Macomb County will act in accordance with the Workers' Disability Compensation Act of Michigan.
| ARTICLE 36
TERMINATION OR MODIFICATION
A. This Agreement shall continue in full force and effect until December 31, 2025.

B. If either party wishes to terminate or modify this Agreement, said party shall provide written notice to
the other party to that effect. Said notice shall be made no later than one hundred twenty (120) days
prior to the termination date in Paragraph A., above. If neither party gives a notice of termination or
modification, or if each party giving notice of termination or modification withdraws said notice prior to
the termination date in Paragraph A., above, this Agreement shall continue in full force and effect from
year to year thereafter, subject to timely notice of termination or medification by either party in
subsequent year(s) of an extended Agreement.

C. Notice of termination or modification shall be made in writing and shall be sent by Certified Mail. If said
notice is made to the Union, it shall be sent to POAM, 27056 Joy Road, Redford, MI 48239-1949; if said
notice is made to the County, it shall be sent to the Macomb County Director, Human Resources and
Labor Relations, 6™ Floor, 1 South Main Street, Mount Clemens, Michigan, 48043; address changes shall
be made avallable to.the other party, where applicable.

D. It is agreed and understood that the provisions contained herein shall remain in full force and effect so
long as they are not in violation of applicable Statutes or Ordinances and remain within the jurisdiction of
the County of Macomb.

E. The foregoing 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 hisfher office.
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IN WITNESS WHEREOQF, the Employer and its Office of the County Executive, by its Director, Human Resources
-and Labor Relations, and representatives of The Technical, Professional Officeworkers Association of Michigan
(TPOAM), on behalf of its represented employees, hereby cause this Agreement and Appendices to be executed.

FOR THE UNION: FOR THE EMPLOYER:
Michael Gerald, (PPOAM Business Agent Karlyn Semlow,)Director

W Human Resources and Labor Relations
: o

Stanton Slanec, TPOAM Unit Chair

-

Claudette Wizniuk, T‘PGA@’E Chair

Dated: 8 " 3-093
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APPENDIX A

COUNTY DEPARTMENTS AND CLASSIFICATIONS

TPOAM — SPECIALIZED EMPLOYEES ASSOCIATION

_ DEPARTMENT. | | = CLASSIFICATION | | PAY GRADE

Public Works Construction Specialist F
Construction Supervisor J
Engineer I 1
Engineer I1 K
Environmental Educator E
Environmental Specialist G
Financial Services Manager K
GIS Technician Senior I
Property Specialist I
Public Works Coordinator F
SCADA Systems Engineer K
Sediment Control Soil Erosion Manager K
Senior Asset Management Technician I
Finance Fiscal Analyst Senior H
Health Forensic Investigation Specialist H
Corporation Counsel Paralegal E
Prosecutor’s Office Paralegal E
Victim Witness Advocate E

Victim Advocate (part-time) PT-E
Sheriff's Office Prisoner Reimbursement Coordinator H
Mechanic Foreman J

Appendix A — County Departments and Classifications - 1



APPENDIX B

WAGE AND INCREMENT SCHEDULES

contract only. This provision will expire on December 31, 2025 at 11:59 p.m.

Appendix B — Wage and Increment Schedules - 1

- ) ) . , 2023 PAYGRADES . - o j L
 Step1 Step 2 Step 3 Step 4 Step 5  Step6 . Step7 - Step8 Step9 |  Step 10
A|$ 3008046 | § 3095279 | $ 31,850.42 | § 32,774.09 | § 3372453 | $ 34,702.55 | $ 3570892 | $ 3674448 | $ 37,810.07 | $ 38,906.56
B|$ 330885L | $ 3404807 | § 3503547 | § 36,0549 | § 37,096.99 | § 38,172.80 | ¢ 39,279.81 | ¢ 40,418.93 |- 41,591.08 | $ 42,797.22
C|$ 3639736 | $ 3745288 | $ 3853901 | § 39,656.64 | $ 40,806.69 | $ 41,990.08 | $ 43,207.79 | $ 44,460.82 | $ 45750.18 | $ 47,076.94
D | $40,037:08 | $ 41,19817 | ¢ 42,392.91.| § 43562231 | § 4488736 |6 4518909 | § A752857 | $ .48,006:90 | § 5032520 | % 5L78463 |
E | $ 4404080 | § 45317.98 | $ 46,632.21 | $ 47984.54 | § 49,376.09 | $§ 50,808.00 | § 5228143 | § 53,797.59 | $ 55357.72 | § 56,963.10
F | § 4844488 | § 49,849.78 | '§ 51,29543 | § 52,782.99 | $ 54/313.70 | ¢ 55888.80 | & 5750957 |'$ 5917735 | § 60,893.49 |'$ 62,659.40 |
G | $ 5328037 | § 5483476 | $ 5642497 | $ 5806129 | $ 59,745.07 | $§ 61,477.68 | $ 63,260.53 | § 65095.09 | § 66,982.84 | $ 68,925.35
H|$ 5861831 | $ 6031824 | $ 6206747 | & 63,8742 | $ 6571958 | § 67,6254 | $ _69,586.58 | $ 71,604.50 | 7368113 | $ 75817.88
I | $ 64480.14 | $ 66350.06 | $ 6827421 | $ 70,254.16 | $ 72,291.53 | $ 74,387.99 | $ 76,545.24 | § 78765.05 | $ 81,040.24 | $ 83,399.67
3| $ 7092815 | § 72,985:07 | $ +75101.63 | 4 7727958 | $ 79/520.69:-| $ 81,826.79 -] & 8419977 | % 86,6456 | $. '89,154:16. | $- <91:739:63
K| $ 7802096 | $ 80,283.57 | $ 82,611.80 | $ 8500754 | $ 8747276 | $ 90,00947 [ $ 92,619.74 | ¢ 9530571 | $ 98,069.58 | $ 100,913.60
L|¢$ 8582306 | § 8831193 | § 90,872:98 | $ 9350829 | § 96220:03 | $ 99,010:4t | $ 101,881.72 | § 10483629 | ¢ 107,876.54 | $ 111,004.96
M| $ 9440537 | § 97,4312 | $§ 99,960.27 | $ 102,859.12 | $ 105,842.04 | $ 108,911.46 | $ 112,069.89 | $ 11531991 | § 118,664.19 | $ 122,105.45
N | § 103,845.90 | § 106,857.44 |- § 109,956.30 | § 113,145:03 | $ 116,426.24 | § 119,802.60. | $ 123,276.88 | $ 126,851.91 | & 130;530:61 | & 134,316.00 "
O | $ 114,23049 | $ 117,543.18 | $ 120,951.93 | § 124/459.54 | $ 128,068.86 | $ 131,782.86 | $ 135,604.56 | $ 139,537.10 | $ 143,583.67 .| $ 147,747.60
2023 PAY GRADES PART TIME . L Y
Step 1 Step 2 Step3 | Step4 Step 5 Step 6 Step7 Step 8 Step 9 Step 10
E $22.58503 $23.23999 $23.91395 $24.60746 $25.32107 $26.05538 $26.81099 $27.58851 $28.38857 $29.21184
* Full-time red-circled employees will receive a one-time lump sum payment of $3000.00 on the second pay of January, for each year until they are
integrated onto the PTA Schedule. This payment is excluded the year they are integrated onto the PTA Schedule.
» Current employees who hold a Professional Engineering Certificate as of October 14, 2022, will receive an annual sum of $1,200 for the 2023 -2025




APPENDIX B

WAGE AND INCREMENT SCHEDULES

2024 PAY GRADES (6% increase frot 2023)

Step 1 Step 2 ' Step 3 - Step 4 Step 5 Step6 Step 7 Step 8 Step 9 Step 10 !
A $31,885.29 | $32,809.96 | $33,761.45 | $34,740.54 | $35748.00 | $36,784.70 | $37,851.46 | $38,949.15 | $40,078.67 |  $41,240.95
B | $35073.82| $36,090:95| $37;137.60 | $38,214.58 | $39,322.81 | $40,463.17 | $41;636.60| $42,844.07! $44,086.54 | $45,365.05
C| $38581.20 | $39,700.05| $40,851.35 | $42,036.04 | $43,255.09 | $44,509.48 | $45,800.26 | $47,128.47 | $48,495.19 | $49,901.56
D | $42439.32 |, $43,670.06 | $44,936.48. '$46,239.65 | -$47,580.60 | $48/960.44 | $50,380.28 | . $51,841:31 ] - §53,394.71 | 185489171
E| $46,683.25| $48,037.06 | $49,430.14 | $50,863.61 | $52,338.66 | $53,856.48 | $55418.32| $57,025.45| $58,679.18 | $60,380.89
F | - $51,351.57 | .$52,840.77 | $54,373.16 [ $55,949.97 | $57,572.52 | $59,242.13 $60,960:14 | $62,727.99| $64,547.10 |- $66;418.96
G| $56486.73 | $58,124.85| $59,810.47 | $61,544.97 | $63,329.77 | $65,166.34 | $67,056.16 | $65,000.80 | $71,001.81 |  $73,060.87
H| $62,135.41 | $63,937.33| $65,791,52 | $67,699.47 | $69,662.75 | $71,682.97 | $73,761.77 | $75;900:87 | $78,102.00'| $80,366.95;
I| $68348.95| $70,331.06 | $72,370.66 | $74469.41 | $76,629.02| $78,851.27 | $81,137.95| $83490.95| $85912.19 | $88,403.65
1| $75183.84] $77,364.17 | © $79,607.73| $61,016.35 | - $84,201.03 | §86,736.40 | $89,251.76 | = $91,840.05| §94,5034L | $97,204:01
K| $82,702.22| 485,100.58 | $87,568.51 | $90,107.99 | $92,721.13 | $95410.04 | $98,176.92 | $101,024.05 | $103,953.75 | $106,968.42
L | $90,972.44 | $93:610.65 | $96,325.36 | $99,118.79'| $101,993.23 | $104,951.03 | $107,994.62 | $111,126:47 |* $114,349.13'| $117,665.26 -
M| $100,069.69 | $102,971.71 | $105,957.89 | $109,030.67 | $112,192.56 | $115,446.15 | $118,794.08 | $122,239.10 | $125,784.04 | $129,431.78
N | $110,076.65 | $113,268.89 | $116,553:68 | $119,933.73 | $123,411.81 | $126,990.76 | $130,673.49 | $134,463.02 | $138,362.45| $142,374.96
0 | $121,084.32 | $124,595.77 | $128,209.05 | $131,927.11 | $135,752.99 | $139,689.83 | $143,740.83 | $147,909.33 | $152,198.69 | $156,612.46

N 2024 PAY GRADES PART TIME (6% increase from 2023)

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10

E $23.94013 $24.63439 $25.34879 $26.08391 $26.84033 $27.61870 $28.41965 $29.24382 $30.09188 $30.96455

* Full-time red-circled employees will recelve a one-time [ump sum payment of $3000.00 on the second pay of January, for each year until they are
integrated onto the PTA Schedule. This payment is excluded the year they are integrated onto the PTA Schedule.

Appendix B — Wage and Increment Schedules - 2




WAGE AND INCREMENT SCHEDULES

APPENDIX B

2025 PAY GRADES (3% increase from 2024)

Step 10

Step 1 Step2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9
A $32,841.85 $33,794.26 $34,774.29 $35,782.76 $36,820.44 $37,888.24 $38,987.00 $40,117.62 $41,281.03 $42,478.18
B $36126.03| $37,173.68 $38,251.73 | 1$39,361.02 |  $40,502:49. | $41,677.07 | $42,885.70 | $44,129:39 | - $45,409.14 | $46,726.00 |
C| $39,738.64 | $40,891.05 $42,076.89 $43,297.12 $44,552.74 $45,844.76 $47,174.27 $48,542.32 $49,950.05 $51,398.61
D $43,712.50°  $44,980.16.| $46,284:57 | $47,626.84 | $49,008.02| $50,429.25| $51;891.69 |  $53,396.55 | $54,945.05 | $56,538.46 |
E $48,083.75 $49,478.17 $50,913.04 $52,389.52 $53,908.82 $55,472.17 $57,080.87 $58,736.21 $60,439.56 $62,192.32
F| $52,892.127 45442599 | $56,004.35| $57,628.47 | $59,299.70 | $61,019.39| $62,788.94 | $64,609.83 | $66,483.51 $68,411.53
G $58,181.33 $59,868.60 $61,604.78 $63,391.32 $65,229.66 $67,121.33 $69,067.84 $71,070.82 $73,131.86 $75,252.70
H| $63,999.47 $65,855.45 | $67,765.27 $69,730.45 $71,752.63 | $73,833.46 | $75974.62 | $78,177.90 | $80,445.06 | $82,777.96
I $70,399.42 $72,440.99 $74,541.78 $76,703.49 $78,927.89 $81,216.81 $83,572.09 $85,995.68 $88,489.56 $91,055.76
J | $77,439.36 | $79,685.10. $81,995.96 | $84,373.84 [ $86,820.69 | $89,338.49 | $91,929.31 | $94,595.25 $97,338.51 | $100;161.33"
K $85,183.29 $87,653.60 $90,195.57 $92,811.23 $95,502.76 $98,272.34 | $101,122.23 | $104,054.77 | $107,072.36 | $110,177.47
L $93,701.61 | $96418.97 |  $99,215.12 | $102,092.35 | $105,053.03 | -$108,099.56 | $111,234.46 | $114,460.26 | $117,779.60'| $121,195.22.
M | $103,071.78 | $106,060.86 | $109,136.63 | $112,301.59 | $115,558.34 | $118,909.53 | $122,357.90 | $125,906.27 | $129,557.56 | $133,314.73
N | $113,378.95 | $116,666.96 | $120,050.29 | $123,531.74 | $127,114.16 | $130,800.48 | $134,503.69 | $138,496.91 $142,513.32 | $146,646.21
O | $124,716.85 | $128,333.64 | $132,055.32 | $135,884.92 | $139,825.58 | $143,880.52 | $148,053.05 | $152,346.61 | $156,764.65 | $161,310.83

2025 PAY GRADES PART TIME (3% increase from 2024)

Step 1 Step 2 ' 'Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10

E $24.65833 $25.37342 $26.10925 $26.86643 $27.64554 $28.44726 $29.27224 $30.12113 $30.99464 $31.89349

» Fuli-time red-circled employees will receive a one-time lump sum payment of $3000.00 on the second pay of January, for each year until they are
integrated onto the PTA Schedule. This payment is excluded the year they are integrated onto the PTA Schedule.
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Active Employee Benefits
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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 ptan’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, wellness 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

ik

Important Questions

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 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 atihttps:/www.healthcare.qov/sbe:glossary or call 800-662-6667 to request a copy.

Why This Matters:

What is the overall deductible?

Answers: Member / Family

$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?

You will have to meet the deductible before the plan pays for any services.

for this plan?

Are there other deductibles for |No , , . .
specific services? You don't have to meet deductibles for specific services.

. e . The out—of~gockef limit is the most you could pay_in a year for covered services. If you have
What is the out-of-pocket limit $6,350/$12,700 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 ouf—
of-pocket limit?

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 met,

Will you pay less if you use a
network provider?

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

800-662-6667 for a list of network

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 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 to see a specialist for covered services but only if

you have a referral before you see the specialist.




BCN HMO Active Employees

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

What You Will Pay

Limitations, Exceptions, & Other Important’

Common . P
Medical Event Services You May Need Network Provider Outpc:i\l':lizt::ork Information
} (You will pay the least) (You will pay the most)
Primary care visit to treat an injury or illness |$20 copay/visit Not covered $20 copay for online visits.
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. Ask your provider if the services
Preventive care/screening/immunization No charge Not covered you need are preventive. Then check what
your plan will pay for.
. : May require preauthorization / No charge for
Diagnostic test (x-ray, blood work No charge Not covered :
If you have a test (xray ) J 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 treatjr.. 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 e 2 Nan. pay covered in full
coverage is available at 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 iarad i
Specialty drugs l:)egﬁ’d 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"




BCN HMO Active Employees

0 D » DLIO U DO
o 0 . Network Providér ut-0 ) ormatic
(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 fransportation No charge No charge preauthorized
Urgent care $30 copay/visit $30 copayivisit 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 surgery 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 ,
Office visits No charge Not covered Ro§tnatal and non-routine prenatal office
visits-$20 copay
If you are pregnant |Childbirtridelivery professional services [N charge Not covered None
Childbirth/delivery facility services No charge Not covered Nene
Home health care $30 copay/visit Not covered Ej\?;ggs preauthorization. Custodial care not
Requires preautherization/ One period of
treatment for any combination of therapies
Rehabilitation services $30 copay/visit Nof covered within 60 consecutive days per medical

If you need help

episode. Subject fo meaningful improvement
within 60 days,

recovering or have other
special health needs

ABA - $20 copay per visit.

PT/OT/ST for autism spectrum disorder has

babiitation services Iﬂi’_?OC_M_? IS?T per visit for Not covered unlimited visits. Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
(Durable medical equipment No charge Not covered . obtained from a BCN supplier. Convenience

and comfort items not covered, Diabetic
supplies covered in full




BCN HMQO Active Employees .
: i
: What You Will Pay

[ —— pom e e e ,
. . Af. . Limitations, Exceptions, & Other Important
:Services You May Need Network Provider Out-of-Network nformation

(You will pay the least)

Common
Medical Event

Provider
(You will pay the most)
o car v anor [Inpafient care requires preauthorization,.
Hospice services ‘ No charge |Not covered |Housekeeping and custadial care not covered.]

Children’s eye exam Not covered Not covered Contact benefit administrator for coverage.

If your child needs - - - - 3 - — - : S -

dental or eye care Children’s glasses [Nof covered Not covered Contact 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:

' 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 e Long-term care * Routine eye care (Adult)
purposes) * Non-emergency care when fraveling outside the  »  Routine foot care

* Cosmetic surgery us. o Weight loss programs

» Dental Care {Adult) o Private-duty nursing

o FElective Abortion

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

» Bariatric surgery o [nfertility treatment

s Chiropractic care o Hearing Aid

Macomb County Blue Care Network Plans generally requiresfallows the désignation 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 obstetries or gynecology. The health care professional, however, may be required to comply with certain
procedures, including obtaining prior anthorization 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 HRL.R 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.gov/ebsa/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 o 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, MI 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 48902-7720, http:/Awww.michigan.gov/difs; call 1-877-989-6442 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/ebsarhealthreform

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. 0. Box 30220, Lansing, M1 48909-7720, htip://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 pian 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 exanples of how this plan might cover costs for a sample medical situation, 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 pricés your providers charge, and many-other factors. Focus on the cost sharing amounts {deductibles,
A , 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 \ 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)

M The plan's overall deductible $0 M The plan’s overall deductible $0 N The plan’s overall deductible $0
W Specialist copayment $30 B Specialist copayment $30 W ‘Specialist copayment $30
W Hospital (facility) coinsurance 0% I Hospital (facility) coinsurance 0% M Hospital (facility) coinsurance 0%
M Other coinsurance 0% W 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 (prenataf 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 (ulfrasounds 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 T [ $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:
P ~ Cost Sharing . ! r Cost Shating | | Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $70 Copayments $800 Copayments ' $200

Coinsurance $0 Coinsurance $0 Coinsurance $0
i What ism't covered | | What isn’t covered | | What isn't covered :

Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions %0
|. The total Peg would pay is $1301 | The total Joe would pay is $860 | | The total Mia would pay is $200 |
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

‘We speak your language.
if you, or'sdrhéatié ¥ou'ré helping, néeds assistahce, you
hava the right to get help and infofmation 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 aré not alfeady.a member.
5i usted, o alguien a'qulen usted esta. ‘ayudandd, necesita
asistencia, tiene derecho a obtener’ ayuda.e 1nformacidn
en su idioma-sin:costo alguno Para habfar con.un
intérprete, llamie al nimere telefénito de Servicioal
cliente, que' aparen:e eri la parte trasera desu. tar;eta,
877-469-2583, TTY: 711 si usted todavia no-es:un
miembra.
Sl el Gaetuddakay sacld H8T it Hiad cag 1y
AT g iy A pusalhizaleall yocboidl e 3e2adt
D' RUPVLCQN SRFCRU, 5, VR DEE RN, K. I T

il 1€ i 85 1 13} 1 B77-469-2583 TTY:T11 S

MRE FREEERENES. TERL, SRER
ﬂﬂuf&ﬂﬁﬁ%ﬂﬁkﬁﬂﬁlﬁa =8 AR —{EIEA,
HRESHFESONFPEHBS | MRHETRY A
. TRIRTEIE 877-469-2583, TTY: 711,
[t TH:S - B¥ pogate. o&\ait,ucp:\ Ao ..i}} I i ahune . e
r{’ﬁc\.\ﬁ:\mo Rl ohn!:ma v Rood MC\SM n)\.ur(
-L‘t_ c\n rﬁm_\'ﬁ'\:nau‘p;_r{é\m!mcn& réiu}vﬂ'x: q:scu.!l:l
& ~oshahfa ..u.l:..ud‘rt’ardsm a&llh
Eim el AR -t 877-469-2583; TTY.71 1
N&u quy vi; hay ngu'ai ma-quy vi dang gidp. ' dd;can trg,
gitp, quy visécd quyén dugcgidip va c6-thém théng tin
bang ngon ngu' cla minh midn phi. Déndi chuyen vi¥i mt
thong dich vién, xin goi.s8 Dich vu Khidch- hang & mit sau
thé cda-quy vi; hodc 877-469-2583 TTY: 711 néu quy vi
chira phdila mdt thanhvién,

Nése ju, ose dikush gé& po ndihmoni, ka nevojé-pér

asistence; keni té drejts t& mermi ndihmé dhe informacion’

falas né'gjuhen tuaj. P&f té folur, me njé perkthyes,
telefononi numrin e Shiérbimit t& Klientit nd an&n e-pasme
té kartés tuaj; ose 877-469-2583, TTY: 711-n&se nuk jeni
ende nj& anétar.

phe} 5 E = P50 E T 'Y= AR0] AR
2ot Al = 23 #es 76te 02 HIE
e BEH.ls HRIIUSLITHL SAASH
EHSE”}Ei“* -’r“{of-l IHE SO DB AHIA
s 2 AstaERLE o0l BRI DIl e
877-469-2583, TTY: 7112 H3}5I & A 2.

TfFy STEATE, T-IART STV T 37 P, SRS
ST <, ST SIS ST [HPT RHAT 3 o

IS TSI INTR TR | (FIEA] TS (TSR AW
T FS, TP NG CTH (7] TR TS
T FE I 877-469-2583, TTY: 711 3 ORI AT
HAHY AT TR

Jaili Ty.lub-osoba; ktéref pomagasz, potrzebujecie pomocy,
masz prawo do uzyskanfa bezpiatne}‘lnformaq:jj i pomocy

we wlasnym jezyku. Aby porozmawlaé z thumaczem;

zadZwoi pod numer dzialu-obstugi klienta, wskazanym na
odwrocie Twojejkarty lub pod numer.877:469:2583,

TTY: 711, jezelijeszcze nie.masz cztonkostwa.
Falls:Sie.cder jemand, dem Sie-helfen, Unterstiitzung.
benétigt, haben Se das:Recht, Kastenlose, Hiffe und
Infarmationen in ‘threr Sprache zu ethalten, Um mit-einem’
Dolmetscher zu- sprechen, rufen Sie bitte.die Nummer.des
Kundendienstes-auf der Rilckseite' threr Karte'an ader
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu'o qualcuno.che stal aiutando avete bisogno'd!
assistenza, Ha i diritto.di ottehere ajuto e informazions
nella tua fingua gratuitamente. Per parlare con.un
interprete;; m.rolgttl al Servizio Assistenza al-numiero:
indicatg sul retro'della tua schida o chiama il
877-469-2583; TTY: 711 se non:sel ancora membro.

CHEAME. FEERBROGOE YOS CREELE
EEThBACTHRANCEOELES, THRYDEBE

THH— P ERIHEY . HREAELEYTHI AT

TEEY, HEEAIYEEA, BREBEShZE
BEBEHHOI— FOERICEREAEARZT—Y
—EFRAOBEES {* L— T

877-469-2583, TTY: M) FTHEBEEC &L,

Ecan Ban HIH THIDY; KOTOPOMY BEL IOMOTAETe, HYOEHA
0SB, TO BA HMEETe TPARO B GECTAATHOE HOMy eHHE
TOMOINE B HAGGPMAINE HA pamen MmanEe. [1a parosopa
¢ IEpeBOIMHEOM TIOIBOHMTE IO HOMEPY TelfedoHA 0Taena
oBCIyFEBIREA KIHEHTOB, YRAIHHOMY Ha obparnoi
cropoHe Bamell KAPTHL: HIH 0O EOMEpY
877—469—2583,_'ITY ‘711, ecm y Rac, HET LICHCTES.

Ukaliko Yama ili nekome kome VI pomaZets treba pomog,
imate pravo-da besplatno dobijete pomoc€.i informacije-na
svorn jeziku, Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke. sluzbe sa zadnje strane kartice 3li
877-469-2583, TTY: 711.ako ved niste élan.

Kung:ikaw; o angiyong tinutulungan; ay nangangailangan
ng tifong, may karapatan kana makakuha ngtulong at
impormasyon sa’iyong wika ng walang gastos Upang.
makausap angisang tagasalin, tumawag sa numero ng
Customer Service salikod:ng iyong tarheta,

o0 877-469-2583, TTY: 711 kung ikaw ay hindf pa isddg
mlyembro.

Important disclosure -

Blue Cross Blié Shield:of Michigan-and Blug'Care Network
comgily with-Federa! civil rights laws and do not
discriminate on the basis of race,.color, national origin,
age, disability, or sex, Blue Cross'Blue Shield ofMIchigan
and Blug Care Network prowde free auxiliary-alds.and
services to-people with disabilities to communicate
effectively with us, stch as: quahfled sign: language
interpreters and infarmatlun in otherformats. if’ you need
these services,.call the Customer Service numberon’the

back of your card, or877-469-2583, TT¥: 711.if you are'not:

already a member. If you believe that:Blue Cross:Biue
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 grievarice iri person, by mail, fax, or email
with: Office of Civil Rights Coordinator;
GO0 E. Lafayette Blvd., MC 1302, Detroit, M 48226,
phorie: 888 605 6461 TTY: 711 fax: 866—559—0578
email: CivilRights@bcbsm.com. Fyou need help filinga
grievance, the Gffice‘of Civil Rights Coordinator is available
te help you.
You can‘also file a civil rights complaint with the U.S,
Dipartment of Heslth.& Human Services Officé for Civil
Rights, electronically: through the.Office for Civil nghts
Compia:nt Portal avallable ‘at
.gov/oci/portal/lebby.jsf, or-by mail,
phone, or emal at. U.5. Department of Health-& Human
Services, 200 Independence Ave,; S\W., Washington, D.C.
20201, phone: ‘800-36B8-1019, TTD: 800—537-7697 email:.
OCRCompIalntfahhs gov, Complalnt forms. are available at
Lfwww.hhsgovioct/office/filefindex.htmi.
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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 applicablé 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.



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

MACOMB COUNTY EMPLOYEES
Community Blue PPOSY 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

'y

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 underiined

Important Questions

terms see the Glossary. You can view the Glossary at https:lfWWw.héa‘lthc'are.qdvlsbc—qlossarv or call the number on the back of your BCBSM ID card to request a copy.

Answers

F

Why this Matters:

What is the overall deductible?

$1,500 Individualf
$3,000 Family

$3,000 Individual/
$6,000 Family

In-Network } Out-of-Network I

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.

Aré 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 hittps:/iwww healthcare.qovicoverage/prevertive-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 Individualr
$25,400 Family

$6,350 Individual/
$12,700 Family

The out-of-pocket limit is the most you could pay in a year for coveréd 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.

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

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 glan'_s |

network. You will pay the most if you use an ouf-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 007000448-0033
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’ ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been mef, if a deductible applies.

jCo_mmon Medical Event

Services You May Need

What You Will Pay

" In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important

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)

information

-
an injury or illness deductible does not apply 40% coinsurance None
Specialist visit $40 copayhvisit, deducfible 40% coinsurance None

does not apply

You may have to pay for services that aren't

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

deductible does not apply

apply

prescription drug coverage

is available at
www.bcbsm.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

%—gﬁ%ﬁf No Charge; deductible does Not covered preventive. Ask your provider if the services
ﬁtﬁgﬁon not apply needed are preventive. Then check what your plan
will pay for.
aﬁog(‘ﬁﬁ(;%t (x-ray, 20% coinsurance 40% coinsurance None
If you have a test maning (CTIPET
I\T;‘g)f]g ( Seans, loao, coinsurance 40% coinsurance May require preauthorization
$7 copay/prescription for retail
Generic or select 30-day supply; $14 an;;ﬁ;\gzlrzg—;%% tﬁgzanmve d
prescribed over-the- copay/prescription for refail o 2 | - ® 2 dugtible doeps P ot
counter drugs mail order 90-day supply; B —

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;
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

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees

{You will pay the least)
20% coinsurance

(You will pay'the most)

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

Preauthorization is required

If you are pregnant

deductible does not apply

Physicianfsurgeon fee  |20% coinsurance 40% coinsurance {None
. Y
If you need behavioral . . o 20% coinsurance formental ) - cost share may be different for services
health services (mental Outpatient services 20% coinsurance health; 40% coinsurance for erformed in an office seftin
health and sub_stance use substance use disorder P . g
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
Maternity care may include tests and services
Prenatal: No Charge; . . i
Offce viss Ceduciledoes ot apply | Preneal 40% colsuance A B BRI 8 CEL TR P
‘ Postnatal: No Charge; Postnatal: 40% coinsurance P g > P —_—
e may apply. Cost sharing does not apply for

preventive services.

Childbirth/delivery

professional services

120% coinsurance

40% coinsurance

None

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

None

heeds

Home health care

20% coinsurance

20% coinsurance

Physician certification required.

Rehabilitation services

If you need help recovering .

20% coinsurance

40% coinsurance

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

or have other special health |

Habilitation services

Not covered for Applied
Behavior Analysis; Not
covered for Physical, Speech

1and Occupational Therapy

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

Occupational Therapy

None
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Common Medical Event

What You Will Pay

In-Network Provider

Out-of-Network Provider |

Limitations, Exceptions, & Other Important
Information

IServices You May Need

{Durable medical

{Skilled nursing care

(You will pay the least)

20% coinsurance

(You will pay the most)

20% coinsurance

Preauthorization is required. Limited to 120 days
per member per calendar year

20% coinsurance

120% coinsurance

Excludes bath, exercise and deluxe equipment

|and comfort and convenience items. Prescription

If your:child needs dental or
eye care '
For more information on
pediatric vision or dental,
contact your plan
administrator

up

equipment required.

Hospice services No Charge; deductible does  |No Charge; deducfible does not Physician certification required. Visit limits apply.
not apply apply

Children’s eye exam ~ |Not covered _|Not covered None

Children’s glasses Not covered Not covered None

Children's dental -check- Not covered Not covered None
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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 treatment o Infertility treatment * Routine foot care
e Cosmetic surgery e [ongterm care o Weight loss programs
» Dental care (Adult) e Routine eye care (Adult)

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

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

See hitp:/fprovider.bcbs.com

¢ Chiropractic care e 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.goviebsa/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 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.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 nofice, 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, Mt 48909-7720 or http://www.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 tax credit to heip 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 (deductibles,
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 $1,500
W Specialist copayment $40
M Hospital (facility) coinsurance 20%
B 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-controlled condition)

B The plan’s overall deductible $1,500
K 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 equipment (ghicose meter)

Mia’s Simple Fracture

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

M The plan’s overall deductible $1,500
W Specialist copayment $40
W Hospital {facility) coihsurance 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:

P Cost Sharing i Cost Sharing E f Cost Sharing i
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $10 Copayments $800 Copayments $390
Coinsurance $1,700 Coinsurance ] $0 Coinsurance | $70 ‘

i What isn’f covered | | - What isn'tcoveréed ( [ What isn't covered |
Limits or exclusions $60 Limits or exclusions_ __ $20 Lrimits or exclusions 7 _ « $0

| The total Peg would payis $3,270 | [ Thetotal 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 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. B8of9



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 ta 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.

$i usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
Intérprete, llame al namero telefénico de Servicio al
cliente, que aparece en Ia parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Aol eheb garluaddalaganelid ja0 jads i el e 1
Al 6y iy dy 5 pesall e glaally socluall e yaall
Ji ...ﬂ’é‘.!.; J&.Lu_!f. A»_,A” bM‘Lﬁr‘ﬁMHj“_{"‘Cﬂ:\m
Dl 1S 2 oS50 13 (B77-469-2583 TTY:711 &0
RME, BRGEERHNGE. BENL, LHEH
ERUENSESININRAL. Zal—{HFA.
HRECH-ESENEFEERE . 1REETERR
. DHIRTEEE 877469-2583, TTY: 711,
B o o¥u papm +  Shatgedn rfha b a o L ST L
Reiiinde hiig o ahylas hand L daoliuee L shai
A3 Sta srdiRy, 1hen 2b ni efoeimad i, i | daedila
¢ ~ondohn w20 34 ooy rdlion L daylh
wenid o okl vl e 877:469-2583 TTY:711
NEu quy vi, hay nguréri ma quy vi dang giGp dd, can tre
gilip, quy vi s& cé quyen dugc gidp va ¢ thém théng tin
bing ngdn ngt¥ ctia minh mién phi, ©& néi chuyén véi mgt
théng dich vién, xin goi s& Dich vu Khdch hang ¢ mit sau
thé cla quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai 14 mgt thanh vién,
Nése ju, ose dikush qé po ndihmonl, ka nevojé pér
asistencé, keni té drejté t& merrnl ndihmé dheinformacion
falas né& gjuhén tuaj. P&r t& folur me njé pérkthyes,
telefononi numrin e Shérbimit t& Klientit n& anén e pasme
té kartiss tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende nj& anétar,

orob 8t E= A S A= AR I=”0
2R3UY, Al SN YRS HEt2 HO 2 HIB
R A0 22 4 A= SO ASLICE SSARL
Cigtstediet At Jt= Rotof] 2= DA AUl
B2 HM3aoiLL, 010l FA0l ok B2
877-469-2583, TTY: 7112 AL,

W BRI, T R TR I35 FIET, FER
TS T, SIET AT ST AR T 3 By
ISATH TR FPRT TERN (P IO (TSI H
1 JS, TR FIEF (T (R3] AT TIAST T5E
T T A1 877-469-2583, TTY: 711 Tt RESTRS I
] H] RET AR

lesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne].informacji.i pomocy
we wilasnym jezyku. Aby porozmawia¢ z ttumaczem,
zadzwoni pod numer dziatu obstugi klienta, wskazanym na

odwrocle Twoje] karty lub pod numer 877-469-2583,
TTY: 711, jeleli Jeszcze nie masz cztonkostwa,

Falls Sie.oder jemand, 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 lhrer 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, hat 1l diritto di ottenere ajuto e informazioni
nella tua lingua gratuitamente, Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiamal il
877-469-2583, TTY: 711 se non sei ancora membro.

CEAR FREESEHROZORYOATIRELE
EENSHATIHEMSXNELES, CHADEIE
THH—FERFEY. MBEAFLEYT I LN
TEEY. HREIhhYFERA, BREBIESh L
FEEFLOI—FORTICRBEhI-hRET—Y
—EZADBEES (X —THEWAIX

8774692583, TTY: T11) FCHBEE{ £ &Ly,

Ecme BaM HWiH maty, KoTopoNy BH IOMOTaeTe, HyKHa
IIOMOMB, TO BEl HMEETE TIPABO HA GeCIUIATHOC TOTyIeHHe
NOMOIH H HHGOPMAIHH Ha BameM f3HKe, Jng pasrosopa
C OePEEOMMHKON NOIEOHUTE IO HOMEPY TenedoHa OTae

OOCTYAHBAHNA KIHERTOB, YEAIAHHOMY Ha oGparuoit
CTOpOHE BalIefl KApTHI, HAH IO HOMEPY
877-469-2583, TTY: 711, ecrmt y BaC HET TICHCIBA.

Ukaliko Vama Il nekome kome Vi pomaZete treba pomaé,
Imate pravo da besplatno dobijete pomoé 1 informaclje na
svom jeziku. Da biste razgovarall sa prevodiocem, pozovite
bro] korisnitke slutbe sa zadnje strane kartice [l
B877-469-2583, TTY: 711 ako vec niste élan.

Kung ikaw, o ang [yong 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 numero ng
Customer Service sa likod ng lyong tarheta,

o B77-469-2583, TTY: 711 kung lkaw ay hindi 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, disability, or sex. Blue Cross Blue Shield of Michigan
and Biue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualifled 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: 711if 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 arigin, age, disability, or sex,
you can‘file a grlevance in person, by mail, fax, or emall
with: Office of Civil Rights Coordinator, ’

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

email: CivilRights@bchsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is avallable
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 available at
bttgs:[[ocmgr_rql.hhg. gov/ocr/portal/lobby.jsf, 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: B00-537-7697, email:
OCRComplaint@hhs.gov, Complaint forms are available at
: h o htmi.
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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, 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),
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.



Note to ASC groups: Before complefing this template, please

MACOMB COUNTY EMPLOYEES reference the disclaimer on the attached cover page.

Simply Blue PPO HSASM ASC with Rx Coverage for: Individual/Family | Plan Type: PPO
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

A 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

‘ B 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.bcbsin.cor 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 hitps:/fwww:healthcare. qavlsbc—qlossarv orcall the number on the back of your BCBSM ID card to request a copy.

Answers
Important Questions = —

Wh :
In-Network | Out-of-Network y 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 policy, the overall family
deductible must be met before the plan begins to pay.

7 IThis plan covers some items and services even if you haven't yet met the deductible amount.
Are there services covered before|Yes. Preventive care services are covered: But a copayment or coinsurance may apply. For example, this plan covers certain preventive
you meet your deductible? before you meet your deductible. _ Iservices without ¢ ost-sharmg and before you meet your deducfible. See a list of covered

|preventive services at!hittps:/wwiw:hgalthcare. govlcoveragelpreventwe-care -benefits/.

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

$2,000 Individual/
$4,000 Family

$4,000 Individual/

What is the overall deductible? $8.000 Family

Are there other deductibles for  |No.
specific services?

What is the out-of-pocket limit for | ,

this plan? $3,000 Individual/  |$6,000 Individual/  |The out-of-pocket limit is the most you could pay in a year for covered services. If you have
(May include a coinsurance $6,000 Family $12,000 Family lother family mémbers inthis plan, the overall family out-of-pocket limit must be met.
maximum} ' ‘ '

Premiiums, balance-billing charges, any
pharmacy penalty and health care this Even though you pay these expenses, they don't count toward the out-of-pocket limit.
plan doesn't cover.

What is nof included in the out-of-
pocket limit?

. : |This plan uses a provider network. You will pay less if you use a'provider in the plan’s
Will you pay less ifyouusea . Yes. See www.bcbsmi.comorcallthe network. You will pay the most if you use an out-of-network provider, and you might receive a
network provider? ' number on the back of your BCBSM ID  [bill from a provider for the difference between the provider's charge and what your plan pays
network provicer ! ; card for a list of network providers. {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 007000448-0047 . SBC000006195971 2 of
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Common Medical Event

Serviges You May Need

Primary care or Online

ﬂ Allflcopaymentiendicoinsurance costsishowntinitnisichartarelaitegyoudeductileihaslbeenfmets

What' You Will Pay

In-Network Provider
{You will pay the least)

Out.—of—Net_Work Provider
_ (Youwill pay'the most)

Limitations, Exceptions, & Otfier iimportant
Information

your illness or condition
More information about
prescription drug coverage

malil order 90-day supply

is available at
www.bcbsm.com/druglists

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

visit to 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 Prevenive care/ {You may have to pay for services that aren't
STV preventive. Ask your provider if the services you
?ﬁ%@ﬁﬂm‘g{ion No Charge Not covered need are preventive, Then check what your plan
miiniz will pay for.
Diagnostic test (x-ay, No Charge 20% coinsurance None
blood work)
If you have a test na (CTPET :
:\TR?Igsl)ng (CT/PET scans, No Charge 20% coinsurance May require preauthorization
. $10 copay/prescription for
Generic or select ; ) In-Network copay plus an
prescribed over-the- E%tag ?:’O;gzgrislii%?]%ﬁgtail of additional 20% coinsurance of
If you need drugs to treat counter drugs copay/p P 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 80-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 roomcare  |No Charge [No Charge None
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Common Medical Event

Services You May Need

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

Emergency medical

If you are pregnant

Postnatal: No Charge

Postnatal: 20% coinsurance

If you need immediate ltransportation No Charge No Charge Mileage limits apply
medical attention )

Urgent care No Charge 20% coinsurance None

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

If you have a hospital stay room)

Physician/surgecn fee  |No Charge 20% coinsurance None
If you need mental health, |Outpatient services No Charge No Charge None
behavioral health, or T
substance use disorder Inpatient services No Charge 20% coinsurance Preauthorization is required.
services

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

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

Childbirth/delivery

o
orofessional services No Charge 20% coinsurance None
Childbirth/delivery facility of
services No Charge 20% coinsurance None
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
. Excludes bath, exercise and deluxe equipment
w No Charge No Charge and comfort and convenience items. Prescription
eguipment )
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

4 of &quot




" What You Will Pay

. . g | o Limitations. Excepti
Common Medical Event  'Services You May Need | In-Network Provider Out-of-Network Provider Limitations, xclﬁ?olron?ast,ignomer Important

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

For more information.on-

pediatric vision ordental, e e 5 |
Tcontact your plan Sglldrensdental check Not covered {Not covered None

administrator

5 of &quot



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 » Infertility treatment o Routine foot care
» Cosmetic surgery ¢ Long term care o Weight loss programs
o Dental care (Adulf) e Routine eye care {Adult)

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

» Bariatric surgery e Hearing aids » Private-duty nursing

» Chiropractic care » 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, co-
payments, or co-insurance, or benefits not
otherwise covered

» Coverage provided outside the United States.
See http:f/provider.bcbs.com

o Non-emergency care when traveling outside the
U.S.

6 of &quot



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.qov/iebsa/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 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, MI 48909-7720 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 refurn 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 Marketplace.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming thaf 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 sifuation, 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

* copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

, ﬂ f depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

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%
W Hospital (facility) coinsurance 0%
M 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)

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

3 Cost Sharing ! [ ~ Cost Sharing ]
Deductibles $2,000 Deductibles $2,000
Copayments $30 Copayments $700
Coinsurance $0 Coinsurance $0

What isn'’t covered | | What isn't covered |
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)

H The plan’s overall deductible $2,000
N Specialist coinsurance 0%
B Hospital {facility) coinsurance 0%
B 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 ' | $1,900 |

In this example, Mia would pay:

!"' ~ Cost Sharing i
Deductibles $1,900
Copayments $0
Coinsurance $0

E What isn't covered |
Limits or exclusions $0

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

Woe 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, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 If you are not already a member.

$i usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a ebtener ayuda'e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al ndmero telefénico de Servicio al
cliante, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Shoallolph geladdslagenels &) pass vl ek 13
Al A g ga byl )y sl e ety socbiaall e ] peaall
_,i uﬁ\.h_nja‘_ér. 2 gyl aMILAﬁJ;M&JLLJ!M
LDty 1€ 50 oS5 1Y) 1877-469-2583 TTY:741 S
RE, ABRETEREMHER RERD. SHEH
S RLUENBIBRZIRENRL., ZAN—USEBA.
RREENFEENEFPRERS  BREEETREGA
. HiRIEEE 877-469-2583, TTY: 711,
(L2 SV TP PRCIEL g P R - FY U PRy B
~Rauliaho Rt - dhulody rhond o daalhune o hai
di L gio B 1o 29 mi hmpadl Lty o L faadida
i . ohal o e B77-469-2583 TTY:711
‘N&u quy vi, hay ngui ma quy vi dang giip d&, can tro
giap, quy visé cé quyén durgc gilp va cé thém théng tin
bang ngdn ngl cda minh mién phi. BE néi chuyén véri mdt
théng dich vién, xin goi s& Dich.vu Khach hang ¢ mat sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy v|
chua phai la mégt thanh vién,
Nése ju, ose dikush q& po ndihmoni, ka nevojé pér

asistencé, keni t& drejté t& merrnl ndihmé dhe informacion:

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 njé anétar,

piol 75l E= A2 §11 A= AIE0| X0
BRsICHH, st T2 FRE F6l2 0 Z HIE
220 28 4 U= A2 USLICHL B
CHetaici® A 5ie J1= e 2= D2 HyiA
HE2 ML olol B0l ot S
877469-2583, TTY: 7112 HEISIH A2,

% ST, ST AT FREA A5 SHAI, ST
TR T, BT AT SR ATy STy 3 Boy
TMOAH AT ST FENR | (I IF0 (TSTIH TR
TN FIE, AT FRGH (TR (FOF] TS ST 19
FT FHA 4] 877-469-2583, TTY: 711 I BroPIEs oA
9HY =] 2 YRFAL

Jeili Ty lub osoba, ktérej pomagasz, potrzebujecie pemocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wilasnym Jezyku. Aby porozmawiad z tumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na

odwrocle Twojej karty lub pod numer 877-469-2583,
TTY: 711, jeieli Jeszcze nie masz cztonkostwa.

Falls Sie-oder jemand, dem Sie helfen, Unterstiitzung
bengtigt, 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 RGckseite lhrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.-

Se tu-o qualcuno che stal aiutando avete bisogna di
assistenza, hai 1f diritto di ottenere aiuto e Informazion(
nella tua lingua pratuitamente. 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 sei ancora membro.

CEA, FREBSBFHEOIOBYOETCIEEBE
EEhLIATCTHAMNIXVWELEL, SRLEOEE
THHR—FERITEY., RBEAFLEYTAHIEN
TEFET. HERDIY FLA, BREEFESh 518
EEERLOH—FORRICEREL AR 2T
—EROBEDE (4 v A—THLKIE

8774692583, TTY: 711) FTHBIEL{ a1,

Ecmu Rans BB /BTy, KOTOPOMY BEI IIOMOFA€Te, Hy&Ha
MOMOIIRL, TO BRI HMEETe IIPAR0 Ha GeCIUTaTHOE MOy CHHE,
TOMOMH H BROPMAIMH HA BameM f35IKe. g pasroBopa
C NEPEBOTIHEOM MOIBOHHTE N0 HOMepy Tenedoxa oTrena
obcay4HMBAHNA KIHEHTOB, YKAZAHHOMY HA oOpaTHoR
CTOPOHE BAIICH XAPTHL, HIH NO ROMEDY

877-469-2583, TTY: 711, e/l ¥ BAC HET TREHCTRA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomoc,
imate pravo da besplatno dobijete pomodé ! informacije na
svom Jaziku, Da biste razgovarali sa prevodiocem, pozovite
bro] korisnicke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako veé niste ¢lan.

Kung kaw, o ang iyong tinutulungan, ay nangangailangan
ng tulang, may karapatan ka na makakuha ng.tuiong at
impormasyon sa lyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag 5a numero ng
Customer Service sa likod ng lyong tarheta,

o 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shigld of Michigan and Blue Care Network
comply with Federal civil rights Jaws 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, national origin, age, disabllity, 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, MI 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 Cocrdinator 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 available at

-https:ffocrpoartal. hhs.gov/ecr/portalflobby.jsf, or by mail,

phone, or email at: U.S. Department of Health.& Human
Services, 200 Independence Ave, $.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
http: hhs.qov/ocr/office/file/index. htmi.
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Health Alliance Plan




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

Alliance Health

Lhop_

Cnrmany

and Life == 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 pplanwould share the
cost for covered health care services. NOTE: Information about the cost of this iplan (called the premiuni) 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://wiww.hap.org. For
general definitions of commen 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.

Important Questrons
What is the overall

T_ Answers B

Why This Matters

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

limit: for this plan?

deductible? $0

Are there services

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

your deductible? 7

Are there other

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

services?

What is the out-of-bocket | Out-of-Pocket Limit: { The out-of-pockétilimit is the most you could pay in a year for covered services. If you have

- $6,600 individual/ $13,200 family.

other family members in this plan, they have fo meet their own o ut-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,
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 network

This iplan 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 an out-of-network provider, and you might receive a bill from a
provider for the difference between the growder’s charge and what your plan'pays (balance

see a specialist?

providers. billing). Be aware your ristwork: provider might use an out-of-hitwork providér for some
| services (such as lab work). Check with your prévider before you get services.
Written referrals are not required for specialist visits within the member's assigned network for
Do you need a referral to 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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All copayment-and coinsufance:costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event

Services You May Need

Primary care visit to treat an

What You Wili Pay

Network Provider
(You will pay the
least)

Qut-of-Network Provider

(You will pay the most)

I
Limitations, Exceptions, & Other Important
Information

Other practitioner office visit

Chiropractic Visit: Not

Not Covered

: B injury orillness $25 Copay Not Covered,
‘Specialist visit | $40 Copay. | Not Govered =
gglg g_igVISIt: Telehealth: Through our contracted telehealth

services provider.

carg/scréefiingimmunization

Covered
: | Coverage information available at
) | | www.hiap:org: You may have to. pay for
‘Preventive. | No Charge Not Coverad 1 services that aren't prevéntive:services. Ask

your providét. if the services needed are

préventive services. Then check what your
plan will pay for.

Diagnostic test (x-ray, blood

T

MRIs)

work) No Charge Not Covered Some services require preauthorization
Imaging (CT/PET scans, No Charge Not Covered Services require preauthotization
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What You Will Pay
Network Provider
(You will pay the

Limitations, Exceptions, & Other Important

Common

Services You May Need Out-of-Network Provider

Medical Event

Y| Preferred Generic drugs

least)

$20 Copay /

(You will pay the most)

Information ;
I _
Costs shown apply to a 30-day supply of
drugs. A 90-day supply of non-maintenance
drugs must be filled at our designated mail

prescription (retail)

prescription {retail) Not Covered order pharmacy. Other exclusions &
limitations may apply. Applies to all Generic
and Brand type drugs.
: | $20 Copay/ ,
j Non-preferred Generic drugs |, orestription (retail) Not Covered
| Proferred Brand drugs $40 Copay / Not Covered

' Non-preferred Brand drugs

1 $60 Copay /
| prescription (retail)

Not Covered

% Preferred Specialty drugs

$60 Copay /
prescription {retaif)

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
days. In this case, if a Copay or max is
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.

Non-preferred Specialty
g drugs

[ |

[$60 Copay /
prescription (rétail)

Not Covered

Facility fee (e.g., ambulatory

surgery center(ASC)) No Charge Not Covered Some services require préauthorization.
Physician/surgeon fees | No Charge Not Covered :
Emergency room care $200 Copay $200 Copay Copay will be waived if admitted
Emergency medical ; | = . '
7 ransportation | No Charge No Charge Emergency transport only |
M| Urgent care $50 Copay $50 Copay |
foa;r%ty fee (e.g. hospital 4y, 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

| Outpatient services

_least)

What You Will Pay
Network Provider
{You will pay the

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

| Some services require preauthorization.

Limitations, Exceptions, & Other Important
Information

$25'Copay 1 Not Covered Services can be accessed by calling 1-800-
; ' i 444-5755,
Inpatient services No Charge Not Covered S:;V g;e: ;sg: ;;Zb_wﬂsiﬂggﬂ%%ff AI:V g;e555_
Office visits _ | $40 Copay. | Not Covered "] Prenatal covered under Preventivé Services. |
Chlldblr-.thldellvery No Charge Not Covered
professional services | _ ~
S: rl\llfiié);;thidellvery facilty No Charge E Not Covered | Some services requiresg‘re'aUt_hq_r'izglib"_ﬁ‘
Home health care No Charge Not Covered Bogs Inot include Rehabilitation Services;
nlimited.
Retiabitafion servicss | No Charge [ Not Govered | \*}fg{sb;eieg‘gf;?fpa;rf;%me Up t°A6° combined
Limited to Applied Behavior Analysis (ABA)
and Physical, Speech, and Occupational
Therapy services associated with the
Habilitation services No Charge Not Covered freatment of Autism Spectrum Disorders
through age 18, Covered for authorized
services only. See Outpatient Mental Health
for ABA cost sharing amount.
| Covered for authorized services; Up to 730
‘Skilled:nursing.care’ | No Charge | Not Covered -days. Maximum benefit renews after 60 days
) _ | | of nonconfinement,
Durable medical equipment | No Charge Not Covered Covered for approved equipment only
IHospicé.senvices: | No'Charge | Not Covered 1 Up to 210 days per lifetime. )
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What You Will Pay ) ' '

Common ; Network Provider . Limitations, Exceptions, & Other Important |
Medical Event Services You May Need (You will pay the Out-of-Network Provider Information |

least) (You will pay the r—nost)

Bl Children's eye exam

One exam per benefit period. For non-routine [
visits see Specialist Office Visit.
" Glasses or confacts for adults and children
' are covered once during each 12:month
' consecutive period. Detailed information
| regarding coverage of lenses and Collection
| frames-¢an be found in your policy of plan !
. . . ‘ | documents. o ;
B Children's dental check-up Not Covered Not Covered |

$40 Copay Not Covered

B Children's glasses No Charge Not Covered

5of8



Excluded Services & Other Covered Services:

 Services Your Plan Generally Does NOT Cover (Check your policy orplan 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 Termination of Pregnancy

Other Covered Services (Limitations may apply to these sérvices. 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.gov/ebsathealthreform, 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:/ivww.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 Markelplace, 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 ¢laim. This complaint is called a
grievance or appeal. For more information about your rights, look -at the explanation of bénefits 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 nofice 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 Fioor, P.0.Box 30220, Lansing, MI 48909-7720, http://michigan.qov/difs; call 1-877-999-8442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or hitp:/iwww.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file
your appeal. Contact Michigan Health [nsurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0.Box
30220, Lansing, MI 48909, phone 1-877-999-6442, website: http://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 ptan 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 next section.
PRA Disclosure Statement: According to the Paperwork Reduction Act of 1985, no persons are required to respond to a collection of information unless it displays a valid OMB control number, The valid OMB controf
number fer this information collection is 0938-1146. The time required to complete this information collection is estimated o average 0.08 hours per response, including the timé to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments conceming 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, Baltimore, Maryland 21244-1850,
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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 prlces your providers charge, and many other factors, Focus on the cost:sharing amounts (dediictiblés,

‘topaymefits 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. 1

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 M The plan’s overall deductible $0 M The plan's overall deductible $0

M Specialist copayment $40 M Specialist copayment $40 m Specialist copayment $40

W Hospital (facility) $0 ™ Hospital (facility) $0 W 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 (prenataf 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 (crufches)
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 wouid pay: In this example, Mia would pay.

; Cost Sharing || Cost Sharing ] [ Cost Sharing l
Deductibles $0  Deductibles $0  Deductibles $0
Copayments $10  Copayments $944  Copayments $325
Coinsurance $0  Coinsurance 80  Coinsurance $0

| What isn’t covered | _ What isn’t covered ) |1 What isn't covered .
Limits or exclusions $61  Limits or exclusions $22  Limits or exclusions $0

| 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, eall (800) 422-4641 (TTY: 711).
VINI RE: Nése flisni shqip, ju ofrohen sh&bime ndihme gjuhésore falas. Telefononi nunirin (800) 422-4641 ose TTY: 711.
711 s eadll M Land 4 (800) 4224641 )l ol Ulsne dg galll Sao ot Siladl ol h g3 Ul godh Sl 3005256 13) ;43
TS et S TR S T 6T, S NRITSTH AHET TR S St 851 (800) 422-4641 T TTY: 711 TG F9 F74|
FER ¢ MNRIBCEF YRS - IS DL RIS SE S IRUNIRES < SAEUE (800) 422-4641 B TTY JIl/"SHELEE 711 ©
HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos Sprachassistenzdienste zur Verfitgung. Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso Iz lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero (300) 422-4641 (TTY: 711).

EUEE BREFEZEINLSHS. BHOSEIBE CHAVLEFEITET . (800)422-4641 T, FWEFICTITHERL L&,
TTY I—H—id 711 FTTEBL &L,

F9: T E AMESIAE BT, TE A9 A Y AHLE o] §542 7 AT T 800-422-4641 W BT TTY: 711 H o2 A FHA 2.

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

BHHMAHIE! Ecan Bam poasoii A3HEK PYCCKHIL. BaM MOTYT OBITh OPEROCTABACHE! OecnuaTHEIe népepoqaeckue Yoy, OopamraitTecs Mo HOMEPY
(800) 422-4641 (Teneratim: 711).

NAPOMENA: Ako govorite hrvatskifsrpski, dostupna Vam je besplatna podrika na Vadem jeziku. Kontaktirajte (800) 422-4641 ili tekstualni telefon
za osobe oftedena sluha: 711.

ATENCION: si habla espaflol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para usted. Llame al (800) 422-4641,
los usuarios TTY deben lamar al 711,

(800) 422-riicn 15 whidon 8ls whuiyis Riid L Aduyinds L Al o criah i \iziami A2 ;o) L adusopad wa L adue e Il
TTY: 711 AL v 4641

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Tumawag sa (860) 422-4641 o TTY: 711,

CHU Y: Néu quy vj néi'tiéng Viét, ching toi ¢ cdce dich vy hd trg ngdn ngir min phi dank cho quy vi. Hiy goi (800) 422-4641 hode TTY: 711.
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Blue Care Network

(Post November 1, 2013 Retirees)




Blue Care
Network
of Michigan

(759 '

CLSSLG
‘.,‘f".ﬁ.","a’}‘:.; gomoration and ndepencont icensee. Mlacomb Co Employees - Hard Cap-Retired
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 1/1/2020

Coverage for: All Plan Types Plan Type: TPA

A

The Summary of Benefits and Coverage (SBC) document will help you ¢hoose 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 abut 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 commen terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underfined terms see the

Glossary. You can view the Glossary at httgs:/lwww.healthcare aévisbe-dlossary or call 800-662-6667 to request-a copy.

Important Questions

Answers: Member / Family

i[Why This Matters:

for this plan?

What is the overall deductible? |$0 See the Common Medical Events chart below for your costs for services this plan covers.
i N , . .
2;2::}?;2 gx‘&g‘mﬁ for ° You don't have to meet deductibles for specific services.
. 1 - {The out-of-pocket limit is the most yo(j could pay in a year for covered services. If ybu have
What is the out-of-pockst limit $6,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the

overall family dut-cf-pocket limit has been met,

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

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 met.

Will you pay less if you use a
network provider?

Yes. See:www.bcbsm.com or call the
phone number on the back of your ID
card fora list of petwork 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 &

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-ofnetwork 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?

Yes

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

: What You Will Pay ;
Commeon v " T Out-of-Network | Limitations, Exceptions, & Other Important:

Medical Event Network Provider Information

(Youwill pay the least) (Youwilprowder

| pay the most)

: Ernﬁ?ﬁezscare or Online visit{o treat an injury - $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
s arte B P performed by a chiropractor or osteopathic
provider’s office or clinic physician
You may have to pay for services that aren't
. e . preventive, Ask your provider if the services
Preventive care/screening/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_uir e preauthorization / No charge for
If you have a test lab services
imaging (CT/PET scans, MRIs) No charge Not covered Requires preautharization
Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat|T:. 5 _ drugs.
your llness 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 e 2 - Nand covered in full
coverade is avalable at Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mall order and retail copays are 2« the
www.bebsm com/customdr 7 standard retail copays.
uglist : ' Ti i '
Specialty drugs ;’g;d copays listed above Not covered Limited fo a 30 day supply
May require preauthorization/50% coinsurance
If you have outpatient  |Facility fee (e.9., 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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What You Will Pay

Limitations, Exceptions, & Other Important

Services You May Need Out-of-Network

{  Network Provider . Information
! Provider :
! (You will pay the least} (You will pay the most) ,
Emergency room care $100 copayivisit $100 copay/visit Copay waived if admitted
If you need immediate : , Non-emergent transport is covered when
medical attention Emergency medicai transportation No charge No charge preauthorized
Urgent care $30 copayhvisit $30 copay/visit None
' Preauthorization is required. 50% coinsurance
If you have a hospital ~ |Facility fee (¢.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
heaith, behavioral health,,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
L Postnatal and non-routine prenatai office
Office visits No charge Not covered Visits$20 copa
ilf you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
Home health care $30 copay/visit Not covered Equefézs preauthorfzafion. Custodial care hot
Requires preauthorization/ One period of
treatment for any combination of therapies
If you need help Rehabilitation 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 . L PT/OT/ST for autism spectrum disorder has
Habilitation services E’?%? g%QSaTy per visit for Not covered unlimited visits. Requires preauthorization,
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
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; B What You Will Pay

Common . ’ _ Out-of-Network | Limitations, Exceptions, & Other Important
Medical Event |Services You May Need Network Provider orovider Information ;
(You will pay the least) (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.
Hospice services o 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. IChildren . ) e P
dental or eye care hildren’s glasses Not covered Notcovered | Contact benefit administrator for coverage.
Children's dental check-up Not covered Not covered Confact benefit administrator for coverage.
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Excluded Services & Other Govered 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
puIposes)

Long-term care ¢ Routine foot care

Non-emergency care when traveling outside the o Weight loss programs

e Cosmetic surgery usS. e Hearing Aids
e Dental Care (Adulf) o Private-duty nursing
= Elective Abortion ¢ Routine eye care (Adul)

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

o Bariatric surgery

» 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 pediatrician 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 health 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/mealthreform., 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.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 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 & claim, appeal ora
grievance for any reason fo 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, MI 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 48909-7720, http./Awww.michigan.govidifs; 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:/Awww.michigan.govidifs 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 refum 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 [D card
To see examples of bow this plan wught cover costs for a sample medical 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

y { depending on the actual care you receive, the pn'ces 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 dlfferent
- 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 $0
W Specialist copayment $30
W Hospital {facility) coinsurance 0%
M 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)

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

M The plan’s overall deductible $0
W Specialist copayment $30
M Hospital (facility) coinsurance 0%
B Other 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 (glicose meter)

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care}

W The plan’s overall deductible’ $0
W Specialist copayment $30
M 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 {crutches)
Rehabilitation services (physical therapy)

| Total Example Cost | $1,900]

| Total Example Cost [ $12700] [ Total Example Cost | $7,400 |
ln this example, Peg would pay: In this example, Joe would pay:
! Cost Sharing B i Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $0
P What isn't covered ) i What isn’f covered
Limits or exclusions $60 Limits or exclusions $60
[ The total Peg would pay is ~ $130 ] | Thetotal Joewould payis =~ | $860 |

ln this example, Mla would pay:

‘ _:Cost Sharing .
Deductibles $0
Copayments $200
Coinsurance $0

; What isn’t covered ' )
Limits or exclusions $0

[ The fotal Miawouldpayis | 2001
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Wae 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, 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
asistencla, tiene derecho a obtener ayuda einformacién
en su idioma sin ¢osto alguno. Parahablar con un
Intérprete, llame al nlimero telefénico de Servicio al
cliente, que aparece en [a parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
uié:n.“lélﬁ.!é siaclua ol peclld )&‘Ua:'u.:_,; o e 13!
V< E YOI LI TRPRI PLEDYS BN PESIO Dol E IO |
5 wliSthy yeda de ;»,AiaMlm,i,;d._.ﬂH_ﬂ.gl}cu;ﬁl
Wil 1S i S5 018 (B77-469-2583 TTY:711 85

nRE RESEEBBNHE. [ERL. SHEH
RRELUBABIFRIIRRIIINEG. EAN—CBNA.
FRESN-FEONES RS RS  MRERFERR
. BHRIREE 877469-2583, TTY: 711,
s hiih o 0¥ ponm + | ohateedy nfa A8 u of ru sl ¢
R seda whtip o Siulai Rond L fackiet LS
L oo iRy 1o 2 i eReninmd g, il | dnalila
@ ~gatahsa e 20 A odrda rdicn . andh
o . ohal i, L 877-469-2583 TTY:711
N&u quy vi, hay nguét ma-quy vi dang giip dd, can trg
gitip, quyt vi s& ¢6 quyen dugce gitp va cé thém thang tin
bing ngén nglt cia minh mi&n phi. D& néi chuyén véi mét
théng dich vién, xin gol 56 Dich vy Khéch hang & mat sau
thé cda quy vl, ho3c 877-469-2583, TTY: 711 néu quy vi
chura phai 12 mdt thanh vién,
Nése ju, ose dikush qé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& mermi ndihmé dhe informacion
falas né& gjuh&n tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit n& anén e pasme
té kartés tuaj, ose 877-463-2583, TTY: 711 nése nuk jeni
ende njé anétar.

ohok Y5l = A5 5D U= AFRO| X0
BEQ8iCIH, At S 2SN F2 8 AEle] o2 IS
2o 0] U2 4 s ARIDF ASLICE SHAIS
Chzlatei® Aatel 3le SHy A= 028 HEl A
a2 JstslHU, o0l 3IR0] OlU. B

‘877-469-2583, TTY: 7112 M 3l&l Al 2.

% SAPTET, 7S AT SIS JA7 PR, ST
AT <, SR AT S (R[S STTET 3 897
AT AT AT T (AT AT (TSI S
T 0T, TS SHER (T (SITT T HIHST FGE
Gc] Ppe q[ 877-469-2583, TTY: 711 I BT AP
TN} A 2 U]

Jetli Ty lub osoba, ktéref pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezplatne] informacji | pomocy
we wilasnym Jezyku. Aby porozmawlaé z tlumaczem,
zadzwori pod numer dziatu obslugi klienta, wskazanym na
odwrocle Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz czionkostwa,

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
benﬁtigt_, haben Sie das Recht, kasten!ose Hilfe und
Informaticnen in threr Sprache zu erhalten. Um mit elnem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite Jhrer Karte an oder
877-468-2583, 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 informaziont
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 hon sel ancora membro.

CHEAR, FESEHOSOOYOHTEREMRE
EEhBFTCCHEMMZEVWELES, THEOREE
THHR—+E2RFEY, RBEAFLEYT LI EM
TEFET. HREIMYEEA. BIREEFSL 218
BREHLEOH— FORBERBEHI=HRET—Y
—ERDTEHE (£ L/ —TELHIIX

8774692583, TTY: 71 T THBEE{ &Ly,

Ecau pan ®IH NHIYY, KOTOPOMY BRI IOMOTAETE, HY-KHA
IOMOIIE, TO BH H\MecTe npaso Ha Hecnaraoe TonydeHHe
ToMOINA ¥ MHGOPMAIHH Ha Bamey A3sike. g pairosopa
C IIePpeBOTIHKOM [IOIBOHHTE 11O BOMepy Tene(bona oTOeNIs

o0CTy#1MBAHIIA KIHEHTOB, YEAIAMIOMY HA 0OpaTHofi
CTOpOHEEe Bamei EapTH, WIH OO BoOMEpY
877-169-2583, TTY: 711, e/ ¥ Bac HeT WICHCTBA.

Ukoliko Vama ili nekame kome Vi pomaiete treba pomoé,
imate pravo da besplatno dobljete pomoé [ infermacije na
svom Jeziku. Da biste razgovarall sa prevodiocem, pozovite
broj karisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste clan.

Kung kaw, o ang iyong tinutulungan, ay nangangailangan
ng tulang, may karapatan ka na makakuha ng tulong at
impormasyon sa lyong 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 ikaw ay hindi 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 en the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxillary aids and
services to people with disabilitles 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 belleve 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 email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, M| 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 avallable
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:/fecrportal.hhs.gov/ocr/portal/iobby.jsf, 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;
OCRCoriplaint@hhs.gov. Complaint forms are available at

http://www.hhs.qov/acr/office/file/index. htm!,
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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 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 concemning your BCBSM administered coverage as you creaté
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 fo 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 regulafions
relating to creation, disclosure or other requirements. You should also note that there may be additiorial 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.



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

MACONMB COUNTY EMPLOYEES
Community Blue PPOS™ 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 Coveiage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share |
b . 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.bcbsim.com or call the number on the back

of your BCBSM ID card. For genéral definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined |

i fe terms see the Glossary. You can view the Glossary at https:/iwww.healthcare.gov/sbc-glossary or call the number on the back of your BCBSM ID card to request a copy.

I

Important Questions

What is the overall deductible?

l Answers

In-Network TOut-of-Network

$1,500 Individual/
$3,000 Family

$3,000 Individualf
$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 until the total amount of deductible expenses paid by all
family members meets the cverall 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:/iwww.Healthcare.qovicoverage/préventivezcare-Berefits/,

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
maximurm)

$6,350 Individual/
$12,700 Family

$12,700 Individual/
$25,400 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 put-of-pocket fimits until the
overall family out-of-pocket limit has been met.

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

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 gut—of-pocket limit.

Will you pay less if you use a
network provider?

Yes. See www.bcbsm.com or cali the
number on the back of your BCBSM 1D
card for a list of network providers,

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

|some services (such as Tab work). Check with your provider before you get services.

This plan uses a provider network. You Wiil.pay less if you use a Q_rdi}ider in the plan's

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

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0056
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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

Services You May Need |

What You Will Pay

In-Network Provider

Out-of:Network Provider

Limitations, Exceptions, & Other Important

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

| (Youwill pay the least) (You will pay the most) Information
Pnr_ngry care visit to treat |$40 g@ylofﬁce visit; 40% coinsurance None
an injury or iliness deductible does not apply EEE—
s $40 copay/visit; deductible o
Specialist visit does not apply E— 40% coinsurance None

Preventive care/

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,

20% coinsurance 40% coinsurance None
blood work) B
If you have a test imaging (CT/PET
[\Tl:\?lgs])ng ( S6aNS: 120% coinsurance 40% coinsurance May require preauthorization
$7 copay/prescription for retail
Generic or select 30-day supply; $14 In-Network copay plus an

If you need drugs to treat
your illness or condition
Mare information about

prescription drug coverage

prescribed over-the-

|counter drugs

copay/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.bcbsm.com/druglists

Preferred brand-name
drugs

$35 copay/prescription for
retail 30-day supply; $70
copay/prescription for retail or
mail order 20-day supply;
deductible does nof apply

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

apply

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;
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

fServices You May Need

Physician/surgeon fees

What You Will Pay

In-Network Provider
(You will pay the least)

20% coinsurance

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

40% coinsurance

Limitations, Exceptions, & Other Important
Information

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

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

services

health services {mental Outpatient services 20% coinsurance health; 40% coinsurance for erformed in an office settin
hea]th and substance use substance use disorder P g
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
: Maternity care may include tests and services
Prenatal: No Charge; . . i
L ideductible does not apply Prenatal; 40% coinsurance described e[.sewhere in the SBG (1:e. ultrasound)
Office visits : , ANGE and depending on the type of services cost share
Postnatal: No Charge; Postnatal: 40% coinsurance v Cost sharing d v f
deductible does not apply may apply. M oes not apply for
If you are pregnant e preventive services.
Chlldb[r.thlde[wery 20% coinsurance 40% coinsurance None
professional services
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 certification 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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Information

: : . What You Will Pay —_— Limitations, Exceptions, & Oter Important
Common Medical Event  |Services You May Need In-Network Provider Out-of-Network Provider ’ pHions, P

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

Preauthorization is required. Limited fo 120 days
per member per calendar year

|Skilled nursing care 20% coinsurance 20% coinsurance

Excludes bath, exercise and deluxe equipment
{20% coinsurance 20% coinsurance and comfort and convenience items. Prescription |
required.

Durable medical
equipment

No Charge; deductible does  |No Charge; deductible does not

Hospice services Physician certification required. Visit limits apply.

not apply apply
_lf your child needs dental or|Children's eye exam Not covered Not:covered None
cyecare . Children’s glasses Not covered Not covered : None
For more information on - - . - :
pediatric vision or dental,
contact your plan Children’s dental check- Not covered Not.covered None

administrator up

50f9



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 freatment ¢ Hearing aids ¢ Routine eye care (Adult)
o Cosmetic surgery e Inferfility treatment e Routine foot care
« Dental care (Adult) e long term care o Weight loss programs

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

o Bariatric surgery s Coverage provided outside the United States. s Private-duty nursing

e Chiropractic care See http:/iprovider.bchs.com

» Non-emergency care when fraveling outside the
us
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Your Rights to Continue Coverage: There are agencies that can help if you want to confinue 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.qov 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.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 nofice, 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 48809-7720 or http://www.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 tax 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:

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

j ~ 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
& i copayments and coinsurancé) 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-nalal care
and a hospital delivery)

= The plan’s overall deductible $1,500
M Specialist copayment $40
H Hospital {facility} coinsurance 20%
o Other coinsurance 20%

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

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

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

B The plan’s overall deductible $1,500
W Specialist copayment $40
W Hospital (facility) coinsurance 20%
B 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 (glucose meter)

{ Total Example Cost [ $12,700] | Total Example Cost | $55600]

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

f ' Cost Sharing | { Cost Sharing ]
Deductibies $1,500 Deductibles $900
Copayments $10 Copayments $800
Coinsurance $1,700 Coinsurance $0

[ ' What isnfcovered .| [ What isn't covered |
Limits or exclusions $60 Limits or exclusions $20

| The total Peg would pay is | $3,270] | The total Joe would pay is $1,720 |

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
m 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 (crufches)
Rehabilitation services (physical therapy)

| Total Example Cost | $2,800 |

In this example, Mia would pay:

| Cost Sharing :
Deductibles $1,500
Copayments - $90
Coinsurance $70

| - What isn’t covered ';
Limits or exclusions ' $0

| 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/cr 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. 8of9



ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you'rehelping, needs assistance, you
have the right to get help-and information In your
fanguage 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 obten&f ayuda e Informacdion
en su idioma sin cesto alguno. Para hablar con un:
-intérprete, llame al ndmero telefdnico de Serviclo al
chiente, que aparece en la parte trasera de su tarjeta, o
B77-469-2583, TTY: 711-5i usted todavia no es un
miembro.
Shesallalpls Baehinad dalagerclid AT ot ) il ok I
MG Y] o palialydy 5 g pell Cillasledlysmluadl o yeanlt
ohedliilly ek o -uauai‘ o hanl dass 5 50 e o i ) ]
ey 1€ 50 €5 W 13 (B77-469-2582 TTY:711 S0

MR, BELEERMONS TEEL, 5T

KR ELUEMNBIEHAINBNMAL. EAR—(EHIEA.
EREENRSENEPEETE - BREETREGA
. BEIRTEET 877-469-2583, TTY: 711,
Bl L odu pout ¢ oNaiaedn ba .id a,p O B o
rRquisccho ehiih - shulni Radd o ¢ JaL,re oh.nn.’
...,é"lﬂ 'ﬁkiﬁm a4 Jal, r\‘h\::ﬂl:ﬂqz! rénp* el ..__nac\.ul:
¢ ~oadahdy rf_2d 1L edlurta rdlins L gl
wihic o alul Xy L 877-469-2583 TTY:711
NEu quy vi, hay ngudri ma.quy vi dang gidp d8, can tre
gilip, quy vi 5& ¢6 quyen durgc gifip va cé thém théng tin
béng ngén ngl¥ clia minh mi&n phi. D& nél chuyén véi mét
théng dich vién, xin gol s& Dich vu Khach hang ¢ mit sau
thé clia quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
" chua phaila mgt thanh vién.
Nése ju, ose dikush gé po ndihmeoni, ka nevojé pér

asistencé, kenl té dre]té t& merrni ndihmé dhe informacion-

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

oret Aot = a0l 51 Y= AE] XI=80]
EQsICiH Aal= =S FES Asle A2 HIE
P2 0] 2 4 oi= A2IT} ASLICL SRS
CHskGtel ® AASHe 31 RO 2= 03 HulA
Hs= ML, 0l0] 310l 0l H
B77-469-2583, TTY: 7112 #atatal Al 2,

TS SITATE, 7 ST ST P T34 DAL, 52
TS W, SR IHTE SR R TRy 8 B
TSI FAFTH S TEE | FIA] AT (ST ST
YT I0S, APTHE PREH (TRl (FaT] IS IR 7T
Fe = 9] 877-469-2583, TTY: 711 Ift; RreTmay Al
ST AT 2 WA |

leéli Ty lub.osaba, ktérej pomagasz, pot‘rzebu]ecie pomocy,
masz prawe-do uzyskania bezplatnej lnformaqil pomaocy
we wlasnym Jgzyku. Aby parozmawiaé z tumaczem,
zadzworl pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jeieli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe-und
Infermationen in threr Sprache zu.erhalten, Um mit einem
Dolmetscher zu-sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite threr Xarte 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 diritte di ottenere aiuto e informazioni
nella tua lingua pratuitamente. 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 .sé non sei ancora membro,

CHEAE, FEREEROGOEY DA THELDE
EENBATIRMMAITENELES, IRYOEIE
THHR—FERMEY. MBEAFLLEYTHIEN
TEFY, HRELIY FERA, AREBESHh DB

BHEHE/RLOh—-FOR@AEHREhE=ARET—H

—ERADBEER (A 2/—ThLVEIR
877-469-2583, TTY: 711) ETHEHE{ &L,

Ecae BaM HIH MEIY, KOTOPOMY BEI IOMOTaeTe, HyAHa
TOMOIOk, TC BRI EMEeTe IPARO Ha GecTLIaTHOE NOyIeHHe
TIoMOMHE X EHGOpMAnER Ha BameN s3nke. JIng pazrosopa
C NepeBONTHEOM NOIBOHITE 0. HOMepy Tenedoka oTnena
0OCTYAHBINAA KIHEHTOR, YEIZIHHOMY HA 06paTHOH
CTOPOHE BalleH KapTEl, HIH IO HOMepY

877-469-2583, TTY: 711, ecan y Bac HeT WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomoé,
imate pravo da besplatno dobijete pomoé I informacije na
svom jeziku, Da biste razgovarali sa prevodiocem, pozovite
broj-kofisnicke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste clan.

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

0 877-469-2583, TTY: 711 kung ikaw ay hindi-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, 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 belleve that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in ancther 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, MI 48226,
phone: 888-605-6461, TTY: 711, fax:.866-553-0578,

email: CivilRights@bchsm.com. If you heed'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 avaiiable at

https:/focrportal.hhs. govgacr[garmwobbg jsf, 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, efnail:
QCRComplaint@hhs.gov. Complaint forms are avallable at
ww.hhs.gov/ecr/office/fife/index htm!.

90of9



Health Alliance Plan

(Post November 1, 2013 Retirees)




HAP Same As Active Retiree SBC

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

2

i Admustezed by Alliance Healih
. antt Life Insurance Company

Coverage Period: A ¢01/01/2020
Coverage for: Individual+Family | Plan Type: ASOHMO

A

The:Summaryof Benefits and Coverage (SBC)documentwill help you:choose ahigalth'plan. Thie SBC shows you:how you and the; ngllwould sharethe
.costforcovered health'care services:NOTE: Information-about the cost of this plan{calledthe gremrum) will be provided separately. This is only:a.
-summary.For.more information about your coverage; orto geta copy.ofthe complete termsiof coverage, call 1-866-766-4709 or visitwww.hap:org, For
generatdefiniitions of common terms; such as:aflowed amount, balance billing; coinsurance, copayment, dediictble; provider; orother: underlined tems see:
the Glossary. Youcan view the: Glossary at http:/Aww:dol.goviebsalpdi/SBCUniformGlossary:pdf or.call 1:866-766:4700 to requesta copy..

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

pockét limit t for this
plan?

important Questions Answers

What is the $0

overall covers.
deductible?

Arethere services

covered before you. No.

meetyour deductible?

Arethereother iNo -
deductibles for specific :

serwces?

Whatis the outof $6,600 person / $13,200 famly,

You wilt have to meet the deductible before the plan pays for any:sefvices.

You don't have to meet deductibles for specific services, but see the chart starting on
page 2 for other costs for services your plan covers.

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
limit-until the overall family.out of pocket-limit has:been met.

What is notincludedin
the out-of-pocket limit?

Premiums, Balance billing Charges, and Health
Care this plan does not cover.

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

Willyoupaylessifyou
use'a network provider?

Yes.Seewww.hap.orgorcall1-866-766-4709
for adlist.of network-providers.

This plan uses a-provider network: You.will pay:less if you'use:a pro roviderin‘the
plan‘'s:network. Youwillpay the. most fyou use an‘out 6f.network-provider, and‘you
mightreceive:a bill:from a. provider for theidifferenice betweer the:providér'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) “Gheck with your
providerbefore you get services. ‘

Doyouneedareferral
to seeaspecialist?

Yes.

Written referrals are not required for specialist visits within the member’s assigned
network for selected services. Referrals or-oral approvals are required in other

instances. Further information on the feferral process can be found.at www:hap.org

AS000096 XR002356
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A *AII:cp_gbamen_t_;andtcpirl_shranc_'t_a;costséshowh'in‘thié~ch‘a'rt7'are'after‘your

deductible:has been. met, ifa'dédli_étiﬁlez'abplie’s.

Common
Medical Event

Services You May Need

WhatYouWillPay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the least)

(You will pay the most)

) Primary-care visit totreatan | anm «xoncimnrtis | Visits.are face-to-face; telephonic,.or through
linjury-orillness $20 copay per visit NotCovered secure lectroriic portal
*. . |Specialist visit o _ |$30copaypervist  |NotCovered B None-
_ $20 PCP Other Practitioner
) " .« |copay per visit/ $30 Specialist Chiropractic Care and Acupuncture Not
Ifiyou visit a heaith |Other practitioner office visit (S 50 wironar.cona oer Not Covered Covered
careprovider's ofﬂceor visit
cline. -~ T e —em e - s - .
. Coverage information available at
] www.hap.org. You may have'to pay for
| Preventive.care/ ) services that aren't preventive services. Ask
screening/immunization No-Charge Not Covered your provider if the services needed are
' . preventive services. Then-check whatyour
A L ! _ plan willpayfor.
_ Diagnostic test (x-ray, blood
ijouhaviatest - [ [loBreme et Some senvicesrequire preauthorizaton,
LI }&Inlg[gs')ng (CTPET scans, No Charge Not Covered Services require preauthorization.
T ; i S Retail: 30 day supply for non-maintenance |
. Preferred $15 , i drugs at 1 copay; 90 day supply for eligible
copay/prescription (retail)
- .. - - .Genericdugs Nnn;Er%ferreg $15 Not Covered maintenance drugs at 2 copays; Mail Order:
Ifyouinged drigsifo copaylprescription (retail) . 90 day supply for both eligible maintenance
treatyourilinessor-, £opayjprescrip | and non-maintenance drugs at 2 copays.
°°'.:g'ﬂ]5’o':mandn ot {Preferred brand drugs. $30 copayfprescription (retail) |Not Covered - -
p'"rescrigtlon ‘dniy Non-preferred brand drugs | $50 copay/prescription (retail) |Not Covered ) ] o
coverageisavailable: Preferred $50 )
atwww hiap:org: ' copay/prescription (retail)
SR - DO Specialty: drug snotavailable-at 80-day-or
: h M Non-Preferred $50 _ Not Covered rail order.
P c copay/prescription (retail)
]fyou have outpatlent sFl?r(;g?yf::n(t?elrg)l” ambulatory No Charge Not Covered Some setvices require preauthorization.
SUFgeRy ~ % o b : e - —
9 W JE phy_sicianlsurgeon fees No'Charge Not.Covered None
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Common
Medical Event

e et — . —

Services You May Need

WhatYou‘MllPay

" Network Provider

Out- of Network Provider

—— —— - . v -

- . mm—

Limitations, Exceptlons & Other [mportant
Information

(You will pay the least)

| ¢

{You will pay the most)

Al

: - | Emergency room care $150 copay per visit $150 copay per visit Copay will be waived if admitted
- Emergency medical. N | N o
:f,‘éﬂ.ll gle:g ;m;zgdlat?: tran'es ~:fr1]:ﬁ0[28d.m No.Charge- No Charge Emergency medical tranggcf[tatmonly_
‘_-“ _:_ ) .. {Urgentcare $30 copay per visit $30 copay per visit None
Ifyb'u' li-ave g hospltal* L Foaocrilil}y fee (e.g.,.hospital No Charge Not Covered Some services require preauthoization .
stay 2 | Physicianfsurgeon fees No Charge Not Covered None—
"V"" need imental : * Services can be accessed'by calling 1-800
A . . it . _ : y calling 1-800-
Reaﬂh glgg%\ggtr:rlm Outpatient services $20 copay pervisit Not Covered 4445755
abuse services h ** Services can be accessed by calling 1
e - | Inpatient services No Charge Not Covered 800-444-5755
A “+ | Officewvisits $30 copay per visit NotCovered No.Charge for Prenatal care
.« . . . [Childbirth/delivery S - )
L7 e E:ri?géghiddwemac“'w No Charge Not Covered **Some'services require‘preauthorization,
", 1Home health care No Charge - Not Covered None
. T : N Bhanmg Nt o i Up to 60:combined visits per benefit period -
ﬂ - - | Rehabilitation services No Charge Not Covered | Maybe rendered athome
oo Limited to Applied Behavior Analysis (ABA)
and Physical, Speech and Occupational
P R o Therapy services associated with the
]fyou{need help Habmtatlon services No Charge Not Covered treatment of Autism Spectrum.Disorders
recoveringorhave through age 18. Services require
otherspeclalhealth preauthorization. *See outpatient Mental
needs . ) Health for ABA cost sharing amount.
T Skilledinursing care No Charge Not Covered Covered:for authorized services- Up to 730
' ' : days, renewable after 60 days
- Coverage provided for approved equipment
~ + ' | Durable- medical equipment  |No Charge Not Covered based on HAP's guidelines. Some services
RN =] require preauthorization.
SOV ~ {Hospice services. No-€harge Not Covered Upito.210:days perlifetime
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o ——— —— 8- - —— I R T R ———

Common R Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider Out-of-Network Provider Information

{You will pay the least) {Youwill pay the most)

" WhatYouWillPay

LT 'ﬁiilﬂf d .7 |Children's eye exam $30 copay per visit Not Covered - No Charge for one routine eye exam
L:'y r‘p needs” - -1 Y e ‘Mt A ) " " : \Nane: ]
Hentaloteyecare: JChildren's glasses Not Covered. Not Covered ~————None—

- " * |Children's dental check-up  |Not Covered Not Covered _ None

Excluded Services & Other Covered Services:

Services YourPlan'Generally’Does 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-Term Care * Routine Foot Care (Only when meets plan
guidelines)
Cosmetic Surgery * Non-Emergency Care When Traveling Outside ~ +  Vision Hardware (Unless additional rider
the U.S. purchased)

Dental Care (Adult)

Other Covered Services (Limitations may apply to these services. This isn'ta complete list. Please see your plan document.)

Bariatric Surgery * Routine Eye Care (Adult) - Weight Loss Programs
Infgrti!jty Treatment (Only when meets plan
guidelines)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue coverage affer 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.gowlebsa/healthrefom, or the U.S. Department of Health and Human Services, Centerfor Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.ccfio.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 Marketpiace, 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, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a ¢laim, 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, MI 48909-7720, http:/michigan.govidifs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) orwww.dol.gov/ebsa/ealthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Departiment of Financial and Insurance Regulation, P.0O.Box 30220,
Lansing, M| 48909, phone 1-877-999-6442, website: hitp:/fmichigan.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 foran 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 examples of how this plan might cover costs for a sample medical situation, see the next section.

Macomb County Health 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 Alliance 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

Thisiis:not:a:cost estimator Treatments:shown:are justexamy
:depending on the'actual ¢are yol:receive, thie: prices your,provi

ples of how this plan'mighit cover medical care: Youractualicosts will be different
dexs(charge and'many other factors. Facus on.the tost shanng amounts
(deductibles; copayments‘and: comsurance) and exclided services:underthe. -plan: Use this-information:to compare ' portion: of costs you might.
pay.underdifferent health:plans. Please note thiese toverageiexamples are baséd on'self-only. coverage.

Pegis HavingaBaby

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

Managing Joe's type 2 Diabetes

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

Mia's Simple Fracture

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

W Theplan's overall deductible $0 = Theplan'soveralldeductible $0 W Theplan's overalldeductible $0
M Specialist copayment $30 m Specialistcopayment $30 m Spécialistcopayment $30
M Hospital {facility) copayment $0 W Hospital {facility) copayment $0 m Hospital {facility) copayment $0
B Other coinsurance 0% M Other coinsurance 0% m Other coinsurance 0%
This EXAMPLE eventincludes services like: This EXAMPLE event includes services like: This EXAMPLE eventincludes 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 test (x-ray)
Diagnostic tests (uftrasounds and biood work) Prescription drugs Durable-medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (giucose meter) Rehabilitation services (physical therapy)
| Total Example Cost" e i $12,800-, | Total Example'Cost , I .$7400: .TotalExampleCost L gte0D”
Inthis example,'-Peg wouldpay: In this example, Joe would pay: Inthis example, Mia would pay:
Cost Sharing Cost Sharing ‘Cost Sharing
Deductibles ~ $0  Deductibles 30 Deductibles %0
Copayments $610  Copayments b $1075 Copayments $90
Coinsurance $0  Coinsurance $0  Coinsurance $0
_ What isn't covered What isn't covered ‘What:isn't.covered:
Limitsor exclusions $60 Limits orexclusu)ns $55  Limits orexclusions $0
| ThetotalPegwould payis: $670] | The'total Jogwould payis . $1:130) I'Theitotal Miawouild-payis. $90]

The plan wouid be responsible for the other costs of these EXAMPLE covered services.
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Lhap,

VINI RE: Nése flisni shqip, ju ofrohen shérbime ndihme gjuhésore falas. Telefononi numrin (800) 422-4641
ose TTY: 711.

Language Access Services

8l daxz 4f (B00) 4224641 iy bt IOcda Ty Saolyped ara, ol i i iy ol Tl s €€ 13} 24
Tzl

TGd fors: Mo Mol SI¥aTT B (o, ORI TRoTHOIH (HTIAT foTAN(cT Wl Gy u b |
(800) 422-4641 91
TTY: 711 Mo A F |

HR: MREBERERP L, EUARBEESIRERTE . FHEE (800)422-4641 = TTY A FFHEL
B 711.

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 I’italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

EREH  BRBZESI 56, BHOSEIBEIRANETES . (800)422-4641 £T,
BEEEICTITERLLEEN, TTY 2—H—I 711 FTCEBZLESL,

FO: SO E AI8SHA |l = E 2, 78 20| K| AH|AE 0| 2814 5= &S LICH 800-422-4641 ¥ FE =
TTY: 711 HE 2 AH2fs H"“.:IAISP_.

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

BHUMAHHUE! Ecnu sam posroif 8351k pycckuii, BAM MOCYT GBITh IPeJOCTABNEHE GecaTHble
nepesoueckne yenyrd. Obpamaiiteck no HoMmepy (800) 422-4641 (teneraiin: 711).

NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrska na Vasem jeziku.
Kontaktirajte (800) 422-4641 ili tekstualni telefon za osobe o3teéena stuha: 711.

ATENCION: si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente
para usted. Llame al (800) 422-4641, los usuarios TTY deben Hamar al 711,

rﬂé.l.é Ja r\‘)‘\‘ékarc_} "ugé \c&u‘_gm\o}\-k:m-\ "lo a¥ Yoo ..1.6 :'l ml\c\&'\.p\)nr_) ‘\92‘\4{6 < :rdo'mé oy
<h,ien th g \eg® r<° <
Ay o a)800(4641-422 « ©
v TTY: 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 néi tiéng Viét, chiing t8i c6 cdc dich vu hf tro ngén ngit mién phi danh cho quy vi. Hay goi
(800) 422-4641 hodc TTY: 711.
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Delta Dental




Delta Dental of Michigan
Dental Benefit Highlights for

Macomb County Active and Retiree Dental Plan

O DELTA DENTAL

Deita Dental Non- Welcome to Michigan's largest dental

Delta Dental PPO (Point-of-Service) ! ;Delta'Dg_n.tgL Y Premier participating benefits family]
. ‘PPO Dentist - . h
: - . ... . Denfist Dentist

As a member of Delta Dental of Michigan,

. _{ _ PlanPays___Plan Pays Plan Pays* you have access to the nation's largest dental
Diagnostic & Preventive networks: Delta Dental PO and Delta Dental

Diagnostic and Preventive Services - exams, @ gno ; 100% 100% Premier.
cleanings, fluoride, and space maintainers s L " to find a dentist F tof f
Emergency Palliative Treatment - to T ' * It easy lo find @ dentist Four out of ve
temporarily relieve pain B 10__0_% R 100% 100% dentists nationwide participate in our network.
Radiographs - X-rays COM00% 100% 100% « You have supericr access to care and fee
Ba ervice savings because of our agreements with

2:13?: Restorative Services - fillings and crown 8% ! 75% 759, parhmpat!ng dentists. . |

i —— S - . » Cur dentists cannot Pa!anoe bill you, which
Endodontic Services - root canals \ 80% _ : 75% _ 75% means mare money in your pockeﬂ
Periodontic Services - to treat gum disease L. B0 75% 75% « No troublesome paperworkl  Network
SJ:’;:;"QW Services-extactonsanddental g 1 7eu 75% dentists wil il out and fle your dlaims.
Major Restorative Services - crowns T 80% 75% 75% e Pay only your copayments andfor
Other Basic Services - misc. services T -80% . T5% 75% deductibles when you receive care from
Relines and Repairs - to bridges, implants, and |~ gos; 5% 7% network dentists — there are no hidden fees.
dentures ; R s You can still vist nonparticipating dentists,

b you iy bl e fllamount at e

Prosthodontic Services - bridges, implants, : ; time of senvice and then have to wait to be
and dentures ? i i S0% s 50% ) S0% reimbursed.

" When you receive services from a Nonparticipating Dentist, the percentages in this cofumn indicate the Quality Dental Program

portion of Delta Dental's Nonparficipating Dentisf Fee that will be paid for those services. The
Nornparticipating Dentist Fes may be less than what the dentist charges and you are responsible for that

With our quick and accurate claims
processing, we pay more than 90% of claims

difference. '
in 10 days or less. Delta Dental also offers
{ Maximum Payment ~ $1,000 per person total per Benefit Year on all services. | world-class customer senice from our
_ Certified Center of Excellence call center, as
| Deductible - None. |  awarded by Benchmark Portal.
Note - This document is only infended fo provide a brief description of your benefits. Please refer to your Cnline Access
Certificate and summary for a complele description of benefils, exclusions, and imitations. Our online Consumer Toolkit lets you access

your dental plan securely over the Infemet. You
can find a dentisf, check benefits, select
paperiess notices, review claims and amounts
used toward maximums, prnt ID cards, and
more — &l at your own convenience.

A Healthy Smile

Keep your smile healthy with cdental benefits
from Delta Dental. Your smileis a good indicator
of your health. Did you know that your dentist
can detect up to 120 different diseases, including
diabetes and heart disease? Early detecfion is
one of the best ways fo 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.DeltaDentalil.com.




Golden Dental



inldzn Berial Plans
Certificate of Coverage

Macomb County

OFFICE VISIT CO-PAY

$5.00

CLASS 1

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 III
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

\

I. 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 not 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 programs, 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 complete dentures,

or flippers).

Revised 04/29/2015




GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

. Genéral Exclusions, Limitations, and Exceptions, continued

20

Duplicate full or partial dentures.

21

Iniays, 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.

32

Claims submitted due to auto accident, which should be submitted to automobile insurance
carrier.

33

Claims reported as accident on school grounds, which should be submitted to school’s primary
insurance.

34

General anesthesia and the services of a special anesthesiologist unless authorized by employer
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.

39

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
benefits.

40

Prophylactic removal of impactions (asymptomatic nonpathological).

41

Specialist consultations for noncovered benefits.

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.

44

Services rendered by a dental or medical department maintained by or on behalf of an employer,
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.

Revised 04/29/2015




48

GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

Services that the dentist feels, in his or her professional judgement, should not be provided.

49

Instructions in dental hygiene, dietary planning or plague control.

50

Missed appointments or completion of claim forms. Infection control, including sterilization of
supplies and equipment.

Il. Orthodontic Exclusions, Limitations, and Exceptions

1

Retreatment of prior 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

w

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)

Q| ~N| o] &

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.

Revised 04/29/2015
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BCBSM Vision Benefits




MACONMB COUNTY EMPLOYEES
0070004480075 - 08BG2
Effective Date: 01/01/2023

Vision Coverage ’

This is intended as an easy-lo-read summary and provides only a general overview of your benefits. [t is not a contracl. 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 contral.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care [n the nation. VSP is an independent company
providing vision benefit services for Blues members. To find a VSP doctor, 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 bath

Note: Discounls up to 20% for additional prescription glasses and any amount over the allowance pfus savings on non-covered lens exiras (up to
25%) when obtained from a VSP provider

Member s responsrblllty (copays)

| Benefits , - [VSP network. doctor “INon-VSP provider
Eye exam None 1 None
Prescription glasses (lenses and/for frames) ;None None (triember responsible for
. difference between approved

! amount and provider's charge)

Medically necessary contact lenses : ' None : None (member responsible for
5 ; difference between approved
Contact lens suitability examination (fitting and evaluation) }'Up tp.$60 copay i amount and provider's charge)

i
Note: No copay is required for prescribed contact lenses that are not t
medically necessary. !

LBeneﬁts i HVSP network doctor lNQH-VSP provider !
Complete eye exam by an aphthalmologist or optometrist. The exam l100% of approved amount " Reimbursement up to $58 less $5
includes refraction, glaucoma testing and other tests necessary to . . 4 copay (member responsible for
determine the averall visual health of the patient. ' ' any difference)

One eye exam in any period of 12 consecutive months

Lenses and frames

Benefits J] VSP network doctor “ Non-V5P provider :

Standard lenses {must not exceed 60 mm in diameter) prescribed and =100% of approved amount | Reimbursement up to approved

dispensed by an ophthalmologist or optometrist. Lenses may be molded or i amount based on lens type

ground, glass or plastic. Also covers prism, slab-off prism and special base * (member responsible forany

curve lenses when medically necessary. . _' § difference)

* Standard Progressive Lenses - Covered when rendered by a VSP One palr of Ienses with or without frames, in any period of 12 consecutive
network dactor months

ADM PLANYR JAN;ASCMOD 9778 VIS;ELUE VISION;BV SPL;BV-CLSE;BVC;BVFL;BVPP CHOICE NET

Blue Cross Blue Shield of Michigan is 2 nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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I'Benefits.

lNon-VSP provider

VSP network.doctor

Standard frames $100 allowan_ce-l‘h'at‘ is-applied toward

exceeding the allowance) less

Note: All VSP network doctor locations are required to stock at least 100
different frames within the fran:le allowance.

Reimbursement up.to $65 less

frames (member responsible for any cost $10 copay (member responsible

for-any difference)

One frame in any period of 12 consecutive months

Contact Lenées

[Beneﬁts Jl VSP netwo[lsl do_ctor

Medically necessary contact lenses {requires priar authorization approval 5100% of approved amount
from VSP and must meet criteria of medically necessary) ‘

l?Ndn-\_!'SP provider ]

) Rei'rnbursement up to $210
{member responsible for any
difference)

Contact lenses up lo the allowance in any period of 12 consecutive months

$120 allowance that is-applied toward
coniact lens exam. (fitting and materials)
-and the contact lenses {(member
respaonsible for any.cost exceeding the
allowance)

Contact lens suitability examination (fitting and evaluation) i

Elective contact lenses that improve vislon {prescribed, but do not meet
criteria of medically necessary) ]

[

$105 allowance that is-applied
toward contact lens exam (fitting
and materials) and the contact
‘lenses {membér responsible for
any cost exceeding the
allowance)

Contact lenses up to the allowance in any period of 12 eonsecutive months

ADM PLANYR JAN;ASCMOD 9778 VIS;BLUE VISION;BY 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 Association.
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HAP

Please refer to the HAP Medical Benefits Summary




